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President’s Message – National Health Expenditure
By Steven Steinberg, MD, FACS

I was fortunate
enough to attend a
health care policy
course at Brandeis,
sponsored by the
American College of
Surgeons, a couple of
years ago. Almost all
the other attendees
were surgeons and it was obvious that
almost all of them, not surprisingly,
were right of center in their political
views. It was also quite clear that all
of our professors were very left of
center in their views. That contrast
of political positions made for some
very interesting discussions. I came
to understand the key tenet of the
liberal/progressive position and how
health care policy is really made in
Washington: it doesn’t matter how
much money we spend on health care
and 30-something year old staffers
who have no life experience write
most of our health care policy. Both
were rather scary thoughts!
To change gears a bit, some of you
know that my father passed away
this past fall. He had been a general
surgeon in Toledo for many years. I
remember, as a child, accompanying
him on rounds or office hours. He
took care of anyone who showed
up at his door. I also remember
that, at times, his fees were paid in
chickens or some odd job around
the house. That was before the mid1960’s. Then everything changed.
Medicare came into being in 1965.
I remember hearing my father
pontificate and prognosticate about
it. He immediately came to the
conclusion that Medicare would be
the death of Medicine. That sounded
crazy to me and those of you who
knew my father also knew that he was
prone to making extreme comments
at times. However, I have come to

conclude that he might be correct
in a way. He recognized that the
federal government, via Medicare and
Medicaid, would become the primary
third party payor and gain enormous
amounts of control over healthcare.
I’m not sure that he saw the growth of
healthcare into the #1 industry in the
United States as it has become.
What do these two paragraphs have
to do with each other? As I am sure
all of you know, Congress, at the
last second, passed the American
Taxpayer Relief Act of 2012 and,
with it, another short term patch
but not solution to the sustainable
growth rate policy that threatens to
drastically reduce Medicare payments
for physician services. As an aside,
don’t you all LOVE the euphemistic
titles of our laws? I can think of no
group of taxpayers who will feel any
“relief”! I know of no surgeon who
opposed the patch to the Medicare
sustainable growth rate. Certainly,
it is in all of our best interests
to maintain Medicare physician
payments and we believe that it is
in our elderly patients’ interests to
maintain payment levels in order
to assure access to health care. But
it seems to me that our support of
Medicare as it currently is formulated
puts us in direct conflict with many
of our other political positions. I
do recognize that surgeons are a
politically heterogeneous group and
some are actually liberal Democrats,
but we do tend to be a politically
conservative group that believes in
smaller, less intrusive government.
Yet we currently are in a situation in
which “bigger” government is better
for us and some of our patients. And,
in a nutshell, that is our conflict. I am
not suggesting that physicians politic
for lower reimbursement for our hard
work. However, we should consider

the possibility that continued rising
health care costs, if unchecked, will
require fundamental changes to our
country. As of 2005, the largest single
item of federal spending has been
health care. It is estimated that, by
2020, national health expenditure
(NHE) will approximate 20% of
Gross Domestic Product, with federal
spending on Medicare and Medicaid
accounting for over 35% of NHE
as of 2009. Medicare and Medicaid
are projected to grow at an annual
rate of 8.1% and 9.9%, respectively,
through at least 2019 while private
spending is projected to grow at 3%
annually. It is interesting to compare
the changes in health care spending
over the last 35 years. In 1976, out
of pocket expenses accounted for
27% of NHE; in 2010, that number
had dropped to 12%. Private health
insurance share of NHE rose from
24% to 33%. Medicare and Medicaid
grew from 23% to 35%. Another
interesting set of data pertains to the
average lifetime cost of Medicareprovided care versus the average
payment into the system via the
Medicare tax. The average net benefit
(defined as the net between how
much is paid out for our healthcare
versus how much we paid into the
system) that each Medicare recipient
receives from Medicare ranges from
$108,000-$525,000, depending
on whether one is receiving those
benefits as a single male (the lower
end of the range), single female
(higher than the single male due to
increased longevity in women), or
married couples (the highest part of
that range due to Medicare’s spousal
benefits). Regardless of which end
of the range one falls in, we each,
as individuals who expect to receive
Medicare, will receive far more
benefits, on average, than we pay into
the system. The system was able to
continued next page
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President’s Message – National Health Expenditure
(continued)

sustain itself in prior years because of
the relatively greater percentage of
workers contributing into Medicare
compared to the number of people
receiving benefits. The estimate of
growth of Medicare beneficiaries
versus the portion of the population
under the age of 65 is sobering. The
population under the age of 65 is
projected to grow from 270 million
to 284 million (5.2%) from 2010 to
2020. The population over the age
of 65 is projected to grow from 40.2
million to 54.2 million (34.8%) over
that same time. To me, this appears to
be a system designed to buckle under
its own weight!
So, why am I writing about this? I
am not suggesting that we go back
to the “good old days” when we used

the barter system. Most of the time
the good old days weren’t so good
and modern society doesn’t work
on the barter system any longer. I
am not suggesting that we do away
with Medicare and Medicaid. But it
does seem that we are at a fork in the
road and our country will have to
choose a direction to go. The only
concept that all politicians seem
to agree on is that we cannot keep
following the current path of NHE.
It is not just the federal programs
of Medicare and Medicaid but all
NHE that is the problem. For the
first time in my adult life, the country
seems ready to engage in a national
debate on where health care fits as
a national priority and how do we
pay for it and for whom. What I AM
suggesting is that nobody is in better

position to understand health care
policy and propose real policy change
that will reign in overall health care
costs better than physicians. We
will have many opportunities, if we
prepare ourselves for them properly,
to effect change. Now is the time to
begin engaging in the discussion in a
thoughtful way. We need to defend
our patients’ ability to have access
to care but yet, at the same time,
we need to have a broader vision of
where health care fits as a national
priority. I am not going to suggest
that I have the answer to these
questions; I am asking all of you to
put your considerable brain power
to work and engage in the process of
finding the proper path to take.
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From the Executive Office - Just One Day
By Jennifer Starkey, Executive Director
With the 2013 Annual
Meeting around the
corner (see the meeting
information below),
it is time to celebrate
the 58th Anniversary of
the Annual Meeting.
This day signifies the
strength, energy, commitment and
perseverance of the members of
the Ohio Chapter and its volunteer
leaders.
This year’s meeting includes sessions
from the Commission on Cancer,
Committee on Trauma, and Council
on Rural Surgery, In addition, we will
spend time listening and learning from
Lewis Flint, MD, FACS,
W. Scott Melvin, MD, FACS,
Paula Termuhlen, MD, FACS,
Ali Rezai, MD, FACS,
Ronny Abaza, MD,
John Ferrara, MD, FACS,
Jeff Ponskey, MD, FACS and more!

