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SAFDAR I. CHAUDHARY , MD

T HOUGHTS  FROM
OUR  M EDICAL  EDITOR

50 Cent: Rap, Rhythm,
Attitudes and Our Kids

A ttitudes keep on changing over
the years, but when it comes to

popular culture, are things changing
for the better as far as our children are
concerned? As parents try to keep
pace with the fast lanes of life and
profession undertakings, our children
are absorbing massive doses of video
games, movies, television and music.

I had heard about the violent,
sexually explicit and vulgar language
used in rap music; but, preferring
National Public Radio for my drive-
time listening, I knew little about it.
Last month my son Omair, now 14
years old, asked permission to go to a
concert by “ 50 Cent” at the Mellon
Arena. Knowing little about this
artist, I asked him who else was going
from his school and learned that
several of his friends from his class
were planning to go. Assuming this
music must therefore be all right for
kids of his age to enjoy, I gave him
permission to go with his friends. I
had wanted to spend my evening
doing some yard work anyway, a
respite from office files. However,
the events took an interesting turn
when my son’s ride left before he was
ready to leave. Because he was very
upset and naturally eager to get to the
arena, I proceeded to take him to the
concert myself; when he could not

find his friends, I decided to stay
with him.

The arena was filled with teenage
kids clad in a variety of interesting
clothes far more colorful than the
spring flowers, although some of
these could hardly be called clothes.
Perhaps I am getting old or old
fashioned and things have changed,
I thought to myself. The concert
began, and the words of the loud
music rushed into my ears. Repetitive
vulgarity and sexuality was mixed in
with lyrics filled with violent themes
of defiance. A few girls appearing to
be about 14-15 years old and sitting
just a few seats away started to smoke
marijuana as the crowd began to get

excited and periodically stand up.
While the drumbeat and the

passionate response from the audi-
ence began to numb my ears, my
mind wandered off to some other
thoughts. I remembered recently
watched television shows, even
PG-13 movies and video games, that
my kids had insisted on watching or
buying. Their argument mostly had
always been that all the other kids in
their school and neighborhood had
watched these shows or had these
games.

Am I seeing the world differently,
or has the world been changing
around me? I asked myself: Should
I accept this as the new norm or try
to protect the values of basic ethics,
conduct, language and mutual
respect? I ventured to ask my peer
physicians during the break in super-
visory hours at a patient clinic. I was
very comforted to hear of similar
struggles by most parents. This
accidental trip from planned yard
work on a Monday evening to a

Am I seeing the world
dif ferently , or has the
world been changing
around me?
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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.

“50 Cent” rap concert became a
yardstick for my parental responsi-
bilities.

I thought to myself: We create
the world where our children reside.
It is our responsibility to determine
what is suitable and what is detri-
mental to their physical and emo-
tional health. The yardstick of “What
everyone else is doing must be OK,”
is not good enough.

As the prevalence of substance
abuse disorders in children and
adolescents is rising, the age of first
usage is dropping and the morbidity
and mortality of children is increas-
ing. Substance abuse is known to
interfere with natural growth and
normal interaction and development,
including relationships with peers,
performance at school, attitude
towards law and authority, and acute
and chronic organic effects.

The lyrics of this artist and the
attitudes of the adolescents in this
crowd in our town, not too far from
ACMS headquarters, were rather
disturbing. Perhaps it is time to take
a look at what our kids are hearing
and watching and take a more active
role in their decision making regard-
ing leisure time activities. I guess
parental discussions in this regard are
needed. Perhaps starting a “Parent’s
Anonymous” support group may
help a parent in distress after a “50
Cent” rap concert.
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FRANK VERTOSICK JR., MD

The Genius of Life

EDITORIAL

I once asked a neuroscientist a
simple question: “Which is

smarter, a human brain or a single
mammalian cell?” I was not surprised
by his reply: “Why, a brain, of
course.”

“If that’s so,” I argued, “then how
does a single cell—a fertilized
ovum—make an entire brain, not to
mention a heart, a liver, a pancreas
and so on?”

He thought for a moment,
flustered, then formulated his re-
sponse: A cell only has a limited
repertoire of stereotyped actions. A
cell doesn’t solve problems analyti-
cally, hence it can’t be considered
“intelligent” in the true sense of the
word. Brains think, cells react. Brains
create, cells simply survive.

This is an old—and false—
argument, firmly rooted in our
anthropomorphism and brain chau-
vinism. We can define intelligence as
the ability to learn from the past and
then use that learning to solve new
problems. What constitutes truly
“intelligent” behavior thus depends
on how we define the data to be
learned and the problems to be
solved. Conveniently, the only
“problems” we consider valid are
those made from brains; all other
“problems” are discounted as trivial.

For example, the brain uses
information stored in the pages of an

We believe that cells such as free-
living pond amoeba are simply little
V-8 engines, mindlessly idling along
as they draw in limitless amounts of
fuel and oxygen. In fact, the amoeba
faces an environment every bit as
hostile and problematic as our own,
a minefield of fluctuating tempera-
tures, varying food supplies and
uneven levels of local oxygenation,
salinity and acidity. It must con-
stantly make decisions regarding
internal enzyme activation, ATP
utilization, motility, the timing of
cell division and so on. Because our
macroscopic brains have no intuitive
feel for such miniature “problems,”
nor any understanding of the cellular
cognition required to solve them, we
fail to assign any intellectual content
to the amoeba’s existence. We assume
cells to be rather mindless. We may
do calculus better than a cancer cell or
an E. Coli, but in the world of genes
and proteins, they are the geniuses;
we are the dopes.

Keep in mind that colossal beasts
like ourselves are simply large colo-
nies of cells, and even that description
does not do justice to the cell’s
dominance in the biological realm.
The word “colony” implies a society
of diverse individuals coming to-
gether for a common good, with
each member contributing a unique
talent. However, my body isn’t a

algebra book to solve word prob-
lems; in our neuro-centrist paradigm,
this makes the brain a paragon of
thought. However, bacteria use
stored genetic knowledge to solve an
unknown antibiotic with the goal of
staying alive. Does this make them
intelligent? In the formal computa-
tional sense, yes, it does. Neverthe-
less, we see cells as Darwinian simple-
tons, nothing more. The deconstruc-
tion of novel environmental toxins
by cellular life forms requires a
massive amount of molecular com-
putation; it is, perhaps, a harder
problem than solving General Rela-
tivity, but that doesn’t alter our
delusion that cells are just tiny bags
of chemical reflexes, while we are
geniuses bordering on the Divine.
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EDITORIAL  continued

collection of diverse individuals
joining together; my body is instead
made up of numerous copies of the
same cell, generated by a single
progenitor, with each copy assuming
a different role. The body isn’t a
colony at all, but an elaborate “one-
man” stage show—written, directed,
choreographed and performed by the
ovum. See that guy sitting over there,
by the coffee machine? He’s nothing
more than an amoeba that decided
two eons ago to stop foraging for
food on the microscopic scale and
begin building itself into something
grander. He may look big and ugly,
but he’s just a single cell playing an
elaborate trick on the world.

Note that virtually every multi-
cellular creature, with the exception
of simple creatures like the hydra,
must reduce itself back into an
amoeba in order to reproduce. No
large creature reproduces by “bud-
ding” or “cleaving” at the macro-
scopic level; only a single cell has the
brainpower to rebuild the whole
organism. A redwood can’t be trusted
to make another redwood, nor can a
human be trusted to make another
human. Only cells have the power to
make redwoods and humans. Only
cells have the intelligence to build

these things. Our brains can make
Nintendo games and skyscrapers, but
it can’t make a human body. Only a
cell can do that.

We are just now beginning to
understand the scope of cellular
intelligence and it isn’t all in the
genes. The information stored in the
genome is vast, but not that vast. The
human genome represents only about
700 megabytes of data, small enough
to be stored on a single CD. Thus,
both Beethoven himself and his
Ninth Symphony can fit on the same
CD. How is that possible?

Because cells are more than genes,
much more. The cell is like a
computer’s operating system; it sets
the computational rules, but it
doesn’t do all the thinking, or even
most of it. The cell is much more
than the genome, just as the brain is

much more than the genome. Our
decades-long obsession with DNA
has blinded us to the real intellectual
hardware of life, but that situation is
now changing, thanks to advances in
the fields of proteomics and network
theory.

Modern genetics has taught us
one thing: We now know that the
number of genes it takes to make a
human is barely more than the
number it takes to make a fruit fly,
or a worm...or an amoeba. Most of
the genetic machinery is needed to
make the living cell, with a smaller
portion of the genome devoted to
making the multicellular “stage plays”
produced by that cell. Making a cell
is the hard part. Making different
bodies out of cells, such as flies,
worms, crabs, chimps, humans, is
comparatively easy; and making a
human isn’t all that much harder than
making a fly. From the standpoint of
pure informational theory, the
difference between a cell and inani-
mate matter is staggering, while the
difference between a fly and a hu-
man, or even an amoeba and a
human, is comparatively minuscule.

How does a cell think without
neurons? Recent evidence suggests

continued on page 415

We may do calculus
better than a cancer
cell or an E. Coli, but in
the world of genes and
proteins, they are the
geniuses; we are the
dopes.
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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 (412) 885-6570

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
Mike Gomber
(800) 472-2791 or (412) 580-7900

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

0  PNC Bank
Kevin Jansma (412) 373-6114

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

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

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

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

(412) 321-2188
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that receptor and enzyme systems in
cells behave like molecular transistors;
moreover, enzyme pathways are
linked in parallel networks resem-
bling larger electrical networks like
the brain. Even more amazing, cells
may be able to tap into the enormous
power of “quantum computing,”
which uses superimposed molecular
quantum states as binary bits. Theo-
retically, a “quantum computing” cell
could have more number-crunching
prowess than the smartest mamma-
lian brain, assuming that the brain is
stuck in the non-quantum world.
Thus, is it a surprise that amoebic
slime molds can “solve” mazes to
reach food sources? Or that bacterial
species form cooperative biofilms by
communicating with each other
hormonally? Or that the cell may
even have a visual system that uses
organelles to detect infrared radia-
tion?

What relevance does all of this
have for a medical audience? A lot,
actually. For those who haven’t been
paying attention, we are losing the
war against cells. Despite the daily
positive hype spewed in our local and
national media (which helps keep all
those expensive cancer centers filled),

little true progress has been made in
our battle with solid cancers. Even
worse, we’re running out of ideas. So
I have a suggestion: We can no longer
look at a cancer cell as a rabid dog to
be subdued with a baseball bat. We
must instead look at a cancer cell as a
complex, thinking being with an
agenda. The transformed cell is more
schizophrenic brain than rabid
animal, and dealing successfully with
cancer means knowing more about
cells than we do now. Much more.
Any hunter that underestimates the
intelligence of its prey is doomed to
fail, and we have grotesquely underes-
timated the genius of cancer cells and,
for that matter, bacterial cells as well.

Curing cancer will mean reason-
ing with it, not just being violent
with it. A cure will require learning
the language that cells speak and
knowing why they do what they do.

We tried killing cancer in every
imaginable fashion: burning it,
freezing it, irradiating it, robbing it of
a blood supply, clubbing it with
every toxin known, but cancer has
proven more clever than all that.
When your ammo runs out, learn to
negotiate a truce.

But the first step to speaking an
enemy’s language is acknowledging
that it has a language, and the intel-
lect to use it in the first place. Unless
we realize that the cell has an intelli-
gence comparable to our own, we
have no hope of dealing with com-
plex cellular diseases. If we continue
to look at cells as nothing but a little
genetic clockwork to be manipulated
like a child’s toy, they will continue
to make mincemeat of us. After all,
we are the cell’s toy, not vice versa. If
this sounds like nonsense, I have one
more question:

Any better ideas?

Dr. Vertosick is a neurosurgeon. He can
be reached at fvertosick@acms.org.

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

EDITORIAL  continued from page 413

Curing cancer will
mean reasoning with
it, not just being
violent with it.
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SOCIETY  N EWS

ACMS Alliance news
The Allegheny County Medical
Society Alliance will welcome Penn-
sylvania Medical Society Alliance
President-Elect Kathleen Hall to its
general meeting and luncheon on
September 23, beginning at 10 a.m.
at the Grand Concourse in Station
Square. For more information, call
Suzanne Leehan at (412) 884-2687.

The alliance is
looking for item
donations for their
basket raffle to be
held at the ACMS
annual dinner in
January. This year’s
theme is the ABCs,
with 26 baskets featuring items for
each alphabet letter. To donate an
item for this popular activity, call
Irene Payan at (724) 443-5379.

