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President’s Page

Well, here | am writing my last
message of the year. To work a weary
phrase just once more, “my how time
Bies when you're having fun!” Looking
back, it's been a good year and my end
of watch report to the membership will
be published in the next Journal

| almost Pnished my year out
without sparking controversy, but no
such luck. Members outside Charleston
and Huntington may not have read the
recent series ofGazettearticles and
editorials accusing the WVSMA and
WVAFP of pressing the West Virginia
Pharmaceutical Council to “gut” their
“proposed rules” requiring drug
manufacturers to report amounts of
any gifts, grants or payments made to
individual WV prescribers by name.

Tempus Fugit

The articles alleged our organizations
were trying to conceal and protect a
physician “payola’ scheme.” Our op-ed
response to theGazette'saccusation was
just published and is reproduced in its
entirety below for your information.

We anticipate possible legislative
interest during the next regular session
to require that drug manufacturers
disclose individual prescribers’ names.
These disclosures will be similar to the
requirements for lobbyists concerning
gifts or those for legislators regarding
contributions.

We are committed to maintaining
the respect and trust of the public in
our profession’s adherence tothe
AMA'’s Code and the highest ethical
standards in patient care decision-

making that is unbiased by potentially
unrecognized inBuence of signibcant
industry gifts. Yet, we must
thoughtfully protect innocent
physicians and their patients’ trust
from the effects of a hastily conceived,
or poorly thought-out, misinterpreted
or misused disclosure process and
database. Our efforts and response
should be to the benebt of patients and
the honor of the profession.

The WVSMA leadership is
interested in your thoughts and
guidance on the approach your
professional organization should adopt
and we will be seeking your input in
the near future.

Elizabeth L. Spangler, M.D.

The following is a reprint of the Guest Editorial by Dr. Elizabeth L. Spangler, president of the WVSMA, and Dr. Kelly Pitsenbarger,
past chairman of the West Virginia Academy of Family Physicians’ Board of Directors.

State doctors follow law, enduring ethical guidelines

Hippocrates was a Greek physician and is well recognized as the “Father of Medicine.” He developed an Oath of
Medical Ethics for all physicians to follow. One of its key elements says, “I will follow that system of regimen which,
according to my ability and judgment, | consider for the bene bt of my patients, and abstain from whatever is deleterious

and mischievous.”

But readers of recent Charleston Gazette articles and editorials would be led to believe that West Virginia physicians
have abandoned the “Oath of Hippocrates” and the well-being of patients in favor of so-called widespread “payola” from

drug companies.

The Gazette would have the public believe that physicians prescribe certain medications because of lucrative
payments and inducements from drug manufacturers that our organizations want to protect. The West Virginia State
Medical Association and the West Virginia Academy of Family Physicians take strong exception to this unsubstantiated

allegation.

In fact, the Gazette has not shared with readers that physicians of the WVSMA and WVAFP support the guidelines
developed by the AMA Council on Ethical and Judicial Affairs concerning gifts to physicians from the pharmaceutical
industry and the standards for commercial support of CME developed by the Accreditation Council for Continuing

Medical Education.

These medical ethical guidelines and standards have been in place for many years. They are not a last minute reaction

to the recent rules proposed by the Pharmaceutical Cost Management Council. The public may view these at

www.ama-aasn.org.

The guidelines state in part, “Any gifts accepted by physicians individually should primarily entail a bene bt to
patients and should not be of substantial value. No gifts should be accepted if there are strings attached. For example,
physicians should not accept gifts if they are given in relation to the physician’s prescribing practices.”
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Readers were also told the Pharmaceutical Advocate and Council were “pressured” to “gut” the reporting

requirements approved in May, then pressured again by our organizations into an emergency meeting to revise the
previously approved requirement for naming individual prescribers.

The Gazette misrepresented that the last Council meeting was called “after the heads [of medical groups] objected....”
citing our letter on behalf of the WVSMA and WVAFP. The fact is, our opinion letter was sent to the Council in January,

not May. Obviously, our letter did not, and could not, have objected to rules that were approved months after it was

written.

Our January opinion letter to the Council pointed out that the governing statute 5A-3c-13 does not grant authority

to the Council to require reporting names of individual prescribers. The statute only permits the Council’s collection of
aggregate annual drug company expenditures for advertising and direct promotion of prescription drugs.

The WVSMA and WVAFP fully support the reporting requirements the Council approved in May. The true reason

for the last emergency meeting was that the language Council staff had bled with the Secretary of State was not what
the Council had approved in May. Shana Phares, Council chairwoman, stated clearly at the beginning of the June 27
emergency meeting that the purpose was to correct their own Pling error. Conveniently, this fact was not reported by the

Gazette.

Our position has remained public and consistent for the Council to follow the law, but never have we advocated

hiding anything from our patients. If any problems are identi Ped when the annual pharmaceutical company reports are
received and analyzed, WVSMA and WVAFP are committed to working with the appropriate regulatory and licensing

authorities to address the issue.

The Gazette has caused an unwarranted question of medical ethics for physician members of our medical
organizations. That is a disservice to our state’s physicians and their patients.

If patients have concerns about the potential inBuence of drug company gifts, grants or payments on the choice of a
particular brand or type of medication prescribed for them, we recommend they discuss the question frankly with their

physician.

Clarification

In the last issue of the Journal
we published a press release from
The American Board of Physician
Specialties (ABPS) announcing the
creation of the American Board of
Disaster Medicine. The ABPS and its
component boards are not recognized
by the American Medical Association.
The AMA, in partnership with
the American Board of Physician
Specialties participates in the approval
process for new specialty boards and
only recognizes the 24 member boards
of the American Board of Physician
Specialties.

F. Thomas Sporck, M.D.
Journal Editor
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Guest Editoria

Health Care Reform Legislation (HB 4021)
Demands Vigilance and Involvement

Enrolled HB 4021an expansive
extension of the Governor's modest
initiatives, has not lost its spots.
Although tweaked through rhetorical
and mandated deliberative disguises,
the initial intent of the enacted
substitute legislation remains universal
health insurance coverage for all West
Virginians.

As with Workers’ Compensation
protection or teachers’ retirement
pensions, most citizens, politicians and
physicians support such a noble goal.
However, history cautions us that to
avoid future administrative and
Pnancial chaos and crisis we must
pursue it prudently and responsibly.
Failure to do so could result in
bankrupting the state and seriously
disrupting and compromising the ability
of health care practitioners and
institutions to provide care. Physicians

@ must be vigilant and involved as the
mandated “Interagency Health Council”
committees “study,” “implement,”

“set goals,” and “report” to the

Legislature by 1/1/08 plans for

expanding health insurance coverage
through four goals - - cost-containment,
access, quality, and equitablebnancing.
Most physicians agree we could
improve the access, effectiveness,
quality and ef bciency of health care
delivery, as well as the equity and the
administrative ef bciency of health care

Pnancing, which is actually the cardinal

premise underlying the legislation.

Expanded bPnancial access could assist

some to obtain preventive and timely
primary care services, avoiding more
costly emergency room and hospital

care. However, “Healthy People 2010”

and other studies reveal that only a

minority of the public optimally affords
itself of many proven effective
preventive interventions even if they
enjoy bPnancial access. There is no
reason to believe the currently
uninsured will be any different.

Moreover, many doubt politicians,
through the leadership of two Pnance-
oriented state executive agencies, can
or will ask the hard questions and

6 West Virginia Medical Journal

“ “ 4ee30Larnys.ndd ©

make the hard choices - - to affect

the changes necessary to provide
“budget neutral” universal health
insurance coverage. Some question
the wisdom and the willingness of
citizens, practitioners, and politicians
to accept the consequences of the
choices and changes this would require.
Some fear the result will be like that

of the Workers’” Compensation and
state pension systems mentioned, an
unattainable promise of generous,
“budget neutral,” bene bts based upon
theoretical savings, wishful Pnancial
projections and a dream.

Maintaining “budget neutrality”
while providing universal coverage
requires net savings. “Health- Pnancing”
systems achieve savings theoretically
by reducing payments to practitioners,
institutions and vendors; by reducing
or restricting benebpts; by reducing the
percentage of the population covered,;
and by reducing quality, access,
continuity, and effectiveness of service
delivery. Although seemingly
contradictory, they also theoretically
realize savings by providing increased
benebts and the percentage of the
population covered - - as well as
increased quality, access, continuity,
and effectiveness of service delivery - -
avoiding more costly “downstream”
morbidity, liability and costs. Finally,
they pursue such theoretical savings
through increased payment efbciency
and improved health system
integration and ef bciency.

Through its “community-health”
system, a population can also
theoretically achieve net savings by
improving the population’s health
status and reducing health service
demand, as well as increasing the
organizational effectiveness and
efbciency of its delivery system. These
two health systems, i.e.,Pnancing
and community, often have little
interaction. Many believe that a
population can better achieve major
savings by community initiatives,
rather than enhanced clinical health
Pnancing coverage per se.

O

The Council will produce hope
or havoc depending upon two basic
factors. The brst involves what is
meaningfully put upon the table
for discussion. The second involves
whether any “savings” assumptions will
derive from well-done retrospective/
concurrent studies or prospective
conjecture. Here are a few examples.
In constructing the “bene bt
package,” will the Council consider
the huge savings that result from
limiting payment coverage for futile
“end of life” care? According to Moss
et al., patient and family demand for
all possible care is the largest (73%)
perceived barrier to providing quality
end-of-life care within West Virginia.
Will they limit payment for dialysis
for barely responsive, terminally ill
individuals; kidney transplants for
poorly controlled diabetics; hip and
knee replacements for the obese; @
and dental extraction, inhalers,
and erectile dysfunction drugs for
smokers? Somewhat discouragingly,
the Legislature was not successful in
passing HB 4022 this past year which
would have allowed physicians not to
bring decedents back to life whom had
no chance of regaining any meaningful
functional quality of life. These are
just a few examples of measures other
countries employ to realize “savings.”
Conversely, what assumptions will
the Council make about improvement
in the health status of patients with
certain chronic conditions and the care
they will receive? Most physicians know
that individuals who suffer serious
thrombotic cardiac events (or the
proclivity to develop them) can
signibcantly reduce the probability and
associated costs of future such events,
including stroke, by employing certain
preventive therapies, e.g., ACE
inhibitors, aspirin, thrombolytic agents,
and lifestyle changes. The same is true
in the case of diabetes, hypertension,
and certain other chronic conditions.
Many insurance programs
inadequately cover the cost of
educational, patient management

&/1.7/06




and related lifestyle promotional
activities proven effective in reducing
the sequellae and avoidable costs

of many chronic diseases. Will the
panel seriously consider adequate
reimbursement for such effective
preventive services (directly or through
community/public health initiatives)?
Will it also consider imposing positive
and negative sanctions upon patients
to increase treatment compliance and
prompt lifestyle changes?

Will the Council address enhanced
support of efforts directed at socio-
cultural community health concerns,
e.g., methamphetamine and other
drug abuse, violence, obesity, etc. Net
“savings” associated with investing in
such initiatives are often, if not usually,
well downstream. Net costs are likely
to increase in the short run. However,
many contend that just expanding
insurance coverage so more individuals
can obtain certain drugs or limited
clinical care - - without adequately
funding effective ancillary services and
community health initiatives - - likely
will just increase costs with little net
savings downstream.

An effective Council must carefully
analyze these issues and balance the

@ insurance coverage - - as contrasted
with the preventive/community health
investment - - from a public policy
perspective. This is very complex and
dif bcult analysis. Moreover, it is often
dif bcult to obtain new public Pnancing
for preventive initiatives since many
current community health initiatives
have not demonstrated “hard” savings.

“ “ 4ee30Larnys.ndd 7
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As an example of how many of
these factors are related, consider the
rapid treatment of victims of stroke
with clot busting drugs in emergency
rooms. Such care can prevent a large
portion of the morbidity and disability,
e.g., paralysis, weakness, speech loss,
associated with stroke. Not only would
this allow folks to maintain the
functional quality of their lives, but it
would result in considerable net
savings. Few folks who suffer a stroke
receive such care in a timely manner.
The costs tobx these effectiveness and
efbciency problems involve such
measures as patient, public, and health
care personnel education, certain
liability reforms, and the institution of
electronic health record systems, not
expanded insurance coverage per se.
Thesebxes are cheap as compared to
the enormous rehabilitation and
associated clinical costs of caring for
stroke victims.

Implementation of electronic health
records can produce considerable “net
savings” downstream. Currently “pay
for performance” carrots provided to
individual physicians, as well as a few
demonstration efforts, constitute the
strategies to achieve success. This
approach limits the scope, integration,
and power of the system, as well as the
speed of implementation. Will the
panel consider a public investment in
expanding such implementation
although any savings are likely to come
after 20107

What assumptions will the Council
make regarding “certi bcate of need”

types of savings, theoretically realized
by reducing duplicate and low
utilization facilities and modalities?
To date, the state’s success has not
been impressive as witnessed by the
expanded advertising of competitive
service providers. What assumptions
will the Council make about “savings”
from streamlining the hundreds
of categorical, often duplicative,
community health programs, each
with it own wasteful administrative
reporting/accounting systems
and program structure/staff? Will
they address the issue of nearly 55
counties each running their own
small, marginally-effective public
health programs (each with large
administrative cost percentages) rather
than shared initiatives?