If that is not enough reason to attend,
the meeting is perfectly designed
to discuss cutting-edge techniques
(no pun intended), and bring our
participants the most up-to-date
information in surgical practices.
Probably the most important aspect
of this meeting is just making the
trip to network with your colleagues
to celebrate and share your success,
brainstorm regarding your challenges,
and just spend time meeting new
colleagues. On Friday evening don
your scarlet and gray as you join your
colleagues for dinner in “The ‘Shoe”.
That alone makes the trip worth it as
what other Ohio venue can you find
only others that do exactly what
you do.

that our schedule would not permit
such a trip, can you really afford
not to attend? Can you really say to
yourself that you would get nothing
out of coming to Columbus for one
or two days to meet, learn, and share
with your fellow surgeons? I really
doubt that.
So, please consider doing your
colleagues and chapter a favor, go to
the next page with the registration
form, complete it, and send it in.
Mark your calendar, make your hotel
reservation, and plan on celebrating
our 58th Annual Meeting.
It is just one (or two) days… why
not make it all about you. It is well
worth it!

This day is yours. It is all about you.
Even though all of our lives are very
busy and sometimes we think that we
just can’t attend another meeting or

Meeting Highlights:
Ohio Oration
Resident Research Forum Presentations and Posters
Commission on Cancer Physician-in-Training Cancer Research Paper Competition
Cancer Liaison Physician Meeting
Ohio Committee on Trauma Meeting

Optional Event:
An Evening at “The Shoe” – Dinner and Presentation at Ohio Stadium!

Who Should Attend:
Ohio Chapter Members • Ohio Chapter Non-Members
Residents • Initiates • Retired Members

Reserve Your Hotel Room Now
Sheraton Columbus at Capitol Square
75 E. State Street
Columbus, OH 43215
(614) 365-4514
Hotel Room Block Name: Ohio Chapter, American College of Surgeons
Reservations Deadline: April 25, 2013
Reservations: (614) 365-4514 or at https://www.starwoodmeeting.com/Book/ohcaptercollegesurgeons
The Ohio Chapter has a block of rooms at a discounted group rate of $133 plus tax for single and double occupancy.
Sleeping rooms are assigned on a first-come, first-served basis and reservations must be made by April 25, 2013 to receive the Ohio Chapter discounted room rate.

Register online at
www.ohiofacs.org
For more information call (877) 677-3227
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Meet with Elected Officials at the 2013 Legislative Dinner
This year, the Ohio Chapter is joining with the Ohio Committee on Trauma to host a Legislative Dinner on
Tuesday, March 5, from 5:30 pm to 8:00 pm at Lindey’s, 169 E. Beck Street, Columbus.
This is one of the Ohio Chapter’s most important events of the year, and our goal is to have a large presence
in Columbus to advocate on issues important to the practice of surgery to the Ohio General Assembly. The
Legislative Dinner brings together Ohio surgeons and elected officials to help form productive relationships that
will enhance the legislature’s ability to enact sound policies. The dinner provides an opportunity for surgeons to
meet with their state legislators for informal yet candid discussions on issues important to the profession.
Remember, legislators need to hear from you – the medical experts – to make informed decisions on issues facing
Ohioans. If surgeons don’t proactively advocate for items and issues important to them – then who will?
The Legislative Dinner is free for Ohio Chapter and OCOT members however you must register by Thursday,
February 28 to attend. For more information and to register, visit www.ohiofacs.org.

Advocacy

What’s Next for the Affordable Care Act in Ohio?
By Daniel Hurley, Capitol Consulting Group
Last year a landmark Supreme Court
decision and a pivotal election made
one thing crystal clear—President
Obama’s signature healthcare reform
package, the Affordable Care Act
(ACA), is here to stay. There are
a number of decisions facing Ohio
between now and January 1, 2014,
which is the date that new and
expanded coverage options will be
available to consumers. Millions
of Ohioans are expected to obtain
either private insurance or Medicaid
coverage beginning next year, which
poses new challenges for surgeons
and other providers in our already
strained healthcare system. Here
is a summary of key decisions and
deadlines in 2013:
• Insurance Exchanges: One of the
more notable ACA provisions,
exchanges are marketplaces
where consumers and small
businesses can purchase health
insurance. States were given
the option to create their own
state-based exchange or work
with the federal government to
establish one. Late last year the
Kasich administration announced
that Ohio will not create its own
exchange, instead opting into
a hybrid exchange established
by the feds with state oversight;
this state partnership model will
allow Ohio to maintain control
of the exchange while avoiding
millions in startup costs. Two
key deadlines to remember:
February 15—Ohio and the feds
must agree to a framework for
the exchange, and October 1—
open enrollment period for plans
offered in the exchange begins.
• Medicaid Expansion: Thanks to
the Supreme Court, states now
have the option of whether or not
to expand coverage for adults to
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138% of the federal poverty level;
for the first 3 years the feds pick
up 100% of the cost, with that
share declining to 90% by 2022
(currently Medicaid is split 64%
to 36% between the feds and
Ohio respectively). Governor
Kasich is expected to announce
his decision when he unveils his
operating budget on February 4th.
Regardless of this announcement,
Medicaid enrollment is expected
to grow significantly due to
the ‘woodwork effect’. The
woodwork effect refers to the
enrollment of persons who are
already eligible for Medicaid but
haven’t signed up—increased
outreach, improved enrollment
systems, and the individual
mandate will drive these people
to Medicaid in 2014.
• Essential Health Benefits:
Another key ACA provision
requires all health plans to
cover a minimum set of benefits
beginning in 2014; divided
into 10 broad categories, these
essential health benefits (EHB)
are closely aligned with existing
large group plans. To ensure
harmony with current, popular
plans, states were supposed to
select a benchmark plan on
December 26, 2012 to base
coverage on. For states like Ohio
that did not make a designation,
the default benchmark will be
the largest small group PPO; in
our case, it’s the Anthem Blue
Cross Blue Shield Small Group
PPO. Once rules are finalized by
the U.S. Department of Health
and Human Services we expect
the state to hold meetings with
stakeholders on specific coverage
areas. More deadlines coming
soon!