Geriatrics society to meet in Nov.
The Pennsylvania/West Virginia
Geriatrics Society will host a fall
program on November 6 at the
Allegheny County Medical Society
headquarters. Featured guest speaker
Jiska Cohen-Mansfield, PhD, ABPP,
will present
Understanding
Agitation in Persons
with Dementia:
The Journey from
Definition to
Intervention. Dr.
Cohen-Mansfield
is professor,
Department of Health Care Sciences
and of Prevention and Community
Health at George Washington
University Medical Center and
School of Public Health, and director
of the Research Institute Hebrew
Home of Greater Washington.

This program is free for society
members, and non-members can
participate for a nominal fee. Regis-
tration and cocktails will begin at 6
p.m., followed by dinner at 6:30.
The agenda for the geriatric society’s
fall business meeting, which will be
held in conjunction with the pro-
gram, includes the distribution of
election ballots for the position of
board of director. For more informa-
tion, contact Nadine Popovich at
(412) 321-5030.

Ob/Gyn society to hold meeting
The Pittsburgh Obstetrical and
Gynecological Society will sponsor
the program, Clarifying the Role of
Hormone Therapy in 2003, on
October 4 at the Four Points
Sheraton in Cranberry Township.
Presenters include Ian Thorneycroft,
PhD, MD, professor of obstetrics
and gynecology at the University of
South Alabama School of Medicine;
M. Michele Blackwood, MD,
director of Blackwood Breast Cancer
and associate clinical professor of
surgery at Columbia Presbyterian;
and Joseph S. Sanfilippo, MD, vice
chairman of reproductive sciences
and professor of obstetrics, gynecol-
ogy and reproductive sciences at
University of Pittsburgh, Magee-
Womens Hospital.

This program has been developed
for primary care physicians, obstetri-
cians, gynecologists and endocrinol-
gists, but other healthcare profession-
als are welcome. CME credits are
available. The registration fee for the
half-day program is $25. Breakfast
will be available at 7 a.m. and the
program begins at 8. For more
information or to register, call
Dianne Meister at (412) 321-5030.

Annual Basket Raffle

Living wills now available online
Helping patients plan for end-of-life
issues has now gotten a little easier.
The Living Will and Healthcare
Power of Attorney form is now
available online on the Allegheny
County Medical Society website at
www.acms.org. Hard copies of the
form are also available at a cost of
$2.50 each, with discounts for orders
of 10 or more. The form was devel-
oped and approved by the medical
society and the county bar associa-
tion. For more information, call
(412) 321-5030 or visit the website.

Medical ’biz in the ’Burgh
An Allegheny County Common
Pleas Court judge ruled in favor of a
group of 83 pharmacists who sued
UPMC Health Plan/Best Health
Care of Western Pennsylvania. The
lawsuit seeks to block the recoup-
ment of $8 million in prescription
reimbursements that the insurer
claimed were overpaid in 2001 and
2002 because of a processing error.
UPMC Health Plan said it plans to
appeal the decision, maintaining that
it would not be serving healthcare
providers, its members, employer
group and government payers if it
did not recover money it still believes
was paid in error. While UPMC had
already been enjoined from seeking
reimbursement from the pharmacies
involved in the lawsuit, other phar-
macies throughout western Pa. have
received letters from UPMC notify-
ing them that future reimbursements
would be reduced to make up the
amount that was allegedly overpaid
through an error made by UPMC’s
agent, Argus Health Systems Inc.

[8/1/03 Pittsburgh Tribune-Review]

Dr. Cohen-Mansfield
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SOCIETY  N EWS continued

The Department of Veterans Affairs
(VA) announced a plan to close seven
VA hospitals, including Pittsburgh’s
Highland Drive facility, as well as to
open others and retarget services in a
broad restructuring of its healthcare
services. The proposals are part of a
VA restructuring begun last year to
shift the agency’s focus to outpatient
care, place services where they are
needed most and save money by
eliminating underused and outdated
services and facilities.

[8/5/03 Associated Press]

Standard & Poor’s ratings services
lowered Highmark Inc.’s credit rating
from A+ to A and graded its financial
outlook as stable. S&P took the

action in response to a decline in
Highmark’s earnings in 2002, in
which Highmark posted a net loss
but would have been profitable if it
hadn’t incurred one-time charges,
including $115.8 million worth of
costs associated with renewing its
contract with UPMC Health System
and $60 million associated with a
military dental contract. Despite the
loss, S&P said Highmark’s capital
adequacy is expected to remain
extremely strong.

[8/6/03 Pittsburgh Post-Gazette]

Moody’s Investors Service assigned
Highmark Inc. a medium grade
credit rating. Moody’s Baa2 credit
rating, which is below the “strong” A

rating Standard & Poor’s Corp. gave
Highmark earlier in August, was
accompanied by a “stable” financial
outlook, as was S&P’s. Moody’s said
Highmark’s strengths, which include
strong capitalization, diverse product
mix and multiyear contracts with key
hospital and physician networks,
were offset by a weak financial
performance last year, a concentration
of business in Pa., and the weak
financial condition of one of the
hospital networks that serve
Highmark’s health plans. The net-
work was unnamed by Moody’s, but
is believed to be the West Penn
Allegheny Health System, which has
posted sizable losses in the past year.

[8/15/03 Pittsburgh Post-Gazette]

continued on page 418

FREDERICK  M. JACOB  PHYSICIAN  MERIT AWARD
for OUTSTANDING  SERVICE TO ACMS

This physician demonstrates exceptional leadership,
energy and vision on behalf of ACMS.

NATHANIEL  BEDFORD  AWARD
for OUTSTANDING  PRIMARY  CARE PHYSICIAN

This physician demonstrates long-term dedication to the physical
and psychological needs of patients.

RALPH  C. WILDE  AWARD
for OUTSTANDING  PHYSICIAN , TEACHER, LEADER

AND  HUMAN  BEING

This physician exemplifies the personal and professional characteris-
tics of the late ACMS president
for whom this award is named.

Nominations are now being accepted for the following prestigious awards
PHYSICIAN  VOLUNTEER  AWARD

for OUTSTANDING  VOLUNTEERISM  RENDERED BY A PHYSICIAN

This physician donates significant amounts of time and expertise
towards the provision of medical care

on a volunteer basis.

BENJAMIN  RUSH INDIVIDUAL  PUBLIC  H EALTH
AWARD

for OUTSTANDING  CONTRIBUTION  TO PUBLIC HEALTH

RENDERED BY A LAY PERSON

BENJAMIN  RUSH COMMUNITY  ORGANIZATION
H EALTH  SERVICE  AWARD

for OUTSTANDING  CONTRIBUTION  TO PUBLIC HEALTH

RENDERED BY A LAY ORGANIZATION

Nominations are due by November 7, 2003.Nominations are due by November 7, 2003.Nominations are due by November 7, 2003.Nominations are due by November 7, 2003.Nominations are due by November 7, 2003.
FOR MORE  INFORMATION  PLEASE CONTACT  ELIZABETH  FULTON  AT  (412) 321-5030.

WE LOOK  FORWARD  TO RECEIVING  YOUR  NOMINATIONS !

2003 ACMS AWARDS
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Mike Gomber, Ar ea Vice President
(412) 580-7900   Toll Free(800) 472-2791

www.pssd.com

Allegheny MedCare

Congratulations
from           Alleghen y MedCare

Pediatric Alliance
...recognized by the Pittsburgh Business Times as one of 2003’s

top 100 fastest growing companies in Pittsburgh.

Pediatric Alliance is the area’s largest physician
practice privately owned by physicians!

A new North Side hospice for the
terminally ill, possibly the first of its
kind in the nation, is scheduled to
open in September. The Quality of
Life Center, located in a 17,000-
square-foot mansion called Anderson
Manor, will be open free of charge
for ill persons to listen to music,
make art, get a massage or be served a
gourmet meal of their choosing. The
center will be run by the nonprofit
Family Hospice and Palliative Care,
which also plans to convert the
second floor of the mansion into five
private rooms for a hospice residence,
and to create new offices for approxi-
mately 10 Family Hospice employees
who serve patients living at home in
Beaver and Butler counties.

[8/11/03 Pittsburgh Business Times]

The MCARE fund has one-tenth of
the money it needs to cover an
estimated $350 million in claims that
become due Dec. 31. While Gov. Ed
Rendell has extended the delay in
physicians’ MCARE premium
payments and has promised doctors
since last December that he would
find money to lower the payments,
he has yet to find that money. The
Office of Health Care Reform said
the governor intends to stand by his
commitment and noted that the
MCARE Fund could borrow the
money without legislative approval,
if necessary. Other possible sources of
revenue include an additional 13-cent
tax on cigarettes, which could gener-
ate as much as $100 million, with
the rest of the money to come from

federal dollars, whereby hospitals
would pay doctors’ MCARE premi-
ums and get the money back in the
form of increased Medicaid reim-
bursements, according to Senate
Democratic Leader Robert J. Mellow
of Peckville. Mellow is heading up
the proposal with the governor.

[8/13/03 Scranton Times Tribune]

SOCIETY  N EWS continued from page 417

Don’t forget to enter
your favorite photos in
the 2003 Bulletin Photo

Contest.
Log on to www.acms.org or

see the August Bulletin (p. 374)
for contest guidelines.

Deadline is October 6!
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A CTIVITIES  &
A CCOLADES

Radio personality Sean McDowell
recently interviewed ACMS President
G. Alan Yeasted, MD,
internal medicine, on the
Sunday Morning Maga-
zine radio show regard-
ing the medical malprac-
tice insurance crisis. The
interview aired on FM
stations, WWSW (94.5), WJJJ
(104.7), WDVE (102.5), WXST
(96.1) and WXDX (105.9).

Alexander M. Minno, MD , internal
medicine, has been appointed to the
National Hypertension Association
Board of Trustees. The board’s
mission is to address the chronic
health problem of hypertension by
developing, directing and implement-

ing programs to research, educate and
alert the public about hypertension.

Chandrappa S. Reshmi, MD,
ophthalmology, was an invited judge
of the European Society of Cataract
and Refractive Surgeons Congress-
Alcon Video Competition in Lon-
don on July 26. This was
Dr. Reshmi’s 16th year to
serve, making him the
society’s longest-serving
judge. He also was the
only invited judge from
the United States.

James Bradley, MD, orthopedic
surgery, was featured in an August
issue of the Pittsburgh Business Times.
Dr. Bradley, team physician for the

Pittsburgh Steelers, was elected
president of the National Football
League Physicians Society, a group of
NFL-affiliated physicians that helps
to ensure that each team’s medical
staff stays on the forefront of sports
medicine and injury prevention.

PMS President-elect Jitendra Desai,
MD,  urology, was interviewed by
Fred Honsberger on Honsberger Live
regarding a recent call for national
health insurance. The interview aired
on PCNC on August 14.

Dr. Yeasted

Dr. Reshmi

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.
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800.445.1212
717.558.7500

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

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

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

Our concern for health-care professionals practicing in Pennsylvania extends

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

Risk management activities are tightly integrated with underwriting standards.

We lobby persistently for meaningful medical liability reform.  While malpractice

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

of professional liability insurance for Pennsylvania physicians for the future.

· An advocate for meaningful medical liability reform

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

· Endorsed by the Pennsylvania Medical Society

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

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

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

Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.Currently accepting applications only from physicians joining insured practices.
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IN  M EMORIAM

Herbert G. Kunkel, MD , age 78,
passed away August 2. Dr. Kunkel,
anesthesiology, received
his medical degree from
the University of
Pittsburgh School of
Medicine in 1954 and
interned at South Side
Hospital. He served
residencies at Presbyterian University
Hospital and Mercy Hospital. Dr.
Kunkel, a World War II veteran, was
affiliated with Shadyside Hospital.
He is survived by daughter Susan
Borner, sons Herbert G. Jr., MD,
Frank A., MD, and Thomas C.,
DMD, and six grandchildren.

Peter Safar, MD, age 79, passed
away August 3. Dr. Safar, anesthesiol-
ogy, received his medi-
cal degree from the
University of Vienna in
Austria in 1948. He
studied surgery at Yale
New Haven Hospital in
Connecticut and trained
for anesthesiology at the University
of Pennsylvania. Founder of  the
anesthesiology department at the
University of Pittsburgh, Dr. Safar
also began the International Resusci-
tation Research Center, now named
after him. Known as the “Father of
CPR,” he was a pioneer in resuscita-
tion research and critical care medi-
cine, developing the country’s first
intensive care unit and paramedic
ambulance service. Dr. Safar was
nominated for the Nobel Prize in
medicine three times for his CPR
research. He is survived by wife Eva,
sons Phillip and Paul, and five
grandchildren.

Dr. Safar

Dr. Kunkel

DEAR  DOCTOR

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.