These are but a few examples of
the many integrated, interrelated,
and interdependent health system
components and inRuences that shape
the availability, cost, access, quality,
and continuity of health care provided
to patients, as well as the health status
of the public. Health Pnancing is but
one of these components. West Virginia
physicians know how the various parts
interact. They are in the best position to
assure the Council pursues its mandate @
in a prudent and responsible manner.
This can only happen if they are
vigilant and involved.

James D. Felsen, M.D., M.P.H., FA.C.P.M.
Charleston
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Delegation Report

This year’s Annual Meeting of the American Medical Association in Chicago began on Saturday, June 10. On
the day prior to the meeting, the OSMAP, an organization of state medical association presidents and executive
directors, conducted its annual session. The OSMAP meetings provide a national forum for open discussion of state
issues and how they are resolved so participants can practically map out what's “coming down the pike” in their
own states.

The West Virginia Delegation was fully represented in this year's AMA meeting with delegates Douglas McKinney,
M.D., Phillip Stevens, M.D., and myself; alternate delegates Ahmed Faheem, M.D., and Joseph B. Selby, M.D.;
WVSMA President Elizabeth Spangler and WVSMA Executive Director Evan Jenkins. We were pleased that three
medical students from the West Virginia University School of Medicine and three medical students from the
Marshall University Joan C. Edwards School of Medicine were also able to attend this year’s meeting. In addition,
Ronald Cordell, M.D., and David Avery, M.D., represented their specialties.

The Medical Student Section of the AMA usually ends their meeting the day before the House of Delegates
convenes, but many medical students stay for the proceedings of the House of Delegates. It is a reassuring picture
for the future of the AMA to have medical students participate in these proceedings and I’'m so glad that six of our
medical students were with us.

Reference Committee and HOD Highlights

The Reference Committees are the engine that drives the working process of the AMA meetings. Resolutions
from across the country are assigned to the different committees of 4-6 members and these resolutions are opened
up for public discussion before taken to the House of Delegates for bnal debate and decision. Many of our delegates
© in the past have served on Resolution Committees and some have chaired them, which is a demanding, laborious O
time-consuming obligation. This year, our very own Dr. David Avery was chairman of a Reference Committee. Dr.
Avery is a delegate of the American Academy of Family Physicians, and on many occasions in the past has helped
us cover different committees, as has Dr. Cordell. Kudos to Dr. Avery for a job well done.

During the House of Delegates, Dr. William G. Plested, Ill, M.D., the newly inducted president of the AMA,
called on physicians to “seize the day” to overcome the nation’s healthcare woes. He felt that the medical profession
must harness the public’s current focus on healthcare issues to protect doctors’ ability to provide quality care to patients.

In other actions, Donald M. Blewick, M.D., president and CEO of the Institute of Healthcare Improvement
presented us with a sneak preview of the Institute’s 100,000 Lives”"campaign, which has worked so well to
implement proven patient safety interventions in hospital settings through rapid response teams, reliable care for
myocardial infarction, preventing adverse drug events, and preventing surgical site and central line infections.

Eighty percent of all hospitals in the country are involved in this program. In addition, the subject of disaster
readiness was another important topic of discussion and the message was “always have a plan, practice it, and have
a backup plan too.” The American College of Surgeons is working on establishing a preparedness course suitable
for all physicians. The AMA has made it a priority to develop systemic approach to unforeseen healthcare disasters

from natural causes, worldwide pandemic and terrorism.

At this year's meeting, the AMA adopted a recommendation on physicians’ participation in prisoner’s
interrogation that allows physicians to assist detainees with medical care. Physicians may participate in developing
interrogation strategies for general training purposes, but must not be coercive, must be humane, and respect the
rights of individuals.

Other committee reports reiterated the AMA’s support of the federal government’s coverage for the uninsured,
which states that people of sufbcient means (about 500% of poverty level) must have a minimum level of preventive
and catastrophic healthcare coverage. The House of Delegates is also actively working for the repeal or delay of
federal legislation that reduces physicians’ payment for imaging services; ways to educate the medical profession
and the public on healthcare costs; legislation to require that the federal government pay for the healthcare expenses

8 West Virginia Medical Journal
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for illegal immigrants; and public policy solutions that consider the Pnancial impact of illegal immigrants on
hospitals, physicians, Medicare, and Medicaid.

In other actions, the AMA adopted a policy to work with the Association of American Medical Colleges to
prevent reduction on Medicare graduate medical education payments. They also discussed the new phenomenon of
“in-store clinics” spreading across American, manned by nurse practitioner and/or physicians assistants, the House
of Delegates made it clear that while it is not against the facilities in principle, it believes that they are no substitute
for a long-term relationship with a doctor.

In his closing remarks to the House of Delegates, J. Edward Hill, M.D., the outgoing president of the AMA,
urged members “to be a moral compass because a physician is not just a mere mechanical worker going about his
business, but a resource that this battered and broken world cannot live without.”

Constantino Y. Amores, M.D.
Chairman, WVSMA Delegation to the AMA

May/June 2006, Vol. 102 9
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Untreatable.

Where once there was no treatment, now there is new treatment.

Tumors and lesions often unreachable or untreatable with conventional surgery or
other stereotactic radiosurgery methods are now treatable with CyberKnif%, an
entirely new approach to radiosurgery. To learn about The CyberKnife Treatment
Center, visit centralbap.com or call1-877-63-CYBER. The possibilities are endless.

The CyberKnife Treatment Center at Central Baptist Hospital
lives at 1740 Nicholasville Road Lexington, Kentucky 40503

Changin

www.centralbap.com
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Foundation News

More than 250 grassroots
community members, educators,
employers, healthcare professionals,
policymakers and individuals
representing faith-based programs
learned about strategies that encourage
healthy eating and increased physical
activity during the Healthy West Virginia
Summit, June 4-5, at the Charleston
Embassy Suites.

The Summit was hosted by
First Lady Gayle C. Manchin and
the Partnership for a Healthy West
Virginia according to Summit Planning
Committee Chair Helen Matheny. In
addition, the continuing education
event was jointly sponsored by the
CAMC Health Education and Research
Institute with support from the Claude
Worthington Benedum Foundation.

The Partnership for a Healthy West
Virginia is a statewide coalition of

@ business, education, healthcare, non-
probt and government organizations
working to address the problem of
obesity in the state. The West Virginia
Medical Foundation continues to
facilitate the work of the Partnership
for a Healthy West Virginia with
support from the Claude Worthington
Benedum Foundation.

National speakers at the Healthy
West Virginia Summit included Katie
Strong of the U.S. Chamber of
Commerce; New York Assemblyman
Felix Ortiz; Texas Agriculture
Commissioner Susan Combs; and
Kenneth Thorpe, Ph.D., the Robert W.
Woodruff professor and chair of the
Dept. of Health Policy & Management
in the Rollins School of Public Health at
Emory University.

Assemblyman Ortiz's presentation
described the obesity prevention policy
efforts in New York. Commissioner
Combs talked about the physical and
pscal impact of obesity and what Texas
is doing to reverse an alarming national
trend and epidemic.

Dr. Kenneth Thorpe, a nationally
recognized expert on the nation’s health
care system, provided a presentation on
“What Accounts for the Rise in Health
Care Spending,and also shared

12 West Virginia Medical Journal
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recommendations on what is needed to
slow escalating health care costs.

Dr. Thorpe noted that major
contributors to recent health care cost
increases include the substantial rise
in obesity and diabetes prevalence
in the United States and the lack of
preventative measures in health care
planning and programs.

According to Thorpe, some of the
key factors for the rise in health care
costs are:

1) 80 percent of total health care
spending is linked to chronically
ill patients;

2) Chronically ill patients receive
about 56 percent of all clinically
recommended health care;

3) The rise in the prevalence of
treated disease accounts for a
substantial share of the growth in
health care spending;

4) The rise in obesity prevalence in
U.S. accounts for 27 percent in
the growth in health care
spending over the past 20 years;

5) A substantial dollar volume rise
in spending linked to modi Pable
individual risk factors; and

6) Current cost containment
initiatives and debate largely
ignore the central role of
prevention.

Dr. Thorpe stated that needed
solutions must be more than just
being “an issue of redesigning health
insurance.” Health care in the U.S. is
still “based on a 1960s model,” which
he noted is “not in step with the clinical
proble of today’s patients.” He added
that obesity is a national challenge,
and that there must be a fundamental
restructuring of the U.S. health care
delivery system.

Overall, Dr. Thorpe told the summit
attendees that the nation needs to
change its lifestyle and health habits
in order to reduce the prevalence
of health issues and diseases. He
emphasized that these changes must
be made, in particular, in our schools
and our workplaces. “We must devote

O

resources to developing effective health
promotion and wellness programs for
use in schools and the worksite.”

Three pre-Summit sessions also
were offered. A “Walkable Communities
Workshop,"was presented by Ronald W.
Eck, P.E., Ph.D. of the West Virginia
Local Technical Assistance Program,
Civil and Environmental Engineering
at West Virginia University. Dr. Terry
Elliott and Dr. Norman Montalto
presented the “Statewide Tobacco
Cessation Training for Healthcare
Providers.”Finally, a session titled
“Making the Newest Food Guides Work
for You,” was presented by Amy
M. Gannon, M.S., R.D., L.D., of the
Registered Dietitian-Family Nutrition
Program, WVU Extension Service.

Sponsors for the event included the
Be Better Network; Brickstreet Mutual
Insurance; CAMC Health Education
and Research Institute; the Claude @
Worthington Benedum Foundation;
the Community Health Network
of West Virginia; Mountain State
BlueCross/BlueShield; PhRMA, Sisters
of St. Joseph Charitable Fund; Sisters
of St. Joseph Health andWellness
Foundation; United Bank, Inc.; The
Greenbrier; the West Virginia Action
for Healthy Kids Team; the West
Virginia Chamber of Commerce; the
West Virginia Child Nutrition Center;
the West Virginia Dept. of Agriculture;
the West Virginia Dept. of Education;
the West Virginia Hospital Association;
the West Virginia Medical Foundation;
the West Virginia Of bce of Healthy
Lifestyles; and the West Virginia State
Medical Association.

For more information, visit www.
HealthyWV.com.

Larry Malone of Malone Consulting
Services contributed to this article.
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A Special T hanks

to our sponsors for their support in making
theHealthy West Virginia Sunamiiccess.

The Claude Worthington Benedum Foundation
PhRMA € West Virginia Of‘ce of Healthy Lifestyles
© West Virginia Chamber of Commerce € West Virginia Department of Education ©
West Virginia Medical Foundation € West Virginia State Medical Association
BrickStreet Mutual Insurance € beBetter Network
United Bank, Inc. € West Virginia Child Nutrition Center
Community Health Network of West Virginia
Mountain State BlueCross/BlueShield
Sisters of St. Joseph Charitable Fund
Sisters of St. Joseph Health and Wellness Foundation
The Greenbrier € West Virginia Hospital Association
West Virginia Department of Agriculture
CAMC Health Education and Research Institute

www.HealthyWV.com
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Foundation News

(Top left) First Lady Gayle C. Manchin,
chair of the West Virginia Healthy Lifestyle
Coalition, makes an announcement about
the Coalition’s newly completed action plan.

(Top right) Gov. Joe Manchin discussed
his administration’s efforts to help make
West Virginians healthier.

(Bottom) Betty Spiggle, Dr. Wayne Spiggle,
Dr. Ahmed Faheem and Dr. Elizabeth
Spangler applaud Gov. Manchin.

(Center left) Dr. Ron Stollings, Texas
Agriculture Commissioner Susan Combs
and Dr. Dan Foster discuss Texas nutrition
policies that she has helped implement.

14 West Virginia Medical Journal

“ “ AeE30Larmys.indd 14

&/1.7/06

11:08:40 AM




“ “ 46680Larnys.indd 15

(Top left) Dr. Kenneth Thorpe listens as an audience
member poises a question.

(Top right) Gov. Manchin chats with WVSMA
Executive Director Evan Jenkins.

(Center right) Dave Campbell, CEO of the
Community Health Network of West Virginia, talks
with presenters Katie Strong of the U.S. Chamber of
Commerce and Steve Roberts, president of the West
Virginia Chamber of Commerce.

(Bottom) Karen Northrup, a Wood County school
nurse and Beverly Walter, vice president for
programs for the Claude W. Benedum Foundation,
applaud First Lady Gayle Manchin.

(Center left) New York Assemblyman Felix Ortiz, a
Summit keynote speaker, congratulates First Lady
Gayle Manchin on her remarks. (photos by Chip
Ellis)
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Special Article

Obstetrical and Perinatal Care in the Komi Republic of
the Russian Federation

Mikhail Murashko, M.D.

Minister of Health for the Komi Republic
of Russian Federation, Syktyvker, Russia

Editor’s Note: Dr. Murashko was part of a
delegation who visited West Virginia last
year to learn about business and health care
through the Center for International Studies
at Bluefield State College. Dr. Murashko met
WVSMA Alliance member Betty Kuppusami,
who is an R.N. and C.R.N.FA. at St. Luke’'s
Hospital in Bluefield, during his visit and she
encouraged him to submit this article.

Introduction

The Russian Federation has many
different demographic situations,
climatic and natural conditions and
traditions, but also many similar
features. The majority of northern
regions are large territories that are
sparsely population with just a few
urban populations and a small
transportation infrastructure. It is
dif bcult to ensure a high level of
perinatal care with modern technology
in regional hospitals with only 100-200
deliveries per year. The quality of the
equipment and the maintenance of
quali bcations of the staff are major
concerns, so it has been necessary to
develop a special system of perinatal

care based on the available resourceg1).

