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President’s Page

Since | took office August 26, I've
attended state meetings in Kentucky
and Virginia, and | have spoken
at three county medical societies
meetings. | also recently returned from
the AMA’s 2006 Interim Meeting in
Las Vegas, where the secretary of the
Department of Health and Human
Services, Mr. Leavitt, made it very
clear that change in the delivery and
payment for health care services in this
country is absolutely necessary.

In his address, Mr. Leavitt
emphasized that health care costs could
not continue to rise. Everyone seems to
agree that to maintain the status quo is
not acceptable. Change is essential and
necessary because without change, the
future of medicine in America is bleak.
Change begins with a point of
departure and the health care system in
America is at that point of departure.
Solutions include many concepts and
technologies such as: electronic medical
records (EMR), pay-for-performance
(PFP), universal access/coverage,
prevention and wellness, personal
responsibility for health and health care,
a single payer system, market solution,
portability, affordability, quality, and
revival of the doctor/patient relationship.
There is a voice in the house of
medicine urging us to “take back the
profession of medicine.”

On a national level, the two most
critical issues are: (1) America’'s
medical liability system, and (2) the
flawed Medicare payment system that
will result in an across-the-board 5%
cut in Medicare physician payments
beginning Jan. 1, 2007.

In West Virginia, we are fortunate
to have in place some of the best
tort reform measures in the country.
However, physicians in West Virginia
are particularly vulnerable to payment
cuts from federal payers because so
much of our population is served by
that system. To help secure the future
of medicine in West Virginia, we must
remain ever vigilant against challenges
to erode the tort reform we worked
so hard to obtain. | am optimistic as |
write this piece that some last minute
negotiation or resolution will avert the
5% cut . . . at least for next year.
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The Future of Medicine

So, what about the future of
medicine in West Virginia? | am
optimistic and I think the future is
bright because of the involvement of
students in organized medicine.

The future of medicine lies in the
hands of the young students and
physicians in America. | am excited to
say that student involvement from
West Virginia is at an all-time high. |
was so pleased that nine students from
West Virginia attended the AMA
Interim Meeting in Las Vegas and that
two of them want to get involved at the
national level.

At the delegation dinner Friday
night, | was thrilled to hear the students
discuss and offer opinions and
solutions to the problems facing
medicine. The positive energy and
attitude was absolutely infectious.

What can we physicians do to help
secure the future of medicine in West
Virginia? We can vote! Vote for
candidates that support physicians and
a view that assures patients access to
high quality healthcare.

What else can we do? We can
continue to renew our commitment to
the West Virginia State Medical
Association by renewing our
membership and encouraging our
colleagues who are not members to
join! You must think of this as an
investment in a secure future for
medicine in West Virginia.

Finally, we must invest in our
medical students for they are truly the
future of medicine. As | travel the state
this year attending the county medical
society meetings, | will be making a
challenge. | am asking that every
county medical society pay the
WVSMA and AMA membership dues
for each student in the freshman class
that comes from or has strong ties to
the county or counties in that society.
The cost is $68. That coversnembership
for all four years. The benefits for the
students include two journal
publications, a medical dictionary, and
an atlas plus membership in the AMA
and WVSMA, which as a total package
has a value of over $500. If in a
particular year, there are no students
from your component society, please

offer to support one or two freshman
from out-of-state. This could prove to

be a valuable investment as well as a
recruitment tool to involve an out-of- state
student who then may choose to train
and practice in West Virginia.

To date, Mon County Medical
Society has agreed to sponsor nine
students, Central West Virginia
Medical Society four students, and
Mercer County Medical Society three
students. Rather than wait for my visit,
| will be arranging for the WVSMA
staff to mail out to the component
societies a list of those students from
Marshall and WVU. Payments should
be made to the West Virginia State
Medical Association, and we will
contact the students through the
medical schools to inform them of your
gift. If they have already joined, they
will be reimbursed the $68, which is the
the amount | previously mentioned that
covers dues for all four years. | hope to
make this an annual effort so that over
four years, all in-state students will be
members of the WVSMA and the AMA.

The future in medicine has many
challenges and some issues even divide
the WVSMA membership. However, |
am confident that with the active
participation of students, residents,
young physicians, and older
physicians, together we can be stronger
to speak with one voice for a bright
future for the practice of medicine and
the patients we care for.

Joseph B. Selby, M.D.
WVSMA President



| etter to the Editor

Article Updates Mortality Rates Among Chemical Workers

In their article, “Mortality Rates
Among Chemical Workers in théanawha
Valley of West Virginia: 1940-1999,”
which appeared in the last issue of
the Journal the three authors from
The Dow Chemical Company have
provided an update on all cause
mortality among a large group of
33,225 workers, mostly male, between
1944 and 1999. While the knee jerk
association of cancer and chemicals
is understandable, the reality is that
such an association is increasingly rare
in the U. S. chemical manufacturing
environment, especially given the
fact that less than two-dozen such
chemicals have been linked with cancer
outcomes in humans. Nevertheless,
save for confirming the association
between angiosarcoma of the liver
and vinyl chloride monomer—which
has been previously associated with
this population, the fact that no other
associations were made between
chemicals and cancer is reassuring.

Dow Chemical and their medical
department are to be commended
for their periodic update of this
study. There are some occupational
epidemiology points and some general
public health concerns that are worthy
of emphasis.

The first of two occupational
epidemiology points is an academic one.
This workforce demonstrates the well
established, ‘healthy worker effect.’
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Therefore, age and gender standardized
mortality rates (SMRs) for most causes
of death are, in general, lower than

the U. S. norms, which include a
substantial proportion of less healthy
folks who are not ever going to be in

the workforce.

The second point concerns a
probable work exposure association
with lymphosarcoma and ritulosarcoma.
The authors are correct in assuming
that there probably is a work link since
these two tumors caused an excess in
deaths only in the sub-group of the
cohort, hourly workers employed at the
Institute and South Charleston plants
prior to 1960, and the fact that these
tumors are not highly linked to the
predominate lifestyle causative factor
such as cigarette smoking, which
explained the excess in lung cancer in
this more heavily smoking WV sub- group
when compared to the U. S. age, gender
matched mortality rate from lung
cancer. The authors are a little quick to
exclude butadiene. They repeat the
theory that the exposure occurred in
the 1940s and butadiene could be
implicated, but they cite a study
published in 2001 finding no such link.
While the authors are correct in stating
proving or ruling out butadiene
causation in this type group will be
impossible as better dose information—
duration of exposure and industrial
hygiene data is not available and can

not be inferred, there is too much
animal data regarding the mutagenic
potency of this chemical to take it off
the table.

| believe the last two observations
are the most important:

1) higher than expected mortality
SMRs in males due to kidney and
skin cancers; and

2) lower SMRs linked to asthma,
emphysema and bronchitis.

The former two cancers, neither of
which occurred in an occupational
pattern, suggest better physician
vigilance and patient education may be
in order. Finally, the low SMR-related to
non-cancer lung diseases, even in a
higher than average smoking
population when compared to the
national, is an issue for monitoring and
perhaps further study. One of the
valuable outcomes of repeating the
SMR study of this cohort every 5 years
or so would be to see what happens to
the trend in SMR for these non-lung
cancer pulmonary conditions.

Edward J. Doyle, Jr., M.D., M.S.
Professor of Community Medicine,
WVU School of Medicine

Chair, WV Council of the American
Lung Association



Delegation Report

The American Medical Association’s Interim Meeting was held in Las Vegas on November 10-14 and 96% of the
members of the House of Delegates were in attendance. WVSMA President Dr. Joseph Selby and Drs. Phillip Stevens,
Douglas McKinney, Terry Elliott and | represented our state. Drs. Gene Cordell and David Avery represented their
respective specialties and also attended the West Virginia delegation’s caucuses. In addition, we were also very pleased
that nine medical students from West Virginia University and Marshall University attended the meeting with us. Dr.

Selby discusses how proud he was of our medical student delegation and how the future of medicine depends on our
students in his President’'s Page message on page 4.

Financially, the AMA is in the black with strong financial reserves. What keeps it financially afloat is the effective
management team obtaining non-dues revenue. However, it was pointed out to the House of Delegates that the lesser
the ratio of membership dues to the non-dues revenues to the organization’s bottom line, the less effective the AMA is to
fulfill its mission, vision and future plans. It is disconcerting when politicans or their staff purport that the AMA is not
even representative of the majority of doctors in America.

The AMA is still losing membership. All doctors, members or otherwise, know that the AMA is the strongest advocate
of the medical profession. In this trying time of the profession, membership issues simply have to be resolved. The only
bright spot on the membership issue is the increasing number of medical students joining the AMA.

OSMAP, an organization of state medical association presidents and executive directors have their caucuses the day
before the opening session of the House of Delegates. The mood at OSMAP reflects the general atmosphere of the whole
interim meeting and this year it was loud and clear - - “enough is enough.” The AMA must act with a strong and forceful
message to take control of the medical profession, to reserve the runaway train from Washington taking the rights and
perogatives of our profession at the detriment of our capabilities to deliver good care to our patients.

Several members of OSMAP stood up and strongly expressed why their respective states are so upset - - with
increasing costs to maintain a practice, decreasing reimbursement, and the tort reform climate, some physicians actually
have gone bankrupt, others have retired early, significant numbers have limited the span of their practice capabilities, and
some have gone into other professions or subspecialties. As a result of these realities, access to care has become a major
problem and doctors are looking to the AMA for help.

The House of Delegates meeting opened with a rousing speech by AMA President Dr. William Plested, who cited
America’s medical liability system as so grossly unfair to doctors, patients and the nation, that it requires much more
than improvements or tweaks. He said, “It must be torn up, tossed out, and totally replaced.” He also noted the across the
board 5% cut in Medicare physician payments scheduled to take effect in January and that physicians face cuts totaling
6%-20% by year 2007. He urged all physicians to call their congressmen to halt this 5% cut for there is absolutely no valid
reason for Congress to avoid action on the issue before the end of the session. He ended his speech by stating, “I have had
enough, you've had enough - - enough is enough.”

Michael Leavitt, secretary of the U.S. Department of Health and Human Services, addressed the House of Delegates
after Dr. Plested. He admitted that physicians now and in the future, will not trust quality measurement systems that
originate in Washington. He added that the physician consortium on performance improvement convened by the AMA
was heroic, because if physicians do not develop quality measures, the MBAs will. He added that in the future it is likely
that costs and quality are part of the equation.

In other events during the meeting, | am pleased to say Evan Jenkins, the executive director of the WVSMA, was
presented with the AMA’s Medical Executive Meritorious Achievement Award. This award is presented to a medical
executive who has provided exemplary and exceptional service beyond the normal scope of their duties that supports
physicians in caring for their patients.

“Evan Jenkins’ dedication to the physicians and patients of West Virginia made him a stand- out candidate for this award,
and | am honored to spotlight his work to improve healthcare in West Virginia,” said AMA Board Chair Dr. Cecil Wilson.
Evan, who is also a West Virginia State Senator, was unable to accept the award in person due to his legislative duties,
and Dr. Selby accepted it in his behalf.