What does all this mean for surgeons?
For starters, more patients! With
more people paying into the system
the theory is that those premiums
will offset new costs; there is a risk
that costs will continue to rise and
force provider cuts in Medicaid or
private insurance. Additionally,
the categories used within essential
health benefits are overly broad
and coverage among private plans
can vary greatly. Categories
such as ‘Ambulatory Services’ and
‘Emergency Services’ might cover
surgical procedures, but could
exclude ancillary services and
diagnostic tests. The lobbying team
at Capitol Consulting Group will
remain engaged with the Kasich
Administration and legislative leaders
to ensure procedures and services
provided by Ohio’s surgeons are fully
covered.
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Ohio Chapter S-PAC Needs You!
In order to advance the goals of the profession through political involvement, the
Ohio Chapter has a Political Action Committee (PAC).
Having a strong PAC fund assists the Ohio Chapter in forming relationships with legislators who are in-tune with the
problems and needs of our profession and patients. Engaging in the political game will help the Ohio Chapter “fight
fire with fire” and enable our association to support the key legislators who sustain our profession.
In 2012, S-PAC received $3,775 in donations, a total that was instrumental to Ohio Chapter’s influence on the
legislative front. In 2013, we hope to exceed 2012s total, and we need your help to do it!
On behalf of the Ohio Chapter, thank you to all members who contributed to S-PAC in 2012:

Gold Level
William Sternfeld, MD, FACS

Silver Level
Alice Dachowski, MD, FACS
Michael Stark, MD, FACS
Gary Williams, MD, FACS
Cari Ogg, MD, FACS

Bronze Level
Joseph Sferra, MD, FACSSteven Steinberg, MD, FACS

General Level
Michael Bielefeld, MD, FACS
Bruce Averbook, MD, FACS

Other
Linda Barney, MD, FACS
Valeriy, Moysaenko, MD, FACS
Again, we thank the above individuals for their support and contribution to S-PAC. Together, we will fight the
legislative battles for the Ohio surgical profession. For more information on the Ohio Chapter legislative agenda or
how you can participate, contact the Ohio Chapter Executive Office at (877) 677-3227 or email ocacs@ohiofacs.org.
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Chapter News

The Status of Rural Surgery in America
By Michael D. Sarap, MD, FACS
2012 marks the
100th anniversary of
the creation of the
American College
of Surgeons. This
year also marks the
inception of new ACS
Advisory Council on Rural Surgery,
which highlights the plight of a
previously underrepresented segment
of the American surgical community.
Surgeons involved in rural surgical
care and those with an interest in
training surgeons for rural practices
have recognized that there is a very
real crisis in rural surgery. 25% of
the population of the US resides in
rural areas while only 10% of general
surgeons practice in those areas.
Recent studies have mapped the
numbers of surgeons in geographic
areas and uncovered areas of “surgical
deserts” in many rural areas of this
country with little or no surgical
coverage. The average age of rural
general surgeons is 50-55 and over
60% of rural surgeons plan to retire
in the next 10 years. A check of
recruitment firms and employment
listings documents that general
surgeons are in very short supply
nationally with many positions left
unfilled for months or years.
General surgeons are an incredibly
important part of the economic
well being of small hospitals and
indeed, small communities. Dr.
Joseph Cofer (ACS Surgery News,
Feb. 2008) used data to estimate the
economic worth of a general surgeon
to a hospital of $1.05 - $2.4 million
per year. As much as 40% of a small
hospital operating revenue is based
on revenues generated by a general
surgeon. Dr. Cofer stated, “As these
smaller hospitals find it increasingly
difficult to retain or recruit a
general surgeon and stay financially
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viable, they will be forced to close,
further straining the large safetynet hospitals, which are bursting to
capacity”. In addition, in an article
in Gen Surgery News (June 2011) a
survey of surgeons taking certifying
exams indicated that general surgeons
perform 46% of all vascular, 16% of
all thoracic, 30% of all pediatric and
33% of all plastic surgeries in the US.
General surgery graduate education
has been affected by multiple internal
and external factors in the last
decade, with duty hour restrictions
and the advent of many advanced
surgical techniques leading the list.
A recent survey of surgical residents
revealed that nearly 30% expressed
concerns about their competency
with certain procedures even after
their five years of training. Current
information reveals that less than
20% of general surgery residents
elect to enter practice after the
completion of 5 years of training
with the remainder doing specialty
fellowships. A small fraction of that
20% chooses to practice in rural
areas. Funding for graduate medical
education has remained stagnant and
may be decreased due to national
economic issues despite an increase
in the population. This only worsens
the perfect storm approaching for
patients with surgical needs in rural
areas.
Rural practice surgeons have
significantly larger caseloads in
endoscopy, gynecology, urology and
plastics/hand surgery than do their
urban counterparts. Most current
training programs may not offer a
broad enough training experience
in these areas and few offer any
exposure to rural surgery settings
during their training.
Rural surgeons reported a feeling of
professional isolation at higher rates

(51.7%) than urban surgeons (19.3%).
Rural surgeons also have a higher
perception that they have inadequate
support, lack the availability of new
technology, have more difficulties
getting time off from their work and
carry a heavier burden of call when
compared to urban surgeons.
The Advisory Council on Rural
Surgery (ACRS) is the first new
advisory council in almost 25 years.
The council membership includes
medical students, young surgeons,
program directors, a Regent, the
chair of the Board of Regents, an
officer of the ACS, the vice chair of
the Board of Governors, and rural
practicing surgeons from the United
States and Canada. The incoming
ACS President, Brent Eastman, during
his convocation speech, pronounced
Rural Surgery as one of his four pillars
of emphasis for his term as president.
In the speech, Dr. Eastman said,
“Rural communities usually bear the brunt of
surgeon shortages and maldistribution. For
surgical trainees who are suited to rural
life, we must support them, we must provide
training which is broad and emphasizes
self-reliance, including things like the ACS
course on rural surgery; we might include
a roster of urban surgeons willing to offer
vacation relief – who might then learn what
it is to walk in another’s moccasins; and
systems designed to support rural surgeons in
caring for their patients, and when needed and
requested, to help expedite transfer to a level of
care commensurate with the patient’s injuries.
This will be aided by new technology such
as wireless monitoring and video consulting
and conferencing for dialogue between rural
surgeons and appropriate specialists, which is
a two-way exchange.”
The working mission of the ACRS is
to identify, investigate and rectify the
challenges of rural surgical practice.
Development of broad based
residency training aiding rural surgical
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The Status of Rural Surgery in America
(continued)

patients, mentoring of rural surgeons,
recruitment, retention and support of
rural surgeons are among the ACRS
goals. To gather input from rural
surgeons all over North America,
the ACRS has developed a listserve
that serves as a communication tool
for over 1700 rural surgeons. The
Council sponsored the Rural Surgery
Skills Course at the recent Clinical
Congress as well as participating
in several other events related to
rural surgery. Council members
and committees are in contact with
program directors, medical school
deans, all ACS state chapters and
multiple resident and medical student
groups to help remedy the crisis
in rural surgery. The ACS Bulletin
has also allocated a regular column
relating to aspects of rural surgery
called “Dispatches from Rural
Surgeons”.
The American Board of Surgery
recently appointed two rural
surgeons to their organization.
In addition, the ABS has noted
the special circumstances of rural
surgeons. They have also established
a committee examining the training
and strengthening
of general
surgery overall since some of the
problems of general surgery overlap
with rural issues.

schedules, difficulties in learning new
surgical techniques, rural recruiting
difficulties and remedy the feelings
of professional isolation. Surgical
patients across the country will
benefit from better communication
and relationships between rural and
academic surgeons.
The Advisory Council on Rural
Surgery has already made great
strides in multiple rural initiatives.
The Council encourages all rural and
small community surgeons to get
involved in these activities. Students
and residents with an interest in
rural surgery are also invited and
encouraged to participate. There
are several avenues listed below to
get information, make contact, or
contribute commentary.