This article describes the operation
of the perinatal care system and its
success in the sparsely populated Komi
Republic.

Demographics

The Komi Republic is located in
the north of the European part of the
Russian Federation and the mean age
of inhabitants is 33 years. The birth rate
in 2001 was 9.3 per 1,000 people. The
population gain is negative (in 1996 it
was -2.4/1,000 ; in 2001 the rate was
-3.2/1,000).
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Perinatal Care in the Region

All obstetrical departments of the
different hospitals get a certibcation
after they have documented an
appropriate level of quality, based on
debned criteria. The brst quality level
for obstetrical units is the level for
village regional hospitals, total
deliveries per year not exceeding 200.
Maternity houses (urban hospitals)
provide the second level of perinatal
care with 500 to 1,500 deliveries peryear.
The third level of care is provided by
the Republican Perinatal Center and
Maternity House in the Republican
Cardiological Centre of Syktyvkar.

Based on this system, 5%-10% of
deliveries take place at the brst level;
around 40% of patients will deliver
their babies at the second level; and the
third level will take care of up to 50% of
the births. The gynecologists and
midwives at the prst and second level
have to decide at an early stage at
which level the delivery will bnally
take place, but they are allowed to
change their minds when unexpected
complications come up. Modern high
technology obstetric and perinatal care
takes place only at second and third
level departments.

The care for most pregnant women
is supervised by nurses and their care is
divided into the following Pve stages to
provide optimum use of diagnostic
tests and the expertise of different
specialists (2):

» Stage | - During the brst 11-12
weeks of pregnancy, the risk of the
pregnancy is determined through
laboratory tests and an evaluation.

Stage Il - Procedures are begun to
explore the intrauterine pathology
of the fetus for developmental
abnormalities, hereditary diseases,
and infections. Ultrasound is used,
as well as biochemical testing such
as HCG, PAPP-A, inhibin-a; or in
second HCG, free estriol, A
fetoprotein and infectious
serology. This second clinical stage
is Pnished at 21-22 weeks.

O

» Stage 3- The early diagnosis of
gestosis and feto-placental
insufbciency is the basic task at
this stage. The obstetrician
introduces relevant treatment of
gestosis and gives an estimation of
the complication risk at the stage
28 - 34 weeks of pregnancy (in
some cases also earlier). Women
with signs of early gestosis are
hospitalized, and women with
serious gestosis are put in an
interregional obstetrical
department or in the Perinatal
Center (second level or third level).
At the time the gestosis is
diagnosed, it is necessary to
estimate weight increase, as well
as check for signs of lack of liquid,
and symptoms of pathological
fetal development, maternal blood
pressure, clinical and biochemical
parameters (Hb, HCT, trombocytes,
transaminases),haemodynamic @
status, other somatic pathology.

» Stage IV - At 35-36 weeks of
pregnancy, the doctor who has
observed the woman gives a
prognosis concerning the end of
her pregnancy and makes
suggestions for the treatment of
pathological conditions and
complications, which includes
advice from other experts. The
result of the evaluation at this
stage should be the place and time
of delivery based on the degree of
risk (Prst, second or third level).
At this time, the woman and her
family should be fully informed
about the risks involved and the
plan of delivery.

» Stage V - This stagePnishes the
supervision of pregnancy. After
delivery, the rehabilitation of the
health of the woman is the main
goal (support of breast feeding,
the prevention of diseases,
restoration of function of organs
in general). The woman if treated
for anemia, gestosis or other
somatic complications. The
supervision comes to an end after
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Table 1. Basic pregnancy outcome results in the Komi Republic.

Infantmortality, /1000
Perinatalmortality, /1000

Maternitvmortality, /100000live nhewborns

16.7 16.4 16.1
148 119 11
86.64 18.6 31.0

13
10

9.4 10.7

5 85 6.2
20.5 19.5 9

discussion with the woman about
appropriate contraception and transfer
of the documentation to the therapist in
the policlinic, who is comparable to the
family doctor in the U.S.

The Regional Perinatal Center

As previously discussed, the
Regional Perinatal Center in Syktyvkar
provides the third or highest level of
perinatal care (3). Its basic tasks are:

» To provide medical consultations
and diagnoses; treatpathology
cases from lower level institutions;
deliver support for pregnant
women from high-risk groups;
and care for newborns who need
medical treatment and
rehabilitation.

To develop and introduce

of modern technologies which
help to decrease reproduction loss
and to preserve the reproductive
health of the population.

» To organize methodical
development of pregnancy and
obstetrical care for the republic
and to train doctors and nurses for
future work in other departments
and hospitals of the republic.

The Regional Perinatal Center has
three interconnected departments, the
Outpatient Dept., the Remote Advisory
Dept., and the Pediatric Dept. Some
of the features and personnel in these
departments are as follows:

» Outpatient Dept. - Houses a
center of family planning and
reproductive health with an
obstetrician, a specialist in
obstetrical and gynecological
endocrinology, a specialist in
infertility, an urologist, a
psychologist and other relevant
specialists. It has small operation
theaters and one department for
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studies of invitro fertilization. There is
also a consultation and diagnostic
section with doctors in obstetrics for
ambulatory care, as well as section for
genetic consultation.

* Remote Advisory Dept. - Provides
round-the-clock advisory help on
the phone for doctors and nurses
at the brst and second levels of
care in the territories; and helps in
decisions regarding the
transportation of patients with
various perinatal risks to
obstetrical establishments at the
appropriate level or sending
specialists to the patient. All high-
risk pregnancies, as well as all
deliveries, abortions or operations
that are performed out in the
villages in the Republic must be
reported to this department. From
the moment a report is made, it is
mandatory that a physician must
phone within six hours or earlier
to provide guidance for
appropriate care. This department
also has a diagnostic and
treatment section for patients on a
short-term stay basis; a pathology
section with facilities especially for
patients whose pregnancies are
< 22 weeks; operational theaters
for deliveries; a section of
physical and intensive therapy for
women after delivery; a section to
care for women after delivery and
their infants; and a section for
women with infectious diseases.

Pediatric Dept. - Offers facilities
for physical and intensive therapy
of newborns, as well as a section
for rehabilitation of newborns.

In addition to these three main
departments, the Regional Perinatal
Center has laboratories, an educational
center, as well as sections fomutrition,
diagnostics and physiotherapy,
and vehicles and aircraft for the
transportation of mothers and newborns.

Conclusion

The implementation of this perinatal
system with its staging system and the
three levels of care has reduced infant
mortality from 16.7 per 1,000 deaths in
the Komi Republic from 1997 to
10.7/1,000 deaths in 2002, decreased
the perinatal mortality from 14.8/1,000
deaths in 1997t0 6.2/1,000 deaths in
2002, as well as decreased the maternity
mortality rate (Table 1). In addition to
reducing the infant, perinatal and
maternity mortality rates, this system
has also reduced the number of medical
air3ights; improved procedures and
helped to modernize care; provided
information about all birth for a Birth
Registry; and created systems to
educate and maintain the qualibcations
of the staff.
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Abstract

Infection of pacing and cardioverter
debbrillator (ICD) implants is associated
with high morbidity and mortality. To report
a single center experience of extracted
leads, we analyzed 42 (11 ICDs and 31
pacemakers) that had been extracted
using laser sheath technology at
Charleston Area Medical Center between
November 2000 and September 2003. The
indications for extractions were infection
in 48% of the patients (n = 13) and lead
malfunction in 52% (n = 14). In the
infection group, 6 patients presented with
endocarditis and 7 with pocket erosion
and/or infection. Mean patient age was
69.5 years (range 46-96) and mean
duration of lead implantation was 68.3
months (range 4-149). Complications with
lead extraction occurred in 15% (n = 4);

1 patient had bleeding from right
subclavian vein (RSCV); 1 patient had right
ventricle perforation; and 2 patients
developed cardiac tamponade. One
patient with tamponade died despite
emergency surgery. During a follow up of
at least 8 months (range 8-42), 19% (n =
5) and 7% (n = 2) deaths occurred in the
lead malfunction and infection groups
respectively. This study shows that
extraction is effective in treating
pacemaker or ICD infections, but with a
signibcant complication rate.
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Introduction

Chronically implanted pacing
and debbrillator leads often develop
numerous bbrous adhesions between
the venous endothelial/endocardial
surface and the lead itself. Theremoval
of these leads poses a great challenge
because it often requires the disruption
of these adhesions. The use of laser
sheaths in extracting chronically
implanted leads has been established to
be superior to the traditional techniques
when performed by experienced
operators (1).

Infection is a serious complication
after device implantation and is
associated with increased morbidity
and mortality (2). According to the
North American Society of Pacing and
Electophysiology (NASPE), systemic
device related infection and pocket
infection or erosion are considered
class 1 and class 2 indications for lead
extraction respectively (3).

This article describes our study at
the Charleston Area Medical Center
in Charleston, W.Va. It is a single
center experience and follow up of
laser-assisted extraction for infected
pacemaker and ICD leads.

Methods

All procedures were carried out
in the operating room by a single
electrophysiologist with cardiothoracic
surgery back up. Whenever possible,
gentle manual traction was applied
brst to attempt lead removal. If this
approach failed, a 12, 14, or 16 F-laser
sheath (Spectranetics Co., Colorado
Springs, Colo.) was passed over the
lead body. Laser energy was provided
by an Excimer xenochloride laser with a
waveform of 308 nm (SpectraneticsCo.),
and the repetition was set at 40Hz with
an energy Bux at 60mJ/mm2.

The sheath was advanced as
intermittent laser bursts were applied.
Countertraction was applied to remove
the lead. Complete success was dened
as complete removal of the lead via

the implant vein; failure to remove the
distal electrode was debned as a partial
success; and clinical success included
both complete and partial removal.
Lead reimplantation was accomplished
via the laser sheath or through a new
venous access as clinically indicated.
All patients had a follow up of at
least 8 months after lead extraction.

Results

A total of 27 patients underwent
extraction of 42 leads (31 pacemakers,
11 ICDs) using laser sheath. Their
mean age was 69.6 years (range 46-96);
16 were males. The mean duration
of lead implantation was 66 months
(range 4-149). The characteristics of
the extracted leads, extraction route,
and success rate are showed shown in
Table 1. Laser assisted lead extraction
was successful in 41 leads, which
correlates with a success rate of (97.6%).
There was one atrial lead, which was
broken during the extraction attempt,
necessitating surgical removal. Of the
27 patients, 22 underwent successful
reimplantation of new devices (14 ICDs,
8 pacemakers).

The two main indications for lead
extraction in our study were infection
(n = 13) and lead malfunction (n = 14).
Among the 13 patients who presented
with symptoms and signs of systemic
infection, there were 46% (n = 6) who
had endocarditis (diagnosed with
transesophageal echocardiography)
and 54% (n = 7) had pocket erosion/
infection.

Staphylococci were the major
pathogens and were isolated in
46% (n = 6) of patients with system
related infections. The other causative
pathogens that grew from blood and
lead cultures are shown in Table 2.

Major complications occurred in 4
patients during the laser procedure;

1 patient had bleeding from the right
subclavian vein (RSCV), which was
controlled by surgical intervention;

1 patient had right ventricle perforation
necessitating surgical stabilization;
and 2 patients developed cardiac
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Table 1. Patient Demographics and Findings.

Table 2. The Causative Pathogens That Grew From the Blood

and Lead Cultures.

# of patients

Mean age (years)

Male/female sex

Ventricular/atrial leads

Mean implant time (months)

# ICDs/Pacemakers

Leads per patient

Active/passive fixation

Extraction route
Left subclavian
Right subclavian
Right internal jugular
Left periumbilical

Success rate
Clinical
Complete
Partial

Failure

Causative Pathogens

Pseudomonas aeruginosa, Candida tropicalis

Methicillin-resistant Staphylococcus aureus
No growth
Streptococcus salivarius
Enterococcus faecalis

No growth

Coagulase-negative Staphylococci
No growth

Corynbacterium minutissium
Staphylococcus aureus
Staphylococcus aureus
Coagulase-negative Staphylococci

Staphylococcus aureus

o Indication for Extraction
69.5
16/11
2715 Endocarditis
66 Endocarditis
1017 Endocarditis
1.55 Endocarditis
22/5 Endocarditis
Endocarditis
21 Pocket erosion/infection
2 Pocket erosion/infection
3 Pocket erosion/infection
1 Pocket erosion/infection
Pocket erosion/infection
97.6% Pocket erosion/infection
85.7% Pocket erosion/infection
11.9%
2.4%

tamponade during the lead extraction.
One of the 2 patients subsequently died
despite resuscitation and thoracotomy.
Laser sheaths of 16F size were used
to remove ICD leads in 3 of 4 patients
having these complications.

Long-term follow up was obtained
in all patients for at least 8 months
(range 8- 42 months). Six patients (22%)
died during the follow up of causes
unrelated to the extraction procedure or
device reimplantation.

Discussion

Chronically implanted pacemaker
and ICD leads can becomeencapsulated
with Pbrous tissue at the contactsurface
with the vein or the endocardium (4).
The thickness of the scar tissuecorrelates
with the duration of lead implantation  (5).