Constantino Y. Amores, M.D.
Chairman, WVSMA Delegation to the AMA
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If you want to help shape
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Virginia State Medical Association, your
county medical society and the AMA,
you join a powerful force working to
make a difference in the most important
public health and professional issues
facing medicine today. United, we have
the greatest possible impact at the state,
national and grassroots levels.

Add your commitment, hope and
strength to ours. Together we can do
more than you can imagine.

Join the WVSMA, your county medical
society and the AMA today.

Call (304) 925-0342

WWW.Wvsma.org

Together we are stronger.




Spilman members and associates orchestrate a comprehensive and
far-reaching array of legal services to a broad range of clients. Medical
monitoring, economic development, government relations and consumer finance
litigation ... these are but a few of the many arenas in which the focus and talent

of Spilman Thomas & Battle attorneys have broken legal ground

Point A to Point B. We Get You There.

West Virginia
North Carolina
Pennsylvania

www.spilmanlaw.com 1.800.967.8251 Responsible Attorney, Michael J. Basile



An old favorite
with a new twist.

Plan Premiums
as low as $0-$108!

Introducing FreedomBlue.. the Medicare Advantage Preferred Provider
Organization. FreedomBlue gives you the strength of Blue, to increase your
coverage and benefits that Medicare currently provides.

FreedomBlue combines medical coverage with the new Medicare-approved
prescription drug coverage. So you only carry one card for all your
healthcare needs.

Call us today to find out about FreedomBIlue, with plan premiums starting as
low as $0 and ranging up to $108.

We would like to thank all the providers who have chosen to participate in
our Medicare Advantage PPO Network. You have contributed to our goal of
offering the Medicare beneficiaries in West Virginia the ability to obtain
affordable medical and prescription coverage.

Again, thank you for your participation.

1 800 385-1985 € TTY Users:1 800 855-1155

A Highmark Affiliate. FreedomBlue is a Medicare approved PPO.
Mountain State Blue Cross Shield is an Independent Licensee of the
Blue Cross and Blue Shield Association.

NSPOF / H5106 / 012206




Scientific Article

Partial Breast Irradiation: Rationale and Early Results

Jondavid Pollock, M.D., Ph.D.
Schiffler Cancer Center, Wheeling
Hospital, Wheeling

Ernest Butler, B.S., C.M.D.
Schiffler Cancer Center, Wheeling
Hospital, Wheeling

Amber Hines, M.S., C.M.D.
Schiffler Cancer Center, Wheeling
Hospital, Wheeling

David Ghaphery, M.D.
Dept. of General Surgery, Wheeling
Hospital, Wheeling

Abstract

The purpose of this study is to
introduce the concept of partial breast
irradiation in the management of early
stage breast cancer, and describe the
early experience at treating patients at
Schiffier Cancer Center at Wheeling
Hospital in Wheeling, W.Va., with this
new technology. A prospective analysis
of the brst 25 patients treated with breast
brachytherapy, with detailed patient and
tumor characteristics, will serve as a
reference for further investigation into
this technique. Results from this early
experience will provide information that
will further establish this technology as a
feasible and appropriate treatment option
for well-selected breast cancer patients.
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Introduction

There are at least two scientific
arguments that have been raised to
validate the claim that partial breast
irradiation (PBI) should be as effective
as whole breast radiotherapy. First,
in surgical series reporting failure
patterns, 96% of all in-breast tumor
recurrences occur within 2 cm of the
index lesion. At least three independent
trials evaluating failure patterns in
patients with early stage breast cancer,
who have undergone conservative
surgery alone, demonstrate that
between 1% and 4% of patients develop
an in-breast recurrence outside of the
immediate tumor bed (Table 1) (1-3).

Second, the benefits of whole breast
radiotherapy have been theorized as
to reduce the onset of cancer growth in
the remainder of the breast, that breast
well beyond 2 cm of the index lesion.
Thus, this would lead to the hypothesis
that radiotherapy will abolish any pre-
cancerous or pre-invasive lesion that
is growing elsewhere in the breast,
but evidence shows that the likelihood
of developing cancer elsewhere in
the irradiated breast is almost the
same as the risk of developing cancer
throughout the opposite unirradiated
breast. This indicates radiotherapy
should probably not be used as a
prophylactic tool, but more in a support
role to eradicate any microscopic
disease within a few centimeters of the
removed index lesion.

From a more practical perspective,
there is long-term data evaluating PBI
utilizing the needle-based technique.
Studies utilizing both low dose rate and
high dose rate treatment techniques,

with various dose-fractionation schema
and mature follow up extending to at
least 6 years, show that in breast tumor
control exceeds 95% (Table 2) (4-9)).

Due to the morbidities associated
with the needle-based technique, a
newer technology has been designed to
provide for economy and ease. The
brachytherapy balloon (Mammosite,
Cytyc Surgical Products) has gained
considerable popularity and studies on
its dosimetric properties suggest that it
adequately bathes the high-risk tumor
bed tissues with cytocidal doses of
radiation (10). However, itis a
relatively new technology and
prospective evaluation of its dosimetry
and issues with patient- and tumor-
related selection factors have not yet
been fully elucidated. In an attempt to
prospectively study the mechanics and
tolerability of partial breast irradiation
utilizing the Mammosite breast
brachytherapy balloon device, the
Schiffler Cancer Center has established
a dosimetric and clinical protocol that is
applied to all patients presenting for
this procedure.

Materials and Methods

This series represents the first 25
patients prospectively evaluated and
treated with accelerated partial breast
irradiation utilizing the Mammosite
breast brachytherapy balloon device.
All patients with early stage infiltrating
ductal carcinoma of the breast were
evaluated in a multidisciplinary
approach by the general surgeon (DG)
and radiation oncologist (JdP). Patients
with infiltrating lobular carcinoma, a
mixed mammary carcinoma, or in-situ

Table 1. Randomized trials evaluating in breast recurrence following surgery alone.




disease were excluded. Entry criteria
included a primary infiltrating ductal
carcinoma with a diameter not
exceeding 3 cm. Final pathological
surgical margin was at least 1.0 mm.
Final pathological lymph node status
was negative by hematoxylin and eosin
staining.

All patients underwent a sentinel
lymph node procedure, evaluating
between 2 and 5 nodes, and no patients
underwent a completion axillary
dissection since all were sentinel lymph
node negative. Early in the study all
patients underwent an ultrasound
evaluation of the potential tumor bed,
following diagnostic procedure but
prior to therapeutic wide local excision.
However, these ultrasounds were
discontinued because of the low
sensitivity of this imaging modality in
terms of estimating tumor bed to skin
surface distance.

At re-excision and sentinel lymph
node procedure, all patients underwent
concurrent implantation of the
Mammosite breast brachytherapy
balloon device. The balloon device was
introduced into the surgical cavity
remotely, through a stab wound placed
either in the inframammary or lateral
breast folds. Once the deflated balloon
was introduced into the surgical tumor
bed, the balloon was inflated with a 5%
radio-opaque solution to a diameter
(between 35-70 cc) that would fill the
entire bed. The overlying soft tissue
was then closed bringing in as much
subcutaneous tissue as possible.
Patients then proceeded to the recovery
area where they were provided with
appropriate dressings and a customized
bra, designed to maintain the
implanted breast in a comfortable
position (Dale Medical Products).

After 48 hours, patients underwent
a CT scan at 3 mm cuts, with computer
reconstruction to provide for sagittal,
axial, and coronal imaging of the
balloon device. Several parameters
were examined including minimum
skin spacing (measured from balloon
surface to skin surface), breast tissue
conformity to the balloon, and
estimated dose delivery to skin, entire
breast, lung, and heart. The only
published data regarding these criteria
concerns skin spacing and tissue
conformity, recommended measuring
at least 7 mm and 90%, respectively.
The additional studied parameters are
part of an ongoing prospective
evaluation of CT-based dosimetry.
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Table 2. Partial Breast Irradiation in Selected Patients with Long-Term Follow-up.

Following CT treatment planning
and adequate concentric dose delivery,
based on orthogonal plain films
obtained in a simulator suite,
radiotherapy was initiated. Patients
were brought to the treatment room
and orthogonal films were obtained to
ensure no balloon shift or volume loss
had occurred. In addition, twice daily
doses 0f340 cGy were delivered to a
point 1.0 cm beyond the surface of the
balloon. An inter-fraction interval of
6 hours was utilized and the total dose
of 3,400 cGy was delivered over 5
consecutive days without interruption.
Following the 10th fraction, patients
were pretreated with liquid morphine
and an anxiolytic, and the balloon was
deflated and pulled.

Patients were then sent home with
dressing material and were followed
with telephone calls two days later. They
returned for photographs and to
complete a prospective survey (EORTC
quality of life instrument) at
3 months, 6 months, and then at 6
monthly intervals. Bilateral diagnostic
mammograms were performed 6
months after the balloon was
implanted. All patients were referred to
a medical oncologist following the
completion of the radiotherapy for a
discussion regarding systemic therapies.

Results

Tables 3 and 4 show the specific
dosimetric characteristics of the

25 patients treated with the breast
brachytherapy balloon device. Due
to the inadequacy of preoperative
ultrasonographic evaluation of
skin spacing, this procedure was
discontinued. All treatment planning
and ultimate determination of the
adequacy of dose delivery was
thereafter based on the 3 dimensional
treatment planning CT scan obtained
following surgery and balloon
implantation. Three (12%) of the
patients benefited from lying in a
lateral decubitus position as a means
of improving dosimetry and, more
specifically, skin spacing.

After a median follow up of
20 months, one patient developed an
in-field tumor recurrence. Although
her tumor characteristics were well
within accepted guidelines for partial
breast irradiation, she developed both
in breast recurrence within 6 months of
completing the therapy and metastatic
disease involving the liver. She
underwent a salvage mastectomy and
adjuvant chemotherapy, the latter of
which she had initially chosen to forego.

Patients completed surveys
following their course of treatment and
then routinely with each follow- up visit.
Their assessments were very favorable.
At each follow-up visit, photographs
were obtained documenting cosmetic
result and one patients’s progress is
shown in Figures 1 and 2. A total of
72% of the patients rated their cosmetic
results as excellent.



Discussion

Our early results with accelerated
partial breast irradiation have been
favorable and, with limited follow up,
appear to represent an effective local
treatment for early stage breast cancer.
Due to the recent development of the
balloon technique, there is a relative
paucity of data available in the
literature describing the local control
seen with this modality. The longest
median follow up study thus far
reported concerning breast tumor
control following Mammosite balloon
PBI is 30 months. In this study, all of
the 43 patients had favorable results (11).

Those gaining experience with this
technology have almost uniformly
commented on the need for longer
follow up before concluding that the
balloon device is equivalent to either
older interstitial needle techniques of
breast brachytherapy or whole breast
external beam radiotherapy (12). As
with all breast cancer patients, selection
criteria maintain a critical role in
determining the adequacy and efficacy
of radiotherapy. This is perhaps most
evident in patients considered for
partial breast irradiation. Authors have
postulated the appropriateness of age,
tumor size, lymph node status, and
histopathology when considering
accelerated partial breast irradiation,
particularly given the excellent in- breast
tumor control and cosmesis associated
with conventional external beam
radiotherapy.

