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From the Executive Office
By Brad Feldman, Executive Director
Dear Ohio Chapter,
ACS Members:
On behalf of
the Ohio Chapter,
American College of
Surgeons, I would like to thank you
for being a member of the chapter
for 2008. We greatly appreciate your
support for the chapter.
We hope that you will enjoy this
special membership edition as an
added benefit to your membership
for this year. We made a decision
to replace the confirmation letter
provided in the past to members of
the chapter with this publication
to provide you more detailed
information about the chapter,
highlight upcoming events and
to provide informative relevant
professional articles of interest.
I encourage you to read through
the issue to find out about all the
wonderful benefits and services that
the chapter has to offer. I am very
excited about some of the new things
we are offering such as:

• A Retooled Annual Meeting in
		 Columbus for 2008 and 		
		 Cleveland in 2009
• New Listserv
• Create your own member profile
		 to network with other
		 “like” members
• Expanded consumer education
		 focus on Ohio General Surgery
I am also very excited about our
continued legislative efforts, as we
continue to see success in our efforts
to educate Ohio policy makers
and provide influential decisionmakers with important healthcare
information related to consumers
and general surgeons throughout
the state. Since creating a focus in
the advocacy arena almost five years
ago, we have made significant strides
and impacted important decisions
in Ohio. Though our work of the
annual Legislative Day, our legislative
agents, and members like you who
participate, the Ohio Chapter is on
the legislative map. We are one of
the few ACS chapters to have PAC
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and to be successfully active in this
area – which is really an honor.
I am thrilled to announce that
Ohio Chapter is launching our
2008 marketing plan with the goal
of spreading the word about this
incredible resource of our members
and the importance of general
surgery to Ohioians. We will be
sharing our marketing efforts with
members throughout the year, so
keep a look out for what is
coming next!
I encourage you to retain this
membership edition for 2008 and
beyond as a comprehensive tool
and guide to the world of Ohio
Chapter, ACS.
Thank you again for your 2008
membership. I hope to see you at
this year’s Annual Meeting, online,
or at Legislative Day. Until then,
Happy 2008!
Sincerely,
Brad L. Feldman, MPA, IOM
Executive Director
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Editor’s Corner

By Jeffrey S. Palmer, MD, FACS, FAAP
This special
issue of Pulse has
several informative
articles. In Chapter
Information, the two
publications produced by our chapter
are described in “Ohio Chapter in
Print” – Pulse and E-News. Pulse is an
informative magazine to provide
members with up-to-date reports
germane to the surgeon, including
surgery news, advocacy information,
annual meeting updates and
summaries, and member spotlights.
E-News is an email communication
of relevant information for
members, including Ohio Chapter
updates, volunteer opportunities,
and continuing education. Chapter
Information also includes a section that
discusses the 2008 Ohio Chapter
ACS Annual Meeting to be held on
Friday, May 9 – Saturday, May 10,

2008 in Columbus, and the 2009
Annual Meeting to be held on Friday,
May 8 – Saturday, May 9, 2009
in Cleveland.
Legislative Day, a one-day session
that encourages state representatives
and senators to meet with surgeons
in their district to examine medical
and healthcare issues in Ohio, is
also introduced in this edition.
Furthermore, a guide to the Ohio
Chapter website is provided to serve
as a quick and easy reference tool.
Also, the new online program to help
members easily network with other
members is also described.
In Surgery News, the use of global
positioning system and magnetic
resonance imaging technologies
to allow surgeons to know the
location of a brain tumor to the
millimeter before making an
incision is described in the article,
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“Patients’ Eyes Open Wide for Awake
Brain Surgery.” Natural orifice
translumenal endoscopic surgery, the
use of the mouth to gain access to
the abdominal cavity thereby leaving
no outside scars, is also described.
Furthermore, Dr. Sunday Ubokudom
writes a comprehensive article on
employer-sponsored insurance
(ESI) and Medicare and Medicaid
policy changes.
Finally, I would like to thank the
members of ACS for the positive
feedback on the last edition of Pulse.
Your comments are appreciated
and considered in order to provide
our members with a newsletter
that provides essential up-to-date
information. Please do not hesitate
to contact the Editorial Board of Pulse
if you have any articles and/or any
other recommendations.
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Who is the Ohio Chapter?
The Ohio Chapter of the
American College of Surgeons
was established December 6, 1956
and still one of the most dynamic
state chapters of the American
College of Surgeons. There is strong
representation from both academic
and private practice sectors, with
a long history of leadership from
renowned surgeons.

Our mission is to provide
educational opportunities for its
members, be an advocate for its
members and the patients they serve,
and support and uphold the standards
of the American College of Surgeons.
The chapter has more than 800
members practicing in solo, group,
and hospital based practices.