Infection of pacing and ICD devices
is associated with high morbidity and
mortality. The complete removal of the
infected devices is generally the
debnitive treatment (6). The complication
of infection accounted for 46% of the
cases in our series, and it was found to
be the main reason for using excimer
laser sheath ascompared to 54% in the

PLEXES trial (1). The number of
endocarditis cases in our study was
notably high (6/27) compared to 7/153
in the PLEXES trial (1). All endocarditis
cases were associated with pacemaker
leads, which could be related to two
factors: implant time and patient age. In
our study, the mean implant time of
pacing leads was 78.83 months as
compared to 43.33 months for the ICD
leads. The mean age of patients with
ICD and pacing system was 65.6 years
and 71.4 years respectively. Byrd et at
reported that implant time, advanced
age, and female gender increase the risk
of lead extraction complications (7).

Although the safety and ef bcacy are
well established in the literature, laser-
assisted lead extraction is not without
complications. These procedures carry
an approximately 2.5% risk of major
complications (8). In a large study of
1,684 patients, the risk of complications
was idependent of sheath size (9). In his
recent series of lead extraction for
device-related infections, Bracke et al
reported the occurrence of complications
in 7% of patients (10). In our study,
major complications were encountered
in 15% of patients including the death

of 1 patient (tamponade) directly
related to the procedure. Cardiac
tamponade, which was seen in
2 patients, is primarily due to vascular
perforation and/or avulsion of the
myocardium (11). Certain factors
increase the risk of complications of
laser-assisted lead extraction. In their
analysis of the U.S. Lead Extraction
Database, Byrd et al found that the
complication rate is related to: the
increased duration of lead
implantation, female sex, the higher the
number of the leads extracted, and the
amount of experience the operator has
in performing this procedure (9). The
mean duration of lead implantation in
our cases was 66 months vs. 65 and 68.3
months in the PLEXES and European
multicenter studies respectively (1,12).
The success rate in our series was
97.6%, with 85.7% of leads having been
removed completely. In the PLEXES
trial, the success rate of complete lead
removal using a 12F sheath was 94%
in the laser group compared to a 64%
rate in the non-laser group (1). The
U.S.Laser Sheath Registry reported
a success rate of 92% using 12F, 14F,
and 16F sheath sizes. In the European
multicenter study, complete extraction
was achieved in 90% of leads (12).
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Conclusion

Device-related infection and
lead malfunction are potentially
serious complications associated with
increased morbidity and mortality.
Lead extraction using laser sheaths
is effective, but with a notable rate of
complications.
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Abstract

Several national studies have shown
poor compliance with National Cholesterol
Education Program Il (NCEP) goals. A
study we conducted of patients in the
General Internal Medicine Clinic at the
Marshall University Joan C. Edwards
School of Medicine in Huntington showed
that 46% of them were not at NCEP goals.
We hypothesized that both patient and
physician barriers were responsible for
these bndings so we administered two
surveys about barriers to cholesterol
management to 261 random patients
identiPed with hypercholesterolemia and
to all 50 residents and faculty at the clinic.
We identibed insufbcient knowledge of
low cholesterol foods as a patient barrier
(31.6% of patients), and inadequate time
to review NCEP guidelines as a physician
barrier (45.5% of physicians). We conclude
that many patients in our practice lack the
knowledge of what foods are low in
cholesterol and that our physicians may
not use the NCEP guidelines because
they are inconvenient to access in our
clinic. Future research should explore
ways to improve patient knowledge of low
cholesterol foods and accessibility of
guidelines for use during patient visits.

“ “ Aee30Larmys.ndd 238

Introduction

Studies have shown poor
compliance with National Cholesterol
Education Program (NCEP) guidelines
(1-6). In the General Internal Medicine
Clinic at Marshall University Joan C.
Edwards School of Medicine, a chart
review revealed that only one-half of
our patients with hyperlipidemia were
at the NCEP goal for low-density
lipoprotein cholesterol (7). Furthermore,
physicians in our study missed one-half
of the opportunities to adjust
cholesterol management based on lipid
probles. Although there is a body of
literature on barriers to physician
compliance with published guidelines
(8-10), little data exist on patient
barriers to cholesterol management
(11). We hypothesize that patients fail
to reach NCEP goals because of patient
and physician barriers. Therefore, we
surveyed patients and physicians in our
academic general internal medicine
practice to identify potential barriers to
cholesterol management.

Methods

We surveyed 300 General Internal
Medicine patients from our academic
practice randomly selected from among
those patients with an ICD-9 code of
272.0,272.1, 272.2, 272.3, and 272.4
who received medical care between
July 1996 and June 1998. This cohort
of patients was used in our previous
research on compliance with NCEP
guidelines (7). Thirty-nine patients
were excluded from analysis because
of incorrect address or death of the
patient, leaving an available sample
size of 261. Our study was approved
by the Marshall University Institutional
Review Board.

Survey Development

Based on a review of the literature
for barriers to compliance with
cholesterol management guidelines,
we developed two short surveys each
each requiring about bve minutes to

O

complete. We tested the patient survey
with lay staff for face validity and the
physician survey with graduating
residents who were not included in

this study. All surveys were coded to
ensure conbdentiality.

The patient survey had bve
questions regarding knowledge and
attitudes about high cholesterol, low fat
diet, lipid lowering medication and
bloodwork. Two questions had 5 point
Likert scale answers from strongly
agree to strongly disagree. Three
questions were multiple choice with
more than one possible selected
answer. Patients were mailed the
survey twice in the spring of 2001 and
non-responders were contacted by
phone to obtain a 60.5% response rate.

Thirty-three of 50 (66%) resident
and faculty physicians in our General
Internal Medicine Clinic completed
the survey concerning barriers to
cholesterol management. The survey
comprised eight questions requiring
5 point Likert scale answers from
strongly agree to strongly disagree.
Questions included knowledge of and
agreement with NCEP guidelines,
barriers of time to check guidelines
and time to counsel patients about
cholesterol, attitude about the
importance of cholesterol to their
patients’ health and comfort using
medications to control cholesterol.

For data analysis, we combined the
strongly agree and agree responses into
one category and similarly combined
strongly disagree and disagree
responses. Baseline variables were
compared by the Student’s t test for
continuous variables and chi square for
categorical variables. Simple statistics
were used to assess responses to the
survey questions. Multiple logistic
regression analysis was used to assess
any affect of patient age, gender, or
insurance type on responses to the
survey. All analyses were performed
using Stata 7.0statistical software
(College Station, TX).

Bayer pharmaceuticals provided a
grant to conduct the study; however,
Bayer had no input into the study
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design, collection, analysis and
interpretation of data, writing of the
report or in the decision to submit the
report for publication. The authors had
full access to all of the data in the study
and accept full responsibility for the
integrity of the data and the accuracy of
the data analysis.

Results

The 158 patients who responded to
the survey comprised 40.5%males and
59.5% females with an average age of
59years (range 30-86).The most frequent
insurance coverage of responders was
Medicare or commercial insurance
(41.8% Medicare, 41.8% commercial
insurance, 11.4% Medicaid, and 5%
self-pay). Non-responders were not
signibcantly different in gender (32.3%
males and 67.7% females), but they
were somewhat younger with an
average age of 54 years (range 23-88).
Non-responders were not signi bcantly
different compared to responders for
type of insurance (43.0% commercial
insurance, 40.9% Medicare, 14.0%
Medicaid, and 2.1% self-pay).

Most patients (77.8%) thought they
knew enough about high cholesterol to
make a decision about receiving
treatment and agreed (91.1%) that
cholesterol was harmful to health
(Table 1). Patients listed several dietary
reasons as to why they did not follow a
cholesterol treatment plan (Table 2), the
most common being a lack of
knowledge of low cholesterol foods
(31.6%).

Only 21 patients (13.3%) reported a
fear of medication side effects. Even
though just 14 (8.9%) reported the cost
of medication as a barrier, cost was a
problem for 4 of the 8 uninsured patients.

Nearly one-third of our patients
reported that their physician did not
recommend a medication for their
cholesterol. There was no signibcant
difference in the likelihood of being on
a medication when analyzed by quartiles
of age. Of the 115 patients taking a
medication for their cholesterol, 95
(82.6%) said they take their medication
regularly. Patients infrequently cited
barriers related to having bloodwork
such as difbculty fasting, transportation,
cost, and fear of needles. Of these items,
transportation was the most common
(5.1%). Using multiple logistic
regression analysis, we found no
signibcant inRuence of age, gender, or
insurance type on patients’ reponses.
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Table 1. Patient Barriers — Knowledge.

Table 2. Patient Barriers — Diet, Medication and Bloodwork.

Most of our resident and faculty
physicians are aware of (90.9%) and
agree with (75.8%) NCEP guidelines
(Table 3). Fifteen physicians (45.5%)
reported that they had insuf bcient time

O

to review NCEP guidelines during
patient visits, but most physicians did
counsel patients about cholesterol
(87.9%). Seven (21.2%) physicians
reported cholesterol as the “least of my
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patients problems.” However, 28
(84.8%) felt that high cholesterol was
“important to my patients’ health.”
Although most physicians (78.8%) agreed
the benebts of using medications to
lower cholesterol outweighed their
risks, 9 (27.3%) would hesitate to use a
combination of drugs to control
cholesterol.

Discussion

The fact that 91.1% of the patients
we surveyed know that high cholesterol
is harmful to their health suggests that
national and local education efforts to
improve public awareness of the risk
of high cholesterol have succeeded.
Nonetheless, barriers exist in our
patients’ knowledge of low cholesterol
foods, a Pnding consistent with another
survey of patient dietary knowledge by
Schectman et al (12).

Although the General Internal
Medicine Clinic employs a dietician,
some of the patients may not be able to
take advantage of this resource or their
physician may not refer them for dietary
education. However, the survey by
Schectman et al (12) indicated thatprior

@ knowledge and education level, rather
than an intervention of physician or
dietician counseling, were predictive of
high dietary knowledge scores. Further
study of educational interventions
addressing diet is needed to reduce this
potential barrier to cholesterol
management.

Patients did not consider medication
side effects to be a major barrier. The
answer to that question may be
different now, since four months after
we conducted our survey, cerivastatin
(Baycol) was removed from the U.S.
market (Aug. 8, 2001) (13). In addition,
patients did not consider the cost of
medication as a major barrier, even for
those patients with Medicare as their
primary insurance; however, it may be
a barrier for uninsured patients.

About one-third of our patients who
had a diagnosis of hypercholesterolemia
reported that their physician did not
recommend drug treatment. Our study
is limited since it relies on a cohort of
patients with ICD-9 codes for
hyperlipidemia in that some of these
patients may have high total cholesterol
with a favorable ratio of HDL to LDL
making them ineligible for drug therapy.
However, in our previous study of this
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Table 3. Physician Barriers.

same cohort of patients, we found that
physicians did not aggressively change
therapy in response to lipid levels that
persisted above NCEP goals (7). Thus,
it is likely that many of the patients not
on medications should be receiving
drug treatment according to the NCEP
guidelines. Our bndings are in line
with a study of consumer attitudes on
cholesterol management which was
supported by the National Lipid
Association indicating that physicians
are conservative in prescribing lipid
lowering medication. It revealed 51% of
600 moderate-risk patients reported
their physicians did not recommend a
cholesterol lowering medication (14).
Our physicians are generally in
agreement with the NCEP guidelines;
only 6.1% reported disagreement. A
meta-analysis of physician compliance
with guidelines by Cabana et al found
on average about 10% disagreement
with published guidelines (9).
In addition, our survey showed
that almost half of our physicians
complained that the guidelines are
inconvenient for use during patient
encounters. Considering that the NCEP
Adult Treatment Panel Ill guidelines
are somewhat more complicated
than the NCEP Il guidelines, this
barrier is most probably increasing
in importance. We plan to evaluate
the benebt of handheld computer
programs that make the guidelines
more accessible.

Nine (27.3%) of the physicians
that we surveyed hesitate to use
combinations of lipid lowering
medications. More aggressive
treatment of hypercholesterolemia
with high doses of one medication and
combinations of medications will be @
needed for all patients to reach NCEP
goals. Multi-drug regimens have
potential for serious side effects like
rhabdomyolysis and many physicians
may hesitate to risk harm with a
preventive therapy. This barrier may
be addressed as newer lipid lowering
medications with fewer and less toxic
side effects are developed, especially
for use in combination (15).

Our study was limited by a low
response rate for both patients and
physicians. We attempted to improve
the response rate by calling those
patients who did not answer the second
mailing. The addition of telephone
surveys to the mailed surveys may
have introduced some bias since the
investigators called patients directly,
although it was limited in that the
physicians were not permitted to
telephone their own patients. Our
study is limited also as our patient
population comprises primarily white
Appalachians. Other investigators
treating diverse populations should
survey their patients about potential
barriers to cholesterol management
so that a better overall picture of the
barriers that exist can be addressed.
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Conclusion

The implications of our study
are that patients may benebt from
improved dietary knowledge and
that physicians need a convenient
way to access and use the NCEP
guidelines. Moreover, physicians need
increased corbdence in prescribing

combinations of cholesterol medications.