Until more data becomes available
to suggest that more patients are
appropriate candidates for this
procedure, the American Brachytherapy
Society has offered a conservative set of
guidelines to help select those patients
who may be well treated with this
device (13). In terms of the specifics of
the procedure, the Schiffler Cancer
Center has found that preoperative
ultrasonography is of little benefit in
selecting those patients whose skin
spacing will be adequate prior to
balloon placement; post-implant 3
dimensional CT scan imaging is the
most appropriate means of determining
skin spacing, as well as dosimetry,
balloon conformity, and dose
homogeneity index. Patients can benefit
from positional changes (placed in the
lateral decubitus position) to optimize
dosimetry and skin spacing without
apparent compromise in dose delivery
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Table 3. Dosimetric Parameters Used to Establish Adequacy of Balloon Device Dosage.

Table 4. Normal Tissue Doses Following Adequate and Conformal Balloon.

The surveys our patients completed
about quality of life clearly indicated a
significant benefit in convenience and
cosmesis, which compares to the results
reported by others (14). We are
currently investigating whether patient-
reported cosmesis is improved with
partial breast irradiation compared to
external beam radiotherapy delivered
to the entire intact breast. Our
observation that 72% of surveyed
patients reporting excellent cosmesis
after PBI is similar to other reports in
the literature, where authors have stated
most patients reported results from
good to excellent (10). With continued
follow-up and survey completion, those
patients reporting less than excellent
cosmesis have remained constant in
their self-reports, though none have
indicated that they would have chosen
a different treatment option.

Confounding variables that may
underlie some of the local or cutaneous
toxicities associated with PBI include
infection and the development of
treatment-related fat necrosis. In our
series, catheter-based infections did not
occur and nursing was vigilant with
skin care instructions and cleaning at
each dose delivery. Some patients did
develop superficial fat necrosis though
this was neither cosmetically-disfiguring
(based on a lack of correlation between
fat necrosis development and patient’s
reports of less than excellent cosmesis),
nor was it symptomatic. Given the
uncommon occurrence of fat necrosis in
our series, it is not possible to relate
skin dose parameters to the development
of this local toxicity.

Due to the increasing tendency to
offer systemic chemotherapy to patients
with early stage breast cancer, there has



Figure 1. Cosmetic result 24 hours after the implant was pulled.

also been some concern that there will
be decrements in local cosmesis
resulting from radiation recall reactions
to the skin. Radiation recall was
originally described in 1959 after
dactinomycin was delivered to a
patient who had previously been
treated with superficial radiotherapy.
This appears to be related to cutaneous,
subcutaneous, and perhaps more
visceral tissue “memory” or change
related to radiotherapy administration.
Tissues then later exposed to
sensitizing chemotherapy will often
re-express a more acute and local
reaction, similar to the previous local
radiation reaction. The relatively small
number of patients in our series does
not yet provide us the data to comment
with any significance on the
contribution of chemotherapy to a more
intense, and perhaps undesirable
cutaneous result following PBI.
Another series has recently reported
undesirable cosmetic results when
sensitizing chemotherapy has been
delivered following PBI, leading those
authors to reconsider offering PBI to
patients who would standardly be
given adriamycin-based chemotherapy
(14). This experience lends credibility
to our approach to carefully follow
specific dosimetric parameters to
determine a relationship between
skin dose and cosmetic outcome,
with chemotherapy to be added as an
independent variable.
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Figure 2. Cosmetic result 30 days after the implant was pulled.

Note resolution of hyperpigmentation.

Conclusion

In our early experience with
accelerated partial breast irradiation
utilizing the MammosSite breast
brachytherapy balloon device, we
found the surgical implantation to be
feasible, the treatment planning reliable
and reproducible, and the majority
of patient satisfaction to be excellent.
Future reports from our center may
comment with more significance on
chemotherapy-related morbidity.
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Abstract

The majority of bladder cancer patients
who develop brain metastasis have widely
disseminated disease. Isolated cerebellar
metastasis in patients with transional cell
carcinoma (TCC) of the bladder is a rare
event. We present the case of a patient
with organ-conbned bladder cancer who
developed isolated cerebellar metastasis.
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Introduction

Transitional cell carcinoma of the
bladder usually metastasizes to the
pelvic lymph nodes, lung, liver or
bone. Six percent of TCC metastasize
to the brain (1), and there has been an
increase in metastatic brain lesions
since the introduction of methotrexate,
cisplatin, doxarubicin and vinblastine
(MVAC) combination chemotherapy
regimen. Bladder cancer survival
though has improved since the
routine use of these chemotherapeutic
agents for metastatic disease.

The brain seems to be a sanctuary
for residual TCC since most
chemotherapeutic agents do not cross
the blood-brain barrier. Patients rarely
develop central nervous system (CNS)
metastasis from bladder cancer without
having any other metastatic lesions
present. We present the second case of
a patient with organ-confined, lymph
node negative TCC, who received
adequate surgical treatment of the
primary tumor and developed
recurrent TCC in the form of isolated
cerebellar metastasis.

Case Report

A 71-year-old male presented to
the Urology Department complaining
of frequency, urgency, dysuria and
gross hematuria. His upper tract study
was negative and urine cytology was
positive for malignancy. Cystoscopy
revealed a large papillary lesion on
the posterior bladder wall and a
transurethral resection was performed.

Pathologic examination revealed
high grade TCC with invasion of
the muscularis propria. CT scan of
the abdomen and pelvis and bone
scan were performed as part of
the metastatic work-up and both
were negative. Liver function tests
were within normal limits. Radical
cystectomy with ileal conduit urinary
diversion was performed. The tumor
was found to invade the detrusor
muscle without extension into the
perivesical fat. Pelvic lymph nodes
were negative for malignancy.

Sixteen months postoperatively,
the patient developed headaches,
ataxia and visual field loss. CT scan of
the head revealed hydrocephalus and
a low-density cerebellar lesion with
peripheral enhancement of contrast.
CT scans of the chest, abdomen and
pelvis to assess for further metastatic
lesions were negative. He subsequently
underwent ventriculoperitoneal shunt
placement and surgical resection of the
cerebellar mass. Pathology revealed
metastatic TCC. Whole brain radiation
was administered.

Seven months after surgical
excision of the cerebellar lesion, he was
hospitalized with weight loss, lethargy
and jaundice. CT scan of the brain,
chest, abdomen and pelvis revealed
recurrent brain tumor and widespread
abdominal metastasis. He went home
with hospice care and died two months
later.

Discussion

Bladder cancer is the 4th most
common cancer in men and 10th
most common cancer in females.
Approximately 60,000 new cases are
diagnosed each year in the U.S. and
12,700 people are expected to die from
the disease (2).

The lung and liver account for
the two most common solid organs
of TCC metastasis. The incidence
for brain metastasis has risen since
the introduction of MVAC for the
treatment of metastatic TCC. Dhote and
colleagues postulated that an increase
in cerebral metastasis has occurred
with the widespread use of MVAC
because of the improved survival rate
in patients with metastatic TCC and the
inability of MVAC to cross the blood-
brain barrier (3).

Most patients that develop
brain metastasis have disseminated
disease. There are seldom instances
of patients developing isolated TCC
metastasis to the brain. Mahmoud-
Ahmed et al demonstrated that the
parietal and frontal lobes are the
most common locations of brain
metastasis from bladder cancer while



the occipital lobe and the cerebellum
are the least common locations of brain
metastasis (4).

The first case of isolated cerebellar
metastasis from bladder carcinoma was
reported by Mckay in 1930 (5). McKay's
patient received subtotal resection of the
primary tumor. More recently, Shamdas
described a patient with muscle invasive
TCC treated with transurethral resection
of the bladder tumor, combined with
intravesical thiotepa, whose tumor
recurred as an isolated cerebellar
lesion (6). In another case, Kabalin and
colleagues described a patient with
a case of organ-confined TCC of the
bladder with tumor recurrence as a
solitary cerebellar mass (7). In addition,
Davies et al reported a patient with
superficial bladder cancer who initally
presented with ataxia and was found to
have a metastatic cerebellar mass (8).

Our patient presented with typical
symptoms of bladder cancer and
underwent a radical cystectomy with
urinary diversion. He had negative
lymph nodes and no evidence of tumor
extension into perivesical fat. Therefore,
adjuvant chemotherapy was not
offered. He presented 16 months later
with a solitary cerebellar mass.
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Bladder tumor may extend into the
CNS via Batson'’s plexus. After tumor

enters the CNS, the prognosis is dismal.

Rosenstein et al noted a four-month
median survival in bladder cancer
patients with brain metastasis (9).
Mahmoud-Ahmed and colleagues had
shorter median survival time in their
patient series (4). Our patient survived
nine months after developing cerebellar
metastasis.

Conclusion

Whole brain radiation is
recommended for cerebral metastasis.
If extracranial disease is controlled,
surgery or stereotactic radiosurgery,
along with whole brain radiation,
provides the patient with the greatest
survival benefit.
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Abstract

Intrathecal morphine infusions have
historically been used in patients with
short life expectancies. More recently,
patients with pain from a benign source
have benebted from this therapy. While
use in this population has been well
documented and found to be relatively
safe, new complications are being
encountered secondary to the patients’
longer life spans. The development of
granulomatous masses from catheter
use in intrathecal morphine therapy is
an uncommon, but potentially serious
problem. At West Virginia University
Hospital, we have implanted more than
700 intrathecal drug delivery systems
(IT-DDS) since 1989, and have
encountered two cases of granulomatous
masses developing at the tip of the
intrathecal catheter. This report describes
these illustrative cases and provides a
review of the literature.
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Introduction

The chronic use of intrathecal
morphine infusions has historically
been used in patients with short life
expectancies. More recently, patients
with pain from a benign source have
benefited from this therapy. While
use in this population has been well
documented and found to be relatively
safe, new complications are being
encountered secondary to the patients’
longer life spans (1-8).

The development of granulomatous
masses from cather use in intrathecal
morphine therapy is an uncommon, but
potentially serious problem. We have
implanted more than 700 intrathecal
drug delivery systems (IT-DDS) at
WVU Hospital since 1989, and we have
found two cases of granulomatous
masses developing at the tip of the
intrathecal catheter. Both of these cases
resulted in spinal cord compression.
One patient did well after the excision
of the fibroma; the second patient’s
fibroma was found after the patient
died of unrelated causes.

This report describes these
illustrative cases and provides a
brief review of the literature on this
complication.

First Case Report

A 45-year-old male was
experiencing intractable back and leg
pain secondary to a logging accident
where he sustained lumbar vertebral
body fractures. He underwent several
unsuccessful surgeries and required
escalating doses of oral narcotics. On
3/27/92, an IT-DDS (SynchroMed) was
placed for failed back syndrome

This patient initially had good pain
relief with 1-2mg/day of intrathecal
morphine, but his required dosage
gradually increased over the next
several years up to 12mg/day. During a
pump replacement for a low battery, the
patient’s system became infected with
Vancomycin-sensitive Staphylococcus
Epidermidis. Due to this infection, the
entire system including the intrathecal
catheter was removed on 8/15/97.