•

Rural Surgeons Community
(http://efacs.org/portal/page/
portal/ACS_Content/

•

COMMUNITIESSPECIALTIES/
RURALSURG)

•

Rural Surgeons Forum (http://
efacs.org/forum/viewforum_30_1.
html)

•

Rural Surgeons Listserve
(acsrural@listserve.facs.org)

Rural Surgery Resources:
•

Rural Surgery, Selected Readings
in General Surgery, Vol. 38, No.
1, 2012

•

Mithoefer Center for
Rural Surgery (www.
centerforruralsurgery.org)

•

American College of Surgeons
Health Policy Institute

•

Current Problems in Surgery,
May 2012. (Drs. Cogbill, Cofer
and Jarmin)

Important Contacts:
•

ACRS Homepage (http://www.
facs.org/about/councils/advrural/
advrural.html)

Feedback from all these individuals
with a stake in rural surgery reveals
common themes. A change must
occur in graduate surgical education
to encourage and better prepare
young surgeons for practice in rural
settings. Better relationships, both
professional and collegial, must be
fostered between rural and tertiary
surgeons. State chapters would seem
to be a perfect venue for such activity.
These relationships could help solve
the problems of burdensome call
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October Council Meeting Committee Reports
The following are excerpts from some
of the written committee reports
provided at the October 2012 Ohio
Chapter Council meeting held in
Columbus. Read on to find out what

some of the volunteer committees
have been up to and are currently
working on. If you are interested in
serving on a committee of the Ohio
Chapter, contact the Executive Office

at (877) 677-3227 or ocacs@ohiofacs.org
and we will put you in touch with the
committee chair.

Association of Women Surgeons
Kristine Slam, MD, FACS, Co-Chair
We are happy to
announce that Paula
Termuhlen, MD,
FACS has accepted our
invitation to speak at the
Ohio Chapter’s Annual
Meeting. Dr. Termuhlen
is currently the Residency Program
Director at the Medical College of
Wisconsin, and a professor of surgery
in the Division of Surgical Oncology.
Prior to her time at the Medical
College of Wisconsin, she served as
the program director of the General

Surgery Residency Program at Wright
State University and Boonshoft School
of Medicine. Dr. Termuhlen is the
current president of the Association of
Program Directors in Surgery (APDS).
She has also served as liaison to the
MS4 Curriculum Committee for the
Association of Surgical Education.
She received the Outstanding Faculty
Teacher Award from the University
of Nebraska in 2000 and the Teacher
of the Year Award at Wright State
University in 2004. She has an interest
in both surgical oncology, having

completed her fellowship at MD
Anderson, and more recently surgical
education. It will be exciting to hear
Dr. Termuhlen speak and we look
forward to her return to Ohio.
This year, ten of the 45 newly inducted
Fellows to the American College of
Surgeons from Ohio were women. We
congratulate all of the new Fellows!
Welcome to the Ohio Chapter and
we encourage your participation and
support!

Ohio is well represented on the Association of Women Surgeons Council by the following members
(left to right): Nancy L. Gantt, MD FACS, Vice-President, NEOMED/St. Elizabeth Health Center,
Youngstown; Jane Wey MD FACS, Member Services Chair, CCF, Cleveland; Elizabeth Shaughnessy,
MD FACS, Grants and Fellowship Chair , University of Cincinnati, Cincinnati; and Sharon Stein, MD
FACS, Communications Chair, University Hospitals/Case Medical Center, Cleveland.
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ACS Board of Governors Report
Submitted by Linda M. Barney, MD, FACS; Alice Dachowski, MD, FACS; and Christopher R. McHenry, MD,
FACS, Members of the ACS Board of Governors

This month launches the beginning of
a year-long celebration of the American
College of Surgeons Centennial. Dr. A.
Brent Eastman, MD, FACS of San Diego,
California was inducted as the 93rd
President at the 2012 Clinical Congress in
Chicago where a record number of Fellows
were inducted, including 45 Fellows from
Ohio.
The ACS is a democracy, with power and
responsibility passing from the Fellows
to the Governors to the Regents. The
ACS Board of Governors acts as a liaison
between the Board of Regents and the
Fellows and as a clearinghouse for the
Regents on general assigned subjects and on
local problems. Governors are to provide
bi-directional communication between the
Board of Governors and their constituents.
This year a proposal to restructure the
Board of Governors Committees was
accepted. This re-design of the Board of
Governors Committees was intended to
set up a structure designed to be more
action-oriented, and promote more efficient
advocacy for fellows. The Committees are
shaped after the new Divisions of the ACS:
Advocacy and Health Policy, Education,
Integrated Communications, Member
Services, and Research and Optimal Patient
Care. The annual Board of Governors
survey noted that the membership was most
concerned about issues involving Surgical
Resident education, Health Care Reform,
tort reform, physician compensation, and
GME.
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There will be no ACS dues increase in 2013.
Almost 40% of ACS revenue is derived from
the Quality Programs it oversees, such as
NSQIP.

surgery through recognition and mitigation
of the impact of fatigue. It has emphasized
the central role of self-regulation and
professionalism.

The Physician Competency and Health
committee has published a “Being Well and
Staying Competent Manuscript” and the
Socioeconomic Committee has put forth a
white paper on the “Employed Physician.”

As the ACS looks forward to its next
100 years, one of the most important
areas of growth is in its international
membership. The Division of Education
is expanding efforts rapidly all around the
world, especially with programs such as
ATLS and NSQIP. It has been noted that
BILATERAL communication from local to
regional chapters in other countries needs
to improve. Cooperative efforts such as
educational focus on common diseases such
as colorectal cancer are being strengthened.
The ACS is working to better define a
strategic plan emphasizing the benefits
on membership in the ACS to members
of other countries. Representatives from
other countries welcome ACS speakers
who speak their language and are able to
stay and participate for the entire scientific
and clinical conferences (at ACS expense)
in their countries. The ACS website is also
being redesigned to accommodate needs of
international members.