Ohio Chapter in Print
Pulse
Ohio Chapter
is proud to offer
its members a free
subscription to its
official magazine, Pulse.
Inside, readers will
find all sorts of great
features and reoccurring
columns to keep them
up-to-speed on the latest
in the surgical profession.
Among these articles
include advocacy information,
surgery news, annual meeting updates
and summaries, member spotlights,
Ohio Chapter news, guides to the
Ohio Chapter website, chapter news,
and much more.
Ohio Chapter encourages
members to not only read Pulse,
but to remember that is their
magazine too. Get involved! Make
recommendations for future articles.
Advertise your organization. Write
what’s on your mind. Tell us what
you think!
E-News
E-News is an email communication
sent to members twice per month
around the first and 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.
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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Ohio Chapter,
ACS Past Presidents
Edwin Ellison, MD. . . . . . . . . . . . . . . . 1957
Robert T. Allison, MD . . . . . . . . . . . . . . 1958
Byron G. Shaffer, MD . . . . . . . . . . . . . . 1959
Jack W. Cole, MD . . . . . . . . . . . . . . . . . 1960
Berton M. Hogle, MD. . . . . . . . . . . . . . . 1961
Franklin L. Shively, Jr, MD, FACS. . . . . . 1962
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Warren Wendell Green, MD. . . . . . . . . . 1966
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Richard Zollinger, MD. . . . . . . . . . . . . . 1968
Tom Morgan, MD. . . . . . . . . . . . . . . . . 1969
C. William Loughry, MD . . . . . . . . . . . . 1970
Miles Flickenger, MD. . . . . . . . . . . . . . 1971
Mary M. Martin, MD, FACS . . . . . . . . . . 1972
Charles Lovingood, MD. . . . . . . . . . . . . 1973
P.J. Robechek, MD. . . . . . . . . . . . . . . . . 1974
Byers Shaw, MD. . . . . . . . . . . . . . . . . . 1975
William J. Flynn, MD. . . . . . . . . . . . . . . 1976
Tom Kelly, MD. . . . . . . . . . . . . . . . . . . . 1977
Robert P. Hummel, MD, FACS. . . . . . . . 1978
Robert E. Hermann, MD, FACS . . . . . . . 1979
Roland A. Gandy, Jr, MD, FACS. . . . . . . 1980
Robert K. Finley, Jr, MD, FACS. . . . . . . . 1981
Larry C. Carey, MD. . . . . . . . . . . . . . . . 1982
Robert M. Zollinger, Jr, MD, FACS. . . . . 1983
William V. Sharp, MD. . . . . . . . . 1983-1984
Sterling W. Obenour, MD, FACS. . . . . . . 1984
Rex K. Whiteman, MD. . . . . . . . . 1985-1986
Richard B. Reiling, MD, FACS. . . . . . . . 1987
John Peter Minton, MD, FACS, PhD. . . . 1988
Richard B. Fratianne, MD, FACS. . . . . . 1989
Lawrence H. Linder, MD, FACS . . . . . . . 1990
Sidney F. Miller, MD, FACS. . . . . . . . . . . 1991
Josef E. Fischer, MD. . . . . . . . . . . . . . . 1992
Juan R. LaCerda, MD . . . . . . . . . . . . . . 1993
Dennis Ross Irons, MD, FACS. . . . . . . . 1994
Jeffrey L. Ponsky, MD, FACS . . . . . . . . . 1995
Ezra Steiger, MD, FACS. . . . . . . . . . . . . 1996
Michael A. Flynn, MD, FACS . . . . . . . . . 1997
G. William Parker, MD, FACS. . . . . . . . . 1998
Mark A. Malangoni, MD, FACS . . . . . . . 1999
Margaret M. Dunn, MD, FACS. . . . . . . . 2000
Michael S. Nussbaum, MD, FACS. . . . . 2001
Joseph P. Crowe, Jr, MD, FACS. . . . . . . . 2002
Robert E. Falcone, MD, FACS . . . . . . . . 2003
E. Christopher Ellison, MD, FACS. . . . . 2004
Michael E. Stark, MD, FACS . . . . . . . . . 2005
Gary B. Williams, MD, FACS. . . . . . . . . 2006
William C. Sternfeld, MD, FACS . . . . . . 2007
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Ohio Chapter, ACS Annual Meeting
Each spring, the Ohio Chapter of
American College of Surgeons hosts
their Annual Meeting to promote
the learning and development of
statewide doctors, fellows, and
residents in surgery programs. This
two-day event has grown over the
years into an interactive experience
for all learning levels to promote
various fields of surgery including
plastics, cardiac, wounds, orthopedic,
and vascular to gain knowledge and
insight about procedures that are
happening around the state. With
the variety of doctors that join the
speaking panel each year, participants
are guaranteed to leave the Annual
Meeting with insight and tools to use
in their everyday work.
Along with the in-depth learning
sessions that all participants will
benefit from, students enrolled in
residency programs in Ohio are
invited to submit
their research
to the Poster
Abstract Contest
sponsored by the
Ohio Chapter of
American College
of Surgeons.
This contest allows both members
of the Ohio Chapter to see cutting
edge research that is taking place
in the schools, but also promotes
relationships between members and
residents that can gain membership
for years to come. While attending
the Annual Meeting, be sure to stop
and see the resident posters…you
may find your next bright idea there!
Since the medical profession is
always looking towards the future,
we at the Ohio Chapter of American

College of Surgeons are doing the
same for your annual meetings. Be
sure to mark your calendars for the
2008 and 2009 annual meeting dates
to hear what meeting attendees
constantly call “great speakers,”
and learn from the virtual training
that we are planning. As one 2007
Annual Meeting attendee put it, “it’s a
shame more people don’t attend this
meeting - it is always very good” …
so we’ll see you in 2008!

great networking opportunities.
This year’s annual meeting is one
not to miss!
For the 2008 Annual Meeting,
being a member of the Ohio
Chapter, American College of
Surgeons has its benefits. The
cost for the 2008 Annual Meeting
registration is $100 for members and
$200 for non-members. Residents,
along with first-time attendees of
the annual meeting, will receive
free registration. For your hotel
accommodations, single and double
rooms for the Hyatt Regency
Columbus are $139 per night. Be
sure to call now to reserve your
room at (800) 233-1234 and refer
to the group name “Ohio Chapter,
American College of Surgeons.”