On 1/9/98, this patient was thought
to be infection free and the system was
again replaced. He had good control of
his pain with 10mg/d for approximately
one month, after which he began to
experience an increase in bilaterallower
extremity pain. Over the next six months,
his morphine requirement increased
rapidly to 32mg/day. An MRI on
4/1/99 showed an enhancing intradural
extramedullary mass at the T11 level,
which measured 15x11x8mm in its
vertical, sagittal, and transverse
dimensions, respectively (Figure 1). The
mass caused extortion anddisplacement
of the adjacent thoracic spinal cord and
there was a central abnormal
hyperintensity within the cord
beginning at the mid T10 vertebral
body level and extending to the T11-12
intervertebral disc, representing edema
related to compression.

A T10-11 laminectomy with
resection of the mass was performed
5/4/99. The dura was hardened at the
T10-11 level, and fibrous tissue was
attached to the inner leaf of the dura
and the spinal cord (Figure 2). During
removal of this fibrous tissue, the
catheter was found inside the fibroma.

Following removal of the granuloma,
he claimed to have 80% relief of his
pain on a relatively low intrathecal
morphine dose. He remained on a
low dose of intrathecal morphine with
good pain control, and a follow up MRI
performed on 3/1/01 demonstrated no
recurrence of the fibroma.

Second Case Report

A 55-year-old male had experienced
a long history of intractable lower
extremity pain secondary to remote
osteomyelitis of his right hip. He had
suffered from several comorbidities
including multiple sclerosis primarily
involving the spinal cord and
pulmonary disease.

An IT-DDS (SynchroMed) was
implanted for long-term control of his
intractable pain on 8/31/89. He
responded well on a dose of 2 mg of
morphine a day. However, spasms and



Figure 1. Saggital T1-weighed images
of the patient’s thoracic spine. Note
posterolteral intradural extramedullary
hyperintense lesion at the T10-11 level.

pain relief required an increased dose
of morphine sulfate to 15 mg per day
by the end of April 1990. He expired at
his home on 7/7/90. His wife granted
an autopsy, which confirmed the
diagnosis of multiple sclerosis
involving the brain and the spinal cord,
and death was determined to be
secondary to extensive areas of
bronchopneumonia in both lungs.

During the autopsy, the spinal cord
and surrounding pachymeninges and
leptomeninges were examined. There
was a firm, tan color, elliptical area
measuring approximately 2 x 1 cm in
the dorsal dura at about the T4 level.
Externally, the remainder of the dura
was unremarkable. When the spinal
cord was removed, a raised spatulate
area was encountered beneath the
elliptical area. This appeared to have
surrounded, in part, the distal portion
of the catheter.

Sectionsthrough the plaque-like
area revealed a central dark area
surrounded by thickened gray white
granular tissue. Sections of the spinal
dura showed the spatulate mass
composed of necrotic tissue, part of
which conformed to the shape of the
silastic catheter (Figure 3). The necrotic
tissue was surrounded by numerous
macrophages, plasma cells and
lymphocytes. Further within the dura,
mononuclear inflammatory cells
consistent predominantly of plasma
cells surrounded vessels.
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Figure 2. Intraoperative photo demonstrating the granuloma attached to the inner leaf

of the dura and the spinal cord.

Figure 3. Post morem section of the spinal dura at approximately the T-4 level
demonstrating a raised spatulate area conforming to the shape of the silastic catheter.

Discussion

The intrathecal administration of
opioids has been established as an
effective and safe treatment of chronic,
intractable pain. It was introduced
in the late 1980s for the treatment of
cancer patients and has been shown to
be more effective and have less adverse
effects than systemic therapy (5, 6, 910).
Several series have examined its use in
patients with chronic intractable pain
of benign origin. IT-DDS most common
use in this non-oncological setting is
for chronic lumbo-sacral pain resulting
from “failed back syndrome” or spinal
arachnoiditis (10-12). Since patients
treated for intractable pain of a benign
origin are exposed for longer periods
of time than those with malignant pain,
they are inherently at a higher risk for
complications.

Granulomatous inflammation is a
distinct form of chronic inflammation
characterized by activated
macrophages with an epithelioid
appearance. It may be initiated by a
variety of infectious and non-infectious
agents and is commonly caused by
bacteria, foreign bodies, or tissue
debris. A granuloma is a focal area of
this reaction. Central nervous system
catheters are not the only implanted
devices with which granulomatous
occlusions occur. Urethral and carotid
stents, and gastrostomy sites have all
been occluded by granulomas (13-15).

No identifiable risk factors have
been reported for the formation of
granulomas involving intrathecal
morphine pumps. While it is difficult
to determine whether high doses of
intrathecal morphine are the cause or
simply the result of catheter-related



granulomatous masses, strong evidence
exists that the formation of these
masses is related to the use of higher
doses of morphine. This relationship
appears to be more casual than causal,
considering many patients receive high
doses of morphine and the incidence

of granuloma is rare. The observation
that granulomatous masses often
regress when intrathecal morphine is
discontinued, and that granulomatous
masses often occur near or surrounding
the catheter tip both suggest that

the infused medication plays a role

in development. Indolent infection

may be a cause of the granulomatous
masses, and the presence of organisms,
both aerobic and anaerobic, should be
routinely investigated.

Patients who have had multiple
spinal procedures such as myelograms
are at higher risk of the intrathecal
infusion to enter a subdural
compartment or “second sac” versus
the subarachnoid space proper, which
could magnify any local tissue effect
caused by the infused medication (16).
It has also been theorized that patients
who have pre-existing lumbar
arachnoid fibrosis could be at a higher
risk for foreign body reactions (17).

A sudden increase in dosage
required to alleviate pain is a common
presentation of an intraspinal mass.
New neurological deficits or changes in
pain quality also raise suspicion that a
mass has developed (17). Paraplegia
has been observed in several cases. This
could be secondary to direct mass effect
on the spinal cord or compression of
the spinal artery. The symptoms seem
to improve after discontinuing morphine,
removal of the catheter, or excision of
the mass.

Conclusion

The intrathecal administration of
opioids is considered an effective and
safe treatment of benign intractable
pain. However, the development of
intrathecal catheter-related granulomas
represents a serious danger for
neurologic morbidity. The early
diagnosis and treatment of a mass
causing spinal cord compression
is critical since outcome is closely
related to the length of time the cord is
compressed and the neurologic deficits
present at treatment (18, 19).
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When the patients’ requirement of
morphine goes to the higher doses, the
physician should be alert for signs of
spinal cord compression, such as new
neurological deficits, myelopathy, or
radiculopathy. Patients that require
these higher doses should be properly
informed of the association with
granulomas and their associated risks.
While an MRI might be the preferred
method of detection of intrathecal
granulomas, its cost and availability
are prohibitive for routine screening.
Serial neurological exams should be
performed and recorded at every pump
refill to recognize a granulomatous
mass in its early stages. If a deficit
is identified, imaging studies are
appropriate.

Awareness of the condition and
vigilance are the keys to successful
management of this complication.
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Scientific Article

Infantile Botulism: A Case Report

Danielle Lavoie, M.D.
Neurologist, Quebec, Canada; Former
Chief Resident, Dept. of Neurology,
West Virginia University School of
Medicine, Morgantown

Gauri Pawar, M.D.
Assistant Professor, Dept. of Neurology,
West Virginia University School of
Medicine, 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

Although rare, botulism should be a
consideration in the differential diagnosis
of hypotonia in children. The pattern
of clinical presentation and physical
examination should raise the suspicion
to make the appropriate diagnosis.
Prompt clinical diagnosis and immediate
appropriate treatment reduce morbidity
and/or mortality in this disease.
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Case Report

A 4-week-old white male was
transferred to West Virginia University
Hospital after 10 days of illness. He
became irritable at home and was
thought to have colic. Kayro syrup was
used without improvement. He became
lethargic and the mother noticed a
weak cry and decreased feeding.

This infant was admitted to an
outside facility with significant
dehydration and decreased urinary
output. The outside chart review
revealed a lethargic, weak, irritable
newborn male with flat anterior
fontanel, dry mucous membranes and
weak cry. The only neurological exam
on the chart showed hypotonia in all
extremities. He was given IV fluid and
was transferred to WVU Hospital for
progressive weakness.

On admission, the vital signs were
within normal limits as were his
complete blood cell count, urinalysis,
serum electrolytes, calcium, magnesium,
CSF and metabolic panel. Neurological
exam revealed a lethargic infant with
bilateral facial weakness, poor suck,
normal gag reflex and pupillary
responses. The motor exam showed
severe hypotonia with generalized
weakness, hypoflexia and pronounced

head lag, more than expected for hisage.

On further questioning, the mother
reported that the infant had been
constipated for one week.

Three days later, he developed
sluggish reactive pupils, worsening
weakness and areflexia. He also
developed respiratory failure which
required intubation and mechanical
ventilation. The pupillary abnormalities
with progressive flaccid extremities
raised suspicion for infantile botulism.
Stool samples were sent to the
Center for Disease Control (CDC) for
confirmation of the diagnosis.

Clinical neurophysiological studies
were performed on hospital day 3
to support the diagnosis of infantile
botulism. Sensory nerve conduction
studies (NCS) were normal. Motor
NCS revealed low compound muscle
action potential (CMAP) amplitudes in
the left median and ulnar nerves. After

high frequency stimulation (50Hz) of
the left median nerve for 10 seconds,
CMAP amplitude increased by 175%
compared to the initial response. Post-
tetanic facilitation of 125% was seen up
to 3 minutes.

One dose of botulism
immunoglobulin IV (BIG/IV) was
given 4 days after admission at the dose
of 50mg/kg body weight. Improved
tone with increased spontaneous
movements were reported 2 days after
treatment was initiated. Even though
improved suck was reported within 3
days of receiving the anti-toxin, this
infant had feeding difficulty
throughout his hospital stay which
required nasogastric feeding to remain
in place almost a month. He developed
an aspiration pneumonia which
required intubation for 7 days. His
hospitalization was also complicated by
a urinary tract infection most likely
caused by a flaccid bladder.

After extubation, a repeat NCS
revealed persistent decrease in CMAP
amplitude without a significant change
from the initial study. At low frequency
(2Hz), stimulation in left median and
ulnar nerves, decrements of 2.7% and
3.7% of CMAP amplitudes were seen
respectively. Following high frequency
stimulation of the left median nerve for
10 seconds, CMAP amplitude increased
by 125% again as compared to baseline.
Needle electromyography (EMG) study
was normal.

The infant continued to improve
daily. At the time of discharge, he was
alert and awake, with improved suck,
normal pupillary response, increased
spontaneous movement and normal
deep tendon reflexes. His stool sample
was positive for Type B botulism toxin.

Discussion

Infantile botulism is the most
common form of botulism in the
developed world when compared to
food-borne and wound botulism (1).
Infantile botulism was first recognized
and described in 1876 and is
characterized by acute weakness in
infants caused by gastrointestinal (Gl)
colonization with C. botulinum and



release of the toxin into the Gl tract (2,3).
In 1897, Van Ermengen described the
first case of food-borne botulism from
ingestion of preformed toxin (3,4).