Interventions which address these

needs should lead to improved control
of hypercholesterolemia and ultimately
a reduction in atherosclerotic disease.
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Scientific Article

Anterior Spinal Artery Syndrome in a 16-Year-Old Male

Sairah Chachad, M.D.
Resident, Dept. of Pediatrics,
West Virginia University Hospitals,
Morgantown

Atiya Khan, M.D.
Neurologist, Fort Wayne Neurological
Center, Fort Wayne, Ind.; and Former
Assistant Professor, Dept. of Neurology,
West Virginia University School of
Medicine, Morgantown

Abstract

Spinal cord infarction is a relatively
uncommon condition in young children and
adolescents, however, it should be included
in the differential diagnosis of acute cord
compression. Depending on the vessel involved,
the clinical presentation may differ. The degree
of recovery in spinal cord infarcts varies from
one individual to another. Recovery of motor
function is progressive in most of the patients,
with the dekcit being maximal at the onset. For
successful outcome, it is imperative that these
patients get access to approriate rehabilitation
very early in the course of the disease.
Prevention and early treatment of specifc
complications, especially chronic pain, is of
vital importance in young patients. This article
describes our experiences diagnosing and
treating a 16-year-old boy with anterior spinal
artery syndrome.
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Introduction

Anterior spinal artery (ASA)
syndrome or infarction was brst
described in 1909. In addition to an
idiopathic etiology, iatrogenic and non-
iatrogenic causes can be responsible for
this condition. The non-iatrogenic
causes include vasculitic disorders such
as lupus (1); giant cell arteritis (2);
panarteritis nodosa (3); infections like
syphilis (4) and herpes zoster (1); and
aortic diseases such as dissecting
aneurysm of the aorta (1), thrombosis
and trauma. Hypercoagulable states
such as protein S (5) and protein C
debciencies, and antiphospholipid
syndrome (6) are also possibilities, as
are AV malformations, tumors and
embolic lesions.

latrogenic causes occur during
surgical procedures such as
aortic surgery, thoracolumbar
sympathectomy and scoliosis
correction. Embolization procedures
and certain tumor resection surgeries
may also result in ASA infarction.

The arterial supply of the spinal
cord mainly consists of segmental
and longitudinal vessels. The three
longitudinal vessels consist of one
anterior spinal artery and two posterior
spinal arteries. The ASA is the caudal
continuation of the two vertebral
arteries. It commences at the level of the
foramen magnum and runs throughout
the spinal cord in the anterior median
pssure. Branches of the ASA include
vasa coronae; they form a vascular
ring around the cord, central or sulcal
arteries, and penetrating arteries.

The anterior two-thirds of the cord
is more vulnerable to infarction than
the posterior one-third as the latter
possesses more anastomoses (3).

The area in the spinal cord most
susceptible to ischemic changes is the
lower thoracic and lumbar region. It
is fed by the artery of Adamkiewicz,
which is an end artery (7). Spinal cord
infarcts are extremely uncommon when
compared to cerebral infarctions. This
could be due to the fact that the spinal
cord is richly vascularised by the vasa
coronae and the extraspinal arteries.
The gray matter is more susceptible

O

to ischemia as it isbve times more
perfused that the white matter (8).

Pain is usually the initial symptom
and can be sharp, shooting or dull
in nature. It occurs without warning
and can progress over long periods
of time. Neurological symptoms
include paralysis with bladder and
bowel incontinence. The lateral cord is
affected with pain and temperature loss
below the level of the lesion (1,3). Since
the posterior columns are supplied by
the posterior spinal vasculature, there is
preservation of vibration and position
sense (1,3). If only the anterior cervical
cord is affected, a man-in-the-barrel
syndrome can occur. In cases where
the infarction is limited to the gray
matter of the anterior horn, patients
present with Raccid motor paralysis
with intact sensation and no loss of
bladder or bowel functions. A partial
Brown-Sequard syndrome can occur
rarely if there is duplication of the ASA.
Anterior spinal artery involvement at
the caudal end of the spinal cord can @
give rise to a cauda equine syndrome,
which results in loss of sphincter
control and perineal sensory loss with
varying degrees of motor and sensory
debcits in the lower extremities.

We describe the case report of a
16-year-old boy who suffered an ASA
infraction as the result of weight lifting.

Case Report

A 16-year-old boy presented with
bilateral leg weakness and inability
to walk. He had lifted a heavy weight
the previous night, a task he had
performed without dif Pculty on
multiple prior occasions, when he
developed sharp shooting back pain.
He had taken an anti-inRBammatory
agent and gone to bed, but he woke up
a few hours later and fell when he tried
to get out of bed because he could not
support his weight. He had bladder
and bowel incontinence.

On exam, he was alert and in no
acute distress. There was no alteration
of consciousness, fever, trauma or rash.
His past medical history was non-
contributory and he denied any
substance abuse.
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His BP was 120/70 mm Hg and
HEENT examination was normal.

Neck was supple. Chest was clear to
auscultation. Cardiovascular exam was
also unremarkable. Peripheral pulses
were equal and well felt bilaterally.
Abdomen was soft and non-tender

with no palpable masses. Skin showed
no neurocutaneous malformations.
Spine exam revealed no abnormalities
and there were no bruits heard over the
spine or abdomen. Neurological exam
revealed that higher functions were
intact. There were no cranial nerve
debcits, and motor and sensory exam of
the upper limbs were normal.

In both lower limbs, the tone was
markedly decreased. The right lower
limb strength was 2/5 throughout and
0/5 in the left lower limb. Deep tendon
relRexes were absent in both lowerlimbs.
Plantar reRexes were mute. Pin-prick
and temperature sensations were
abnormal from T12 downwards. Touch,
position and vibration sense were well
preserved. His bladder was distended
and there was poor rectal tone.

Complete blood count, ESR,
electrolytes were within normal limits.
Tests for hypercoagulability were
negative. A CT myelography showed
no abnormality. Lumbar puncture
revealed normal CSF. A thoracic MRI
revealed a signal intensity abnormality
in the ventral aspect of the spinal cord
compatible with an anterior spinal
artery syndrome. It extended from T1
through T7 vertebral body levels. The
dorsal aspect of the spinal cord was
normal. This was suggestive of anterior
spinal artery infract.

This patient was treated with
steroids and physical therapy. Prior
to discharge to rehabilitative services,
he regained control of his bladder and
bowel functions. He showed improved
strength in both lower extremities,
more on the right, and continued to
make good progress.

Discussion

A complete blood count, chemistry
and ESR are initial laboratory tests to
be performed for diagnosis. A lumbar
puncture will reveal an infectious or
demyelinating disease. A spinal cord
MRI usually is the key to ascertain
the presence of infarcts, mass,
arteriovenous malformations or other
causes of acute cord compression.
necessary information. Diffusion-

28 West Virginia Medical Journal
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weighted MRI detects early ischemic
cord lesions. T2-weighted images are
more sensitive than T1-weighted. MRI
with gadolinium shows sequential
changes in infarcts as they develop
over time and it is a useful modality to
follow up the patient’s course. These
images also help delineate an infarct
from a tumor mass.

Spinal cord infarctions can result
in chronic pain syndrome, urinary
tract infections, pressure sores, sexual
dysfunction and various psychiatric
or psychological problems. Pain
can become a debilitating condition
in patients who do not achieve full
recovery. The incidence of chronic pain
is higher in spinal cord infarcts than
with other myelopathies.

If there is any underlying cause for
an acute cords lesion, it is imperative to
treat it. Anticoagulants and high-dose
steroids may prove to be benebcial.
Revascularization of the spinal cord
and sympathectomy are possible
management options. The mainstay
of the treatment is to provide early
physical rehabilitation and prevent
complications to improve the quality of
life of the patient.

Conclusion

Vascular disorders of the
spinal cord include ischemic or
infarction lesions, spinal cord
hemorrhagic syndromes and vascular
malformations. Spinal cord infarctions
can occur with or secondary to
various conditions. Traditionally, a
patient with ASA infarction presents
with sudden onset of pain. Various
neurological manifestations may be
observed, depending on the degree of
involvement. Neuroimaging studies
are essential to rule out acute cord
compression or presence of a mass.

Since acute spinal cord infarctions
are a rare disorder, there have not
been a multitude of clinical trials. In
addition, there is a relative paucity of
data regarding preventive strategies
for this condition in the general
population. Further research regarding
the prevention and treatment of this
condition is warranted.
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Dr. Selby Taking Of bce as WVSMA President

Joseph B. Selby, M.D., will take the
oath of ofbce as WVSMA president on
Saturday, Aug. 26 at a Celebration
Luncheon honoring him and the other
WVSMA of bcers during the WVSMA'’s
Healthcare Summit at The Greenbrier.

Dr. Selby is the oldest of four
children who grew up on a farm in
Cheltenham, Md., in Prince George’s
County, the area where his family had
lived since the late 1600s. He and his
siblings often spent time during the
summers in Berkeley Springs, W.Va.,
his mother’'s hometown.

“It was in wild and wonderful West
Virginia that we all learned to swim,
psh, hunt and camp,” Dr. Selby
remembered fondly. “Little did | realize
at the time that those bonds and joyous
memories would bring me back to West
Virginia to pursue a career in medicine.”

After graduating from high school,
Dr. Selby received a B.S. degree from
the College of Business Administration
at the University of Maryland in 1971.
He worked for the next 10-15 years
in the concrete construction industry
in Washington, D. C., and one of his
projects was the metro subway system.

As a result of a back injury in the
mid 70s, Dr. Selby became interested
in rehabilitation, yoga exercise and
wellness. While he was attending a
yoga retreat in the Bahamas, he met
several physicians and other medical
professionals who helped stimulate his
interest in medicine. He returned to
his local community college and the
University of Maryland at College Park
to obtain the necessary prerequisites for
medical school.

“I began the medical school
interview process in 1985 and still
remember that snowy day in early 1986
that brought me over the mountains
from College Park to Morgantown,”

Dr. Selby said. “It was very clear to me,
after having only spent several minutes
with Dr. John Traubert, that | wanted to
come to WVU. The depth and breadth
of Dr. Traubert's sincerity, honesty, and
downright friendliness was all it took.
Not only did | want to come to WVU,
but | wanted to be a family physician
as well.”

30 West Virginia Medical Journal
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Dr. Selby is board certibed in
family medicine and in psychiatry/
neurology. He is a past president
of the Monongalia County Medical
Society and currently serves an AMA
alternate delegate for the WVSMA. Dr.

Selby is also the faculty sponsor for the

medical student section of the AMA at
WVU, and was recently appointed to
the Advisory Committee on Specialty

Delegate Allocation by Duane M. Cady,

M.D., chair of the AMA’s Board of
Trustees, and Nancy H. Nielsen, M.D.,
Ph.D., speaker of the AMA'’s House of
Delegates.

An associate professor in the Dept.
of Family Medicine at the WVU School

of Medicine, Dr. Selby is a preceptor for

residents, supervises medical students
at all years of training, and presents
lectures for medical students, nurses,
physical therapists, and occupational

Selby therapists. He has an outpatient practice

at WVU and also serves as medical

During his Pprst two years of medical
school, Dr. Selby was class president,
and during his third-year he helped move
the prst patient from the “old hospital”
to the new state-of the art Ruby Memorial
Hospital. After graduating in 1990, he
entered a combined program of family
medicine and psychiatry at WVU, a
program he helped to design.

Health Associates and as director of
Clinical Operations for the Clark K.
Sleeth Family Medicine Center.

Dr. Selby and his wife, Joan, a
physical therapist, have two sons and
a daughter. His hobby is Ry-Pshing
(thanks to Drs. Jim and John Brick).

AMA President To Deliver Address

William G. Plested, Ill, M.D., the
president of the AMA who is a thoracic
and cardiovascular surgeon from Santa
Monica, Calif., will address partipants
at the WVSMA's Healthcare Summit on
Saturday morning, Aug. 26 following a
panel discussion with the visiting state
presidents.

Dr. Plested has been in private
practice in Santa Monica since 1970,
and he holds a bachelor’s degree from
the University of Colorado, and a
doctorate from the University of Kansas
Medical School. His surgical internship
and residency were at the University of
California Los Angeles (UCLA) School
of Medicine where he is now a clinical Plested
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professor of surgery. Dr. Plested,

who has a deep interest in the daily
challenges facing practicing physicians,
believes that with proper leadership,
physicians can succeed in today’s
medical climate.

His involvement in organized
medicine began as California physicians
faced a medical liability crisis in the
early 1970s. This unexpected threat to
his new practice prompted him to join
local physicians in seeking a solution.
Their efforts resulted in the passage of
the Medical Injury Compensation
Reform Act (MICRA)— which remains
the “gold standard” of liability reform
legislation.

Throughout his career, Dr. Plested
has held leadership positions
encompassing all major ofpces
including presidency within both the

Dr. McKinney
Elected GOP Chair

Douglas McKinney,
M.D., has recently
been elected chair of
the State Republican
Party and he said if
the party can line up
600 Republicans to
pay $20 a month,
the party’s debt could
be erased within a year.

That's what Dr. McKinney says he'll
be pushing as he visits with every
county’s Republican Executive Committee
in the coming months. He says it's
necessary in order to move his party
beyond its debt.

Dr. McKinney says he knows how
he’ll work as chairman. “Everybody
has his own style and different styles
are appropriate at different times.” He
says he'll do what he can to push the
party forward from here.

“You want your Legislature to do
this for you and | think that’s going to
evolve into our platform and be out in
front for everybody to see. | think it bts
in with the way the majority of West
Virginians actually think and feel.”

| think that we need to use some
statesmanship and work with people, but
our next major priority is to get
Republicans contributing so we have a
steady stream of income to run the party.”