Ohio Chapter, ACS
Annual Meeting 2009

Ohio Chapter, ACS
Annual Meeting 2008
The 2008 Ohio Chapter, ACS
Annual Meeting will be held Friday,
May 9 – Saturday, May 10, 2008
at the Hyatt Regency Columbus.
Come join fellow Ohio
Chapter members, perspective
members, and Ohio residents in
the heart of Ohio for exciting
speakers, the top selection of
resident research posters, and
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The 2009
Ohio Chapter,
ACS Annual
Meeting will
be held Friday,
May 8 –
Saturday, May
9, 2009 at the
Hyatt Regency
Cleveland at
the Arcade. As the event draws near
make sure to check the website for
more detailed information regarding
the 2009 Annual Meeting.
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Legislative Day
Over the past several years, the
Ohio Chapter has substantially
increased its efforts to proactively
engage legislative and regulatory
decision-making at the state level.
The growing financial strains on
public and private healthcare
delivery systems are creating
difficult challenges for surgeons to
continue to provide quality care to
their patients while maintaining an
economically viable practice. The
Ohio Chapter recognizes that a
strong advocacy voice in Columbus,
coupled with an active grassroots
organization across Ohio, is critical
to protecting the practice of
surgical medicine.
Legislative Day is a one-day
session that encourages state
representatives and senators to meet
with surgeons in their district to
examine medical and healthcare
issues in Ohio. A reception is
scheduled for that evening to

allow legislators and the
Ohio Chapter members
additional interaction.
Mark your calendar for
April 22, 2008 to attend
this important session
in Columbus.
Some hot issues
of the past Legislative
Days include:
• Update on the biennial
		 budget issues
• Update on the
		 legislative issues 		
		 of the 127th General Assembly
• Introductions to representatives
		 from the Ted Strickland 		
		 administration
• Informative speakers
• Information about the new
		 Department of Medicaid
The healthcare industry is
expected to be a big topic for the
Legislative Day in 2008 due to the

fact that it is an election year. Now,
more than ever, is the time to make
your voice heard!
Who should attend:
• Ohio Chapter members
• Ohio Chapter non-members
• Residents
• Initiates
• Retired members

Web Almanac: The Listserv
The Ohio Chapter, ACS
discussion lists (Listservs) are
automated email discussion groups
designed for interactive discussions
with your fellow members. The
Listserv are designed to improve
communication among like-minded
fellows, offer a forum for exchanging

Figure 1

ideas, and allow you to benefit from
the experience, knowledge, and
wisdom of your peers.
Not only can you view messages
in your web browser, but you’ll also
be able to post to the lists and receive
messages from the lists directly from
your favorite email program (like
Outlook or Outlook Express).
We’ll cover the basics of
subscribing and how to send your
first message, and then we’ll discuss
how to manage your subscription.
Getting Started
To join an Ohio Chapter
discussion list, login to the Ohio
Chapter members only section by

Figure 2

clicking the My Ohio Chapter link in
the header. You’ll arrive at the Ohio
Chapter Members Only Login page.
1.	Click Continue to members only 		
		 login at the bottom of the text
		 to see the login screen. You’ll see
		 the Login screen (figure 1).
2.	Enter your email address and
		 password, and then click
		 the Log In button. You’ll be taken
		 to the User Menu (figure 2).
Continued on page 8
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Continued from page 7, Web Almanac
3.	Click Go to Members Only
		 Section to enter the password		 protected member only section
		 (figure 2).
4.	The Members Only Area is
		 displayed. To continue to the
		 Discussion List Central page, 		
		 click at the end of the third 		
		 article: “For all of the details
		 and to subscribe: Click Here”
		 (figure 3).

Figure 3

Discussion List Central
This page is the center of all
activities for subscribing, unsubscribing, and browsing the
discussion lists via a web page.
Subscribing to the Listserv
Subscribing is as simple as
completing the form on the Discussion
List Central page and submitting it
(figure 4). Select one or more lists by

with which you receive messages and
how you receive messages.
The first step is to login to the
members-only page on the Ohio
Chapter website. There, you’ll find a
link to the Discussion List Central page.

clicking the checkbox next to the
lists you wish to unsubscribe. But
then again, why would you ever want
to unsubscribe?
Once you complete the
subscription form that generates
a message to the Executive Office
staff to confirm your Ohio Chapter
membership. Once that step is
completed (typically 24-48 hours),
you’ll receive a welcome email from
the Listserv manager, inviting you to
post to the list.
That’s it! There’s no annoying
message confirmations, no other
work involved. Once you receive
the welcome message, you’re ready
to post.
Send a Message to a List
You may send a message using
a link on the Discussion List Central
page, which opens a new blank
email addressed to the Listserv email
address for the appropriate list. A
complete email list is included here
for your reference.
Area of Interest

Figure 6

On that page, you’ll see a link to
Your Online Forum (figure 6). This link
will forward you to the Lyris Listerv
webpage login screen.

Figure 7

Listserv email address

General Discussion ohiochapter@orbit.sparklist.com
Young Surgeons
ocacs-youngsurgeons@orbit.sparklist.com

Figure 4

clicking the checkboxes next to the
list descriptions.
Your account on the Listserv
server is controlled by your email
address. If you have multiple email
addresses, choose the one you will
access most frequently, and use that
to access the list.
Unsubscribing to the Listserv
can also be accomplished on the
same page (figure 5) by entering
your subscribed email address and

Figure 5

We recommend you add the email
address from each list to which you
subscribe to your address book, to
allow you to easily submit to the list
directly from your email program,
without having to visit the Discussion
List Central page each time.
You’ll receive individual messages
by email by default. You can post to
the list by sending an email to the
email addresses listed above; you can
reply to a post by clicking reply in
your email software.
You should read the Listserv Rules &
Etiquette prior to posting for the first
time. You’ll find a link to the rules on
the Discussion List Central page.
Manage Your Subscription
The Lyris Listserv system allows
you to manage several aspects of your
subscription, including the frequency

Enter your email address
(figure 7), click OK, enter your
password (figure 8) and click OK.
If you’re successful, you’ll see the
progress bar, then a list of available

Figure 8

listservs. You must select each list
to access your account settings
and the online forum for that list
(figure 9).