The age of onset of infantile
botulism ranges between 1 week
to 18 months, with more than 90%
of infants younger than 6 months
at presentation (5). In the U.S. ,
cases of infantile botulism cluster in
certain areas: California, Utah and
Southeastern Pennsylvania where
the spores are found in soil. Soil and
exposure to honey are, indeed, the two
well recognized sources of sporesin
botulism (5,6). Each year about 70- 75
new cases of infantile botulism are
reported in the U.S. (7). In our patient,
we suspected the kayro syrup to be
the causative agent for symptoms. The
syrup was tested by CDC and found to
be negative for spores of C. botulism.

After absorption, the toxin is carried
to the neuromuscular junctions where it
binds to the axon terminal of cholinergic
motor neurons. It is then internalized
and cleaves the proteins necessary for
docking and fusion of synaptic vesicles
to the inside of the pre-synaptic
membrane. Seven neurotoxins
designated A-G are produced by the
bacteria C. botulinum, which cleave
one or more of the 3 SNARE protein
complex (synaptobrevin or VAMP,
synaptosomal associated protein of
25kDa or SNAP-25 and syntaxin). Most
cases of human botulism have been
associated with types A, B, E and F (5).
In type A and E, the protein SNAP-25 is
cleaved (7). The type B, D, F and G are
associated with protein VAMP (7).
Type C acts on SNAP-25 and syntaxin
(7). There is an inability to release
guanta of acetylcholine into the
neuromuscular junction from the pre-
synaptic terminal leading to the typical
clinical features of botulism.

The manifestations of infantile
botulism are usually acute or subacute
in nature with constipation often
preceding the weakness. The weakness
is characterized by weak cry, poor suck,
decreased oral intake and decreased
activity. The weakness progresses
in a descending pattern. Physical
examination generally shows hypotonia
with weakness in extremities, poor
head control, ptosis, dilated and
sluggish or fixed pupils, depressed gag
reflex or sucking, reduced or absent
deep tendon reflexes and respiratory
distress occasionally needing
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ventilatory support. Hypotension,
neurogenic bladder, constipation and
other autonomic disturbances can occur
early in the disease process.

In addition to clinical examination,
neurophysiological testing provides
a very useful tool in diagnosing
botulism. The sensory NCS are normal.
Motor NCS may reveal small CMAP
depending on the severity of the
disease. Repetitive nerve stimulations
can help to distinguish between
a pre-synaptic and post-synaptic
neuromuscular transmission defect.
With low frequency (2-3Hz) repetitive
stimulations, a decremental response
is seen in both pre and post-synaptic
neuromuscular junction (NMJ) defects.
With pre-synaptic NMJ defects,
Lambert-Eaton myasthenic syndrome
(LEMS) and botulism, the CMAP
dramatically increases when the subject
is asked to exercise for 10-15 seconds
or given high frequency repetitive
stimulations (40-50Hz). In LEMS, often
an amplitude difference of 200%-600%
higher than the initial CMAP response
is seen post-exercise, secondary to an
increase concentration of calcium in the
presynaptic terminal which enhances
the release of neurotransmitter,
acetylcholine. In botulism, with high
frequency repetitive stimulations, an
increment of 125-200% is usually seen.
This increment is usually lower than
seen in cases of LEMS.

Another important feature on
neurophysiological testing that can
help distinguish between other
presynaptic NMJ defects and botulism
is the duration of post-tetanic
facilitation. Usually post-tetanic
facilitation lasts for about 30 seconds. In
infantile botulism, post-tetanic
facilitation can persists for many
minutes (8). This finding is rare and
unique for cases of infantile botulism.

The diagnosis of infantile
hypotonia can be extensive. It includes
electrolyte disorders, (hyponatremia,
hypokalemia, hyperkalemina,
hypomagnesemia, hypermagnesemia,
hypocalcemia and hypercalcemia),
inborn errors of metabolism (disorders
of the urea cycle or organic acid
metabolism), infantile GBS, infantile
myasthenia gravis (MG) and infantile
spinal muscular atrophy (SMA). The
CSF in botulism is normal which helps
to differentiate it from GBS.

Management includes mechanical
ventilation, tube feeding and intermittent
Foley catheterization. Botulism

immunoglobulin (Baby-BIG), a human-
derived antitoxin was approved by the
FDA for use in infant botulism in 2003
(7). An erythematous rash is the most
common side effect (7). Baby-BIG
shortens the course of the disease as
measured by the duration of ventilation,
hospitalization and tube feeding (1,3,9).
It should be given as soon as the disease
is suspected without waiting for the
results of stool sample. The trivalent
equine immunoglobulin to toxin types
A, B and E, the current adult treatment,
is not generally recommended for
infantile botulism (1,7,10). The antitoxin
does not inactivate the toxin that is
already bound to the nerve terminals
(11). Mortality rates are around 3% to
5% in hospitalized patients (5,7). This
disease is self limiting and most infants
usually recover completely with good
supportive care.

Conclusion

It is importance to recognize the
distinct clinical features of infantile
botulism (constipation, hypotonia,
pupillary abnormalities) to provide
early appropriate treatment (antitoxin
and supportive care) even before
obtaining test results. This could reduce
morbidity and mortality associated
with the disease. Neurophysiological
testing can help support a clinical
suspicion with confirmation of
diagnosis by stool samples.
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General News

Mid-Winter Conference Set for January 26-28

The WVSMA is encouraging members and their office
staff to attend the WVSMA'’s Annual Business Meeting and
Conference, January 26-28. There is no registration fee to
attend this weekend event, which will feature the election
of the 2007-08 officers, actions on policy resolutions, a
discussion of the legislative agenda, the annual Thomas L.
Harris and Edmund B. Flink Addresses, clinical CME eligible
presentations, a special advanced E & M documentation
program, and a risk management presentation.

Events will begin on Friday evening with the West
Virginia Medical Foundation Board Meeting at 4:30 p.m. and
the WVSMA Council Meeting and Dinner at 6 p.m.

On Saturday morning, delegate registration will start at
8:30 a.m. and then the First Session of the WVSMA House of
Delegates will convene at 9 a.m. with a report by WVSMA
President Joseph B. Selby, M.D. Following Dr. Selby’s report,
Stephen McNatt, M.D., will present the Thomas L. Harris
Address. At 11:30 a.m., a Lunch and Learn will be conducted
for all physicians, staff and exhibitors. This Lunch and Learn
is titled, “Statehouse Report: Healthcare Issues in the ZB85&ion.”
Also beginning at 11:30 a.m., will be an open meeting of the
Resolutions Committee and a meeting of the Mountain State
Blue Cross Blue Shield Physician Advisory Committee.

From 1:30 p.m. - 4:30 p.m., a seminar will be conducted by
the WVSMA's Physician Practice Advocate Barbara Good
concerning advanced E & M documentation. At 5 p.m. a
reception will take place and then a risk management seminar
will be hosted by West Virginia Mutual Insurance Company.
This seminar is titled, “Disclosing Unanticipated Outcomesnd
Medical Errors — Grand Rounds

Sunday’s agenda will begin at 8 a.m. with delegate voting
for the 2007-2008 officers and then the Second Session of the
WVSMA House of Delegates will convene. During this
sesssion, Cathrin Buetefisch, M.D., will deliver the Edmund
B. Flink Address, and reports will be given regarding the
West Virginia Medical Foundation, the West Virginia Medical
Insurance Agency, the Constitution and Bylaws, and the
actions taken upon the resolutions presented on Saturday.
Immediately following the Second Session of the House of
Delegates, the Medical Education Committee will meet.

Complete registration and CME information about the
WVSMA'’s Annual Business Meeting and Conference will
soon be sent to all WWSMA members and posted on the
WVSMA website at www.wvsma.com.

AMA Presents Meritorious Achievement Award to
WVSMA Executive Director Evan Jenkins

The American Medical Association
presented West Virginia State Medical
Association Executive Director Evan H.
Jenkins with its Medical Executive Meritorious
Achievement Award on November 11 during
the opening session of the AMA's Interim
Meeting in Las Vegas. The Medical Executive
Meritorious Achievement Award is presented
to a medical executive who has provided exemplary and
exceptional service beyond the normal scope of their duties
that supports physicians in caring for their patients.

“Evan Jenkins’ dedication to the physicians and patients
of West Virginia made him a stand-out candidate for this
award, and | am honored to spotlight his work to improve
health care in West Virginia,” said AMA Board Chair Cecil B.
Wilson, M.D.

Since becoming Executive Director of the West Virginia
State Medical Association in 1999, Jenkins has overseen a
period of strong membership and revenue growth for the
organization, establishing the organization as the “voice
of medicine” in the state. Jenkins was also instrumental
in organizing a statewide grassroots effort to promote the
passage of nationally recognized medical liability reform in
the state, averting an access to health care crisis for patients.
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Jenkins has a strong record of public and non-profit
service dedicated to improving the health of West Virginia.
He played a key role in the passage of a newborn hearing
screening law, one of the first of its kind nationwide. He was
instrumental with Helen Matheny in the creation of the West
Virginia Medical Foundation, which works exclusively on
health promotion issues such as tobacco prevention, obesity
and implementation of electronic medical record technology.
He also established with Steve Brown the West Virginia
Medical Insurance Agency, which has become one of the
largest medical professional liability insurance agencies in
West Virginia.

“By working to improve public health, growing the
effectiveness of the state medical society, and stabilizing the
litigious climate in which physicians practice medicine, Evan
Jenkins has made a considerable contribution to improving
West Virginia health care,” said Dr. Wilson.

Jenkins, who is also a West Virginia State Senator, was
unable to accept the award in person due to a conflict with
his legislative duties. WVSMA President Joseph Selby, M.D.,
accepted the award on his behalf.



WVSMA Keeps Fighting to New Physician Practice Advocate
Protect Medical Liability Reform Position Created at WWSMA

While the legislative efforts in recent years have helped Barbara Good has recently joined the WVSMA staff as the
weed out meritless lawsuits and bring a turnaround to Physician Practice Advocate. In her new position, Barbara
skyrocketing medical liability insurance rates, the WVSMA will be working with insurance payors, both government
is continuing the fight to preserve what we have worked and commercial, to assist physician practices in resolving
so hard to achieve. The battleground has moved from the reimbursement issues and other economic concerns. She will
Statehouse to the Courthouse as the trial lawyers continue also be coordinating educational opportunities for physicians
to challenge our medical liability reforms in the judicial and their office staffs, helping to ensure that our medical
system. The latest challenge involves a petition to the State practices are current with any policy and procedure changes
Supreme Court asking the Court to rule unconstitutional the that carriers may make.
$1 million non-economic damages cap that was put into place Barbara brings with her a wealth of knowledge in
almost 20 years ago. (The Legislature in 2003 reduced the healthcare and physician advocacy. She has worked in
non-economic damages cap to $250,000. The case on appeal physician relations, network management, managed care and
involves the former $1 million cap. If ruled unconstitutional, pharmaceutical sales. She will be a great asset to the WVSMA.
the decision would also impact the more recent $250,000 cap.)  Many of you may know Barbara or have worked with her
Even though our state’s highest court has twice ruled the cap in the past. If you have payor or practice issues, feel free to
constitutional, that hasn’t stopped another challenge from contact her directly at the WVSMA office, 925-0342, ext. 11, or
being filed with the hope that the Supreme Court Justices via her e-mail address Barbara@wvsma.com.

may decide differently on the constitutionality issue.