Allegheny
County
Medical
Society

Moving? (Home or Office)

Be sure to let the medical society know.
That way you won’t miss out on any of the great
stuff you’re entitled to as a member!

E-mail acms@acms.org or
call (412) 321-5030 and ask for
Nadine Popovich (ext. 110) or Jim Ireland (ext. 101)

Contact Linda Smith to inquire about a professional ad

in the Bulletin (ext. 105 or e-mail lsmith@acms.org)

avoiding certain foods, losing weight,
quitting smoking, minimizing
alcohol use, avoiding meals three
hours before bedtime and elevating
the head of the bed can help alleviate
discomfort.

Arthur Fine, MD ,
general surgery, reviewed
the option of minimally
invasive techniques for
colon surgery. He wrote
that this type of surgery
is comparable to open
surgery; but since colon surgery is
done for reasons that are potentially
threatening to the patient’s health,
and if surgery is urgent or minimally
invasive surgery is not readily avail-
able, open surgery is a proven proce-
dure.

Dr. Chollet

Dr. Kondziolka

Dr. Strauss

Dr. Fine

Janet Chollet, MD ,
obstetrics and gynecol-
ogy, wrote about what a
diagnosis of inverted
uterus means and that
having an inverted
uterus does not prohibit
a couple from conceiving and deliver-
ing a healthy child.

Douglas Kondziolka,
MD , neurological
surgery, wrote a column
on benign brain tumors.
He discussed treatment
options and wrote that
observation rather than
surgery may be an excellent manage-
ment strategy for certain patients.

Jodie L. Strauss, DO,
internal medicine,
explained what the
symptoms of gastroe-
sophageal reflux disease
(GERD) are and what
can aggravate them. She
wrote that lifestyle changes such as
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COMMUNITY  N OTES

Medical history lectures
The C.F. Reynolds Medical History
Society is sponsoring a lecture, Forces
of Habit: Why We Make War on Some
Drugs, But Not on Others, by David
Courtwright, PhD, professor in the
department of history at the Univer-
sity of Florida. The lecture begins at
6 p.m. on September 25 in Lecture
Room 5 in Scaife Hall at the Univer-
sity of Pittsburgh. The Ninth Annual
Sylvan E. Stool History of Medicine
Lecture begins at 6 p.m. on Novem-
ber 6; details will be announced in
the October Bulletin.

Dinner will follow the lectures.
For more information, call Dr.
Jonathon Erlen at (412) 648-8927 or
e-mail erlen@pitt.edu.

Free prostate program
The Pittsburgh Mercy Health
System’s Healthy Communities
Institute and the Mercy Cancer
Institute is sponsoring a free educa-
tion and screening program, What
You Need to Know About Prostate
Cancer, on September 25 from 6-8
p.m. Held at the SmartHealth Bethel
Park Outpatient Center, the program
also offers free prostate cancer screen-
ings, including a free blood test and
digital rectal examination for those
interested. Advance registration is
required. For information or to regis-
ter, call MercyLink at (800) 232-5660.

Breast cancer fundraiser
The Family Health Council will
present Hot Pink Pittsburgh on

October 20, an evening of music and
dancing to raise money for breast
cancer screening for uninsured
women in Western Pennsylvania. For
more information, call Jackie Garcia
at (412) 288-2130 ext. 127.

JFK assassination symposium
On November 20-23, the Cyril H.
Wecht Institute of Forensic Science
and Law at Duquesne University
School of Law will hold the 40th

Anniversary Symposium on the
John F. Kennedy Assassination in the
university’s Duquesne Union. The
symposium seeks to provide an
impartial, academic forum to clarify
and advance the understanding of the
JFK assassination and its impact on
the practice of criminal law and
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forensic science and to explore what
may still be learned about the assassi-
nation with modern-day forensic
science techniques. For more infor-
mation, call (412) 396-1049, e-mail
jfksymposium@duq.edu or visit
www.law.duq.edu.

Identifying surgical instruments
Global Links, a Pittsburgh-based
medical material aid organization, is
seeking individuals (particularly in
the specialties of general surgery,
neurology, otolaryngology and
urology) to help identify and sort
surgical instruments, especially ENT
instruments. The instruments have
been donated by local and national
hospitals for shipment abroad to
hospitals that serve the poor in

developing countries. For informa-
tion or to volunteer, call Elizabeth
Clewett at (412) 361-3424, ext. 209,
e-mail eclewett@globallinks.org or
visit www.globallinks.org.

Driver ability guide
The American Medical Association is
offering an Internet guide to help
physicians decide whether their
elderly patients are still able to drive
safely. The guide, accessible at
www.ama-assn.org, looks at the
physical aspects that might hinder
driving, as well as information on
motor vehicle laws in every state.

Osteoarthritis study
Researchers at the University of
Pittsburgh School of Medicine are

looking for individuals ages 55 and
older with osteoarthritis of the hips,
knees or back, who are married or
live with a significant other, to
participate in a six-week research
study on the impact of arthritis on
patients and partners. Call the Arthri-
tis Education Project at the Univer-
sity of Pittsburgh at (412) 624-5532.

Osteoporosis study
Pride Clinical Research Associates is
looking for post-menopausal women
who are at least 40 years old, at risk
for osteoporosis and not presently
taking osteoporosis medications such
as Fosamaz, Actonel and Evista for a
study to compare the safety and
tolerability of an oral buffered

COMMUNITY  N OTES  continued

continued on page 424

Allergy & Clinical Immunology Associates, PC
and

D. Lee Miller, M.D.
Ronald A. Landay, M.D.

James N. DeAngelo, D.O.
Gilbert A. Friday, Jr., M.D.

are pleased to announce the association of

Michael J. Palumbo, M.D.
specializing in Allergy and Immunology

Dr. Palumbo is a Pittsburgh native and a graduate of Ohio
Wesleyan University and The Penn State College of Medicine.
He completed his residency in Pediatrics at the Medical College
of Georgia. His fellowship training in allergy and immunology
was completed at the University of South Florida.

ALLERGY & CLINICAL  IMMUNOLOGY ASSOCIATES
180 Fort Couch Road

Pittsburgh, PA • 15241-1080
412 • 833 • 8811

1385 Washington Road • Suite 101
Washington, PA • 15301

724 • 228 • 7710
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solution of alendronate sodium
versus placebo for the treatment of
osteoporosis. Call Alma Heyl, BS,
RT(R), or Lisa Zeman, BSN, RN, at
(412) 232-7164 or e-mail
clinicalresearch@mercy.pmhs.org.

Highmark’s new member ID system
Because of group and member
concerns about using Social Security
Numbers (SSN) as member identifi-
ers, Highmark is creating a new
member identification system known
as the Unique Member Identifer
(UMI). Highmark plans to launch
the new 16-character UMI this
October, with a rolling conversion
over a six-month period. Physicians
should check their practice manage-
ment software to make sure it can

accept the expanded 16-character
format and should inform their
billing vendors of the change.

Out-of-hospital DNR orders
A new state law allows for persons
with terminal conditions to acquire
identification bracelets or necklaces
that indicate to emergency medical
services personnel that the patient
does not wish to be resuscitated
should he/she experience a cardiac
arrest. Physicians may, but are not
required to, provide the patient with
the bracelet or necklace indicating
that order. Physicians can obtain
these identifiers through a vendor
identified by the Pennsylvania De-
partment of Health by logging on to
http://webserver.health.state.pa.us.

COMMUNITY  N OTES  continued from page 423

Savings on
Auto Rentals

Member Benefit

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

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

everything from compact cars
to luxury cars, trucks and

passenger vans.

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

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

Working for Physicians.
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Sept 22...........................Washington Co. Medical Society
Annual Dinner

Sept 23, 6 pm..................ACMS Board of Directors
Sept 24, 5:30 pm.............Pittsburgh Pathology Society
Sept 25, 8:30 am-noon....PMS Videoconference

Commission on CME
Sept 25, 5:30-9 pm..........Mercy Providence Staff Meeting
Sept 30, 8:30-10 am........PMS Videoconference

Practice Administrators
Oct 2, 3:30 pm.................Pittsburgh Ophthalmology Society
Oct 13, 5:30 pm...............Pittsburgh Urological Association
Oct 14, 10 am..................ACMS Alliance
Oct 14, 6 pm....................ACMS Executive Committee
Oct 15, 6:30 pm...............Medical Assistants
Oct 17, 12:30-3:30 pm.....Pittsburgh Public Schools
Oct 17-19........................Pennsylvania Medical Society

House of Delegates

CRISIS INTERVENTION  ACROSS THE LIFESPAN—Sept. 24-25. Penn Stater
Conference Center, State College, PA. Sponsor: Western Psychiatric
Institute & Clinic, et al. 12.0 CEU. Call Jennifer Lichok at (412) 605-
1224 or e-mail lichokjl@msx.upmc.edu.

18TH ANNUAL  REGIONAL  GERIATRIC FORUM: CURRENT CONCEPTS IN HEALTH

& A GING, A CANCER DIALOGUE —Sept. 26. Hyatt Regency Pittsburgh
Int’l Airport. Sponsor: West Penn & Vintage. Call (412) 578-6926.

HOT TOPICS IN RHEUMATOLOGY  & INFECTIOUS DISEASE—Sept. 26-28.
Nemacolin Woodlands Resort & Spa, Farmington, PA.  Sponsor: Mercy
Health System. Up to 10 hours in category 1 toward AMA Physician’s
Recognition Award. Call (412) 232-5515 or (412) 232-7986.

HEALTH  POLICY & MANAGEMENT  LECTURE SERIES—Oct. 15. U. of Pitt.
Graduate School of Public Health. Sponsor: Health Policy Institute. 1.5
CME toward AMA Physician’s Recognition Award. Call (412) 624-
6104.

UPDATE IN INTERNAL  MEDICINE  2003—Nov. 6-7. David L. Lawrence
Convention Center, Pittsburgh. Sponsor: UPMC et al. Call Tricina Cash
at (412) 647-8255 or e-mail casht@msx.upmc.edu. Visit
www.upmc.edu/ccehs.

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.

SEPTEMBER /OCTOBER
CALENDAR

CONTINUING
EDUCA TION

September 21-27 is National Reye’s Syndrome
Week. October is the month for the following
national awareness programs: Liver, Breast
Cancer, Spinal Health, Family Sexuality
Education, Physical Therapy, Lupus, Spinal
Bifida, Brain Injury. October 6 is National Child
Health Day; October 9 is National Depression

Screening Day; October 17 is National Mammography Day; and October
12-18 is National Adult Immunization Awareness Week. (Source: U.S.
Dept. of Health and Human Services).

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

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

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

GETTING  T HERE :
M USINGS  OF A  M EDICAL  STUDENT

Language Lessons

Somewhere deep in medicine’s parallel universe...
A doctor’s clogs click ominously on the tiled floor
as he saunters down the corridor. He enters the

room where the patient is waiting, clothed only in a
hospital gown that doesn’t close in the back. The doctor
shines his penlight directly into the patient’s eyes. The
questions begin.

Doctor: Isn’t it true you’ve been having night sweats?
Patient: No!
Doctor: Are you sure? Why aren’t you telling me? Do

you realize you’re withholding one of the cardinal signs of
tuberculosis?

Patient (sweat collects on brow): No, no, I swear; it
wasn’t like that.

Doctor (writing on chart): “Patient denies night
sweats.”

Once, as I was presenting a history and physical
examination, my attending interrupted with a discourse
about how using the word “denies” sounds accusatory, as
if the patient is deliberately withholding that he has a
blood-streaked cough or night sweats. Our discussion led
to this bizarre fantasy, and it also reminded me of many
things that sounded weird to me when I began to learn
how to keep the medical record.

Now here’s a term that should sound more accusa-
tory—cerebral vascular accident. Yes, maybe those blood
vessels in the brain did have an “accident,” but considering
the damage caused, I think it requires more severe lan-
guage. I like “cerebral assassination.”

On a dark winter morning, two years ago, our
pathology professor went on a tear about empyemas.
Unfortunately, he forgot to first tell us what an empyema
was. Deeply confused and adrift in a sea of unfamiliar
pathology terms, my companions and I came up with an
alternative definition. The ferocious empyema is a mem-
ber of the big cat family. Silent and cunning, it stalks
humans in Seattle’s temperate rain forest. Strangely, once

an empyema brings down its prey, it only eats the lungs.
Comedian Jerry Seinfeld captured the patient’s

sometimes uneasy relationship with the medical profes-
sion when he posed the question of what doctors actually
do when they go into their little rooms to dictate. “What
do they do?” he asks. “Do they say, ‘Man, that was
gross!,’ or ‘What the hell was that?’”