Figure 9

Continued on page 9
MEMBERSHIP EDITION
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Continued from page 8, Web Almanac
Digest: one daily email with all the
Once you select and enter a list,
messages for that day.
you’ll enter the messages screen
(figure 10). The navigation bar
If the list generates a lot of
volume, this is a good option to
avoid filling your inbox with multiple
messages from the list. Most people
can scan a digest quickly for content
relevant to them.
Each night, around midnight,
you
will receive a single email
Figure 10
message containing all the messages
down the left side of this screen
contributed to the forum that day.
holds the key to all the ‘riches’ the
At the top of the message will be a
Lyris Listserv system has to offer.
numbered list of the subjects in that
Let’s explore how to manage your
digest, followed by the complete
subscription: click the ‘My Account’
messages themselves.
button in the navbar.
MIME digest: one daily email with
The first screen displays your
that day’s messages in MIME format.
email address, name, membership
The same as a digest, but in MIME
type, and language. At some future
format
so that individual message
time, if you wish to change your
formatting is preserved. Some email
subscribed email address, this is the
clients such as Outlook will show the
place to change it.
digest as a series of attachments. We
do not recommend this setting; it has resulted
in great confusion in the past!

Figure 11

The membership type (figure 11)
pop-up list displays how you will
receive messages from the Listserv. If
you wish to change from the default,
make a selection from this list.
Normal: receive messages as they
are contributed.
By default, all new registrants to
the Listserv use the first setting. You
receive copies of messages posted to
the forum immediately.

Index: one daily email with only the
subject lines for that day.
Each night, around 1:00 am, you
will receive a single email message
containing all the subject lines of
all the messages contributed to the
forum that day. If any of the messages
interest you, the bottom of the index
gives the email command that will
retrieve the bodies of the messages.
Or, you can access the discussion
forum interface directly on the
web interface.

MEMBERSHIP EDITION

If you’re very, very busy, this
is a great option. You can scan
subject lines in a matter of minutes,
rather than the time it takes to view
individual emails or a
complete digest.
No email: receive no email from this
mailing list.
No email is sent to you. You
are free to go the web interface
whenever you want, and read the full
text of the messages there. We highly
recommend you switch to this
setting if you are leaving the office,
especially if you routinely set an
auto-responder to inform emailers
of your absence. To avoid an excessive
amount of message cycling, we may
temporarily unsubscribe you from the
list if we see auto-responder posts.
Finally, to change your password
to the Listserv web interface, click
the advanced tab and enter the new
password in the fields provided. (This
password is set when you originally
enroll in the discussion list). If you
forget your password, contact the
Executive Office – we can always
reset it, but we will never be able to
view it.
Privacy Policy
Rest assured that your information
is secure while using the Ohio
Chapter Discussion List. Ohio
Chapter contracts with Sparklist.com,
a national leader in the listserv
community, for hosting and technical
support of our discussion list
services; the list is administered by
staff members at the Ohio Chapter
Executive Office.
If you would like to see a copy
of Sparklist’s privacy policy, please
contact the Executive Office by
telephone (877) 677-3227 or by
email ocacs@ohiofacs.org.
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Navigation Elation: The Ohio Chapter Website Guide
Retain this guide to serve as a
reference for the Ohio Chapter
website, an important member
resource. The website offers quick
and easy access to details about the
Ohio Chapter, ACS, membership
information, and much more.
Accessing Member Only Content
Click the My Ohio Chapter button
in the website header to enter the
members only section of the website.
Following are instructions and details
on that section.

Figure 2

How to Login (Figure 2)
When you wish to login to
the website for the first time, you
must wait to receive notice from
membership that your website access

Website Navigation Tabs (Figure 1)
Tab

Description

About

Mission, Ohio Chapter history, about the American
College of Surgeons, council, bylaws, how to contact
the Ohio Chapter

Join

Your invitation to join, types of memberships, 		
membership year, how to join

Resources

Projects that impact you and your patients: legislative
representation, Legislative Day, related links, Pulse,
E-News, annual meeting, residents, volunteer 		
opportunities, networking

News

News articles, E-News

Events

Calendar of events

Jobs

Positions available

Marketplace

Website jobs, display advertising, ad rate card, 		
exhibits, advertising guidelines

Vendors

Vendor listings

S-PAC

Surgical Political Action Committee: building 		
relationships, donate now, S-Pac contributors

Figure 1

setup is complete. If you joined
online, you’ll use the password you
entered during the registration
process. If you joined using a printed
form (by fax or mail), a temporary
password will be generated by
our system and emailed to you.
Once you’ve received notice that
your setup is complete, follow the
appropriate instructions below.
New Members If You Joined Online
1.	 Click the Continue to members 		
only login link at the bottom of
the My Ohio Chapter page to 		
access the login screen.
2. Enter your email address and
password you entered when you
joined. If you forget your
password, click the Forget
Password link to the right of the
password field. Your password
will be reset and an email with
your new password will be
sent to you.
3. Once you successfully enter your
login and password, you’ll be
taken to the member only
User Menu.
4. To access the members only
section of the site, click Go to
Members Only Section.
New Members - If You Joined Using
a Printed Form
1. Click the Continue to members
only login link at the bottom of
the My Ohio Chapter page to
access the login screen.
2. Use your email address as your
login, and 1234 as your
temporary password.
3. You’ll be taken to the member
only User Menu. We recommend
you immediately change your
password by clicking on Modify
my account. The password field
is near the top of the screen.
4. To access the members only
section of the site, click Go to
Members Only Section.
Continued on page 11
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Renewing Members
If you’re a renewing member,
and you’ve accessed the website
previously, your current login and
password will continue to be valid.
1. Click the Continue to members 		
only login link at the bottom of
the My Ohio Chapter page to 		
access the login screen.
2. From there, you will be 		
prompted to enter your login and
password. Use your email address
as your login and the password
you have previously established.
3. If you forget your password,
click the forgot my password 		
link, and enter your email in the
form that appears. A new 		
password will be generated and
sent to your email address within
a few minutes. Once you receive
your new password, return to the
login screen and enter your login
and password.
4. Once you successfully enter your
login and password, you’ll be
taken to the member only
User Menu.
To access the members only
section of the site, click Go to
Members Only Section on the menu.