The WVSMA is once again weighing in on behalf of the . .
physician community and funding the preparation and filing Health Care AUthO”ty ReStrICtS

of an amicus brief with the Supreme Court. It is important EXpanSion Of CT Scanners in State

that the Court hear from the medical community on the
importance of maintaining the reforms that have been put in
place. We think it is also important that we remind the Court
that the reforms are working. Lawsuits are down, record
numbers of new physicians are seeking licensure in the state
and access to quality patient care is improving.

In May, the Health Care Authority simultaneously
instituted a 180-day moratorium on the purchase of any CT
scanners in state and filed emergency rules which would
make any purchase of a CT scanner by a physician office
or hospital automatically reviewable for certificate of need
(CON). This would only apply to new purchases of CT

. : scanners not replacement or upgrades of existing scanners.
PhySICIanS Encouraged to ‘JOIn Those rules came before the Legislative Rule-Making
Legislative Com m ittee Review Committee this month for initial approval. The

committee approved the rules on December 11 and they will
now be introduced as legislation this session to be placed
permanently in effect.

The WVSMA filed a letter objecting to the emergency
rules and has engaged in deliberations with the Health Care
Authority for modification. The rules not only place CT
scanners under CON, but also modify the definition of a
“diagnostic center” to make it more difficult for a physician
office to offer diagnostic services and purchase diagnostic
equipment without undergoing the CON process.

The American College of Cardiology, the WV Academy
of Otolaryngology and the WV Orthopedic Society have
each weighed in to the Health Care Authority with concerns
regarding the impact of the rules on the ability for private
physician offices to expand diagnostic services to their
patients. Conversely, some radiologists have expressed
their concern over the proliferation of CT scanners and the
effects upon hospitals, especially smaller hospitals.

The moratorium has recently expired and so the
emergency rule is currently in effect and will be through
the duration of the legislative session. Any physician
office wishing to add CT scanner services in their office
must now file a CON. If the rules pass as approved by the
Legislative Rule-Making Review Committee they will become
permanent.

The Legislative Committee has
been busy at work over the past
few months discussing a number of
policy issues that are likely to come
before the Legislature during their
60-day session, which will convene on
Wednesday, Jan. 10.

Some of the issues the Committee
has been discussing are the creation
of a physician health program for
impaired physicians, repeal of the tax

on pharmaceuticals administered in office and Health Care
Authority CON rules on CT scanners and diagnostic centers.
Other issues that are expected to come before the Legislature
include: increasing the tax on tobacco, E-prescribing enabling
legislation and rules for pharmacist collaborative practice.

The Committee meets the third Wednesday of each month
and every other Wednesday during the legislative session.
The next meeting is scheduled for January 17. WVSMA
physician members are invited to join the committee.

Please contact Amy Tolliver for more information at
amy@wvsma.com or (304) 925-0342, ext. 25.
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New WVSMA Members

We would like to welcome the following physicians and medical students to the WVSMA:

Cabell County Med. Society

James Jensen, MD
Laura Duncan, MD

William Hall, Jr., MD
James Day, MD

Eastern Panhandle Med. Society

Stacey Anderson, MD

Kanawha Co. Med. Society

Luis Bracero, MD
Alvin Castillo, MD
John Pierson, MD
Sherri Young, MD

Marion County Med. Society

Shanmuga Santhi, MD

Monongalia Co. Med. Society

Rebecca Burbridge, MD
Michael Craig, MD
John Hancox, MD
Jennifer Knight, MD
Matthew Loos, MD
Patricia Malone, MD
Jason Oreskovich, MD
Shane Parmer, MD
Kevin Tveter, MD

David Wilks, MD

Ohio Co. Medical Society

Wayne Wheeler, MD
Stephen Wilson, MD

Shreveport, Louisiana

Justin Venable, MD

West Virginia University School

of Medicine

John Adams
Joseph Adongay
Simon Amsdell
Mirza Baig

James Bardes
Brianna Bender
Lauren Bigley
Brianne Bonham
Seth Bradley
Scott Caldwell
Ryan Carr

Megan Cecchini
Benny Chong
Derek Clark
Christopher Cooper
Christopher Deskins
Joseph Donahue
Adam Farris
James Field
Roopan Fischer
Muhammad Ghabra
Scott Gilchrist
Warren Grace Il
Michael Hagar
John Hagedron Il
Gregory Hale
Nathan Harper
Bryan Hendren
Ashley Hildebrand
Isaac Hurst
Matthew Joseph
Joy Juskowich
Sarah Kadhim
Nicholas Kalathas

E-mail Addresses Needed!

If you attended the Healthcare Summit at The Greenbrier, you heard that WVSMA now has hew
capabilities of getting information to you even faster. In order to send you alerts, though, we need to ensure
that we have the correct e-mail addresses in our system. If you've not been receiving e-mail “blasts” from
WVSMA, we may not have your address. Please make sure we have your most recent e-mail address. You
may either send us an e-mail with your new address to Mona@wvsma.com or include it when you pay your

association dues.

Help WVSMA keep you up to date on the latest healthcare issues!

24 West Virginia Medical Journal

Snee Katragadda
Brian Kellermeyer
Ryan Kennedy
Paul Khalil

Mark Knestrick Jr.
Christy Ku
Ashley Latos
Jennifer Leidy
Joshua Lewis
Allison Lowe
Bethany Morris
Samuel Morris
Tad Nair

Aaron Nelson
Alex Ng

Nicholas Phillips
Ashley Rawson
Jesse Richards
Jeffrey Richmond
Michael Ruffolo
Andrew Schmitt
Patricia Shaw
Erica Smith

Mark Smith
Krista Stoops
Jeremy Toff3e
Wesley Vosburg
Jeremie Walker
Kevin Walsh
Lauren Westfall
Luanne Yang
Sarah Zirkle



For information about making a contribution to the Foundation,
please call (304) 925-0342, ext. 13.



Bureau for Public Health News

Extend Flu Vaccination Season This Year

At this time of year, people begin to spread holiday
cheer — and seasonal influenza.

Manufacturers have promised record quantities —
more than 100 million doses — of vaccine for the 2006-07
flu season. The vaccine is not being delivered all at once,
but in stages. As a result, many providers are receiving
portions of their flu vaccine orders later in the season than
usual.

Vaccine manufacturers attributed the delay in part to
lower than expected production yields of a slow-growing
strain of one of the viruses in the 2006-2007 formulation.
That problem has reportedly now been overcome.

By the end of October, West Virginia Department of
Health and Human Resources (WVDHHR) Immunization
Program received 10 percent of its flu vaccine order for
the year. Throughout November, more vaccine has been
delivered and is in the process of being shipped out. The
Immunization Program distributes vaccine to local health
departments and more than 300 private providers enrolled
in the federal Vaccines for Children Program.

“Later” Is Still In Time

Traditionally, demand for vaccine peaks in October
and November and declines rapidly after Thanksgiving.
Late season stocks of flu vaccine often go unused. Yet flu
season can run as late as May. In 2006, reported flu cases
in West Virginia peaked in March.

Although October and November remain the optimal
time to get flu vaccinations, flu shots in December and
later still provide beneficial protection. The Centers
for Disease Control (CDC) is promoting late season
vaccinations and is encouraging the public to seek — and
vaccine providers to offer — flu vaccinations in December,
January and beyond.
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Vulnerable groups

Each year, more than 200,000 Americans are
hospitalized because of flu, according to figures from the
Centers for Disease Control (CDC). Flu-related illnesses
kill 36,000 Americans every year.

In previous years, The Advisory Committee on
Immunization Practices (ACIP) recommended influenza
vaccine for healthy children 6 to 23 months of age, as well
as their household contacts and out-of-home caregivers.
ACIP expanded its recommendations for 2006-2007 to
include healthy children aged 6 months to 59 months, plus
their household contacts and out-of-home caregivers. The
list of target populations for vaccination now includes:

e All children 6 months to 59 months of age
e Pregnant women
e People 50 years and older

e Those with certain chronic illnesses such as heart
conditions or weakened immune system

*  People such as health care workers who live with
or care for persons at high risk

For more information on the flu and flu vaccine,
contact the local health department in your county or the
West Virginia Immunization Program at (304) 558-2188
or toll-free in West Virginia at (800) 642-3634. Or log onto
the WVYDHHR Immunization Program web site at www.
wvdhhr.org/Immunizations.






Robert C. Byrd Health
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of West Virginia University News

WVUH Trauma Chief
Assists Military

Larry Roberts, M.D., director of the
Jon Michael Moore Trauma Center at
WVUH, spent two weeks in November
at the Landstuhl Regional Medical
Center in Germany. While there,
Roberts provided his assistance to the
U.S. military medical team that treats
seriously injured soldiers evacuated
from Iraq and Afghanistan.

Dr. Roberts was selected as a senior
visiting surgeon in combat trauma care
by the American Association for the
Surgery of Trauma, the major medical
specialty organization for trauma care.
He joined WVU in 2004 after a 24-year
career as a U.S. Navy trauma specialist.

During his tour as a visiting
surgeon, Roberts participated in daily
rounds, operative cases and bedside
patient care, including meeting soldiers
as they arrived at the hospital from the
combat zone. He also participated in
case conferences and regular surgical
meetings, and worked with younger
military staff surgeons both to share
skills and to assist them in future
professional career development.

“My experience was eye-opening,
and | can only congratulate and
admire those who care for the injured
soldier, sailor and marine every day,”
Roberts said. “There have been over
20,000 Americans injured in Operation
Enduring Freedom and Operation Iraqi
Freedom and | saw massive injuries
that in previous wars would not have
been survivable. Today, the casualties
get multiple operations and treatments
in Irag, Afghanistan and in Germany
and are back in a U.S. hospital
within five days. That's an incredible
accomplishment.”

Landstuhl is the military’s lead
facility in Europe, and is the first stop
for all wounded and ill soldiers who are
evacuated from Iraq and Afghanistan.
The medical center is operated by the
U.S. Army with medical staff provided
by the Army, Air Force and Navy.
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WVU Hosts Italian
Health Professionals

A group of health professionals
from San Giovanni in Fiore, Italy,
traveled to WVU recently to visit with
WVU physicians and students as part
of the School of Medicine’s International
Health Program. Robert M. D’Alessandri,
M.D., WVU vice president of health
sciences, signed an affiliation
agreement with Dr. Thomas Schael,
director general of Azienda Sanitaria
Locale N. 5.

The affiliation agreement is
sponsored by the Audia Caring
Heritage Association’s West Virginia
and Pennsylvania Chapters, through
the administration of the WVU
International Health Program (IHP).
The IHP is led by Melanie Fisher, M.D.,
and it is composed of faculty, students
and staff who are interested in global
health. The program provides
opportunities for WVU students to have
rotations in medicine and public health
in a variety of international settings.

In April 2006, WVU medical
students went to San Giovanni to
observe patients in clinics and hospitals
for a one-month clinical elective. They
were accompanied by Renee Saggio
Moore, M.D., WVU professor of
pediatrics, and Carolyn Peluso-Atkins,
Ed.D., professor in speech pathology
and audiology, for two-week periods.
The Italian group visiting WVU
consists of a nephrologist, vascular
surgeon, radiology technician, dialysis
technician and Schael.