Another Seinfeld moment showed Elaine traipsing
from doctor’s office to doctor’s office trying to read her
medical records because she is convinced they are saying
mean things about her. No one lets her read her own
chart, and she plaintively repeats, “But it’s my chart!”

For patients who worry about how doctors talk about
them in the history and physical, their fears could be put
to rest if they knew that, most of the time, only positive
personality traits are recorded. If they are nice to the
doctor, they get extra credit on the general part of the
exam and are described as “pleasant,” “articulate,” and so
on. On the other hand, no one is ever cited as being “a
mean, grumpy 55-year-old gentleman.”

Here’s another example: “Patient looks toxic.” In
doctor-speak, this perfectly conveys that the patient’s
vitals were unstable and an intervention was required
immediately. However, for someone who hasn’t been
refining the art of how to take measure of a person in a
few seconds and determine whether they need Tylenol or
a trip to the ICU, the term “toxic” might offend, evoking
images of green-tinged oozing pus balls.

Even better than toxic is “non-toxic.” As I understand
it, non-toxic refers to patients who are sick enough to be
sick, but not unstable enough to give you that gross
feeling in the pit of your stomach. When I read about a
patient being non-toxic, it brings to mind the kind of
Elmer’s Glue that won’t hurt you if you eat it during
kindergarten or pour it over your hands so you can peel it
off later (not that I ever did that) instead of making hearts
out of construction paper or whatever.
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Or what about non-toxic Crayola crayons? If they
make puce and burnt sienna, they should surely be able to
make bile and vomit. If Harry Potter fans eat earwax-
flavored jellybeans, perhaps they would also appreciate
being able to color with phlegm or zit. But I digress.

Another favorite description of mine occured during
my sojourn in GI surgery. It was the report of the rectal
exam: “soft brown stool in the vault.” Vault? Vault is
described in Merriam Webster’s as “an arched structure
forming a ceiling or roof.” Hmm, not the first thing that
comes to mind when I think of a rectal exam.

What about the folks who find out they’re
vasculopaths? The first time I heard this was in the
context of a 68-year-old gentleman who had diabetes and
coronary artery disease. The attending said gravely,
“Clearly, this man is a vasculopath.” I began to think of
this man as a rotund, grandfatherly type who lives a secret
alternative life. Without regret, without remorse, he
leaves the grandkids at home and lounges on street
corners, forcing people to eat doughnuts and wads of
sugar.

Finally, there are the words that are just plain fun to
include in a history and physical. I mean, in a document
that must be scientific and disciplined, it is an occasional
thrill to drop in phrases like “this patient had an uncinate
fit.” In my editorial days before coming to med school,
my work colleagues and I used to discuss the words that
we would love to have an excuse to say: troglodyte,
terpsichorean, incandescent. But medicine has its own
cache of fantastic words….Meibomian cysts, the Canal of
Schlemm and my all time favorite, the space of Disse.

Now that patients can read their own charts and even
ask for amendments to them, I wonder how they will feel
about having tacky mucous membranes or cobblestoning
in their colons. Hopefully, they will understand that
medical language is sometimes just as quirky and peculiar
as English itself.

Susan Caro is a fourth-year medical student at the University of Pittsburgh
School of Medicine. She can be reached at susan_caro@hotmail.com.

The opinion expressed in this column is that of the writer and
does  not necessarily reflect the opinion of the Editorial Board,
the BULLETIN, or the Allegheny County Medical Society.
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KIMBERLY P. COCKERHAM, MD

To Website or Not–
The Role of a Website in a Medical Practice

T ECHNOLOGY  & M EDICINE

The first time I heard about the
medical applications of a website

was from Dr. Gary Weinstein, a
Pittsburgh ophthalmologist who was
a pioneer in the Internet-based tool
for the subspecialty of oculoplastics.
The year was 1996; the place was the
Pittsburgh Ophthalmology Society
meeting at the Doubletree (now
Westin). I didn’t even know how to
get on the Internet! As he spoke
about the exciting technology and its
wide-ranging implications, I was
impressed and thought, “Someday…
Someday!”

A website can provide a wide
range of benefits for a medical
practice. First and foremost, a website
allows a physician to direct a patient’s
search for information to a site with
accurate and desired data about the
doctor and his or her practice.

According to Daily News, a
Silicone Valley press, Google* blos-
somed from a college experiment by
two 20-something founders, Larry

Page and Sergey Brin, “to a goofy
name synonymous with looking
things up. Millions of people turn to
the Internet search engine every
hour…” Google has an index of three
billion web pages and currently
searches at least 200 million requests
per day. And that misses as many as
seven billion web pages that aren’t
indexed. Google searches in 35
languages, including the obvious
English and the unusual Icelandic.

Now, in the day of Google,
physicians and/or practices that opt
out of a website can result in misin-
formation for their patients and
prospective patients. Medical
disinformation is rampant on the

Internet; a day doesn’t go by that a
patient doesn’t bring up something
totally ridiculous they found on the
Internet. To my surprise, my older
patients are becoming as facile as my
20-somethings.

Skeptical? Google yourself!
Google your practice.

On additional practical levels, a
website can save the practice time
and paper. A typical website shows a
picture of the physician, a biosketch
(less commonly, a complete curricu-
lum vitae), information about the
office staff and the office location. In
surgical practices, pre-operative and
post-operative photos and a descrip-
tion of the procedures are common.
What to avoid pre-operatively and
what to expect post-operatively is
also helpful to reinforce your conver-
sations with the patient. Some
websites include patient testimonials.
In medical practices, information
about specific medical diagnoses and
conditions are provided. Links to

Recommended Components

of a Medical Website

Physician photo

Physician biosketch

Directions to practice

Introduction to office staff

List of services provided

Pre/post-operative counseling

Pre/post-operative photos

Information about common medical conditions
in your practice

Links to applicable medical society sites

A website can provide
a wide range of
benefits for a medical
practice.

*Google’s named is derived from the word
“googol” a term created by mathematician
Edward Kasner during the 1930s to describe
a number beginning with 1, followed by 100
zeros. The company calls its Mountain View
headquarters the “Googleplex.” In math, a
googolplex equals 10 to the power of a
googol.
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George J. Francis, M.D.
and

Melanie E. Costa, M.D.

have relocated their office from

4815 Liberty Ave. in Pittsburgh to:

4727 Friendship Avenue
Suite 300

Pitt sburgh, P A  15224

Their phone and FAX numbers remain the same:

Tel: (412) 683-5211
Fax: (412) 683-0737

Effective Immediately

Specializing in Dermatology and Dermatologic Surgery

T ECHNOLOGY  continued

national and local support groups
that provide valid information are
helpful; for instance, my website
links to the neuro-ophthalmology
society (NANOS) site. This website,
as is characteristic of medical society
sites, provides patient information on
a wide variety of conditions and
helps patients find subspecialists by
name or location.

Brave physicians open the
website to patient questions and
comments; responses can take a great
deal of time and open the practice up
to medical-legal consequences.
Ambitious doctors send out monthly
newsletters with medical updates,

Dr. Cockerham is an ophthalmologist. She can
be reached at kpcorb@aol.com.

facts and entertaining stories.
Next month: Options on how to

build a website. Please phone in your
questions to (412) 321-5035, ext
131, or e-mail bulletin@acms.org,
including comments, recommenda-
tions or website nightmares for
inclusion in the discussion. My

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

BOTTOM  LINE :
A website allows you to

influence the information
that will be obtained by

patients when they access
the Internet to learn about
you, your practice and their

medical conditions.
REFERENCE

 Daily News, Google Inc, AP research.

website is still a work in progress
(kpcagh.com), but I’ve learned a lot
about technology, communication
and medicine in the process.
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PILL  BOX

Club Drugs: Uses and
Dangers
GARY FISCHER, RPH

T he term club drugs refers to a group of drugs
commonly used by those who frequent night
clubs and generally includes methylenedioxy-

methamphetamine(MDMA), methamphetamine,
gamma-hyroxybutyrate(GHB), flunitrazepam and
ketamine.

These agents were originally popularized at raves,
which are all-night dance parties featuring loud, repetitive,
electronic music played by popular disc jockeys. How-
ever, their use has now extended to any setting involving
adolescents and young adults, primarily between the ages
of 15 to 25 years old. Club drugs are relatively easy to
obtain, affordable and are also thought to be safe by those
who use them, all of which add to their popularity.

GHB, flunitrazepam and ketamine are also used to
facilitate sexual assault through their ability to incapacitate
a victim. The use of these drugs in cases of sexual assault
received sufficient national attention to prompt Congress
to adopt the Drug-Induced Rape Prevention and Punish-
ment Act of 1996. This law increased federal penalties for
use of any controlled
substance to aid in
sexual assault.1

Laboratory identification of club drugs is difficult,
and agents such as GHB and ketamine require gas chro-
matography-mass spectroscopy or high-pressure liquid
chromatography because they are undetectable using
commercially available drug screens. As a result, physi-
cians frequently must rely on their clinical ability to
identify and treat intoxication with specific club drugs.2

Compounding this problem is the fact that club drugs are
usually impure and adulterated with such other drugs as
LSD, heroin, caffeine and amphetamines.1

Epidemiology
The Drug Abuse Warning Network (DAWN) is a

national surveillance system that collects data on drug-
related visits to emergency departments (ED) and drug-
related deaths reviewed by medical examiners and coro-
ners. This information is then used to generate estimates
of drug-abuse nationwide. According to DAWN, ED
visits associated with club drugs continues to be relatively
rare. In fact, all drug-related visits to EDs are rare and

represent less than one percent
of the more than 100 million
ED visits overall in 2001.
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Collectively, club drugs accounted for four percent of
total ED drug-related visits in the U.S. in 2001.

The most frequently reported of the club drugs,
methamphetamine, appeared in two percent of drug-
related ED visits, while MDMA was mentioned in less
than one percent. Club drugs are also reported most often
in combination with other drugs. DAWN results for
2001 show other drugs were present in 86 percent of ED
visits involving MDMA, about 75 percent of visits
involving GHB or ketamine, and about 55 percent of
visits involving methamphetamine. Flunitrazepam is no
longer included in DAWN results because estimates have
proven to be to imprecise.3

Another drug-abuse survey is the Monitoring the
Future study. According to the study’s 2002 data, 4.3
percent of eighth graders, 6.6 percent of tenth graders,
and 10.5 percent of twelfth graders reported using
MDMA at least once during their lifetimes. In 2001, the
study showed that 62 percent of high school seniors said
that MDMA would be fairly easy or very easy to obtain.4

On the other hand, a national survey of 1,200 parents
conducted by the Partnership for a Drug-Free America
showed only 1 in 100 parents believed their child might
be experimenting with MDMA.5

Methylenedioxymethamphetamine (MDMA)
MDMA is commonly known as ecstasy, but other

names include XTC, X, E, and Adam.1 First com-
pounded in 1912 as an appetite stimulant, it later gained
use in the military as a truth serum, and by psychiatrists as
a therapeutic tool to lower inhibitions and increase
communication. By the 1970s, it was being used
recreationally and the DEA classified it as a Schedule I
agent in 1985.6,7

MDMA production occurs mainly in the Nether-
lands and Belgium, with the predominate form being a
tablet. Tablets are frequently imprinted with popular
logos such as automobile symbols or cartoon characters
that signify their manufacturing source.7  The average
dose is usually between 125 mg to 180 mg, with a 30 to
60 minute onset of action, a six-hour half-life and a six-
hour duration of effect.6

Touted as a feel good drug, MDMA is taken for its
ability to produce profoundly positive feelings, empathy,
anxiolysis, extreme relaxation, euphoria and an improved
ability to interact with others. Physically, it produces

heightened sensuality and sensation to touch earning it
the nickname “hug drug” or “love drug.” It is also re-
ported to suppress the need to eat, drink or sleep, thus
enabling users to endure all-night parties, sometimes for
two to three days.5,6

Pharmacologically, MDMA is chemically similar to
the stimulant methamphetamine and the hallucinogen
mescaline. It increases release of serotonin, dopamine and
norepinephrine while also inhibiting their breakdown.
The result is an excessive amount of neurotransmitters at
the synapse, which is believed to account for its mood
altering and psychomotor effects. MDMA does seem to
cause distortion and illusion, but not hallucination in
commonly used doses.7 Adverse effects associated with
the use of MDMA include trismus, bruxism, nausea,
diaphoresis, tremor, tics, nystagmus, ataxia and sexual

continued on page 432
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dysfunction, despite its reputation as the “love drug.”
Psychological effects such as confusion, depression,

insomnia and drug craving are reported. Also, rebound
effects have been described, consisting of fatigue, myalgia,
sluggishness, confusion, anxiety and depression, which
may last for days following MDMA use. MDMA use has
been associated with cases of malignant hyperthermia,
severe dehydration, disseminated intravascular coagula-
tion, stroke, incidences of idiopathic liver failure and
death.7  The often-overheated environment of raves can
exacerbate dehydration, although
consuming too much fluid can
also lead to dilutional hyponatre-
mia stemming from MDMA’s
ability to elevate vasopressin
concentrations. This, in turn, can
cause swelling of the brain and
nerve tissue which has been linked
to some of the reported deaths.5  Treatment of
MDMA intoxication is mainly supportive care;
however, it should be noted that beta-blockers
are relatively contraindicated in treating associated
hypertension due to their ability to cause unopposed
alpha effects that could exacerbate hypertension.7 Finally,
studies suggest long-term MDMA use may cause neuro-
logical changes and cognitive impairment. Human studies
utilizing PET scans to assess neuron destruction and
measurements of serotonin metabolite levels in spinal
fluid have been correlated with declines in memory
function.7

Methamphetamine
Methamphetamine, also known as speed, ice, crystal

meth, crank, glass or tina, is a potent central nervous
system stimulant that has been available for decades.
Production in the U.S. centers around makeshift, illegal
labs where untrained individuals convert ephedrine or
pseudoephedrine extracted from over-the-counter cold
and allergy tablets into methamphetamine.8 It can be
taken orally, intravenously, rectally or smoked, but is
most commonly snorted intranasally.