Figure 4

and you’ll be taken to a simple form
interface for searching (Figure 4).
Enter a full or partial name to see
a listing of matches in the member
database (Figure 5). Click the name
to see a detail record.

Figure 5

Members Only Area
Exclusive Content
Related Links – Links to websites
relevant to Ohio Chapter members.

Member Only User Menu (Figure 3)
The User Menu page links to pages
that allow you to manage your Ohio
Chapter account, register for events,
renew your membership, and enter
the password-protected section of
the website that contains memberonly content.
The online membership directory
gives you access to a complete
listing of all current members of the
Ohio Chapter. To search for fellow
members, click Search Online Directory,

Pulse – Archive issues in PDF
format of the Ohio Chapter’s official
publication, published three times
per year.
New Surgeons’ Survival Manual –
This booklet, prepared by the
Young Surgeons Committee of the
Ohio Chapter, was designed to
help newly-established surgeons
with a variety of practical matters
concerning their practice.
History of the Ohio Chapter –
A written chronological record of
events affecting the Ohio Chapter.
Job Seeking – a pamphlet by Linda
M. Barney, MD, FACS, of Dayton,
offering surgeons a game plan for
seeking employment.
We also publish how-to website
articles in the Pulse from time to time.
Watch that publication for updates or
changes to the website.
If you have questions regarding
the Ohio Chapter, ACS website,
please contact the Executive Office
by email ocacs@ohiofacs.org or by
phone (877) 677-3227.

Members Only User Menu (Figure 3)
Modify My Account
Register for an
Upcoming Event

View My
Payment History
View My Registration
History
Search Online Directory

Modify your online profile and submit 		
address changes to the Executive Office
Learn more about upcoming events, register
online, and see who else is attending. You
may also renew your membership through
this link
View your payment history for 			
membership or events
View your registration history for
past events
Jump to the password-protected
members only section of the Ohio 		
Chapter website (see below for details)

Go to Members
Only Section

View exclusive member only content

Log Off

Securely exit the User Menu

Figure 3
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What’s your Interest?
Several committees and focus
groups are hard at work at the Ohio
Chapter, American College of
Surgeons. The volunteers work very
hard to network, educate, advocate,
and better these areas of service.
Ohio Committee on Trauma
(OCOT)
The Ohio Committee on
Trauma is a group that is comprised
of surgeons and health care
professionals dedicated to improving
care of the injured patient. Care of
the injured or “trauma” patient is a
continuum and begins the moment
an injury occurs and continues
through rehabilitation and reentry into society. The National
A Severity Characterization Of
Trauma (ASCOT) “strives to be a
resource for our professionals and
other entities-professional, public,
and government-in topics concerning
trauma prevention and care.”
(ACSCOT Blue Book) The Ohio COT

interested surgeons and affiliated
professionals are encouraged and
welcome to attend these meetings
and to get involved.
More information about
OCOT can be found online at
www.traumasystems.com.
is dedicated to improving trauma care
along the continuum through a
focus on:
• Public and professional education
• Advocacy
• Injury prevention
• Trauma system development
• Standards of care
• Quality of patient care
• Financial assessment of care
Chaired by Charles Yowler, FACS,
MD, from MetroHealth Medical
Center in Cleveland, the OCOT
meets twice a year in Columbus
in the spring at the Ohio Chapter
Annual Meeting and in the fall. All

Ohio Commission on Cancer
The Ohio Commission on Cancer
is affiliated with the American
College of Surgeons Committee on
Cancer established in 1922.
The Commission on Cancer
(CoC) is a consortium of professional
organizations dedicated to improving
survival and quality of life for cancer
patients through standard-setting,
prevention, research, education, and
the monitoring of comprehensive
quality care. The multidisciplinary
CoC establishes standards to ensure
quality, multidisciplinary, and
comprehensive cancer care delivery
in health care settings; conducts
Continued on page 13

Membership Directory
Recently, the Ohio Chapter Executive Office launched a new
online program designed to help members easily network
with other members: the Ohio Chapter member profile.
We need your help in collecting relevant data. To complete
your own member profile entry, login to the members only
section of www.ohiofacs.org, select Modify my account from the
user menu, and complete the secure online form. Completing
the form will take a few short minutes, but it will allow others
to easily find you. Of course, enter only the information you
would like to share with your fellow members.
You will be able to find any member by searching the
following criteria: such as company name, region, city, state, or
ZIP code. This is a free benefit only for members. Members should
request changes to their records, as necessary, by contacting the
Executive Office at ocacs@ohiofacs.org.
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surveys in health care settings
to assess compliance with those
standards; collects standardized
data from CoC-accredited health
care settings to measure cancer
care quality; uses data to monitor
treatment patterns and outcomes and
enhance cancer control and clinical
surveillance activities, and develops
effective educational interventions
to improve cancer prevention, early
detection, cancer care delivery, and
outcomes in health care settings.
CoC membership is comprised
of 97 individuals who are either
surgeons representing the ACoS
or representatives from the 42
national, professional organizations
or Member Organizations,
affiliated with the CoC. These
individuals direct the activities
of the Commission through
committee work. These activities
are coordinated through the

Executive, Approvals, Cancer
Liaison, Education, and Quality
Integration Committees, and related
subcommittees and workgroups of
the CoC.

For more information about the
Association of Women Surgeons,
contact the Ohio Chapter Executive
Office or Amy Reed, MD, FACS at
amy.reed@uc.edu.

The Ohio CoC meets at least
annually at the Ohio Chapter
Annual Meeting in the spring of
each year. All are welcome to
attend. More information on
CoC can be found online at
http://www.facs.org/cancer/coc/cocar.html.

For more information about rural
surgery and networking with others
in this area, contact Michael Duke
Sarap, MD, FACS at msarap@msn.com.