The Spring Leadership and Advocacy
Meeting will be held in Washington, DC
April 14-16, 2013. The newly organized
Rural Surgery Advisory Council will meet
during this meeting, as will the Board of
Governors, and the Advisory Council for
General Surgery. The Advocacy Summit
will be held on April 15
and the visits to
the Hill will be on Tues. April 16. Chapter
officers are invited to attend. This will
be a forum for interaction between ACS
leadership groups.
Much discussion was held at the recent
meeting of ACS Governors regarding
the specific concerns of TRANSITIONS
throughout a surgeon’s career- from medical
school to residency, from residency to
practice, and during different stages of
practice. The ACS and ACGME are
involved in deliberations regarding
restructuring the surgery residency training
model and evaluation and verification of
skills prior to residency. The concept of a
6th year of training in General Surgery, a
so called “ fellowship in General Surgery”
is being proposed by the Board of Regents
in collaboration with the ABS to help with
issues in confidence and case load brought
about as a result of the “80 hour work
restrictions and newer, less invasive surgical
advances in patient care, and decreasing
trauma cases nationally. The Sleep Task
force has been addressing the impact of
fatigue and ensuring peak performance in

The importance of contributing to the ACS
PAC cannot be emphasized enough. To
paraphrase Ohio Fellow Dr. Bahnson, chair
of the ACS PAC, “a great source of more
money for the PAC has been located,... it is
in your pockets!”
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Commission on Cancer
Submitted by Valeriy Moysaenko, MD, FACS, Chair, Ohio Cancer Liaison Physicians
The Ohio Division of
the American Cancer
Society merged with the
Pennsylvania Division
of the American Cancer
Society to form the East
Central Division of the
American Cancer Society last year. As a
Board Member of the Ohio Division, I
was involved in the process. Currently,
Dr. Seffrin, CEO of National, is moving
the American Cancer Society forward
in a process called Transformation.
The purpose of the Transformation
Process is to make the American Cancer
Society more unified, agile, responsive
and effective in both the national and
international environments. This will
maintain the American Cancer Society
as a world leader in cancer control.

was Linda Adepoju’s paper, “Analysis
of Factors Associated with selection
of Percutaneous or Open Biopsy in
Women with Suspicious Breast Lesions.”

The Annual Meeting of Ohio’s Cancer
Liaison Physicians was held on May
4th, 2012 in conjunction with the
Annual Meeting of the Ohio Chapter
of the American College of Surgeons
in Toledo, Ohio. The meeting had
a computer lab presentation of the
National Cancer Data Base. Andrew
Stewart and Greer Gay, Managers of the
NCDB, led the attendees through the
uses of the NCDB as a tool to evaluate
and improve the quality of the cancer
treatment and care for Commission on
Cancer accredited cancer programs.
The meeting was attended by about
60 Cancer Liaison Physicians, Cancer
Registrars and administrators. The
attendees rated the 2 hour session as
excellent and valuable.

As a member of the Ohio Partners for
Cancer Control Executive Committee
and Chair of the Patient Focused SubCommittee, I am pleased to announce
that the Cancer Control Plan has
received CDC funding through the
Ohio Department of Health. Some of
the implementation programs include
evidence-based cancer screening in
African American communities and
organizations, marketing of clinical
trials to patients at Commission on
Cancer accredited cancer programs,
partnering with Community Clinical
Oncology Programs to provide clinical
trials in Appalachian Ohio and an
annual Community-Clinical Linkage
Conference: Community Based
Psycho-Social Support Services with
Commission on Cancer Accredited
Cancer Programs.

The Physician-in-training Oncology
Paper Competition from the
Commission on Cancer was initiated
this year with sponsorship from the
American Cancer Society. The winner
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The Annual Meeting of the
Commission on Cancer was held May
17,18 and 19 in Chicago. The thrust
of the meeting for State Chairs was to
improve the activity and effectiveness of
the Cancer Liaison Physicians in their
cancer programs. I participated in focus
groups addressing the education of
CLPs in their roles and responsibilities,
State Chair outreach to CLPs in
their geographic areas, the use of the
National Cancer Data Base in improving
cancer program quality of care. I also
took my fellow State Chairs through a
practicum of their own National Cancer
Data Base data.

April 13, 2012; American Cancer
Society Board of Trustees, Dublin,
Ohio: “ Commission on Cancer
and American Cancer Society
Collaboration”
May 10, 2012; Cancer Registry
Association of Central Ohio, Zanesville,
Ohio: “Cancer Program Standards 2012:
Ensuring Patient Centered Care”
June 26, 2012; CHAMPS Oncology’s
Second Annual Educational Symposium,
Cleveland, Ohio:
“
ACCOUNTABLE : Quality Cancer
Care”
September 26, 2012; Ohio Cancer
Registrars Association, Dayton, Ohio:
“ACCOUNTABLE: Quality Cancer
Care”
As usual I have been welcoming newly
appointed Cancer Liaison Physicians to
the Ohio Fellowship and I have been
providing them information on their
roles and responsibilities. I also offer my
support. The monthly publication and
distribution of the Ohio Cancer Liaison
Newsletter continues. The newsletter
tries to cover topics of interest and
value to Cancer Liaison Physicians.
As a Commission on Cancer Surveyor, I
have had the privilege of surveying the
outstanding cancer programs residing in
Ohio.
Dr. Patrick Ross, Chair, Department of
Thoracic Surgery at the Arthur James
Cancer Center has been kind enough to
join me as Co-Chair of Ohio’s Cancer
Liaison Physicians.

Since filing my last Report to Council,
I have had the privilege to make the
following presentations:
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Community and Rural Surgery
Submitted by Michael D. Sarap, MD, FACS, Chair
In June of 2012, the
ACS Board of Regents
formed the Advisory
Council on Rural Surgery
(ACRS), which is the
first new advisory council
in 25 years. This was
in response to the grassroots call for
help among rural surgeons. J. David
Richardson, MD FACS, chair of the
Board of Regents, acted decisively and
with great leadership to accomplish the
creation of the new council. The ACRS
represents all of the important rural
surgery elements.
The chair is a practicing rural surgeon,
who takes call every other night. The
vice chair is one of the most respected
clinically oriented academic surgeons in
the country. The Council membership
includes medical students, young
surgeons, program directors, a Regent,
the chair of the Board of Regents, an
officer of the ACS, the vice chair of the
Board of Governors, and practicing rural
surgeons from the United States and
Canada. LaMar McGinnis, past ACS
president, Patricia Numann, immediate
past ACS President, and Brent Eastman,
current ACS president, are committed
to and supportive of the ACRS.
The working mission of the Advisory
Council on Rural Surgery is to identify,
investigate and rectify the challenges of
rural surgical practice. Development of
broad based residency training aiding
rural surgical patients, mentoring of
rural surgeons, recruitment, retention
and support of rural surgeons are among
our goals.
I was appointed chair of the Fellows
Committee of the Council. The ACRS
formulated a list of 1700 rural surgeons
derived from their zip codes and has
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made contact via email. We have
sent multiple messages to the 1700
including notice of formulation of the
ACRS, notice of rural surgery activities
at the recent Clinical Congress, a
survey requesting feedback, and a
request for rural surgeon involvement
in mentoring of medical students. The
group has begun multiple initiatives
and has accomplished a long list of
tasks to improve recruitment, retention
and support of rural surgeons. I firmly
believe that the state chapters are one of
the best venues to engage rural surgeons
and to facilitate relationships between
rural and tertiary surgeons. I authored
an article appearing in the October
Bulletin describing the benefits of
chapter membership for rural surgeons.