Methamphetamine produces an effect in three to five
minutes and a high that can last up to 24 hours.6 When
the drug is smoked or injected, the user experiences an
intense, fleeting sensation called a “rush” that is described

PILL  BOX  continued from page 431

as extremely pleasurable. Pharmacologically, it increases
activity of norepinephrine and dopamine by stimulating
their release, blocking reuptake and inhibiting their
degradation.8

Methamphetamine’s desired effects include alertness,
euphoria and increased energy, libido and self-worth. Side
effects occurring with use are insomnia, irritability,
confusion, hallucinations, anxiety, paranoia, psychosis and
aggressiveness. Physical symptoms include headaches,
pallor, tremors, tachycardia, hypertension, chest pain,

palpitations, arrhythmias, hyperthermia,
rhabdomyolysis, convulsions and death.

Chronic use of methamphetamine
can cause depression, psychosis, sexual

dysfunction, and ulcerations
of the mouth, gums and anal
mucosa.

Drug interactions abound
between methamphetamine

and other medications, but of
particular concern is the potential for

hypertensive crisis. Substances with MAOI-like
properties that are sometimes used by youth (e.g. halluci-
nogens harmaline and ayahuasca) could precipitate a
hypertensive crisis when combined with methamphet-
amine. Also, methamphetamine differs significantly from
other club drugs in the fact that it is extremely physically
addictive.6

Gamma-hydroxybutyrate (GHB)
Gamma-hydroxybutyrate (GHB), otherwise known

as G, liquid X, liquid E, Georgia home boy, grievous
bodily harm and soap, is a central nervous system depres-
sant that produces a euphoric state. Used in the past as an
adjunct to anesthesia, sleep aid and anabolic agent, today
the only legitimate use is for the treatment of cataplexy
where it is marketed under the brand name Xyrem®.1,5

Government crackdown on production of this illegal
agent has resulted in the use of its chemical precursors
gamma-butyrolactone(GBL) and 1,4-butanediol(BD)
which are still available as nutritional supplements (Blue
Nitro, RenewTrient, and Revivarant), or from industrial
chemicals such as pine needle oil.

Although structurally similar to the neurotransmitter
GABA, GHB has limited activity at GABA receptors. Its
effect on dopamine levels is to inhibit release at low
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doses, and stimulate release at high doses. GHB does
stimulate growth hormone secretion in humans, but the
clinical significance of this action remains controversial.
The drug is usually taken orally. It is rapidly absorbed
with an onset of action within 15 minutes and reaches
peak concentrations in 20 to 60 minutes. The half-life of
GHB is only 27 minutes, and the duration of effect may
last from one to three hours. It is almost completely
metabolized to carbon dioxide, which is then exhaled, but
two to five percent is renally eliminated.4,7 GHB’s desired
effects are euphoria, decreased inhibition, and sexual
enhancing effects, but without an appreciable hangover.
However, it is also used as an adjunct to date rape, and
nationally GHB has surpassed Rohypnol® in reported
incidences of drug facilitated sexual assaults.1,5

Adverse effects vary from person to person, but are
dose dependent and include drowsiness, dizziness, nausea,
emesis, amnesia, hallucinations, convulsions, respiratory
depression and death.1 Also, an emergence phenomenon
consisting of myoclonic jerking, combativeness and
confusion has commonly been described upon awakening
from a GHB-induced coma.7 Overdosing with GHB is
relatively common and, as of November 2000, the DEA
had documented 71 GHB-related deaths.1,5 A notable
drug interaction occurs with the common club drug
methamphetamine and results in an increased risk of
seizure.1

Ketamine
Ketamine, otherwise known as K, special K, vitamin

K, new ecstasy and psychedelic heroin is a rapidly acting
general anesthetic that is chemically related to phencyclid-
ine (PCP, angel dust) and has a similar pharmacological
profile.6,8 It is used primarily by veterinarians, because use
in adults was associated with an estimated 30 percent
incidence of emergence delirium.7,8

Previously a non-scheduled drug, in 1999, ketamine
was placed in schedule III of the Controlled Substance
Act.8  Doses of ketamine used recreationally usually total
50 to 100 mg, which is less than the 2 to 10 mg/kg used
for anesthesia.7 Although it can be injected, the liquid is
typically evaporated to solid crystals, then powdered for
smoking, snorting or swallowing.6 The effects of a
ketamine high usually last an hour, but can last four to six
hours, and 24 to 48 hours are generally required before
the user will feel completely normal again. Effects from

the chronic use of ketamine may take from several
months up to two years to subside.5 The mechanism of
action for ketamine is not fully understood, but seems
related to effects involving N-methyl-D-aspartate
(NMDA), cholinergic and opiate receptors.7 The desired
effect of ketamine among most users is a dreamy feeling
characterized by hallucinations, visual distortions and
numbness of the extremities, which is commonly referred
to as “K-land.” Higher doses can produce a state known
as “K-hole” that renders the user incoherent and semi-
conscious. K-hole is often described as a “near-death” or
“out-of-body” experience.5 The short-term adverse
physical effects of ketamine use include tachycardia,
hypertension, impaired motor function, respiratory
depression, bronchodilation and nausea. The short-term
psychological effects include dissociation, depression,
recurrent flashbacks, delirium and amnesia.1 Flashbacks
may even occur one year after use.5 The long-term adverse
effects are unknown, but brain damage has been observed
in animal studies and, in humans, possible physical and/or
psychological dependence can result.1

Flunitrazepam (Rohypnol ®)
Flunitrazepam, also referred to as the date rape drug,

Mexican valium, ruffies, roofies and the forget pill, is a
potent benzodiazepine that is available in over 60 coun-
tries in Europe and Latin America.1,4 Its legitimate use
involves preoperative anesthesia, sedation and the treat-
ment of insomnia.

The drug is available as 1 mg and 2 mg tablets and
also as an injection. Once ingested, the drug’s effects
begin in 30 minutes, peak within two hours, and may
persist for up to eight hours or more, depending on the
dose.8 Flunitrazepam’s desired effect among users include
decreased inhibition, amnesia, and muscle relaxation, but
it is also frequently implicated in cases of date rape.

Adverse effects include sedation, respiratory

PILL  BOX  continued

continued on page 435

The perception that club drugs can
be safe continues to exist, despite
evidence documenting their
dangers.
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depression, impaired motor coordination, urinary reten-
tion, confusion, memory loss, hallucinations and possible
overdose when combined with alcohol. In some cases it
can cause paradoxical aggressiveness.1 Flunitrazepam is 10
times more potent than Valium® and is also associated
with dependence. The abrupt cessation of flunitrazepam
may lead to withdrawal symptoms such as headache,
extreme anxiety, restlessness, tension, muscle pain, photo-
sensitivity, numbness and tingling of extremities, as well
as seizures.4

Summary
The perception that club drugs can be safe continues

to exist, despite evidence documenting their dangers. In
fact, serious medical complications and death have been
associated with their use. Drugs such as MDMA may also
have long term, irreversible effects on the brain that could
lead to permanent impairment. As club drugs continue to
be abused among teenagers and young adults, healthcare
providers caring for these patients will likely face ques-
tions relating to the risk of using these drugs.

Dr. Fischer is a Doctor of Pharmacy student from the University of North
Carolina, Chapel Hill, School of Pharmacy. He recently completed a
clinical rotation in Drug Information at Allegheny General Hospital’s
Drug Information Center; call (412) 359-3192.
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Handling Minor
Patients’ Records After
HIPAA

L EGAL  REPOR T

WILLIAM  H. MARUCA, ESQ

A  17-year-old girl calls your office to schedule a
pregnancy test. A teenage boy asks for an STD test
 during his sports physical. A 17-year-old driver

tests positive for cocaine after an auto accident. A 16-year-
old patient presents at the emergency room with suicidal
thoughts and asks to see a psychiatrist. A father calls your
office to ask about a prescription for contraceptives for
his 15-year-old daughter that showed up on a statement
under his health insurance. Under HIPAA and state law,
what information can you reveal to the parents under
what circumstances?

The HIPAA privacy rule was designed to create a set
of uniform minimum federal standards for healthcare
privacy without displacing existing state law protections.
Generally, HIPAA will closely follow state law and fill in
where state law is vague or silent. This
means that Pennsylvania law will
continue to determine when
persons under age 18 can authorize
medical treatment, and that
determination will control
access to the medical records
generated from such treatment.

In Pennsylvania, a minor is
still formally defined as a person
under age 21, despite the
widespread and generally accu-
rate belief that 18 is the age of

majority in Pennsylvania. An unemancipated minor is a
minor who has not exercised his or her right to indepen-
dence from parental authority. State law permits a minor
who is 18 or older, has graduated from high school, has
married or has been pregnant to give consent for treat-
ment to all health services. For those individuals, it would
generally not be appropriate to release information to
parents without written authorization from the young
patient except under an appropriate HIPAA exception.

Any minor may give effective consent for treatment
of, or testing for, pregnancy, venereal disease and other
reportable diseases, which include animal bite, anthrax,
arboviruses, botulism, cholera, diphtheria,
enterohemorrhagic E. Coli, food poisoning outbreak,
haemophilus influenzae invasive disease, hantavirus

pulmonary syndrome, hemorrhagic
fever, lead poisoning, legionellosis,
rubeola, meningococcal invasive
disease, plague, poliomyelitis,
rabies, smallpox and typhoid
fever.

The final HIPAA privacy
rule1 requires physicians to treat
a parent, guardian or other
person acting in loco parentis
of an unemancipated minor as
the patient’s personal represen-
tative for purposes of protected
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“A.  The minor consents to such
healthcare service; no other consent to
such healthcare service is required by
law, regardless of whether the consent of
another person has also been obtained;
and the minor has not requested that
such person be treated as the personal
representative;

B.  The minor may lawfully obtain such
healthcare service without the consent of a parent,
guardian, or other person acting in loco parentis,
and the minor, a court or another person autho-
rized by law consents to such healthcare service; or

C.  A parent, guardian or other person acting
in loco parentis assents to an agreement of confi-
dentiality between a covered healthcare provider
and the minor with respect to such healthcare
service.”

The HIPAA rule defers to state statutes and case law
that either expressly permit or expressly prohibit disclo-
sure of unemancipated minors’ health information to
parents or guardians. Where there is neither express
permission or prohibition, the rule allows the doctor to
decide whether to provide or deny access to a parent,
guardian or other person acting in loco parentis, if such
action is consistent with state or other applicable law,
provided that such decision must be made by a licensed
healthcare professional in the exercise of professional
judgment.

Even if a parent, guardian or other individual qualifies

as a minor patient’s “personal representative”
under HIPAA, the physician may decline to
disclose information to that person if: there
is a reasonable belief that such person has
subjected or may subject the patient to
domestic violence, abuse or neglect; or that
treating such person as the patient’s personal
representative could endanger the patient;
and the physician, in the exercise of profes-
sional judgment, decides that it is not in the
best interest of the individual to treat the
person as the patient’s personal representa-
tive. Further, physicians remain required to

report to the Department of Public Welfare when they
have reasonable cause to suspect, on the basis of their
professional or other training or experience, that a child
they are treating has been a victim of child abuse.2

A healthcare provider must also recognize the minor
as having the right to control his or her own health

health information, with all the rights and author-
ity of a patient under HIPAA, if that person has
the right under state law to make decisions
related to health care for the minor patient,
except if:

continued on page 438

The HIPAA rule defers to state
statutes and case law that either
expressly permit or expressly
prohibit disclosure of uneman-
cipated minors’ health information
to parents or guardians.
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information if the minor is receiving services relating to:
• Prenatal care;3

• A sexually transmitted disease, including HIV/AIDS; 4

• Alcohol or drug abuse treatment5 (Note: A physician is
statutorily provided with the discretionary authority to
notify parents of such treatment.);

• Mental health treatment, if the minor is 14 years or
older. (Note: A mental health facility is statutorily
required to notify parents that a minor is receiving such
services if minor is under age 18);6

• Emergency situations.7

Keep in mind that a HIPAA authorization is not
needed for purposes of treatment, payment or healthcare
operations, or in certain emergency situations. For
instance, a positive STD test can be communicated to
other physicians treating a 17-year-old patient to the
extent such information is relevant to the treatment
being provided and does not exceed the “minimum
necessary” information for such purpose.