Association of Women Surgeons,
Rural Surgery, and Residents
Not only are these two areas
going strong, but at the annual
meeting for 2008, the Ohio
Chapter will have presentations and
discussions regarding rural surgery,
a Association of Women Surgeons
luncheon, programs focused towards
residents and the Annual Resident
Essay Competition.

If you are a resident and
interested in getting more involved
in the Ohio Chapter and networking
with other Ohio residents, please
contact Roy Phitayakorn, MD at
ropst14@hotmail.com.

Volunteer Now!
A strong volunteer structure is
essential to the continuance of every
association. There are many reasons
to volunteer with Ohio Chapter,
American College of Surgeons personal fulfillment, professional
growth, involvement in the
organizational focus, and giving back
to the medical community. Ohio
Chapter has opportunities available
for members interested in serving on
the council, executive committee, or
one of its other various committees.
If you are interested in donating
some time to Ohio Chapter, please
complete the volunteer form located
on page 14, and fax or mail it to the
Executive Office.
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Volunteer Form
P.O. Box 1715
Columbus, OH 43216-1715
Telephone: (614) 221-9814
Toll Free: (877) 677-3227
Fax: (614) 221-2335

Ohio Chapter relies on its members to assist with its duties. If you would like to volunteer to serve on one of
the committees, please complete the following information and return it to Ohio Chapter’s Executive Office
P.O. Box 1715, Columbus, OH 43216-1715. Once the form has been received by the Executive Office, it will
be sent on to the appropriate committee chair, who will then contact you regarding your interest.

GENERAL INFORMATION (Please print or type)
Name: ________________________________________________________________________________
Home Address: _________________________________________________________________________
City: _______________________________ State: _________________ Zip: ________________________
Home Phone: _________________________________ Fax*: ____________________________________
Employer: _____________________________________________________________________________
Work Address: _________________________________________________________________________
City: _______________________________ State: _________________ Zip: ________________________
Home Phone: _________________________________ Fax*: ____________________________________
Web Address: __________________________________________________________________________
Preferred Mailing Address:  Home  Work
Email*: ________________________________________________________________________________
*Fax and/or e-mail will be used for member communications.
COMMITTEES
I’m interested in volunteering for the following committee(s):









Archives
Association of Women Surgeons Rep.
Bylaws
CAC (Medicare Carrier Advisory Committee)
Rep.
Cancer
Communications
Community Hospital
Delegates to the Ohio State Medical
Association










Distinguished Service Award
Health Policy and Advocacy
Medical Education/Program
Membership
Resident Education
Resident Essay Contest
Trauma
Young Surgeons

EXECUTIVE COUNCIL
 I’m interested in upcoming positions on the Executive Council.

Advocacy

Statehouse Report
By Belinda Jones, Legislative Agent

Political Update
As 2007 was winding down and
a new year was beginning, a few
important changes were taking
place in both the Ohio House of
Representatives and the Ohio Senate.
Due to the unfortunate passing of
longtime United State Congressman
Paul Gillmor (R-Ohio), a number
of state legislators will be seeing a
change in their day-to-day jobs in
the New Year.
Rep. Bob Latta (R-Bowling Green)
will realize a dream of filling his late
father’s seat in the U.S. Congress
after winning a tough primary against
Sen. Steve Buehrer (R-Delta) to
represent the Fifth Congressional
District of Ohio.
Sen. Randy Gardner (R-Bowling
Green) is expected to move to the
Ohio House early in 2008 to serve
in the chamber where he started
his state political career in 1985.
Rep. Mark Wagoner (R-Toledo) is
expected to move to the Senate to fill
Senator Gardner’s seat.
Legislative Update
House Bill 125 – Health
Care Simplification Act. The
Health Care Simplification Action,
sponsored by Rep. Matt Huffman
(R-Lima) and championed by the
Ohio State Medical Association,
continues to be discussed and
debated before the Ohio Senate.
HB 125 was voted out of the House
in October 2007 by a vote of 91-5.
A number of major employers and
the Ohio Chamber of Commerce
have become vocal in the Senate
stating that the proposed reforms
will result in increased health care
costs and decreased flexibility in the
health care options available to their

employees. The insurance industry
also continues to raise objections to
the bill and the goals of the providers
advocating for the reform.
The two most contentious
provisions include the following:
• Restrictions to “most favored 		
		 nation clauses” that tie the hands
		 of providers in accepting better
		 reimbursement from
		 other payers.
• The inclusion of “all products 		
		 and future products clauses” in 		
		 contracts that force providers to
		 accept insurance products they
		 do not want or products that
		 have yet to be developed.
Ohio Chapter, ACS members are
encouraged to call
their state senators
to urge their
support of HB
125 as it is written
today. Additional
compromises
will further erode
the position of providers as they
negotiate with insurance companies.
Senate Bill 59 – Medical
Negligence Arbitration. Legislation
sponsored by Sen. Kevin Coughlin
(R-Cuyahoga Falls) continues to be
discussed in the Senate Insurance

Committee. Lead by the Academy of
Medicine of Cleveland and Northern
Ohio, proponents of the bill argue
that establishing a pilot program for
arbitration of medical negligence
cases monitored by the Ohio
Department of Insurance and the
Ohio Supreme Court is a reasonable
alternative to address excessive
malpractice premium costs and a
disproportionate number of filings,
specifically in Northeast Ohio. The
Ohio State Bar Association brought
a panel of attorneys before the
committee in November 2007 to
counter the arguments made by the
bills’ advocates. The testimony likely
created enough questions and doubt
to slow the bill down. Ohio Chapter,
ACS will continue to closely monitor
this proposal.
Senate Bill 186 – Insurance
Mandate for Cancer Clinical Trial
Related Care. Sen. Steve Stivers
(R-Columbus) sponsored this bill that
would require insurance companies to
cover certain health care costs related
to a cancer clinical trial. Advocated
strongly by the Ohio State
University James Cancer Hospital,
the bill passed the Senate Insurance
Committee with a unanimous vote in
October 2007 and as of this writing,
is pending a vote by the full Senate.
Continued on page 17
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Insurance mandates, traditionally
opposed by business interest groups
and some major insurance companies,
can be difficult to pass with
Republican majorities in both the
House and Senate. Ohio Chapter,
ACS will continue to advocate for
its passage.
Medicaid Provider
Reimbursement Increase –
DELAYED – Citing increases in
Medicaid caseload and a declining