Excerpted from Metronews
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Los Angeles County Medical
Association and the California Medical
Association. His current board
memberships include Santa Monica-
UCLA Hospital, Unihealth Foundation,
Audio-Digest Foundation, and Medem.
He is a member of the American
College of Surgeons, American Society
of General Surgery, Pacbc Coast
Surgical Association, Society for
Clinical Vascular Surgery, Society of
Thoracic Surgeons and the Western
Thoracic Surgical Association.

An AMA member since 1972, Dr.
Plested chaired Reference Committee |
(AMA Federation Study) at both the
1995 Interim and 1996 Annual
meetings. He was a member of the
special committee to study the AMA
Board of Trustees (BOT), and was
elected to the AMA-BOT in June 1998.

During his membership on the AMA-
BOT, Dr. Plested served as a member
and then chair of the AMA Finance
Committee; chair of the AMA Business
Advisory Task Force; and chair of the
Board of Trustees from June 2003 tad2004.

Dr. Plested is a passionate
defender of a patient’s autonomy and
a physician’s right to make medical
decisions with their patients free from
third-party interference. He honors and
deeply respects those who practice the
profession of medicine and remains
undaunted by the current pressures
on physicians and the increased threat
to limit their freedom to advocate on
patients’ behalf.

Dr. Plested and his wife, Carolyn,
live in Brentwood, Calif., and are the
parents of bve children.

Special Issue of Journal to Focus on
Electronic Health Records

The West Virginia Medical Journal
is planning to devote the January/
February 2007 issue to the subject of
electronic medical records. This special
issue is being made possible by funds
from a grant which the West Virginia
Medical Foundation recently received
from the Physicians’ Foundation for
Health Systems Excellence. This grant

will help establish the Center for
Electronic Health Best Practices whose
goal is to enhance the adoption and
networking of electronic health record
technology in West Virginia.

If you would like to submit an
article or have a suggestion for this
special issue, please contact Nancy Hill,

Managing Editor, at (304) 925-0342, ext. 20.

Palmetto GBA - OH/ WV Medicare Part B List

Serv Provides Important News,

Palmetto GBA - OH/WV Medicare
Part B has a List Serv which acts
as a vehicle to quickly disseminate
information to providers relating to
Medicare Part B changes and news.
Providers today are often too busy to
frequently visit the carrier's Web site.
However, CMS and Palmetto GBA
hold providers accountable for what is
published on the web site. Information

passed on the List Serv notices pertains

to coverage, changes or additions to
existing coverage, new coverage, fee
schedule changes, tips on accurately
pling claims the pbrst time to assist with
timely payment, and much more.

To register for List Serv notices, go
to www.palmettogba.com/bwv, go to
the top of page (red bar), select

O

Updates

“E-mail Updates,”and then select

“RegisterNow.” Palmetto GBA does
not share List Serv information with
anyone, thus preventing spam mail.

If you have any questions or need
additional information, contact the
Provider Call Center at Palmetto GBA
at (877) 567-9232.
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*Pueblo went 100% smokefree i

.There.s JUSt no room for December of 2002 and the vote

) ) upheld the poljcy by special vot

in May, 2003,2h Richard

smoking If a good plate [t
0 C didnet surprise either of us, reall
Of fOOd |S I m po rtant to because our Steel City Diner an

Bakeshop was smokefree and
successful from Day One.

you and your CUStomerS' *Mary and | met at the CIA in

Hyde Park. A decade into the
RCHARDNVARNER ANMARYQRESKOVICHOWNErS business, we go to great length

Steel City Diner and Bakeshop, Pueblo, CO to serve a great plate of update
classic American food. Smoking

has no place in a restaurant
committed to organic produce,
responsibly-raised beef,
sustainably-fished seafood.

*Thates quality you can taste.
But you canet taste it if youere
getting a dose of formaldehyde
and everything else in second-
hand smoke.

*Are we an ordinary restaurant”
| donst think anyone succeeds

by being ordinary. Our 2003 wa|
a huge 20% over 2002. It could
be Maryes Peach *Melbae Cakd
Or my Maryland-style crab cakg

*But | tend to think ites because
our customers know we care.
The fact that weere smokefree
just proves it.Z

Get the facts afTobaccoScam.

TobaccoScam is a project of Stanton Glantz,
of the University of California School of Medid
San Francisco, CA 94143-1390.

James Salzano

@ www. PublicMediaCenter.org
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The Many Bene bts of Breastfeeding: Information for
Physicians and Other Health Care Providers

The Ofbce of Nutrition Services/Women Infant and Children (WIC) Program promotes breastfeeding to all
pregnant WIC participants in the state. Our program employs 55 breastfeeding peer counselors, including 14
international board certi Ped lactation consultants (IBCLC), and 27 certbed lactation counselors (CLC). The counselors
are at each WIC clinic and offer early support to clients at the hospital after they have given birth in order to give the
mother/baby pair a good breastfeeding start. Mothers receive early intervention by our trained professionals in case
dif bculties should occur.

During the month of August, each of our clinics has been honoring pregnant women and breastfeeding mothers in
celebration of World Breastfeeding Month. Luncheons, open houses, picnics, as well as many other activities have been
taking place throughout the state. Each participant has been given a gift and/or has won a door prize, all of which are
donated from area businesses.

Bene bts for Mothers:
Breastfeeding helps mothers to recover from pregnancy and childbirth, and provides lifelong health advantages.

« Women who have breastfed are less likely to develop ovarian and pre-menopausal breast cancers and the
more months a women has spent breastfeeding, the more benécial the effects.

* Breastfeeding reduces osteoporosis.
« Breasfeeding mothers generally have a quicker recovery and reduced risk of postpartum bleeding.

© * Mothers are more likely to return to their pre-pregnancy weight; therefore, breastfeeding reduces the risk of O
long-term obesity.

« Breastfeeding exclusively can reduce the risk of anemia by postponing the return of the menstrual cycle.
If mom breastfeeds for the brst 6 months, the absence of menses has been shown to be 98% effective in
preventing pregnancy.

Bene bts for Babies and Children:

Breastfed babies are healthier and have fewer symptoms and shorter illnesses when they do get sick.

Breastfed Children:

e Score higher on cognitive, 1.Q. and visual acuity tests at school age.
« Have lower incidence of sudden infant death syndrome (SIDS).
e Suffer less from infectious illnesses, as well as symptoms such as diarrhea.

¢ Have a lower risk in Bammatory bowel diseases such as Crohn’s disease and ulcerative colitis.

« Have a lower risk of juvenile onset diabetes if there is a family history, and if the baby is exclusively breastfed
for 4 months.

¢ Have greater protection against asthma, eczema, upper respiratory infections and allergies.

Breastfeeding Premature Infants:

« Shortens length of hospital stay.
* Helps reduce the risk of diseases of the gastrointestinal system and other infectious diseases.

¢ Helps with brain development.

34 West Virginia Medical Journal
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Bene bts for Society:

« Breastfeeding offers economic bendt by reducing the need for health services that must be paid for by
insurers, government agencies and families.

* Breastfeeding helps reduce the number of sick days the family takes to care for a sick child.

* The cost for bottle feeding is estimated to be up to $1,200 per year on powered formula for a family with one
child. Concentrated and ready-to-feed formulas cost more per year.

Contact Information:

Stephanie K. Whitney
WV WIC Breastfeeding Coordinator
WVDHHR-BPH
Ofbce of Nutrition Services
(304) 558-0030

May/June 2006, Vol. 102 35

“ 46680Larnys.indd 85 @ L7106 A1:04:14 AN



¥ - EEEEE o an

Robert C. Byrd Health  Sciences Center

of West Virginia University News

WVU Now Offering
Pediatric Ground

Transport Team

Pediatric care in West Virginia is
expanding throughout the state and
beyond with the Pediatric Ground
Transport Team at West Virginia
University’s Children’s Hospital.

The Pediatric Ground Transport
Team offers a state-of-the-art mobile
ICU that provides ground transport
of critically ill pediatric patients from
local, regional and statewide referral
sites throughout West Virginia and
surrounding areas. The team is able
to meet the special care needs of
newborns to 18 year olds.

Available 24 hours a day, seven
days a week, the team is composed
of a registered nurse and respiratory
therapist from the Pediatric Intensive
Care Unit (PICU) at WVU Children’s
Hospital. Each team member is
experienced in the care of critically ill
children, and has received specialized
training in the evaluation and treatment
of children in a transport environment.

“This team meets the needs of
referring institutions throughout
West Virginia, and surrounding states
who have to get a critically ill child
to Morgantown,” said Mel Wright,
D.O., assistant professor of pediatrics
and medical director of the team.
“The ground transport provides a
better assessment environment, room
to work, and the ability to perform
necessary procedures.”

“Our ground-based team
complements an excellent helicopter-
based service in HealthNet and
provides all-weather transport
capabilities and is further evidence of
our commitment that no child should
have to leave West Virginia for care,”
said Michael Romano, M.D., associate
professor of pediatrics and head of the
critical care section.

36 West Virginia Medical Journal

“ Aee30Larmys.ndd 26

Beto to Lead WVU
Cardiology Faculty

Robert J. Beto,
M.D., has been
named section
chief of cardiology
in the West
Virginia University
School of Medicine.

Dr. Beto, an
interventional
cardiologist who
holds degrees in both medicine and
pharmacy, has been a member of the
WVU faculty since 2003, and has
provided heart care to thousands of
patients from across West Virginia
since 1999.

Dr. Beto will assume leadership of
WVU'’s growing cardiology program at
a crucial time, said John E. Prescott,
M.D., dean of the School of Medicine.
“The WVU Heart Institute - - including
people from many parts of the School
and many areas of WVU Hospitals - -
provides care to people from all over
the state and region. Our faculty heart
experts — - cardiologists, surgeons,
radiologists, vascular specialists,
pediatric heart specialists and others — -
work as a team to provide each patient
with the highest level of care. And the
hospital has invested millions of dollars
in the latest diagnostic, interventional
and surgical technology so that these
doctors can work at the leading edge of
their profession.”

Beto said that the high-volume
heart program at WVU includes nine
cardiologists. Together, they perform
1,500 or more angioplasties every year,
and nearly three times that number
of diagnostic heart catheterizations.
“National statistics show that programs
with high numbers generally have
better outcomes for patients,” he said.

Beto

Flynn Named Deputy
Director of MBRCC

Dan Flynn, Ph.D., has been
named deputy director of the Mary
Babb Randolph Cancer Center. John
E. Prescott, M.D., dean of the West
Virginia University School of Medicine
and interim director of the MBRCC,
made the appointment.

Flynn will work closely with
MBRCC leadership to maintain daily
operations of the MBRCC, as well as
plan for the future. A search process for
a permanent director of the MBRCC is
ongoing.

“Dr. Flynn is well quali Ped to help
lead the Cancer Center as it continues
to be one of the premier cancer facilities
in the region,” Dr. Prescott said. “His
experience speaks for itself.”

“Our main goal is to focus our
research efforts on those cancers that @
disproportionately affect the citizens
of West Virginia and the greater
Appalachian region,” Flynn said.

Beattie Assumes Role
as Dean of Oman
Medical College

Diana Beattie, Ph.D., who has
served as chair of the biochemistry and
molecular pharmacology department
at WVU'’s School of Medicine for over
20 years and has been a faculty member
since 1961, will begin a new journey
as she assumes the role as dean of
Oman Medical College, undergraduate
campus, in Muscat, Oman.

&/L7/06 11:04:15 AM
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NO ONE GOES THROUGH
MEDICAL SCHOOL

TO PRACTICE INSURANCE.

Remember graduating from college and passing your MCATSs, then spending the next four years of your life getting through
classes like clinical epidemiology, neurology and radiology so you could practice medicine? Todayes “nancially driven managed
care environments make having a practice dif“cult. Hurrying patients in and out of the of“ce to make a quota and going into
negotiations to prescribe treatments that do net coincide with a patientes policy arenst practicing medicine. Weed like to presaibe
a solution: Move your profession to the United States Air Force. Get back to whates important ,, practicing medicine. To request
more information, please visit our website at AIRFORCE.COM or give us a call at 1-800-423-USAF.
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Marshall University Joan C. Edwards

O

Urologist Specializing
in Advanced Robotic
Surgery Joins Faculty

Dr. James C.
Jensen, a urologist
with extensive
experience in
advanced robotic
surgery for prostate
cancer, will join
the faculty of the
Marshall University
Joan C. Edwards
School of Medicine
in September.

Based on industry statistics, Jensen
is among the top 20 robotic surgeons in
the world. His Salt Lake City robotic
prostate surgery program was one of
the busiest in the western United States.
He has performed hundreds of robotic
surgeries, including more than 200 of
the complex surgeries to remove the
prostate gland.

As part of University Urological
Associates, Jensen will use Cabell
Huntington Hospital’s new advanced
robotic surgical technology, the da
Vinci Surgical System. Robotic
technology vastly improves surgery
outcomes, he said, shortening hospital
time, cutting catheter time by 50
percent to 75 percent, and shortening
convalescence by weeks.

Dr. Jensen’s data on prostatectomies
before and after converting to the
robotic interface in 2003 indicate that
with the da Vinci prostatectomy,
estimated blood loss dropped from 911 ml
to 237 ml, hospital days fell from 2.3 to
1.2, andaverage catheter days went
from 17 to 6. In his most recent series of
surgeries, fewer than half of patients
required a pad for incontinence for
more than one week, and the
percentage of patients who were potent
and sexually active postoperatively was
comparable to the preoperative
percentage.