It is possible that an unemancipated minor patient’s
chart could contain two kinds of data: (1) information
that may be disclosed to parents, i.e., treatment for
influenza or strep throat, for which the minor does not
have the power to consent to the treatment, and (2)
information about treatment for STDs or pregnancy test
results which can be directly consented to by the minor
and therefore cannot be disclosed without the minor
patient’s authorization.

Proper procedures for handling minors’ records
should be part of your HIPAA privacy policy, and all
staff should be trained how to handle minors’ records as
part of a physician practice’s HIPAA education process.
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ACMS Child Health
Committee: Looking
Back, Moving Forward

JEFFREY S. UPPERMAN, MD

SPECIAL  REPOR T

O ver the years, the Allegheny County Medical
Society’s Child Health Committee has advo-
cated for child health in this community. As a

pediatric surgeon at Children’s Hospital, the health and
well being of all children are extremely important to me.
That is why I am excited and honored to chair such a
worthwhile committee. I am looking forward to the
wonderful programs, initiatives, projects and campaigns
that the committee will join forces with or conceive over
time.  There are so many issues related to the health and
well being of children that need to be addressed.

Before the Child Health Committee embarks on a
new journey, however, I want to present a brief history
and highlight some of the programs and projects that
have been its focus over the last several years.

Looking Back
In 1996, the committee renewed its enthusiasm and

activity and vowed to become more visible within the
community. In keeping with its aim to advocate for child
health, it mobilized to provide physical assessments for
kids enrolled in the Head Start program. Committee
volunteers also staffed a booth at the Carnegie Science
Center to help kids learn about bike safety and to inform
their parents regarding the new chickenpox and hepatitis
B vaccines. The committee surveyed ACMS members to
learn if time and reimbursement limitations restricted
physicians’ abilities to provide well-child assessments,
with the goal of providing guidance for the state Youth
Crime Prevention Council and Governor’s Partnership.

This was also the year that the committee began to
provide support and direction to an already existing
program called Health Rangers.

Health Rangers
In November 1996, the ACMS Board of Directors

directed the Child Health Committee to oversee the
development and expansion of the Health Rangers
program under the direction of committee chair Michael
Hirsh, MD. Dr. Hirsh created Health Rangers, a hospital-
based mentoring program for middle school students, in
1994 at Allegheny General Hospital and Allegheny
Middle School. Along with providing incentives for
youth retention and achievement in school, the program
exposes students to diverse career opportunities within the
medical community and provides them with basic
information about first aid, injury prevention and more.

Started as a pilot experience, interest in expanding the
program to additional middle schools and hospitals was
generated over time. During Dr. Hirsh’s tenure as chair of
the Child Health Committee, the local Health Rangers
program grew from 25 middle school students working
with staff at one area hospital to more than 100 students
from six Pittsburgh middle schools, working with staff
from four area hospitals by the year 2000.

School Health Update
Recognizing the need to provide school nurses with

continued medical education, the committee began
continued on page 440
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hosting the School Health Update in the late 1990s
under the direction of committee member Kenneth P.
Cheng, MD. The program started as an offshoot of the
Pittsburgh Ophthalmology Society’s spring meeting, but
evolved under the Child Health Committee.

Under the committee’s direction, the School Health
Update curriculum expanded to include a wide array of
topics including allergies, dental problems, psychological
problems, headaches, sinusitis, eating disorders, seizure
disorders and medication, childhood cancer, juvenile
diabetes, sports medicine, school violence prevention,
precocious puberty, pediatric ophthalmology, cystic
fibrosis, childhood hearing disorders, childhood obesity,
bioterrorism and more.

The half-day seminars updating school nurses and
guidance counselors on an array of topics have been
extremely popular and well received for its clinical con-
tent. This program gives physicians the opportunity to
bridge the information gap between pediatric offices and
school nurses.

Physicians’ Day for Parents
In 1998, recognizing the need for parents to have

more access to doctors, the Child Health Committee
organized the first “Physicians’ Day for Parents” at the
Carnegie Science Center. Made possible by a grant from
the Bayer Corporation, Physicians’ Day featured one-on-
one physician consultations and information booths
designed as a convenient, practical way for parents to get
information about their child’s health. Experts were on
hand to talk about growth/
nutrition, car seat safety,
substance abuse, bike safety,
puberty, tobacco and more.
Seminars on key topics
included how to communi-
cate with kids, allergies/
asthma, effective discipline,
talking to children about sex,
immunization update and
attention deficit disorder.
More than 40 physicians
volunteered at the event, with
coverage by local newspapers
and television stations.

School Violence Prevention Symposium
One of the committee’s first priorities early in 2000,

under the leadership of Dr. Cheng, was that of school
violence. In light of the tragedy at Columbine High
School, the committee began its planning by securing a
media partner and seeking grant funding to conduct a
program that would educate parents, teachers and chil-
dren on how school violence can be prevented through
early detection and intervention.

On February 7, 2002, more than 200 school district
personnel, parents, physicians and law enforcement
officers attended the ACMS Child Health Committee’s
School Violence Prevention Symposium. The forum
addressed causes and solutions to the problem of school
violence, featuring talks by pediatrician and author Victor
Strasburger, MD; University of Illinois educational
psychologist Dorothy Espelage, PhD; and FBI Commu-
nity Outreach Coordinator Lillie Leonardi.

WTAE-TV Medical Editor Marilyn Brooks moder-
ated the program, including a lively question-and-answer
session. Panelists included State Senators Tim Murphy
and Jay Costa, Drs. Heidi Feldman and Edward
Barksdale, Senior Deputy Coroner Bob Keys, Allegheny
County Detective Tim Hainey and Carnegie Mellon
Professor Alfred Blumstein, PhD.

The event drew media coverage from the Pittsburgh
Post-Gazette, WPXI-TV and WTAE-TV. Fenner Physi-
cian Services Corp., the Pittsburgh Pediatric Society and
Jewish Healthcare Foundation partially underwrote the
educational process for this important program.

Moving Forward
On June 19, 2003, the

Child Health Committee
invited experts to its meeting
to discuss topics and issues
related to the health and well
being of children who are in
need of attention and action,
including child abuse and
neglect, childhood obesity
and pediatric trauma. Guest
speakers included Marcia
Sturdivant, PhD, deputy
director, Office of Children
Youth and Family; Timothy

Approximately 100 school nurses turned out for the committee’s
2001 School Health Update program, that featured talks by
Basil J. Zitelli, MD, on fever; Robert N. Breit, MD, on when a
child should stay home from school; Fred Sherman, MD, on
pediatric cardiology; Jeffrey H. Coben, MD, on school violence
prevention; and Cheryl A. Milford, EdS, on neonatal outcomes.
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Kane, MD, director, Minimally Invasive Surgery, Divi-
sion of Pediatric Surgery, Children’s Hospital of Pitts-
burgh; and Barbara Shultz, RN, trauma nurse coordina-
tor, Children’s Hospital of Pittsburgh. The speakers
introduced programs and initiatives of interest to the
committee for possible action.

This is an exciting time for the Child Health Com-
mittee as it looks forward to getting involved and ad-
dressing new issues while continuing to maintain its
involvement with others. The committee is certainly alive
and well!

I encourage any ACMS member who is interested in
the Child Health Committee to contact the medical
society by calling (412) 321-5030. The committee is
always happy to welcome those who are dedicated to
the health and well being of children to join its group
efforts.

Dr. Upperman is a pediatric surgeon and chair of the Child Health
Committee. He can be reached at jeffrey.upperman@chp.edu.
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FEA TURE

Treating the Adolescent Patient:
Challenges and Concerns
LINDA  L. SMITH

T he one thing that busy physicians
seem to have the least of might
just be what adolescent patients

need most—time. Finding time in the
office setting to establish a relationship
with both the teenager and his or her
parent(s), examine the patient, screen for
risky behavior and still find time to
practice preventative medicine is a chal-
lenge, indeed. The experts say the payoff
for finding that time is significant.

Why make the time?
National recommendations such as

the American Medical Association’s
(AMA) Guidelines on Adolescent Preventa-
tive Services and the American Academy of
Pediatrics’ Guidelines for Preventative
Counseling posit that “Healthcare providers are in a
unique position to screen and counsel teens for the risky
behaviors that are the primary causes for adolescent
morbidity and mortality.” 1 Physicians may also provide
the first line of defense by recognizing evidence of depres-
sion, eating disorders or physical abuse by a parent.

One important study, A Portrait of Adolescents in
America, 2001, suggests doctors assume that “…at least
one of every two adolescents they see has a chronic
condition, experiences symptoms of depression or is
currently engaging in risky health behaviors.”2 The study,
authored by The Foundation for Accountability and The
Robert Wood Johnson Foundation, surveyed online more
than 2,000 adolescents, ages 13 to 17. The goal was to
learn from teens about their physical, mental and social

well-being and the perceptions and
behaviors that promote or threaten
their health. The report recommends
that doctors set aside time for “provid-
ing opportunities for private and
confidential visits, encouraging teens
to talk openly and share their feelings,
and taking time to provide informa-
tion about health risks and healthy
behaviors.”

Not surprisingly, this study and
others like it have concluded that
individuals in this age group increas-
ingly participate in risk-taking behav-
iors that can prove harmful to both

their short- and long-term health. According to the
National Center for Chronic Disease Prevention, “Six
types of behavior during adolescence cause the most
serious problems that afflict the United States: alcohol
and drug use, injury and violence (including suicide),
nutrition, physical activity, sexual behaviors, tobacco
use…In addition to causing serious health problems,
these behaviors contribute to many of the educational and
social problems that confront the nation, including failure
to complete high school, unemployment and crime.”3

For instance, according to the center, every year nearly
one quarter of all new HIV infections, one quarter of all
new infections with other sexually transmitted diseases,
and nearly one million pregnancies occur among our
nation’s teenagers. Closer to home, Allegheny County
Health Department Public Information Officer
Guillermo Cole reports that, statistically, 15 to 19 year
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If teens don’t have a doctor they
feel comfortable with and can talk
with, then they need to get a new
doc.  —John L. Behm, MD

olds account for a large portion of sexually transmitted
diseases such as gonorrhea and chlamydia. For example,
32 percent of last year’s gonorrhea cases in Allegheny
County were 15 to l9, yet that age group represents only
6.3 percent of our population. The number of chlamydia
cases in that same population is similarly disproportionate
to their share of the total county population.

More than 50 consumer organizations, public agen-
cies, researchers, healthcare plans and providers have come
together under the leadership of The Child and Adoles-
cent Health Measurement Initiative (CHAMI), dedicated
to measuring and improving the quality of health care for
children and adolescents. To that end, CHAMI has
developed Young Adult Health Care (YAHC) Survey to
evaluate whether adolescents are receiving recommended
preventative counseling and screening services.1 The
YAHC Survey contains the following quality measures:
counseling and screening to prevent risky behaviors;
counseling and screening related to sexual activity and
STDs; counseling and screening related to diet, weight
and exercise; counseling and screening related to emo-
tional health and relationships; care provided in a confi-
dential and private setting; preventive health information;
helpfulness of counseling provided; and communication
and experience of care.

Making the connection
Authors of A Portrait of Adolescents in America, 2001,

find that many healthcare providers report a level of
discomfort in working with teens and discussing issues
such as risky behaviors and emotions. “Adolescent health
needs and the skills necessary to work with this group are
not emphasized in medical training,” they say.2

MaryBeth P. Salama, MD, family practice, finds that
establishing rapport with her patients when they are
young children is well rewarded when they become
adolescents. She says she begins early to set the stage with

families so that parents know ahead that, at some point,
she will begin talking with the teens alone about having
ownership in their health and well being. Dr. Salama
reassures the teens that she will respect their privacy except
in matters that are life threatening (i.e. suicidal thoughts).
Then she will offer to assist the teen in telling parents the
necessary information.