state economy, Governor Ted
Strickland announced a delay in
the 3 percent increase for Medicaid
provider rates accounted for in
House Bill 119, the state’s most
recent biennial budget. In a
meeting with representatives of
provider professional associations on
December 20, 2007, the Governor’s
policy staff stated that the delay
would be revisited in 90 days after
reassessing the state budget and the
economic outlook for Ohio.

Ohio Chapter, ACS has a vested
interest in monitoring statehouse
activities as it pertains to the medical
industry. To stay as up-to-date as
possible on the latest legislative
happenings, members can refer to our
website at www.ohiofacs.org. Also be
sure to read each edition of
Ohio Chapter’s Pulse and bimonthly
E-News updates.

Surgery News

Patients’ Eyes Open Wide for Awake Brain Surgery
By Emily Caldwell, Ohio State University Hospitals
Global positioning system
technology has added precision to
brain surgery that already carries a
significant “wow” factor because it is
performed while patients are awake.

the skull and brain have no pain
receptors – the incision of the skin on
the scalp is what usually leads to pain
during the procedure, and this can be
alleviated with local anesthesia.

Though the procedure, called
awake craniotomy, is not new,
the combination of mapping and
imaging technologies adds benefits
for doctors and patients. Surgeons
know the location of a tumor in the
brain down to the millimeter before
making a single incision, and patients’
risk for neurologic deficits are lower
while they’re awake.

The use of a global positioning
system (GPS) in the operating room
and magnetic resonance imaging
(MRI) technologies allows surgeons
to make smaller scalp incisions and
also remove smaller segments of
the skull. It also allows for reduced
disruption of normal brain tissue
to find the tumor. With GPS

technology, surgeons use a wand that
triangulates to other fixed objects
in the room and provides an image
of the tumor’s position on an MRI
scan, guiding physicians directly to
the incision site “so we don’t have to
expose a large area to find the tumor.”
The awake craniotomy technique
is used primarily to preserve patients’
speech during surgeries in which
doctors are removing tumors, and
is particularly helpful in guiding
Continued on page 18

“Patient comfort is an important
issue in performing these types
of surgeries,” says Dr. E. Antonio
Chiocca, director of neurological
surgery at Ohio State University
Medical Center. “Patients often want
to move while they’re awake, but
they can’t move while we’re operating
on their brain. So speed is important
in these procedures.”
Discomfort does not equate
to pain, Chiocca notes, because
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surgeons during removal of oddly
shaped tumors that infiltrate into
normal brain tissue.

damage caused during surgery
can lead to temporary or
permanent impairment.

Chiocca says. “And having the
patient awake allows us to take
care of individual differences.”

“It’s a very effective way of
monitoring the function of the
patient and achieving maximum
resection of a tumor,” says Chiocca,
who also co-directs the Esther
Dardinger Neuro-Oncology
Center and holds the Dardinger
Family Endowed Chair in
Oncological Neurosurgery.

Patients undergoing awake brain
surgery are anesthetized just enough
so they will doze during the incision
in their skin and removal of a section
of the skull. Anesthesia is then
withdrawn and patients are coaxed
into consciousness so they can speak
during procedures on the brain itself.

Patients who undergo awake
brain surgery often are able to leave
the hospital and return to normal
activities within 48 to 72 hours.

The awake procedure can also
be applied to surgery on epilepsy
patients in which segments of the
brain that cause seizures are removed
from areas near speech, movement
and short-term memory centers of
the brain.
The primary sections of the brain
related to speech are Broca’s area,
which is responsible for speech
production and articulation, and
Wernicke’s area, the home for
language comprehension. Both are
usually located in the left hemisphere
of the brain. In these specific areas
of the brain, Chiocca explains, any

“You need a very good team to
do this. Neuroanesthesiologists give
patients just enough medicine so they
will sleep during the first phase, and
then they will wake them up when
we get to the brain,” Chiocca says.
“We have a speech pathologist talk to
the patient as we remove the tumor.
If we notice any trouble speaking,
or if the patient develops a halting
pattern of speech, we know we’ve
gone too far and we stop.”
Though these brain centers
are universal among patients,
the mapping and imaging allow
physicians to adapt to the
“uniqueness of each brain,”

Sleeping patients whose surgeries
occur near these speech, memory and
motion centers of the brain are at
higher risk for suffering temporary or
permanent deficits, but some patients
will opt not to be awake,
Chiocca says.
In addition to specializing in
the latest neurosurgical techniques,
Chiocca is a leading investigator
in the use of biologic therapies and
gene delivery methods to treat brain
tumors and other central nervous
system disorders. He joined the Ohio
State medical faculty in 2004.
Emily Caldwell works in Medical
Center Communications at the Ohio
State University Hospitals. For details,
contact her at (614) 293-3737 or by email
emily.caldwell@osumc.edu.

Incisionless Surgery Holds Great Promise,
Specialists Say
By Darrell Peters

Surgeons in the Department of
Surgery at Ohio State University
Medical Center are the first in
the country to use a new surgical
technique for abdominal procedures
that could be one of the next major
medical advancements in the
United States.
The experimental technique,
called natural orifice translumenal
endoscopic surgery, holds
considerable promise, say surgeons,

who are using the mouth to gain
access to the abdominal cavity,
instead of cutting through the
outside of the body.
The technique leaves no outside
scarring, results in no postoperative
pain, and may reduce patients’
recovery times.
“This is a first clinical step in
the U.S. toward developing an
incisionless and painless technique
for abdominal surgery,” says Dr.