• Recruited residents and med stu-

I have included a partial list of the
activities of the ACRS:

• Participation in Med Student

• Developed Rural Surgery Skills

Course at Congress (course filled)
Organized Rural Surgery Dinner
attended by over 100 people

• Contacted all surgical residency

program directors in regard to their
interest and/or participation in rural
surgery tracts for their residents.
Letter to every med school Dean in
US and Canada encouraging them
to identify first and second year
students from small towns that may
have an interest in rural surgery

• Letter to every ACS state chapter

asking them to engage and involve
rural surgeons in chapter activities

• Participation in email messages to

1700 rural surgeons

• Contact with ACS medical student

and resident groups

dents to attend Rural Dinner

• Helped fill the Rural Skills Course
• Bullet point document development

for use at Congress and to 1700
surgeons

• ACS Bulletin article to initiate

“Dispatches from Rural Surgeons”,
a recurring column which will be
utilized to highlight rural surgeons
and activities of the ACRS

• Video script and power point de-

velopment to recruit students and
residents to consider rural surgery
as a career
Roundtable at Congress

• Participation in Rural Sessions at

Congress

• Presentation to ACS Governors

Committee on Chapter Relations
at the

• Clinical Congress to engage chap-

ters in rural interests

• Attendance at Chapter Showcase

to engage partnership with state
chapters

• Contributions to ACS website Rural

Surgeons discussion forum

• Development of a Rural Surgeons

listserve to facilitate communication
and unity between rural surgeons
across North America

I have already used the Ohio Chapter,
via my Bulletin article, as an excellent
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Community and Rural Surgery
(continued)
example of statewide surgical
collegiality and cooperation. My
intent is to use the Ohio Chapter to
gather contact information on medical
students with an interest in rural surgery
and rural surgeons willing to serve as
mentors.
Local chapters should also be utilized
to find established surgeons willing to
mentor young surgeons starting practice
in rural areas. I am also interested in any
small community or rural surgeons that
wish to be involved in the new rural
surgery initiative. Future activities will
involve mentoring students and surgery
residents, giving input in regards to
changes in graduate medical education
and surgical training, ensuring that
rural cancer patients get quality care,
encouraging other state chapters to take
an interest in rural surgery and many
others. I have attached a copy of the
bullet point document summarizing
the formation and contact information
for the new Advisory Council on Rural
Surgery.
AMERICAN COLLEGE OF
SURGEONS
Advisory Council for Rural Surgery ACS working for the rural surgeon
In 2012, the ACS Board of Regents
approved the newest Advisory Council,
dedicated to rural surgery. The Advisory
Council for Rural Surgery consists of
18 surgeons who practice rural surgery
or work in academic centers to train
surgeons for rural practice.
Mission
The Advisory Council on Rural
Surgery (ACRS) is charged to identify,
investigate and rectify the challenges
of rural surgical practice. Developing
WINTER 2013

broad-based residency training aiding
rural surgical patients, mentoring of
rural surgeons, recruitment, retention
and support of rural surgeons are among
our goals.
Education
• Advanced Skills Training for the
Rural Surgeon: Complex Wound
Care and Specialized Diagnostic
Techniques at 2012 ACS Clinical
Congress. Next year’s course is in
development.
• The ACRS is working with the
American Board of Surgery to make
Maintenance of Certification manageable for rural surgeons.
Recruitment
• Recruiting surgeons to rural practice
to replace an aging rural surgery
workforce is a critical issue.
• Establish strategies to create rural
surgery rotations for surgery residents, medical students, and premedical students.
• Engage the ACS Resident and Associate Society and Medical Student
members.
Practice Management
• Develop novel models of call coverage and cooperation between rural
surgeons and tertiary referral centers.
• Cultivate relationships with organizations representing other providers
(primary care, anesthesia, osteopathy, hospitals, nursing) to develop
strategies beneficial to rural surgery.
• Develop a mentorship program between potential new rural surgeons
and established colleagues.
• Address burnout among surgeons in

more isolated communities.
Networking
• Establish an effective network of
communication among rural surgeons using e-mail, listserve technology and the ACS web pages.
• Develop a print media presence
with a rural surgery column in the
Bulletin of the American College of
Surgeons and in Surgery News.
• Encourage rural surgeon involvement in ACS Chapters.
List of important contacts
ACRS Home Page
http://www.facs.org/about/councils/
advrural/advrural.html
Rural Surgeons Community
http://efacs.org/portal/
page/portal/ACS_Content/
ACSCOMMUNITIESSPECIALTIES/
RURALSURG
Rural Surgeons Forum
http://efacs.org/forum/viewforum_30_1.
html
Join the e-mail list
advisorycouncilruralsurgery@gmail.com
Members of the Advisory Council
Tyler G. Hughes, McPherson, KS,
Chair: tylerh@mcphersonhospital.org
Joseph A. Blansfield, Danville, PA:
jblansfield1@geisinger.edu
David D. Borgstrom, Cooperstown, NY:
david.borgstrom@bassett.org
R. Philip Burns, Chattanooga, TN:
phillip.burns@erlanger.org
Nadine R. Caron, Prince Rupert, BC:
nadinecaron@yahoo.com
Philip R. Caropreso, Keokuk, IA:
pjcabdds@mchsi.com
Julie A. Conyers, McCall, ID:
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jconyerstucker@msn.com
Karen E. Deveney, Portland, OR:
deveneyk@ohsu.edu
James K. Elsey, Atlanta, GA: jimelsey@
mac.com
Amy L. Halverson, Chicago, IL:
ahalverson@nmff.org
Sara L. Hartsaw, Gillette, WY:
shartsaw@vcn.com
Don K. Nakayama, Macon, GA:
nakayama.don@mccg.org

Mark W. Puls, Alpena, MI: mpuls@
alpenasurgical.com

Gary L. Timmerman, Sioux Falls, SD:
dr.gltimmer@sio.midco.net

J. David Richardson, Louisville, KY:
jdrich01@louisville.edu
Michael D. Sarap, Cambridge, OH:
msarap@msn.com

ACS Staff Liaisons
Patricia L. Turner, MD, FACS: pturner@
facs.org, Director, Division of Member
Services

Mark Savarise, Sandpoint, ID:
msavarise@netw.com

Mark Peterson: mpeterson@facs.org,
Administrator, Advisory Councils

Lauren Smithson, Southfield, MI:
lauren_smithson@yahoo.com
Robert P. Sticca, Grand Forks, SD:
robert.sticca@med.und.edu

Annual Resident Research Forum & Poster Session and Commission on Cancer
Physician-in-Training Cancer Research Paper Competition
CALL FOR ABSTRACTS
All residents and fellows in Ohio surgery, surgery specialty programs or oncology
programs are eligible to enter. An abstract presentation and a poster session are the
two components of the competition.

For more information, contact
Ohio Chapter, American
College of Surgeons
Phone: (877) 677-3227
ocacs@ohiofacs.org
www.ohiofacs.org

FRIDAY, MAY 3, 2013
Rules and program abstract forms available from all General Surgery, Surgical
Subspecialty and Oncology Program Directors, on www.ohiofacs.org, or call the
Ohio Chapter at (877) 677-3227.
DEADLINE: FRIDAY, MARCH 1, 2013
$1,900 in Prizes to be Awarded
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Resident Research Forum

Annual Resident Research Forum Winners
During the 2012 Ohio Chapter
Annual Meeting in Toledo, several
residents in Ohio surgery and surgery
specialty programs competed in the

Annual Resident Research Forum
and Poster Session which included
abstract presentations and a poster
session. The first place resident

abstracts were published in the
Summer 2012 issue of Pulse which can
be read online at www.ohiofacs.org.