Physicians with Dr. Salama’s practice use a standard
questionnaire when interviewing new teen patients that
addresses many of the prevention questions.
Downloadable from the Internet (www.ama-assn.org/
ama/pub/category/1981.html), the questionnaire was
designed for American Medical Association’s Guidelines
for Adolescent Preventive Services (GAPS) program.
Several formats are available in both English and Spanish,
including those for younger adolescents, middle-older
adolescents, and for parents/guardians. Dr. Salama says
she uses the questionnaire as a cue to remind her to ask
patients about important issues.

Almar Radiologist s, Inc.

A large radiology group located in
Pittsburgh, PA, has an opening for
an angio/interventional radiologist.
Fellowship training required. Must do
all modalities, including CT, MR and
mammography. Forward C.V. to
Almar Radiologists, Inc., 400 Penn
Center Boulevard, Suite 555,
Pittsburgh, PA 15235, fax to (412)
829-1310 or send via e-mail to
ARadiologi@aol.com.
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Created in response to what the AMA calls a “health
crisis for today’s youth,” GAPS represents “a comprehen-
sive set of recommendations that provides a framework
for the organization and content of preventive health
services.”4 The recommendations are organized into four
types of services that address 14 separate topics or health
conditions. The AMA says the recommendations are
designed to be delivered as a comprehensive package
during a series of annual health visits between the ages of
11 and 21. Further, they recommend that clinics and
offices “establish policies to deliver confidential care to
adolescents and define how parents will be involved in
that care.

John L. Behm, MD, family practice, admits that it’s
tough talking with teens, but he believes that the doctor’s
office must be a safe place where teens can come to talk
about problems. He says the topics of drug use, sex,
contraception, STD, abuse, depression and peer pressure
are very real and deserve to be discussed. “If teens don’t
have a doctor they feel comfortable with and can talk
with, then they need to get a new doc,” he says.

Dr. Behm talks first with the parents and the adoles-
cent together and lays down guidelines about the kinds of
information provided by a teen that would require him
to share with parents (i.e., life threatening situations).
And then he asks the parents to leave the room while he
examines his young patient. “It’s about trust,” he says,
“the parents trusting you with their child, and the child
trusting you with (his or her) life.” Dr. Behm says he
finds teens are more apt to respond honestly to his
questions when parents are not in the room; which brings
up the question of how to balance adolescent confidenti-
ality with a parent’s right to information
about the teens health.

Adolescent confidentiality
In Minors and the Right to Consent to

Health Care, co-authors Heather Boonstra
and Elizabeth Nash write that, “Establishing
rules for minors’ consent for medical care
has been one of the more difficult issues to
face policymakers. On the one hand, it
seems eminently reasonable that parents
should have the right and responsibility to
make health care decisions for their minor
child. On the other hand, it may be more

important for a young person to have access to confiden-
tial medical services than it is to require that parents be
informed of their child’s condition…Balancing the rights
of parents and the rights of minors remains a topic of
debate.”5

Boonstra and Nash note that the U.S. Supreme
Court rulings over the last 30 years have extended a
minors’ constitutional right to privacy, recognizing that,
“while parental involvement is desirable, many minors
will not seek services they need if they have to tell their
parents.”5 Further, they say that most youth-serving
agencies and medical professionals believe that access to
confidential services is essential because many sexually
active adolescents will not seek care if they have to inform
a parent or have their parent’s consent.

According to Attorney William A. Maruca of
FoxRothschild, LLP, a minor is an individual who is
under the age of 21, and an unemancipated minor is a
minor who has not exercised his or her right to indepen-
dence from parental authority. Legally, however, says
Maruca, “Any minor who is 18 years of age or older, or
has graduated from high school, or has married, or has
been pregnant, may give effective consent to medical,
dental and health services for himself or herself, and the
consent of no other person shall be necessary.”

In its treatise, Laws and Regulations Affecting Medical
Practice, 2001, the Pennsylvania Medical Society concurs:

“Parents, including adoptive parents, generally
are considered to be the guardians of their
minor children. Unless their parental rights have
been terminated or otherwise restricted, their
consent generally is required to provide medical
treatment for minor children who lack capacity

to act on their own.” Exceptions: “If the
parents of a minor are deceased, are unavail-

able, or have had their parental rights
terminated, the child usually has a
surrogate who is legally empowered to
make medical decisions for the child as
if a parent—e.g., a legal guardian, a
foster parent, or another person acting
in loco parentis…Pennsylvania laws
recognize emergency exceptions and
empower minors to consent to medical
treatment in limited situations…
Pennsylvania courts are also likely to
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recognize exceptions for ‘emancipated minors’ and
‘mature minors.’”6

To ensure that providers obtain accurate information
and to deliver health guidance appropriate for each
adolescent, the AMA’s GAPS program recommends that,
“services be tailored to the individual and that informa-
tion shared by the adolescent during the medical visit
remain confidential.”4 These recommendations are
appropriate for youth age 11-21.

Dr. Behm says his office has established a policy
regarding adolescent confidentiality: Unless a patient is an
emancipated minor, he/she must be accompanied by a
parent or guardian on the first visit; or, if over 16, he/she
must have verbal approval and a signed HIPAA form
(Health Insurance Portability and Accountability Act of
1996).

Alan A. Axelson, MD, child and adolescent psychia-
try, says, until recently, mental health practitioners in
Pennsylvania believed that the confidentiality for minors
at age 14 and above was protected by the Mental Health
Procedures Act of 1976. They interpreted the law to say
that an adolescent would need to give permission for his
or her own records to be released, even to the parents;
however, a court recently found that confidentiality for
people in this age group applies only in inpatient settings.

Dr. Axelson notes how this interpretation affected
one of his clients, a 15-year-old living with his mother,
who is estranged from his father. The boy’s father de-
manded to see his son’s therapy records, even though the
boy felt this was an invasion of his confidentiality rights.
Although the court agreed that the father has a right to
the records, Dr. Axelson disagrees, saying that he does not
believe the decision was in the boy’s best interest. “The
law does not apply as we originally thought. It has a
chilling affect on the conduct of psychotherapy and what
a young person feels he is able to then share with a
therapist,” says Dr. Axelson. “The question is, how does
this change the way practitioners work with younger
patients in the future?” He adds that mental health
providers may have to share HIPAA statutes more explic-
itly with their younger patients, and that further legisla-
tive action may be needed to clarify the law.

An informal survey of ACMS physicians, mostly
primary care givers and psychiatrists, indicates that most
physicians treating adolescents understand the need for
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confidentiality and trust between doctor and
patient. Most respondents indicated they at-
tempt to meet first with the young patient and
the parents together and then alone with the
teen. They indicate, however, that they make it
clear to the patient that they are legally required
to share certain information with parents.

Indira P. Jevaji, MD, pediatrics, tells parents
that their teens should begin to be more and more
responsible for their own health. She says that, while
most parents (90-95 percent) are okay with their children
being seen alone, some are not. For these, she gives
handouts on the problem and encourages them to return
a second time. “By not honoring teen confidentiality, a
parent stands in the way of the healing process,” she says.

Franzisua Jovin, MD, internal medicine, also meets
first with parent and child to set the ground rules and
reassures the parents that they can trust her. While she
always encourages adolescents to talk with parents about
problems, she stresses the importance of trusting her if
they need to talk confidentially. Dr. Jovin has found it
easier to establish a relationship without parents in the
room and to get honest answers. “Once I establish trust, I
have the opportunity to talk frankly and teach them what
they should be avoiding,” she says.

Ravi Kant, MD, psychiatry, says his philosophy on
adolescent confidentiality is somewhat different. He feels
the young patient must first ask for confidentiality; he
says he feels most parents are trying to help their teen
with problems and that he must recognize the role of
parents in the family. If the adolescent asks for confiden-
tially, he will honor it so long as the problem is not
dangerous to the teen or to others. One problem he notes
is that, when there is conflict between a teen and a parent,
then he hears different stories on the problem.

Dr. Jovin, who had special training as a resident in
working with adolescents, feels it is very important that
residency programs include this kind of training for
physicians who work with teens. “With this age group,
just being a physician is not enough,” she says, adding,
“It’s very important in working with teens to be non-
judgmental.”

Dr. Salama agrees. “To connect with teens on their
level, they must be able to trust you. They want your
respect, so you must not appear to react too quickly to
what they tell you and you must appear non-judgmen-

tal.” Overall, Dr. Salama feels teens are very
honest, but you have to get down to their level
and ask questions in the right way. For instance,
instead of asking, “Are you drinking alcohol?”
you might normalize the issue first by saying,
“Teen years are a time when many people
experience things like alcohol for the first time.”

And then ask whether he or she has friends who
have experimented and gradually get to the issue of

the individual as well.
She adds that time can be a problem. The more

defiant the teen seems to be, the more time is required to
build a relationship. Dr. Jovin also finds lack of time to
treat these patients to be a major drawback. “There are a
lot of things to talk about in 10-15 minutes,” she says.

Conclusion
To be sure, time can be a major barrier to providing

the kind of care recommended by the many organiza-
tions, institutions and studies for this age group. The

Business Records Management, Inc.
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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?

Ms. Smith is the BULLETIN managing editor for the
Allegheny County Medical Society. She can be reached at
lsmith@acms.org.

GAPS program asserts that preventative care is “central to
the well-being of America’s forty million adolescents.”1

Where adolescents are concerned, finding the time for it
in your busy practice may prove true the old adage: “An
ounce of prevention is worth a pound of cure.”
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INDIRA JEVAJI, MD, FAAP, MSL

Communicating with Teenage
Patients and Their Parents

PERSPECTIVE

A dolescence is a time when
physical, sexual, emotional
 and psychosocial development

occurs, often  at a rapid pace. Relation-
ships are being established and the need
for self-exploration and experimentation
arises, often leading to risky behavior.
Fortunately, teenagers do not often
become sick and therefore rarely visit a
physician’s office. It is a challenge, then,
for a physician to use the limited time on
a rare visit to connect with a young
patient in a meaningful way and provide
information to guide the teen through
the troubled waters of adolescence.

Interviewing teens is an art, and communicating with
them is a challenge as they advance from concrete think-
ing into the realm of abstract thinking.

It is important to interview both the parent and the
teen together and then, the teen alone. Upon entering the
room, introduce yourself first to the teen and then to the
parents. This sends a clear message that the physician is
interested primarily in the teen, but also acknowledges the
parents.1 The interview should then begin with the
physician putting the young patient at ease by comment-
ing on the weather, football or his clothing.2 [Editor’s
note: Patient will be referred to as “he” in this article.]

Continue the interview by asking, “What brings you
to see me today?” or “Do you have any questions or
concerns today?” After a discussion that includes both the
teen and the parent(s), you can move to phase two of the
interview by addressing the parent: “Since all your con-
cerns have been addressed and this young man deserves
some privacy while I examine him, would you please
move to the waiting room? I will call you when we are

done with the exam.” Most parents leave
the room without any hesitation. For the
few who hesitate, advise them that this
personal physician/patient interaction
empowers the teen to begin to actively
participate in his own healthcare needs.
When a parent still refuses to leave the
room, it could indicate lack of trust, poor
communication or suspicion of drug use
or other high-risk behaviors.

Meaningful communication with
parents is a common problem for teens.
This is because teenagers gradually shift
their maturity level from dependency on
parents to independence and autonomy.

Advise the parents to involve the teenager in the decision-
making process. Use questions like, “Have you thought
about this?” or “Have you thought about what to do if
this does not work out?” Recommend parents negotiate,
rather than telling the teen what to do. It is more likely
that teenagers will follow through with decisions they
themselves make, rather than ones their parents make for
them.

Now, for the actual interview process with the teen.
The first step is to ensure confidentiality and explain what
that means by assuring them: “Any information you give
me is between you and me. Your parents, schoolteachers
or counselors will be informed only if you give me
permission.”3 Explain that there are, however, exceptions:
“I am required by law to report to the proper authorities
cases of physical/sexual abuse.” The HEADSSS4 acronym
is a great tool for remembering how to proceed (Home
environment, Education/Employment, peer Activities,
Drugs/Diet, Sexuality/ Suicide risk and Smoking).5

It is also important to know how to word questions.
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Avoid questions that prompt “yes” or “no” responses. An
open-ended question allows the teen to express himself.6

For example, instead of asking, “Do you live with mom
and dad?” ask “Where do you live and with whom do
you live?”7 Inquire about his relationship with his parents.
Also, ask about any changes in the home such as a recent
divorce or a death of a family member that is perhaps
distressing to the teen. Ask him if there is someone he can
trust to discuss personal problems. If he says that there is
no one, recommend community resources such as a
church priest or a mentor program and provide the
telephone number of the teen help-line, in this area at
(412) 361-TEEN.