Working from a 3D stereo viewer
console that visualizes the target
anatomy at a high magnibcation and
with natural depth of beld, the surgeon
operates four robotic arms. The system
scales,blters and translates the

Jensen

38 West Virginia Medical Journal
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surgeon’s hand movements so they can
precisely control the camera and micro-
instruments. Built-in safety features
reduce hand trembling and
opportunities for human error.

Jensen’s specialty interests include
general and urologic oncology,
reconstructive urology, urodynamics,
and male and female urinary
dysfunction and incontinence. He
graduated magna cum laude from the
University of Utah, where he was
selected for membership in Phi Beta
Kappa. After receiving his medical
degree from the University of Chicago,
Jensen completed his residency training
at the UCLA Medical Center where he
served as the chief resident in urology.
He did his fellowship training in
urologic oncology at the National Cancer
Institute and the University of Utah.

A board-certi Ped urologist, Jensen is
also is a fellow of the American College
of Surgeons. His ofbce number at MU
will be (304) 523-6421.

Clinical Trial for
Prostate Cancer
Patients Underway

The Edwards
Comprehensive
Cancer Center is
taking partin a
national clinical
research study of an
investigational
prostate cancer
immunotherapy.
This study team Tirona
is seeking men with
advanced prostate cancer or physicians
treating patients with metastatic
hormone-refractory prostate cancer. A
man may qualify to participate in this
research study if:

* the cancer has spread to his bones
or elsewhere in his body.

* he has been treated with hormone
therapy and it has stopped
working.

More information is available from
Dr. Maria Tirona at (304) 399-6617.

O

Bariatric surgery
program named
center of excellence

The Cabell
Huntington
Hospital Center for
Surgical Weight
Loss, under
the direction of
Marshall surgeon
D. Blaine Nease,
Nease M.D., has been
named an
American Society of Bariatric
Surgery Center of Excellence.

The designation is awarded to
programs that show they have the
resources to perform safe bariatric
surgery and achieve excellent short-
and long-term outcomes. Factors
evaluated include surgeon training and
expertise, specialized equipment and
instruments, availability of consultant
services, educational and support
services for patients, and follow-up care.

Nease noted that bariatric centers of
excellence must meet or exceed national
standards of care on an ongoing basis.
He added that many insurance
companies, including Medicare, cover
the surgery only if it is performed by a
designated center of excellence.

Cabell-Huntington’s Center for
Surgical Weight Control opened in
2002. It is the only ASBS Center of
Excellence identibed in West Virginia.

First SOM Graduating
Class to Be Honored
at Alumni Weekend

The School of Medicine will honor
the 25th anniversary of its brst
graduating class at the school’s alumni
homecoming weekend Sept. 8-9. In
addition to the graduates from the
Class of 1981 and subsequent years, this
year's guests will include administrators
and faculty who were active during the
school’s formative years. Activities will
include a CME event and a reception.

For more details about the weekend,
phone (304) 691-1711 or (877) 691-1600.

QL7106 11:04:17 AM
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OFFICE MANA

We invite you to join our organization which consists of members
who manage the daily business of healthcare providers.
Our objectives are to promote educational opportunities, professional knowledge
and to provide channels of communication to office
managers in all areas of healthcare. We currently have
eleven chapters in West Virginia.

Visit us on our website for more information or contact

Donna Zahn (President) at 740-283-4770 ext. 105 or
Tammy Mitchell (Membership) at 304-324-2703.

May/June 2006, Vol. 102 39
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West Virginia School of Osteopathic

Medicine News

WVSOM Leads State
in Grads in Primary
Care, Rural Practice

The West Virginia School of
Osteopathic Medicine tops the list
among state medical schools in both the
number of Primary Care physicians
practicing in West Virginia, as well as
the number practicing in non-urban
areas of the state, according to a report
released by the governing body of the
state’s public colleges and universities.

The report from the Higher
Education Policy Commission reveals
that WVSOM graduates are brst in
terms of the number of those practicing
primary care medicine, in addition to
those practicing in non-urban areas of
West Virginia. Primary care medicine
includes the pelds of family medicine,
internal medicine, pediatrics, and
obstetrics/gynecology. Non-urban
areas exclude graduates practicing in
Beckley, Charleston, Clarksburg,
Fairmont, Huntington, Hurricane,
Martinsburg, Morgantown,

Parkersburg, Weirton, and Wheeling.

“We have a great group of alumni
and I'm proud that they are meeting
the mission of WVSOM,” said Shannon
Warren, director of alumni affairs.

WVSOM President Olen Jones,Ph.D.,
and Dean Michael Adelman, D.O., agree.
“This report points to the continued
success of our mission to produce
physicians who are interested in
primary care medicine, and also in
serving patients in the rural areas of
our state,” says Dr. Adelman. “Our
Admissions Of bce does a great job in
selecting students who have a strong
interest in practicing medicine in rural
areas of West Virginia,” adds Dr. Jones.

The report -- entitled “The West
Virginia Health Sciences and Rural Health
Report Card™- - examined 1,049students
who graduated from the state’s three
med schools between the years 19952000.
The report factors in the additional
three to bve years it typically takes for
physicians to complete post-graduate
training after graduation.

40 West Virginia Medical Journal

“ “ Aee30Larmys.ndd 40

Dr. Steele Lectures in
Canada, England

Karen Steele,
D.O.,
F.A.A.O,,
associate
dean for
Osteopathic
Medical
Education,
was invited
to lecture at
two recent
academic
gatherings in Canada and England.

Dr. Steele was an invited presenter
at the 5th International Conference of
the European School of Osteopathy on
June 22-25 in Kent, England. Dr. Steele
gave three different presentations,
including: a seminar on a type of
osteopathic manipulative treatment
she learned from Richard Still, D.O.,
great grandson of osteopathy founder
A.T. Still; a seminar on “Elbow, Wrist
& Hand: Recognition & Manipulative
Treatment of Clinical Syndromesghd a
philosophical talk on Conference Day
entitled “Thoughts on the Osteopathic
Care of Children: Recognition and

Steele

Treatment of Psychological Birth Trauma.”

The audience included osteopaths,
osteopathic physicians, and students
of osteopathy from Canada, Europe,
Russia, several Asian countries,
Australia, and New Zealand, for a total
of approximately 300 registrants. For

Dr. Steele was also an invited
speaker at the Montreal Osteopathic
College’s recent 25th anniversary
conference as the immediate past
president of the American Academy of
Osteopathy. While there, she chaired
one of the juries for student graduation
research theses, gave a presentation on
the political situation for osteopathy
worldwide, and assisted in the
presentation of 5-year certipcates and
graduate diplomas at the graduation gala.

Two New Members
Named to BOG

Two lay members have been
appointed to serve on the West Virginia
School of Osteopathic Medicine’s Board
of Governors, according to WVSOM
President Olen E. Jones, Jr., Ph.D.

Randall Short, D.O., of Madison,
and Rodney Fink, D.O., of Daniels,
were approved by Governor Joe
Manchin. The WVSOM BOG is a 12-
member oversight group consisting of a
faculty representative, a classiped
employee representative, a
representative from the student body,
and nine lay members. The president
reports to the Board of Governors to set
institutional policy in regard to school
mission, academic programs, budget,
capital projects, and other school matters.

Dr. Short spent 21 years practicing
rural, primary care medicine in the
heart of West Virginia coal country. He
is presently employed by BrickStreet
Mutual Insurance in Charleston as
associate medical director. Dr. Short is
past president of the West Virginia
Society of Osteopathic Medicine and
the current treasurer of that organization.
His many honors include the West
Virginia Society of Osteopathic
Medicine’s 1999 Practitioner of the Year
Award, and being keynote speaker for
the 2003 White Coat and Convocation
Ceremony at WVSOM. Dr. Short
earned a biology degree from Concord
College. He is a 1981 WVSOMgraduate.

Dr. Fink is director of clinical
services/medical director at
Community Health Systems, Inc. in
Beckley, and is also in private practice
at Glade Crest Clinic in Daniels. He is a
member of the West Virginia Society of
Osteopathic Medicine’s Board of
Trustees and was selected to give that
group’s prestigious Mountaineer
Address in 2006. Dr. Fink earned a
degree in business administration from
Concord College. He is a 1987 graduate
of WVSOM.

&/L7/06 11:04:18 AM
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INTERNIST/FAMILY PRACTITIONER: The Louis A.

Johnson VA Medical Center, Clarksburg, West Virginia, is seeking a
full-time internist/family practitioner. Duties include primary and pre-
ventive care, as well as on-call duties. Tour of Duty: M-F, Day Shift.
U.S. citizen preferred. Candidates must be BC/BE in either internal
medicine or family practice. Malpractice insurance provided. Salary
range $90,000 to $175,000. Benekts include 30 days paid vacation,
15 days paid sick leave, optional health and life insurance, and a
liberal retirement plan. Qualibed and interested candidates should
call (304) 623-7697 for application packet. VA is an EOE. The indi-
vidual selected will be subject to random drug testing.

This vacancy is available for review on www.usajobs.opm.gov.

Physical activity is a great way for
kids to build strength and stay
healthy. Unfortunately, it can some-
times lead to injury. Broken bones
require immediate

attention, but what

about sore shoulders

or swollen knees? If

not taken seriously, many youth

injuries can become chronic later

in life. So before

your child gets hurt,

visit aaos.org or

nata.org. Practice

prevention and give

all injuries proper attention.
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The WVSMA would like to thank the following physicians, residents, medical students and Alliance members
for their contributions to WESPAC for 2006. These contributions were received as of August 9, 2006.

Chairman’s Club
($1,000)

Robert F. Dundervill, IIl, MD

Michael O. Fidler, MD
R. Mark Hatbeld, MD
David J. Hunt, MD
Shiv U. Navada, MD
Ahmet H. Ozturk, MD
Phillip R. Stevens, MD
Michael P. Varley, MD

David L. Waxman, MD

Extra Miler Plus
(> $500)

Ahmed D. Faheem, MD

Extra Miler
($500)

M. David Avington, MD
James P. Clark Il, MD
Ronald E. Cordell, MD
Hans G. Dransfeld, MD
Frank C. Gyimesi, MD
David E. Hess, MD
Lisa D. Hrutkay, DO
Michael A. Kelly, MD

Douglas E. McKinney, MD
Lawrence M. Minardi, MD

Craig M. Morgan, MD
Eddie Reed, MD
L. Blair Thrush Jr., MD

Dollar-A-Day
($365)

Greenbrier D. Almond, MD
Constantino Y. Amores, MD

Derek H. Andreini, MD
Rodger A. Blake, MD
James L. Bryant II, MD
Samuel R. Davis, MD
Gary S. DeGuzman, MD
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Marion H. Drews, MD
William L. Harris, MD

Kathy D. Harvey, DO
Monica Hatbkeld

John D. Holloway, MD
Michael A. Istfan, MD
Theodore A. Jackson, MD
Joby L. Joseph, MD

Sushil K. Mehrotra, MD
Prasadarao Mukkumala, MD
Stephen R. Powell, MD
Bradley J. Richardson, MD, EdD
Raymond O. Rushden, MD
Joseph B. Selby, MD

Sarah Wade

R. Austin Wallace, MD

Campaigner Plus
(> $100)

Muthusami Kuppusami, MD
Mark D. White, MD

Diane E. Shafer, MD

Campaigner_
($100)

Kenneth J. Allen, MD
Marsha S. Anderson, MD
Loretto R. Auvil, MD
Julian E. Bailes, MD

Jay Baker, MD

Jo-Anne Bala

Hoyt J. Burdick, MD
Stephen P. Cassis, MD
Serge Cormier, MD
Ramona A. Dagostine, MD
Julio Davalos, MD

W. Alva Deardorff, MD
Robert A. Edwards lll, MD
James D. Felsen, MD
Kelby L. Frame, MD
Robert L. Ghiz, MD
Monique K. Gingold, MD
Glenn R. Goldfarb, MD

Claudia A. Goodwin, MD
Bruce F. Haupt, MD
Charles H. M. Jacques, MD
Joseph C. Kassis, MD
Judith Kemp, MD

Ellen L. Kitts, MD

Mary Lou Lewis, MD
Carl A. Liebig Sr., MD
Stevan J. Milhoan, MD
Scott A. Naegle, MD
Michael R. Panger, MD
Vadrevu K. Raju, MD
Joseph B. Reed, MD
Frank A. Scattergia, MD
Indu Sharma

Adnan Silk, MD

Sarijit Singh, MD
Bonnie Snider

Robert Snuffer, DO
David L. Soulsby, MD
Wayne Spiggle, MD
Linda Turner, MD

Byron L. Van Pelt, MD
Janis P. White, MD
Syed A. Zahir, MD

Donor
(< $100)

Kirk J. David, MD

David Z. Morgan, MD
Charles L. Werntz IIl, DO
Amy L. Wirts, MD

Resident/Student
($20)

Steve Bertie, MD

Jenna B. Dolan, MD

Kerri L. George, MD
Jason A. Misenhelder, MD
Jason A. Moreland, MD
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By Amy N. Tolliver, MS
WESPAC Director/Treasurer

It's an Election Year!

A special Thank You is
extended to all the WESPAC
donors who have helped
to fund the political action
efforts during the 2006
elections. As a result of the
generosity of our donors,
WESPAC raised $65,133.50
during the 2006 primary
election cycle. Thatcoupled
with $36,147.75 carried over
from the previous election
cycle put WESPAC in a
position to suitably support
medicine friendly candidates.