BASIC SCIENCE – SECOND
PLACE

Methods: Thioglycolate (TGA),
a reagent that produces a sterile
inflammatory response, was injected
into the peritoneum of C57BL/6 mice.
Peritoneal lavage was collected 24
hours later and MPs were isolated
using differential centrifugation,
enumerated and then characterized
by flow cytometry. Next, septic mice
were injected with exogenous TGAgenerated NDMPs and monitored for
survival. To determine the molecular
mechanisms involved in NDMP
generation, peritoneal cells were
collected after TGA treatment and
cultured with the following agonists
and inhibitors: 100 µM 8-Br-cAMP
(cAMP analogue), 20 µM H89 (PKA
inhibitor), 100 µM 6-Bnz-cAMP
(PKA agonist), 100 µM 8-CPT-2MecAMP (EPAC agonist).

did not, concluding that PKA is not
required for NDMP formation (Fig
3). As cAMP is a nonspecific second
messenger, activating both PKA and
EPAC, we treated TGA-generated
cells with either 6-Bnz or 8-CPT
and found that while EPAC does
not affect NDMP numbers, PKA is
sufficient to inhibit NDMP formation
(Fig 3).

MOLECULAR UNDERPINNINGS
OF NEUTROPHIL-DERIVED
MICROPARTICLE GENERATION
Priya S. Prakash, M.D. and Charles
C. Caldwell, Ph.D., University of
Cincinnati Department of Surgery
Introduction: The ineffectiveness
of current interventions to better
ameliorate the impact of sepsis upon
patients in the intensive care unit
demonstrates that more knowledge
of the pathophysiology of sepsis is
needed if we are to develop more
successful therapies. Microparticles
(MPs) are intact vesicles (~ 1 µm)
that can be produced from activated
or apoptotic cells, two cellular
processes that occur during sepsis.
Previously, we have demonstrated
that MPs are 1) produced at the
infected foci during sepsis and 2)
are predominantly of neutrophil
derivation (NDMPs). We also
demonstrated that NDMPs increase
mortality and bacterial load, and
significantly alter the immune
response during sepsis. In this study,
we sought to elucidate the molecular
mechanisms underlying NDMP
generation.
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Results: There was a robust
accumulation in peritoneal NDMPs
following TGA treatment (Fig 1).
In addition, exogenous injection
of endotoxin-free TGA-generated
NDMPs increased the mortality of
septic mice (Fig 2). To elucidate
the signaling pathway(s) involved
in NDMP formation, we treated
TGA-generated cells with 8-Br and
H89 and found that cAMP decreased
NDMP numbers, but inhibiting PKA

Conclusion: We show that
NDMPs can be generated by a
sterile inflammatory response and
are pathogenic in sepsis. The
increased mortality seen in this
study was similar to the increased
mortality associated with endotoxinassociated CLP-generated NDMPs
demonstrated in our previous work.
In addition, we demonstrated that
active PKA is sufficient but not
required for NDMP formation. Taken
together, we have demonstrated a
novel way to generate endotoxinfree NDMPs as well as have further
elucidated the signaling pathways
underlying NDMP formation. These
data bring us closer to targeting
NDMPs as a therapeutic intervention
and potentially decreasing sepsisinduced morbidity and mortality in
our critically ill patient population.
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CLINICAL SCIENCE – SECOND
PLACE
MEDICAL STUDENTS
EXPECTATIONS ON THE
SURGICAL CLERKSHIP EXCEED
THOSE OF THE RESIDENTS
AND FACULTY
RC Quillin III, TA Pritts, BR Davis,
D Hanseman, MJ Edwards and AD
Tevar
Department Of Surgery, University
Of Cincinnati College of Medicine,
Cincinnati, OH
Purpose: In this study, we evaluated
the perceptions and expectations of
third year medical students on the
surgery clerkship and identified if
these expectations were consistent
with those of surgical residents and
faculty.
Methods: A voluntary and
anonymous survey was distributed
to third year medical students at the
end of their surgery clerkship, general
surgery residents and attending
surgery faculty at a university hospital
during the 2010-2011 academic year.
Statistical analysis was performed
using the Chi-squared and Cochran–
Mantel–Haenszel tests with a p-value
< 0.05 being significant.
Results: Responses were obtained
from 127 (84%) medical students,
29 (53%) general surgery residents
and 22 (31.4%) attending surgery
faculty. Each group agreed that
the responsibilities of a medical
student on morning rounds include:
obtaining patient data, gathering
charts and supplies, performing
dressing changes, examining patients
and developing patient care plans
(p=NS for each). However, more
students (96.9%) than residents
(86.2%) and faculty (85%) believed
they should be writing daily progress
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notes and fewer students (85%)
than residents (100%) and faculty
(95.5%) thought they should have
dedicated teaching during morning
rounds (p=0.0017 and p=0.0403,
respectively). Additionally, students
thought they should be following
more patients than did the residents
and faculty (p=0.0123).
The expected and actual educational
experience on the surgical
clerkship was similar. There were
no differences in the hours of
instruction provided by residents and
faculty and the hours of instruction
expected by the students (p=NS for
each). The students, residents and
faculty equally agreed that senior
and junior residents serve as good
surgical educators (p=NS for each).
However, the students thought
they should spend more time each
week studying while not on duty
compared to the residents and faculty
(p=0.0026). Students, residents and
faculty equally agreed that identifying
surgical problems, performing a
proper surgical H&P and the ability
to present a surgical patient were
essential skills for a student to learn
by the end of their clerkship (p=NS
for each). However, more students
(85.8%) than residents (58.6%)
and faculty (68.2%) believed that
identifying surgical complications was
an essential skill for a student to learn
by the end of their surgery clerkship
(p=0.002).
Conclusions: The expectations of
third year medical students on the
surgical clerkship exceed those of
the surgical residents and faculty.
Students expect to be more actively
involved in morning rounds and
expect to be able to longitudinally
follow and identify complications
of surgical disease processes. It