Horn Named
Associate Director of
MBR Cancer Center

Kimberly Horn, Ed.D., has been
named associate director of population
health research at the Mary Babb
Randolph Cancer Center. John E.
Prescott, M.D., dean of the WVU School

of Medicine and interim director of
the Cancer Center announced the
appointment.

Population research investigates
how cancer affects the general
population, identifies its causes, and
establishes effective prevention and
treatment programs to benefit the
population. In leading the new division,
Dr. Horn will focus on tobacco research
and its role in lung and other cancers.

“This type of research is critical
to West Virginia,” Horn said. “Lung
cancer is the leading cause of cancer
deaths in the state and we have one of
the highest smoking rates in the nation.
Our new population health division
will conduct research that helps people
lead healthier lives and reduce their
risk for cancer.”

Dr. Horn, educational psychologist
and associate professor of community
medicine, received her doctorate at
WVU. She was the founding director of
the Office of Drug Abuse Intervention
Studies (ODIAS) serving in that
capacity from 1998 through 2006. Horn
also serves as the co-director of the
Prevention Research Center, funded
by the Centers for Disease Control. She
has extensive experience in tobacco
and drug intervention trials in school,
community and clinic settings, with a
focus on under-served populations.

“We are very excited to have Dr.
Horn join the Cancer Center,” said Dan
Flynn, Ph.D., deputy director. “She
brings great expertise to population
based research and has been highly
successful in developing trials and
community-based programs to help
people quit smoking.”

A nationally known expert in her
field, Horn’s research has impacted
practice and policy at the state, national
and international levels. She developed
the Not-On-Tobacco (N-O-T) program,
which was adopted by the American
Lung Association, and is used
throughout the U.S and Europe to help
teens stop smoking. The program has
reached nearly 150,000 teens, with one
in five quitting smoking.
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TO PRACTICE INSURANCE.
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classes like clinical epidemiology, neurology and radiology so you could practice medicine? Todayes “nancially driven managed
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more information, please visit our website at AIRFORCE.COM or give us a call at 1-800-423-USAF.




Marshall University Joan C. Edwards
ool of o

Tobacco Cessation
Provider Training
Sessions Scheduled

Upcoming training
sessions around the state
will arm healthcare
providers with stronger
ammunition to fight the
tobacco problem, says
Dr. Lynne Goebel, who
with MU pulmonologist
Imran Khawaja, M.D.,
and Charleston nurse
practitioner Kimberly
Ashcraft, C-FNP, will
present sessions in five
cities between January
and March.

The training involves
incorporating guidelines
into daily practice to make
it easier to identify and counsel tobacco
users, teaching physicians to use
motivational interviewing techniques,
and addressing reimbursement for the
time necessaryto do these things for
patients, Dr. Goebel said.

Training sessions for all providers
will be offered from Jan. 25 in
Williamson (6-8 p.m.), Feb. 20 in
Weirton (6-8 p.m.), March 17 in Beckley
(9 a.m.-noon) and March 22 in Logan
(6-8 p.m.). A session limited to dental
hygienists also will be offered Jan. 27 in
the Clarksburg area.

“At present, 6% of patients will quit
on the advice of their physicians,”
Goebel said. “We seek to improve this
number by training physicians to
counsel their patients more effectively
and educating them about the
pharmacotherapy of nicotine addiction.”

The training will help providers
address the needs of smokers who are
ready to quit, as well as those who
require motivation to reach that stage
of readiness.

“More people are quitting smoking
due to concerns about finances, with
the cost of tobacco products increasing,
and the inability to smoke indoors,”
Goebel said. “I suspect that the people
who are still smoking are particularly
hard to get to quit since these two

Goebel

Khawaja
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pressures have not affected them.
Everyone who uses tobacco is aware of
the healthcare concerns of tobacco use —
there are warnings right on the package —
and either chooses to ignore it orworries
about it but doesn’t make a move to do
anything about it.”

The training sessions are made
possible by a grant from the WV Dept.
of Health and Human Resources
Division of Tobacco Prevention.

In addition to Goebel, investigators
on the grant include Dr. Shirley Neitch
and Dr. Todd Gress, both of Marshall.
Using surveys taken before training,
immediately after training and 3
months post-training, the investigators
will look at whether the sessions affect
the knowledge, attitudes, and practices
of participating physicians.

More information, including a
printable registration form, is available
at http://musom.marshall.edu/cme/
scpt.htm. Details are also available for
the Williamson and Logan training
from Sheila McCallister at 691-1064, for
the Weirton training from Stephanie
Wendell at 797-6134, and for the
Beckley training from Rose Romero at
255-6341.

First Phase of No
Tobacco Use Plan
Being Implemented

The Marshall Medical Center, Cabell
Huntington Hospital and St. Mary’s
Hospital are jointly implementing a
two-phase plan to prohibit all use of
tobacco products on their campuses by
next year's Great American Smokeout.

By March 30, smoking on all
campuses will be limited to designated
smoking kiosks located a safe distance
from all facility entrances. On Nov. 15,
those kiosks will be removed and use of
all tobacco products, including
smokeless tobacco, will be prohibited
on the facilities’ campuses.

“Smoking is the most preventable
cause of premature death in the world,”
said Charles H. McKown Jr., M.D., vice
president and dean of the School of
Medicine. “In light of the Surgeon
General’s report that there is no safe

level of secondhand smoke, it is clear
that we must take this step to make our
campuses healthier for our patients,
visitors, employees and physicians.”

New Treatment
Offered at Edwards
Cancer Center

The Edwards
Comprehensive
Cancer Center has
been approved to
provide a new
treatment option for
certain breast cancer
patients who need
radiation therapy
after lumpectomy.

Dr. Shawn McKinney of Marshall’s
Department of Surgery said the center
has been approved to use the
MammoSite Radiation Therapy System
in select cases for people who qualify.

MammosSite is a means of providing
partial breast irradiation through
brachytherapy. “It uses a balloon
catheter to place radiation at the tumor
site and results in much shorter
radiation,” she said.

The MammosSite system uses a
balloon catheter that can be placed at
the time of lumpectomy or up to 10
weeks post-surgery. During therapy, a
radioactive seed is inserted into the
inflated balloon, usually for about 10
minutes. A typical treatment regimen
might be two treatments per day for up
to 5 days.

By placing the radiation source
inside the lumpectomy cavity, near the
area where cancer is most likely to
recur, the procedure limits the amount
of radiation to healthy tissue. Published
research indicates cosmetic results have
been good or excellent in 88 percent of
patients, and the company said patient
satisfaction has been “overwhelmingly
positive.”

The company said partial breast
irradiation is most appropriate for
patients who have early-stage breast
cancer with tumors 3 cm in size.

McKinney
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West Virginia School of Osteopathic

Medicine News

WVSOM Welcomes Nine New Faculty Members

Julia Ellison, D.O. , has
been hired as an assistant
professor of family practice
in the Clinical Sciences Div.
Dr. Ellison teaches and helps

coordinate the Clinical Skills course for
first and second-year students. In
addition, she will also maintain a
family medicine practice at the Robert
C. Byrd Clinic and Greenbrier Valley

Medical Center. She has a B.S. degree in

biomedical science from the University
of South Alabama in Mobile, Ala.

Dr. Ellison earned her osteopathic
medical degree from WVSOM. Prior to
accepting her position at WVSOM, she
worked as a physician with Rubenstein
and Duffy Family Physicians of Mobile.

Kathy Gunter, D.O. ,
has joined the faculty as an
assistant professor of family
practice in the Clinical
Sciences Div. Dr. Gunter is

responsible for teaching clinical skills 1,
ACLS, endocrine system, and CV system
to first and second-year students. She
will serve as the faculty advisor for the
endocrine system and will help

facilitate PBL courses. She willalso
maintain a family medicine practice at
the Robert C. Byrd Clinic and the
Greenbrier Valley Medical Center.

Dr. Gunter has a B.A. degree in
biology from WVU and an osteopathic
medical degree from WVSOM. Prior to
accepting her position at WVSOM, she
was the osteopathic family medicine
residency program director for Carilion
in Roanoke, Va., and also served as
assistant professor of clinical family
medicine at Edward Via College of
Osteopathic Medicine in Blacksburg, Va.,
She is a native of Meadow Bridge.

Mary Hamra, Ph.D. , has
been hired as a professor of
physiology in the
Functional Biology Dept.

Dr. Hamra is responsible
for teaching physiology to first and
second-year students. She also has
interests in public health research in the
field of HIV/AIDS. She has a B.S.
degree in special education and a
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master’s of education degree in history
and philosophy of education from the
University of Oklahoma in Norman, Okla.
Dr. Hamra earned her doctorate
degree in physiology and biophysics
from the University of Oklahoma Health
Center Sciences Center in Oklahoma
City. She also has a master’s of public
health degree from the University of
Texas School of Public Health in
Houston, Texas. Prior to accepting her
position at WVSOM, she performed
cardiac electrophysiology research and
taught physiology to first-year medical
students at the Baylor College of
Medicine in Houston. She also

conducted HIV/AIDS research in Kenya.

Jandy Hanna, Ph.D.,
is the new assistant
professor of anatomy in the
Structural Biology Dept.
Dr. Hanna will teach the

anatomy course to first-year medical
students and pursue research on the
musculoskeletal system. She hasa
B.S. degree in anthropology and a BA.
degree in biology from Kent State
University in Kent, Ohio.

Dr. Hanna completed her doctorate
degree in biological anthropology and
anatomy at Duke University prior to
accepting her position with WVSOM.
She is a member of the American
Association of Physical Anthropology,
the Society for Integrative and
Comparative Biology, and Sigma Xi.

Donna Hermey, Ph.D. ,
is teaching the anatomy
course in her role as a
professor of anatomy in the
Structural Biology Dept.

She is a native of New Jersey who
earned her degrees from Muhlenberg
College in Allentown, Pa.

Prior to accepting her teaching
position at WVSOM, Dr. Hermey
taught anatomy and neuroanatomy for
10 years at NOVA Southeastern
University in Ft. Lauderdale, Fla. Dr.
Hermey is a member of the American
Association of Clinical Anatomists, and
the American Society for Bone and
Mineral Research.

James Kribs, D.O., is
the new assistant professor
of osteopathic principles &
practice in the OP & P Dept.
Dr. Kribs will teach and

train first and second-year medical
students in musculoskeletal medicine
and osteopathic manipulation. In
addition, he will maintain a practice at
the Robert C. Byrd Clinic focusing on
non-surgical orthopedics, interventional
pain management, exerciseprescription,
and osteopathic manipulation.

Dr. Kribs graduated with a B.A.
degree in economics from Michigan
State University in East Lansing, Mich.
He earned his doctor of osteopathic
medicine degree from Michigan State
University College of Osteopathic
Medicine in East Lansing. Prior to
accepting his teaching position at
WVSOM, Kribs practiced medicine at
Northeast Regional Medical Center in
Kirksville, Mo.

To Shan Li, D.O ., has
been hired as an assistant
professor of osteopathic
principles & practice. He
will also maintain an

osteopathic manipulative medicine
practice at the Robert C. Byrd Clinic.
Dr. Li is a native of New York and
attended Cornell University in Ithaca,
N.Y, earning a degree in biology. He
later graduated from the Philadelphia
College of Osteopathic Medicine in
Philadelphia, Pa.