With the primary election
behind us we are currently
gearing up for the general
election and are in a new
election cycle. WESPAC,
as with all state PACs, is
bound by the maximum
contribution limit of $1,000
per individual per election
cycle. The primary election
cycle ran from March 27, 2005
through May 9, 2006, the day
of the primary election. The
general election cycle will run
through March 31, 2007.

2006 Primary Election
Cycle Donations
(Donations 3/27/05 - 5/09/06)

Chairman’s Club ($1,000)
M David Avington, MD
Patrick P Dugan, MD
Robert F Dundervill Ill, MD
Ahmed D Faheem, MD
Michael O Fidler, MD
Frederick D Gillespie, MD
David A Gnegy, MD

R Mark Hatbeld, MD
David E Hess, MD

David J Hunt, MD
Lawrence M Minardi, MD
Shiv U Navada, MD

Dana Olson, MD

Ahmet H Ozturk, MD
Phillip R Stevens, MD
Michael P Varley, MD
David L Waxman, MD
Terry Waxman

Extra Miler Plus (> $500)
Mark D White, MD
Greenbrier D Almond, MD
Derek H Andreini, MD

Kathy D Harvey, DO
Theodore A Jackson, MD
Prasadarao Mukkamala, MD
Michael A Istfan, MD

O

WESPAC Treasurer’s Report

Extra Miler ($500)
David A Bowman, MD
James P Clark Il, MD
James L Comerci, MD
Hans G Dransfeld, MD
Charles D Francis, MD
Frank C Gyimesi, MD
Carlos C Jimenez, MD
Thomas M Jung, MD
Michael A Kelly, MD
Douglas E McKinney, MD
Craig M Morgan, MD
Kenneth C Nanners, MD
Eddie Reed, MD

Michael P Riggleman, MD
William G Sale Ill, MD
Mark F Sheridan, MD
Elizabeth L Spangler, MD
L Blair Thrush Jr, MD
Richard E Topping, MD
Kenneth C Wright, MD

Dollar-A-Day Plus (> $365)
Ross S Oliver Jr, MD
Mohammad Khalid Hasan, MD

Dollar-A-Day ($365)
Constantino Y Amores, MD
Edward F Arnett, MD
Rodger A Blake, MD
Warren W Boling, MD
Gina R Busch, MD
Domingo T Chua, MD
Craig J Coonley, MD
Samuel R Davis, MD
Gary S DeGuzman, MD
Marion H Drews, MD
John E Dudich, MD
Terry L Elliott, MD
Danilo J Gervacio, MD
William L Harris, MD
Monica Hatpeld

Robert E HefRlin, MD
John D Holloway, MD
Lisa D Hrutkay, DO

Paul J Jakubec, MD
Joby L Joseph, MD
Roger E King, MD

Daryl M LaRusso, MD
Derrick L Latos, MD
Philip N Light, MD
Teodoro G Medina, MD
Sushil K Mehrotra, MD
Satish K Menon, DO
Konrad C Nau, MD
Dennis R Niess, MD
Lucas J Pavlovich Jr, MD
William R Post, MD
Stephen R Powell, MD
Bradley J Richardson MD, EdD
Raymond O Rushden, MD
Joseph B Selby, MD
Neil R Strobl, MD
Krishna R Urval, MD
Paul E Van Dyke, MD
John A Wade Jr, MD
Sarah Wade

R Austin Wallace, MD
Stephen J Wetmore, MD
Rabie A Zalzal, MD

Campaigner Plus (> $100)
Loretto R Auvil, MD

Jay Baker, MD

Jo-Anne Bala

Frederick C Blum, MD
Stephen P Cassis, MD
Serge Cormier, MD
Robert L Ghiz, MD
Vivian Ghiz

Claudia A Goodwin, MD
Bruce F Haupt, MD
Ellen L Kitts, MD

Mary Lou Lewis, MD
Monique Leys, MD

Carl W Liebig, MD
John A Mathias Jr, MD
Joseph B Reed, MD
Frank A Scattaregia, MD
Diane E Shafer, MD
Adnan Silk, MD

Linda Turner

Byron L Van Pelt, MD

Campaigner ($100)
Frank W Alderman, MD
Kenneth J Allen, MD
Diana Amores, MD
Marsha S Anderson, MD
Robert B Atkins , MD
Emily H Battle, MD
Michael M Boustany, MD
Hoyt J Burdick, MD
James M Carrier, MD
James M Carter, MD
Joseph P Cincinnati, DO
Lynn Comerci

Glenn Crotty Jr, MD
Ramona A Dagostine, MD
Nestor F Dans, MD

Julio Davalos, MD

W Alva Deardorff, MD
Johnny Dy, MD

Robert A Edwards Ill, MD
Linda Elliott

James W Endicott, MD
Julian L Espiritu Jr, MD
Donald E Farmer, MD
James D Felsen, MD
Troy D Foster, DO

Kelby L Frame, MD

Paul F Francke, MD
James A Genin, MD
Angelo N Georges, MD
Monique K Gingold, MD
Glenn R Goldfarb, MD
Gilbert Goliath, MD
Manuel A Gomez, MD
Rowena Gonzales-Chambers, MD
David L Groten, MD
Robert A Gustafson, MD
E Samuel Guy, MD
Timothy G Harper, MD
Richard A Hawkins, MD
David F Hubbard, MD
Charles H M Jacques, MD
Kshama Jawalekar, MD
Charl Kappel

Joseph C Kassis, MD
Sitha R Katragadda, MD
Judith Kemp, MD

Rajai T Khoury, MD
Thomas E Knutson Jr, DO
Brijunder S Kochhar, MD
Kiren J Kresa-Reahl, MD
Zaveen A Kureishy, MD
Zane P Lazer, MD
Charles A Lefebure, MD
Carl A Liebig Sr, MD
Charles T Lively, MD
Nancy N Lohuis, MD

Satyanarayana M Mamidi, MD
Tracy Marra

Eugenio R Menez, MD
Stevan J Milhoan, MD
Carolyn Miller

William C Morgan Jr, MD
Garrison V Morin, MD
Jodi Murthy

Scott A Naegele, MD
Donna Niess

Michael R Panger, MD
Prakash M Patel, MD
Richard B Peterson, MD
Bruce H Pierson Jr, MD
Cesar R Pizarro, MD
Fred T Pulido Jr, MD
Vadrevu K Raju, MD
Harry E Reahl IV, MD
Virginia Reisenweber
David C Rosiello, MD
lligino F Salon, MD
James K Sexton, MD
Tara C Sharma, MD
Sarjit Singh, MD
Frances Smaltz

Daniel L Smith, MD
Stephen M Smith, MD
Robert Snuffer, DO
David L Soulsby, MD
Wayne Spiggle, MD

F Thomas Sporck, MD
Richard J Stadtmiller, MD
John R Starynski, MD
Scott H Strickler, MD
Peter W Strobl, MD
Sadtha Surattanont, MD
Mary Jo Terry

Richard F Terry Sr, MD
Nicholas A Tibaldi, MD
Martha Tiu

Roberto C Valenzuela, MD
N Andrew Vaughan, MD
Bruce G Walmsley, MD
Hsinn-Hong Wang, MD
Lewis A Whaley, DO
Janis P White, MD

Amy L Wirts, MD

Roy R Wolfe Jr, MD
Syed A Zahir, MD

Donor (< $100)
Charles B Arthurs, MD
Rano S BoHlI, MD

Kim B Carey, MD

Kirk J David, MD

Brian Dixon, MD

Jenna B Dolan, MD
Sanford E Emery, MD
Richard D Gais, MD
Vincent P Kolanko, MD
Alfred J Magee, MD
Jason A Misenhelder, MD
David Z Morgan,MD
Charles D Pruett, MD
Gunter Schwarzbart, MD
Wilbur Z Sine, MD
Charles L Werntz Ill, DO

Resident/Student ($20)
Eddie Anderson

Dina P Blom, MD

Laura Ede

Hilary D Miller, DO

Troy L Sedimeyer, MD
David C Tingler, MD
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In | oving Memory

Kathleen M. “Kathy” Fortunato

Kathy Fortunato,
a past president of
the WVSMA
Alliance who was
the executive
director of the
Ohio County
Medical Society
and very devoted
to her family and
the people of the Wheeling community,
died July 18 at age 46 in Mercy Hospital
in Pittsburgh.
“Kathy put more life in during her
46 years than most people put in during
twice that amount,” said the Rev. David
Demarest, a former colleague during
her career in broadcasting. “It was a joy
to work with her all those years. | was
amazed at her energy and ability to get
things done.”
Kathy had been a board member of
the YWCA for a decade and was

president of the board in 2003 and 2004.

“She cared very much about eliminating
racism,” said Laura Carter, executive
director for the Wheeling YWCA. “She
cared very deeply about the

empowerment of women and she was
the perfect example of an empowered
woman. Really capable, willing to take
risks, opinionated, willing to follow
through on those opinions and we miss
her very much.”

Kathy grew up in Toledo, Ohio, and
was the daughter of Robert and Connie
Dixon Brack. She graduated from the
University of Toledo School of Nursing
and joined the Ohio County Medical
Society when her husband, Dr. Michael
Fortunato, was a family practice resident
at Wheeling Hospital. She served as
president of the OCMSA from 1992-93
and continued to be a very active
member. On the state level, Kathy
served as health projects chair from
1993-95, was elected vice president in
1995 and then president-elect in 1996
before being installed as president in
August 1997. She was also an active
member of the AMA Alliance and the
Southern Medical Association Alliance.

For the past several years, Kathy has
been executive director of the Ohio
County Medical Society and devoted
much of her time to legislative issues,
particularly medical liability reform.
Kathy was also very involved with her

Kathy’s family meant the world to her and she is pictured here with her beloved four
children - - Andrea, Joe, Christina and Nlicholas. This photo was taken at her father’s

70th birthday in Toledo two years ago.
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childrens’ schools; her church, St.
Michael Catholic Church; the Health
Right Auxiliary; the Wheeling Area
Chamber of Commerce Board and
Executive Committee; and several other
community organizations. In addition,
she was the marketing director for First
Financial Partners in Weirton, and she
and Dr. Fortunato were among the
founders of the Ohio Valley Sternwheel
Festival.

In early January, Kathy became the
Prst woman to lead the Ohio County
GOP, and U.S. Rep. Shelley Moore
Capito, R-W.Va., was among the
political leaders shocked and saddened
by Kathy’'s death.

“Kathy was an exceptional person
in so many ways — the least of
which was her deep commitment to
her community and her remarkable
ability to get things done on behalf of
causes she believed in,” Capito said.
“It is my hope that Kathy’s energy and
enthusiasm for public service and the
greater good of community will be
carried on by everyone who was lucky
enough to know her.”

Dr. Douglas McKinney, the new
state chairman of the West Virginia

Kathy celebrated her installation as
president of the WVSMA Alliance in
August 1997 with her husband, Dr.
Michael Fortunato; two of their four
children, Christina and Nicholas, and her
parents, Robert and Connie Brack.
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Republican Party, said Kathy had
been a vital part of the Ohio County
Republican Party for many years and
her energy and vitality will be greatly
missed by all those who knew her.

“Kathy never met anybody that
didn’t become a friend,” Dr. McKinney
said. “She was an outstanding

campaigner for President Bush in 2004
and she has achieved many remarkable
achievements for the Republican Party

in Ohio County. We will miss her very
much in the state organization.”
Dr. Elizabeth Spangler, president
of the WVSMA, said Kathy’s death
is a tragedy for the members of the
WVSMA and the WVSMA Alliance.
“Kathy was a dynamic force
for our two organizations and her
contributions to the practice of
medicine and patient care have been
invaluable. We were very fortunate
to have her input and energy over the
years,” Dr. Spangler said.
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Kathy enjoyed giving her time and
talents to the many organizations she
was involved with, but Dr. Fortunato
said her crowning achievement and
brst love was her family. Her Pnal gift
was being an organ donor.

In addition to her parents and
husband, Kathy was survived by their
four children, Joseph A. Koehl and
his wife, Trezza, of Toledo, Andrea

Fortunato and her bance, Jamie Keller,

of Huntington, W.Va., Nicholas

M. Fortunato and Christina Rose
Fortunato of Wheeling; a brother, Bob
Brack and his wife, Mary, of Toledo;
three sisters, Carol Hudson and her
husband, Richard of Toledo, Kelly

Brack of Toledo, and Kristen Gulling of
Cleveland, and 11 nieces and nephews.

Memorial contributions may
be made to the Wheeling Hospital
Auxiliary or the American Stroke
Foundation, 7272 Greenville Ave.,
Dallas, TX 75231-4598.

O

Following her installation as WVSMA
Alliance president in August 1997, Kathy
and the other Alliance of bcers were
recognized by the WVSMA leaders and
members.

In her role as executive director of the
Ohio County Medical Society, Kathy
helped create a commercial to educate
the public about the medical liability
crisis and she presented it during the
WVSMA's Mid-Winter Clinical Conference
in January 2002. She is pictured here
after her presentation discussing the
commercial with physicians, Alliance
members and political consultant Joe
Gagen (far right).

Excerpts from this article are reprinted
from articles that appeared in the Wheeling
News-Register, The Intelligencer, and on
the website for the Ohio County Republican
Party of West Virginia, as well as from a

broadcast on WTRF.
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