With regards to education, ask about his grades,
favorite and least favorite subjects. Discuss future goals.
Often there is a discrepancy in the actual grades received
versus grades required to obtain specific goals. Point out
that getting Cs and Ds will not likely ensure admission to
a good school. Encourage him to work harder and put
forth his best effort.

Inquire about his work schedule and if he enjoys his
duties. Ask how he is balancing his work and school
responsibilities. Ask about activities he participates in
outside of school and if these interfere with school and
work. Some teens try to do it all at the expense of sleep.
Guide him about the importance of being healthy and
eating a balanced diet. Note for eating disorders and any
self-image issues.

Now for the Ss. Reaffirm that his conversation with
you is confidential. Then let him know that all physicians
routinely ask personal questions in order to take care of
healthcare needs. State that many teens smoke cigarettes
and take street drugs, and ask if any of his friends engage
in such behaviors. Ask if he has ever tried them. Make a
note of how many and how often. Screen for depression
and suicidal ideations. Boredom, fatigue or lack of sleep
are all indications of depression. Family dysfunction and

continued on page 450

In order to do justice to these
young patients, allow a full 30
minutes for a complete medical/
physco-social visit.
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breakups with friends are frequent triggers of depression.
Keep the sexual history for the last because these

questions are so personal and intimate. By now, the teen
has had a chance to become comfortable with the physi-
cian. Again, ask open-ended questions. The key is not
what questions you ask, but how you ask them. Start out
by asking if he has a girlfriend. Then ask the question,
“Are you currently sexually active?” and, “Have you ever
been sexually active?” Inquire about the number of sexual
partners. It is also important to ask about sexual orienta-
tion. Ask about oral sexual activity and if he has ever been
diagnosed with a sexually transmitted disease. Educate
him regarding the possibility of pregnancy following
intimate relations and discuss available methods of birth
control and safe sex. Offer HIV testing.

An adolescent interview and exam is a comprehensive
visit. In order to do justice to these young patients, allow
a full 30 minutes for a complete medical/psycho-social
visit. Adolescent care is time consuming and challenging.
However, your efforts will result in positive social effects
and may prevent a teen from participating in risky
youthful behaviors that are detrimental to his health.

Dr. Jevaji is a pediatrician and is a faculty member at UPMC McKeesport
Family Practice Residency Program. She can be reached at jevajiip@
msx.upmc.edu.
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Materials Management
Materials management system with customized
computer reports to help you analyze your products,
understand your product usage and manage medical
supplies to reduce your costs and overhead.

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.

Mike Gomber, Ar ea Vice President
(412) 580-7900   Toll Free (800) 472-2791

www.pssd.com

Alleghen y MedCare

Endorsed by the  Allegheny  County Medical Society

Group Purchasing Program

Working for Physicians.

Member Benefit
Dear Doctor

Would you like to share your expertise with
more than 240,000 Pittsburgh Post Gazette

readers? Each “Dear Doctor” column features a
different physician, complete with photograph.

This opportunity is available only to ACMS
members. Call Elizabeth Fulton at 412-321-

5030, ext.100 for details.
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PERSPECTIVE

Substance Abuse and the Elderly
MARNIN E. FISCHBACH, MD

ALAN A. AXELSON, MD

Substance abuse problems tend to be ignored
and under-diagnosed in the geriatric popula-
tion. Primary care physicians may fear

embarrassing their patients by inquiring into their pattern
of alcohol consumption or use of prescription medica-
tions. From another perspective, substance abuse does not
“fit” the image we may wish to maintain about the
elderly. One does not see a senior sitting comfortably in
an Alcoholics Anonymous or Narcotics Anonymous
meeting.

The elderly themselves will often not volunteer
information regarding their substance abuse. After all, “in
their day,” heavy drinking was perhaps a character flaw; it
was certainly not a “disease.” Reporting their substance
abuse would likely incur a fearful stigmatization. In
addition, the elderly are often retired and more isolated.
Because they interact less with others, and there may be
fewer “performance” tasks that they must do, their
substance abuse problem often remains well hidden.
Men, especially, frequently do not plan adequately for
retirement and may while away unstructured time with
alcohol.

Yet, the geriatric population often does slip into

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

www.acms.org
If you haven’t logged on to our web site recently,

Ö Daily updates on legislative action
important to physicians

Ö Online petitions
Ö Physician Placement
Ö Resumes and Position Postings
Ö Reaching other ACMS members
Ö Sponsorship Opportunities
Ö Activity Announcements

significant substance abuse problems, and does
so through a variety of means. An important

path towards substance abuse is the use of pre-
scription drugs as self-medication for depression, all too
common a problem in this age group. Too, women on
benzodiazepines may uncover an addiction to these
medications when their PCP closes his or her practice and
the new doctor will not continue the prescription she has
been taking continuously for the past 20 years. Finally,
polypharmacy through multiple doctors can create its
own dependence on painkillers.

There are numerous barriers to effective management
of elderly substance abuse problems. Pittsburgh is espe-
cially short on substance abuse programs geared to the
elderly. As well, the stigma of this disorder is more
pronounced in the elderly; in our society, we tend to have
stereotypes around who becomes addicted or alcoholic
(i.e., this is a problem of younger patients).

Attitudes towards geriatric substance abuse and
dependence issues will likely change, at least somewhat,
for the better as the baby boomer generation approaches
its golden years. Also needed now are:
• educating primary care physicians on the need to access

alcohol and substance abuse problems in the elderly;
• education geared towards seniors programs that sub-

stance abuse and dependence problems can and do
develop at any age;

• improved access to treatment, including creating
programs specifically geared to seniors.

Dr. Fischbach is a psychiatrist and serves as medical director at Magellan
Behavioral Health. He can be reached at mefischbach@magellanhealth.
com. Dr. Axelson is a psychiatrist and a member of the ACMS Board of
Directors. He can be reached at alan.axelson@highmark.com.
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PRACTICE  MANAGEMENT

H ow many of the management problems that
exist in a medical practice can be attributed to
the performance of the practice manager? If

your practice is using a credible performance appraisal
process, this question is answered on a regular basis.

Billing, collections, documentation, regulatory
compliance, staff turnover, decreasing revenue, increasing
expenses and liability issues are among many thorny
problems that are interwoven into medical practices
today. The resolution for some of these problems is
beyond the control of all mortals. To make the practice
manager culpable is unrealistic and unfair.

On the other hand, practice managers are paid to
manage. It is reasonable to expect that operational prob-
lems will be eliminated or mitigated. Even problems that
have no apparent solution need to be addressed.

When things are going well, there is a temptation to
believe that very little will come from a discussion about
performance improvement. When the situation is tense,
physicians are famous for avoiding confrontation. To stay
out or get out of this ineffective cycle, it is imperative to
do a performance appraisal routinely, not just when the
chips are down.

At the end of the day, a practice manager should have
personal concerns about how much his or her work is
valued. Physicians concerned about the future of their
practices should be seeking to have their key employee

Evaluating Your Practice
Manager’s Performance

performing at a level that is continuously improving.
Even the very best practice managers have weaknesses that
represent opportunities for professional growth. A
performance evaluation is the logical vehicle to address
these natural concerns.

What performance issues should be evaluated?
Practice managers should be evaluated on two levels:

level 1 should focus on interpersonal relationships, and
level 2 should be a comparison of actual performance to
definable, measurable performance expectations.

The foremost interpersonal performance issue is
whether a practice manager is trusted. If a practice man-
ager is trusted by physicians in the practice, it usually
follows that communication channels are open and there
is general agreement on the approach to management
issues. Do not confuse this with “blind trust.” The
practice manager must be trustworthy because he or she
acts in a manner consistent with the direction provided by
the physicians in the practice. Blind trust is an abdication
of responsibility by physicians in a practice. It is also a
recipe for disaster.

Another reasonable performance expectation is that
the practice manager will exhibit a level of professional-
ism that serves as a role model for the office staff. This
professionalism should shine through on those tough
days when nothing seems to be going right. A practice

SHARON R. RYAN, MBA
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PRACTICE  M ANAGEMENT  continued

manager with a poor attitude or a poor work ethic
ensures that a practice will have an underperforming staff.
This professionalism should also be present in the practice
manager’s interactions with insurers, referring practices,
assorted vendors and other individuals important to the
practice’s image in the community.

In addition to interpersonal skills, the performance
evaluation should include reasonable performance stan-
dards. Once the expectations are set, the practice manager
can be asked to document compliance or progress toward
compliance with these expectations.

Here are some suggestions:
• Establish practice operation benchmarks such as timing

of charge entries, collection ratios, frequency of elec-
tronic claims submission, use of overtime, collection of
co-pays and frequency of financial reporting for the
practice;

• Develop strategies to address critical operational issues
that arise from payer policy changes, regulatory compli-
ance and other “uncontrollable” issues; and

• Reinforce the physicians’ overall philosophy about
practice operations, such as patient service expectations,
motivation, discipline of employees and the practice
manager’s delegation of non-management duties.

How to do  a performance evaluation
Think too many performance evaluations are vague

and time consuming? It does not have to be this way. The
first step is to get a performance evaluation template from
one of the many sources for these forms and customize it
to your liking. Some people prefer a numerical rating,
and others prefer using words like “satisfactory” or “needs
improvement.” Either is fine; it’s the questions that
matter. Try responding to the following statements with
either a numerical rating or a descriptive word. Then
think of an example to support your viewpoint.

Our practice manager inspires employees to work as a
team toward common objectives.

How: ___________________________________
Our practice manager seeks to improve the overall
financial performance of our practice.

How: ___________________________________
Our practice manager can implement plans, policies, or
procedures requested by the physicians in the practice.

How: ___________________________________
The primary objective of a performance evaluation is

to ensure that performance expectations are crystal clear
and to provide specific examples of what the practice
manager is or is not doing to meet those expectations.
Physicians may believe that their expectations for the
practice manager should be obvious. Why state the
obvious? Complete this sentence: the job of a practice
manager is to __________________. Insert one of a
hundred potential answers here. When performance
expectations are not clearly outlined, the obvious is
actually rather nebulous. A performance appraisal is a
catalyst for clarifying expectations.

Even when expectations are clear, physicians may
assume that their practice manager knows whether he or
she is satisfying them. Here is how this often plays out.

ACT 1: All is well with the practice. The physicians
believe the practice is operating well and presume the
administrator must think so, too. Therefore, there is no
need to talk about it. The parties proceed in a direction
they all assume is the same. Trouble is far, far away.

ACT 2: Problems have suddenly surfaced in the
practice. The physicians feel they have been misled. They
are seething about how badly the practice is being man-
aged and are now convinced that the practice administra-
tor is incompetent. Something must be done about it!

Starting a performance evaluation process in times of
trouble is common. If that is the situation, just buckle in
for some rough sailing with the expectation that the air
will be cleared and the understanding that problems can
be addressed once they are clearly identified. While at least
one evaluation should be conducted annually, there is no
hard and fast rule about the frequency of performance
evaluations that should occur over a 12-month span.
There are situations when monthly or quarterly evalua-
tions are warranted.

Summary
Lifetime employment is not a guarantee in a medical

practice. Having a good employee stay for a lifetime is
not a certainty either. The performance appraisal process is
an excellent opportunity for all parties to decide on the
best course of action to take in regard to the employee’s
tenure with the practice.

Sharon Ryan, MBA, is president and COO for PMSCO Healthcare
Consulting, a subsidiary of the Pennsylvania Medical Society. She can be
reached at sryan@consultPMSCO.com
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CLASSIFIEDS

Help Wanted

WESTERN PENNSYLVANIA
(40 minutes from Pittsburgh)–
Private Musculoskeletal Group
Practice seeks BC/BE Orthopaedic
Surgeon for growing community
practice. Quiet family oriented
community with aggressive, inde-
pendent hospitals, NCAA Divi-
sion II institutions and excellent
school system. Our primary and
satellite locations have x-ray capa-
bilities with dedicated clinical staff.
Salary commensurate with experi-
ence includes productivity pro-
gram. Partnership option in one
year. Visit our website at
www.pacosm.com. Contact: Jamie
L. Pride, Executive Director, Cen-
ter for Orthopaedics & Sports
Medicine, 1265 Wayne Avenue,
Suite 307, Indiana, PA 15701

For Sublease

SUBLEASE—South Hills: Manor
Oak Two. New, fully equipped

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

medical office located near St. Clair
Hospital. Free parking, space avail-
able for half days or full days. For
additional information contact
Shirley at 412-687-2100.

For Sale

NORTH HILLS AREA–Physician
desires to sell general surgery prac-
tice. Serious inquiries only. Please
respond to box #9/20-A.

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!
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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