is important for surgical residents
and faculty to be aware of these
potential discrepancies in order to
fully maximize a dedicated medical
student’s potential.
ONCOLOGY – HOLZER CLINIC
AWARD (SECOND PLACE)
SEQUENTIAL VEGF
AND EGFR INHIBITION
IMPROVES SURVIVAL IN A
NEUROBLASTOMA MODEL
Artur Chernoguz, MD, Kelly M.
Crawford, BS, Mary Dusing, BS,
Timothy P. Cripe, MD, PhD, Jason S.
Frischer, MD
Department of Pediatric General & Thoracic
Surgery
Cincinnati Children’s Hospital Medical
Center Cincinnati, OH
Purpose: Neuroblastoma, a common
pediatric malignancy, is often resistant
to multimodal therapy. Current antiangiogenic regimens primarily focus
on Vascular Endothelial Growth
Factor (VEGF) inhibition and are
prone to rapid development of
resistance, suggesting the existence of
alternative pro-angiogenic pathways.
Based on observations of its increased
expression in VEGF therapy-resistant
neuroblastoma, we hypothesized that
Epidermal Growth Factor Receptor
(EGFR) blockade would contribute
to tumor regression by suppressing
angiogenesis.
Methods: SH-SY5Y neuroblastoma
cells were incubated with gradient
concentrations of gefitinib (EGFRinhibitor) or bevacizumab (anti-VEGF
antibody) for in vitro cytotoxicity
assays. Xenografts were established
by intrarenal SH-SY5Y injections
in athymic mice (n = 76). Animals
with established tumors received
gefitinib, bevacizumab, combination,
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or placebo for 20 days. Cohorts
were weight-matched and reassigned to receive a complementary
therapy for 50 days. Histologic
and immunohistochemical analysis
of microvascular and perivascular
compartments was performed.
Expression of pro-angiogenic signals
was determined using qPCR, ELISA
and immunoblotting.
Results: Gefitinib and bevacizumab
had a limited cytostatic effect (<50%)
on SH-SY5Y cells despite significant
reduction in downstream activation
of the Akt pathway. Interval

addition of gefitinib to bevacizumab
conferred the longest median survival
compared to initial combination
treatment (Combination: 14 days vs.
Bevacizumab-to-Combination: 40
days; p = 0.02). Refractory increase
in tumor microvascular density
caused by prolonged exposure to
bevacizumab was offset by the
addition of gefitinib (Bevacizumab:
21,970 ± 6,041 µm2 vs. Bevacizumabto-Combination: 9,655 ± 2,022µm2;
p = 0.02; Figure 1). This regimen
also preserved relative immaturity
and vulnerability of tumor vessels

Figure 1: Rebound tumor microvascular density was significantly
reduced by the initial combination treatment (Bevacizumab:
21,971 ± 6,041 µm2/field vs. Combination: 5,052 ± 2,112 µm2/
field; p = 0.03), as well as by the interval addition of the EGFR
inhibitor to Bevacizumab (Bevacizumab: 21,971 ± 6,041 µm2/
field vs. Bevacizumab-to-Combination: 9,655 ± 2,022 µm2/field;
p = 0.02).

compared to initial combination
therapy (Combination: 1.12 ± 0.22
vs. Bevacizumab-to-Combination:
0.45 ± 0.11; p = 0.01; Figure 2).
Levels of human, but not murine
VEGF mRNA, correlated with EGFR
expression (p = 0.02).
Conclusions: EGFR inhibition
augments anti-angiogenic therapy
by targeting pericytes. This strategy
may be a useful adjunct to current
neuroblastoma treatment and is more
effective when administered after a
prolonged anti-VEGF therapy course.

Figure 2: Prolonged combined VEGF and EGFR inhibition induced
significant maturation of tumor microvasculature compared to
control treatment (Control: 0.41 ± 0.18 vs. Combination: 1.12
± 0.22; p = 0.03) and Bevacizumab alone (Bevacizumab: 0.058 ±
0.022 vs. Combination: 1.12 ± 0.22; p =0.001). Interval addition
of EGFR inhibition to bevacizumab prevented vascular maturation
(Combination: 1.12 ± 0.22 vs. Bevacizumab-to-Combination: 0.45
± 0.11; p = 0.01).

Submit an Article for the Next Edition
of Pulse – Deadline is November 1
The next issue of Pulse is in need of your article or news item relevant to
Ohio Chapter members. If you have a story pertaining to surgery in Ohio,
but no time to write it, contact the Executive Office and we’ll do the followup. Keep in mind that this issue of Pulse will be printed and mailed to every
Ohio Chapter member. This is your opportunity to be heard!
Contact the Ohio Chapter, ACS Executive Office by email ocacs@ohiofacs.
org or by telephone at (877) 677-3227.
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District Councilor Reports
Below, is a summary of the district activity as reported at the Ohio Chapter Council Meeting held in October 2012.

Southwest Ohio District
Submitted by A. Peter Ekeh, MD, FACS
Marjory Bowman, MD,
MPA began her tenure
as dean of Wright State
University’s Boonshoft
School of Medicine
on October 1, 2012.
Dr. Bowman came to
Wright State from the University of
Pennsylvania School of Medicine.
Wright State Medical School graduates
more than 100 medical students
annually and has an integrated Surgical
Residency Program that graduates eight
residents yearly.
Miami Valley Hospital has started
construction of a new 24-hour
Emergency Department in Jamestown,

Ohio. The hospital expects to begin
treating emergency cases by March
2013. The new $6 million facility
will be the first full-service ED built in
Greene County to be built away from
a hospital. The 30,200 square foot
facility will be staffed by 75 employees
and is expected to serve patients from
Greene, Clinton and Fayette Counties.
The U.S. Air Force has awarded a
$500,000 contract to the Wright State
Research Institute and National Center
for Medical Readiness for research at
the Calamityville Tactical Laboratory
site in training and rehearsal for medical
and emergency response, disaster
preparedness, search and rescue and

humanitarian assistance. The institute
received the award under a technology
collaboration program of the Air
Force Research Laboratory’s 711th
Human Performance Wing Human
Effectiveness Directorate at WrightPatterson Air Force Base. The program,
“live, Virtual, and Constructive (LVC)
Training, Rehearsal, and Exercise
Infrastructure, Business Case, and
Integration for Emergency Response”
will assess Calamityville as a venue
for high-fidelity research and training,
rehearsal and exercise for a variety of
military and civilian responders, as well
as testing and experimentation of new
technologies.

I Want My Pulse NOW!
Have you been Checking
your E-News?

Attention members!

E-News is an email communication sent
to members once per month around
the 15th regarding surgical news, Ohio
Chapter updates, volunteer opportunities,
continuing education, and much more.
If we do not have your current email
address on file, please contact us at
ocacs@ohiofacs.org so you can start
receiving E-News.

Pulse NOW!, features all the news
you need to know in a
clear, concise, electronic bulletin.
Each edition of Pulse NOW! is
released on a monthly basis and is
packed with the latest Ohio Chapter
news and hot legislative updates.

In the past, members have expressed
concerns that they were not receiving
E-News, yet were signed
up for it. If you experience this problem,
make sure that ocacs@ohiofacs.org is not
getting flagged as spam by your email
service provider. Ensure Ohio Chapter
E-News reaches your inbox, and add
ocacs@ohiofacs.org to your address book.
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Please ensure that the Executive
Office has your correct email address
so you don’t miss out on this valuable
member resource. Please call us
at (877) 677-3227 or email us at
ocacs@ohiofacs.org to let us know
if you need to update your contact
information.
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