Prior to accepting a teaching
position at WVSOM, Li was a family
medicine and urgent care physician in
Binghamton, N.Y. He is a member of
the American Osteopathic Association,
the American Academy of Osteopathy,
and the Cranial Academy.

Rebecca Pratt, Ph.D,
has been hired as assistant
professor of histology in
the Structural Biology Dept.
Dr. Pratt teaches anatomy

and serves as the course director of
histology for first-year medical students.
She has B.S. degrees in zoology and
botany from Michigan State University



in East Lansing, Mich. She earned her
master of science degree in marine
biology from the University of Charleston
in Charleston, S.C., and completed her
doctorate degree in anatomy and
oncology/cell biology from Purdue
University in West Lafayette, Ind.

Prior to accepting her position at
WVSOM, she was employed as an
assistant professor of biomedical
sciences at Grand Valley State
University in Grand Rapids, Mich.,
where she coached the GVSU crew
team. She is a member of the American
Association of Anatomists, the American
Association of Clinical Anatomists, and
the Greenbrier Valley Chorale.

Jeanne Wahl, D.O., has
joined the faculty as an
assistant professor of
family practice in the
Clinical Sciences Division.

Dr. Wabhl is responsible for teaching
and precepting first and second-year
students in the study of family
medicine. She attended Bluefield State
College and has an associate degree in
nursing from the State University of
New York in Stony Brook, N.Y. She
earned her osteopathic medical degree
from WVSOM.

Prior to accepting her position at
WVSOM, Dr. Wahl completed her
residency in family practice at St. Luke’s
Hospital in Allentown, Pa. She is a native
of Bay Shore, N.Y., and she and her
husband, Ernst, who is a software
program engineer consultant, have six
children. Four of their children are in the
U.S. Armed Services, one is in law school,
and they have a daughter at home.

Dr. Wahl is a member of the
American College of Osteopathic
Family Physicians, the American
Osteopathic Association, and the
American Academy of Osteopathy.

OPTI Receives 5-Year
Accreditation

The Mountain State Osteopathic
Postdoctoral Training Institutions
(OPTI), an osteopathic graduate
medical education training consortium
located at WVSOM, has received a five
year accreditation.

“It's quite an achievement,” says
Dean Dr. Michael Adelman. “Our
OPTl is one of the first OPTI programs
in the nation to receive the maximum
accreditation.”

WVSOM Loan Default
Rate at Zero Percent
for 8th Straight Year

For the last eight years, no WVSOM
graduates have defaulted on repaying
their federal federal financial aid loans.

According to a report from the
U.S. Dept. of Education, none of the
federal loan borrowers at WVSOM are
in default on their loan payments — the
eighth consecutive year at zero percent.
“It is simply outstanding that WVSOM
has gone eight straight years with all
of our students meeting their loan
obligations,” said WVSOM President
Olen Jones, Ph.D.

“The zero percent loan default
rate can be attributed to exceptional
leadership of our Financial Aid Office
and the cooperation and diligence of
our graduates,” notes Dr. Jones.

The “Cohort Default Rate History”
report shows a 0% average for WWSOM
graduates from 1997-2004. In total, the
report examines 538 students over eight
years. This year’s report reflects data
from the 71 students who graduated
from WVSOM in 2004.

OFFICE MANAGI
OF HEALTHCARE

www.officemanagersas

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.
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WESPAC would like to extend a very special Thank You to all the WVSMA physician, resident,
and medical students members and WVSMA Alliance members who contributed to WESPAC during
the 2006 Primary and General Election cycles. The following is a listing of each donor’s aggregate
contributions received between March 27, 2005 and November 8, 2006. During this time, WESPAC
raised over $103,000.

Maximum Level Contributors ($2,000)

We would like to give special recognition to the following physicians who donated at the maximum
level in both the Primary and General election cycles.

Robert F. Dundervill 1ll, MD David J. Hunt, MD Michael P. Varley, MD
Michael O. Fidler, MD Dana Olson, MD David L. Waxman, MD
R. Mark Hat beld, MD Phillip R. Stevens, MD
Chairman’s Club Plus (> $1.000) Shiv U. Navada, MD Prasadarao Mukkamala, MD
Ahmet H. Ozturk, MD Ross S. Oliver Jr., MD
- Friday G. Simpson, MD Joseph B. Selby, MD
Eerszk .I—||.(AE)nd(r3e'|||n|, MD MD Charles F. Whitaker IIl, MD Paul E. Van Dyke, MD
Dre srg " 'I\j;p'e' Shirley Whitaker John A. Wade Jr., MD
T:(\a/l)dor.e :Sjr;lckson MD R Austin Wallace, MD
: ' i Stephen J. Wetmore, MD
William R. Post, MD Extra Miler Plus (> $500) Mok . White. MD
Elizabeth L. Spangler, MD Joby L. Joseph, MD

Edward F. Arnett, MD

Terry Waxman )
Greenbrier D. Almond, MD

James L. Bryant Il, MD Extra Miler ($500
Chairman’s Club ($1.000) Gina R. Busch, MD

Domingo T. Chua, MD David A. Bowman, MD
M. David Avington, MD Marion H. Drews, MD Ronald E. Cordell, MD
James P. Clark, Il MD Terry L. Elliott, MD Hans G. Dransfeld, MD
James L. Comerci, MD Danilo J. Gervacio, MD Charles D. Francis, MD
Patrick P. Dugan, MD William L. Harris, MD Frank C. Gyimesi, MD
Ahmed D. Faheem, MD Kathy D. Harvey, DO Harold E. Harvey, MD
David A. Gnegy, MD Monica HatPkeld Thomas M. Jung, MD
Carlos C. Jimenez, MD Lisa D. Hrutkay, DO Douglas E. McKinney, MD
Michael A. Kelly, MD Michael A. Istfan, MD Craig M. Morgan, MD
M. Barry Louden Jr., MD Teodoro G. Medina, MD Eddie Reed, MD
Lawrence M. Minardi, MD Sushil K. Mehrotra, MD Michael P. Riggleman, MD
Kenneth C. Nanners, MD Satish K. Menon, DO William G. Sale Ill, MD
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Mark F. Sheridan, MD
Jack R. Steel, MD

Ron D. Stollings, MD

L. Blair Thrush Jr., MD
Richard E. Topping, MD
Kenneth C. Wright, MD

Dollar-A-Day Plus (> $365)

Warren W. Boling, MD

Rowena Gonzales-Chambers, MD

Mohammad Khalid Hasan, MD
Diane E. Shafer, MD
Richard F. Terry Sr., MD

Dollar-A-Da 365

Constantino Y. Amores, MD
Rodger A. Blake, MD
Craig J. Coonley, MD
Samuel R. Davis, MD
Gary S. DeGuzman, MD
John E. Dudich, MD
Robert E. Hel3in, MD

John D. Holloway, MD
Paul J. Jakubec, MD
Roger E. King, MD

Allan B. Kunkel, MD

Daryl M. LaRusso, MD
Derrick L. Latos, MD

Philip N. Light, MD

Konrad C. Nau, MD
Dennis R. Niess, MD
Albert J. Paine Jr., MD
Lucas J. Pavlovich Jr., MD
Stephen R. Powell, MD
Bradley J. Richardson, MD EdD
R. Arturo Roa, MD
Raymond O. Rushden, MD
Jack F. Shamblin Ill, MD
Paul A. Skaff Il, MD

Neil R. Strobl, MD

Edward H. Tiley lll, MD
Krishna R. Urval, MD
Sarah Wade

Rabie A. Zalzal, MD
Claudia A. Goodwin, MD

Campaigner Plus (> $100)

Kenneth J. Allen, MD
Loretto R. Auvil, MD
Jay Baker, MD
Jo-Anne Bala
Frederick C. Blum, MD
Hoyt J. Burdick, MD
James M. Carrier, MD
Stephen P. Cassis, MD
Serge Cormier, MD W.
Alva Deardorff, MD
James D. Felsen, MD
Robert L. Ghiz, MD
Vivian Ghiz
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Monique K. Gingold, MD
Glenn R. Goldfarb, MD
Manuel A. Gomez, MD
Robert A. Gustafson, MD
Bruce F. Haupt, MD
Ellen L. Kitts, MD
Muthusami Kuppusami, MD
Mary Lou Lewis, MD
Monique Leys, MD

Carl A. Liebig Sr., MD
Carl W. Liebig, MD
Nancy N. Lohuis, MD
Satyanarayana M. Mamidi, MD
John A. Mathias Jr., MD
Nimish K. Mehta, MD
Michael R. Panger, MD
Prakash M. Patel, MD
Finbar G. Powderly, MD
Vadrevu K. Raju, MD
Joseph B. Reed, MD
Frank A. Scattaregia, MD
Mukund K. Shah, MD
Adnan Silk, MD

Scott H. Strickler, MD
Peter W. Strobl, MD
Sadtha Surattanont, MD
Linda Turner

Roberto C. Valenzuela, MD
Byron L. Van Pelt, MD
Bruce G. Walmsley, MD
Janis P. White, MD

Campaigner ($100

Frank W. Alderman, MD
Diana Amores, MD
Marsha S. Anderson, MD
Robert B. Atkins, MD
Julian E. Bailes, MD
Emily H. Battle, MD
Michael M. Boustany, MD
Patrick L. Brown, MD
James M. Carter, MD
Alan W. Cashell, MD
Allan S. Chamberlain, MD
Joseph P. Cincinnati, DO
Lynn Comerci

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

Julio Davalos, MD
Vikram Dayal, MD

Larry A. Dodd, MD
Thomas R. Douglass, MD
Jasmine Dy

Johnny Dy, MD

Robert A. Edwards, Ill MD
Linda Elliott

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

Kelby L. Frame, MD

Paul F. Francke, MD
Richard M. Fulks, MD

Edgar C. Gamponia, MD
James A. Genin, MD
David S. George, MD
Angelo N. Georges, MD
Gilbert Goliath, MD
David L. Groten, 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
Barry J. Lifson, MD
Charles T. Lively, MD
Gary E. Loyd, MD

Tony C. Majestro, MD
Harry A. Marinakis, MD
Tracy Marra

Kenneth F. McNeil, MD
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

Jane G. Park, MD
Richard B. Peterson, MD
Bruce H. Pierson Jr., MD
Cesar R. Pizarro, MD
Babulal M. Pragani, MD
Fred T. Pulido Jr., MD
Edward Paul Quarantillo, MD
David S. Ratliff, MD
Harry E. Reahl IV, MD
Virginia Reisenweber
Romeo C. Reyes, MD
David C. Rosiello, MD
lligino F. Salon, MD
Henry L. Setliff, MD
James K. Sexton, MD
Indu Sharma

Tara C. Sharma, MD
Sarjit Singh, MD

Frances Smaltz

Daniel L. Smith, MD
Ralph S. Smith Jr., MD
Stephen M. Smith, MD
Bonnie Snider

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

F. Thomas Sporck, MD
Richard J. Stadtmiller, MD
John R. Starynski, MD