Jeffrey W. Hazey, assistant professor
of surgery in the Division of
General and Gastrointestinal
Surgery and a specialist in
interventional endoscopy.
Continued on page 19
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At Ohio State, the procedure
is being performed in conjunction
with more traditional operative
techniques for diagnosing abdominal
malignancies and cancer staging.
To reach the abdominal cavity,
a flexible endoscopy tube encasing
a fiberoptic camera and remotecontrolled surgical cutting tools is
inserted through the mouth. Once
the tube reaches the stomach, the
wall of the stomach is pierced,
and the tube is advanced into the
abdominal cavity, where the surgical
tools can be used to perform
delicate procedures.

When a procedure has been
completed, the tube is withdrawn
through the hole in the stomach,
and the puncture is closed. Hazey
says the technique may be adapted
for other procedures in the body by
using other natural entry points.
Hazey and Dr. W. Scott
Melvin, professor of surgery,
chief of the Division of General
and Gastrointestinal Surgery, and
director of Ohio State’s Center for
Minimally Invasive Surgery, are
the first surgeons in the United
States to use the new technique in
clinical abdominal procedures. The
technique has been used clinically in

India to perform appendectomies and
tubal ligations.
With additional testing and
refinement, Melvin says natural
orifice translumenal endoscopic
surgery could become commonplace.
“As with any new technology, there
are many steps to take before it can
be adopted for widespread use, but
there is certainly a lot of
excitement about this technique
among surgeons.”
Darrell Peters is publications editor in
the Department of Surgery at Ohio State
University Hospitals.
http://medicine.osu.edu/sitetool/sites/
pdfs/surgerypublic/May2007.pdf

Employer-Sponsored Insurance (ESI), Medicare
and Medicaid Policy Changes, and the Future
By Sunday E. Ubokudom, PhD
Introduction
Most non-elderly
Americans (under
age 65) receive their health insurance
coverage through their own
employer or the employer of a family
member (Clemans-Cope and Garrett,
2006). At its peak in 2000, employersponsored insurance (ESI) covered
about 67 percent of the non-elderly
American population (Blumenthal,
2006). By 2004, however, only about
61 percent of non-elderly Americans
under age 65 were covered by ESI, a
decline of about 6 percent from 2000
to 2004 (Clemans-Cope and Garrett,
2006). This is a strong indication
that the long-standing association
between work and employersponsored insurance is weakening.
Unlike non-elderly Americans,
about 40 million elderly Americans
65 years of age and above receive

their health insurance coverage
through the Medicare
program. In its simplest form,
Medicare provides two benefits
– hospital insurance and
medical insurance (U.S.
Government Information,
2006). Medicare does
not finance nursing
home care for the
elderly or health
insurance for the
working poor
in our nation.
Rather,
Medicaid fills
that gap.
Medicaid is the
nation’s major public
health insurance program
for low-income Americans. It finances
health and long-term care services
for over 55 million people, including

children and many of the sickest and
poorest Americans. In the absence
of the Medicaid program, the vast
majority of its beneficiaries would
Continued on page 20
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probably join the ranks of the more
than 46 million uninsured Americans
(The Kaiser Family Foundation,
2006).
The purpose of this paper is to
analyze the declines in employersponsored insurance for current
workers and retirees in the U.S.,
highlight the pressures these declines
have put on the Medicare and
Medicaid programs, and discuss the
ability of Medicare and Medicaid to
fill the gap created by declines in ESI
at a time of cost containment. The
paper concludes by speculating on
the future of health care financing in
the U.S. First, I examine the benefits
of ESI and declines in ESI for current
workers and retirees.
The Benefits of ESI
Employer-sponsored health
insurance is vital to the wellbeing of American workers and
their dependents. For their part,
physicians and other health care
providers, regardless of their field
of medicine or location of practice,
depend significantly on ESI for
their reimbursements or paychecks
(Blumenthal, 2006). Also, providers
who are employees of health care
organizations depend on their
employers for their own and their
family’s health insurance coverage.
It therefore follows that if ESI
were to disappear, the health of
patients throughout the U.S. would
be jeopardized and health care
providers’ incomes would decline.
Even though the demise of ESI is not
very likely in the foreseeable future,
its future is insecure and problematic.
The growth of private health
insurance in the U.S. was a triumph
of market justice forces championed
by modern conservatives over the
social justice forces spearheaded by

liberals. Under the market
justice model, the nation
delegated the provision
of health insurance for
its citizens to private
employers and insurance
companies. Therefore,
between 1940 and 1950,
the number of people
enrolled in private health
insurance plans increased
from 20.6 million to 142.3
million (Thomasson,
2002; 2004). By 2004, the
number of non-elderly
Americans with ESI was
more than 159 million
(Blumenthal, 2006).
ESI is a mechanism for protecting
workers against risk or the possibility
of a substantial financial loss from
illness (Shi and Singh, 2004). It
creates a mechanism for transferring
or shifting risk from the individual
to the group of workers through
the pooling of resources. In other
words, low-risk workers subsidize the
health care costs of sick, high-risk
workers (Health Insurance Institute,
1969; Vaughn and Elliott, 1987;
Blumenthal, 2006; Shi and
Singh, 2004).
For a long time, ESI provided
health benefits to workers at
affordable prices. So long as health
care costs were affordable, employers
did not pay much attention to the
cost of providing coverage for
employees and their dependents.
However, persistent health care
cost increases, federal legislation,
and changes in private and public
sector accounting practices have
destabilized the ESI system. I
examine these factors briefly in the
following pages, beginning with
inflationary health care costs.

Health Care Cost Increases
The policies pursued in the
early 1900s by the private sector
and national, state, and local
governments to improve medical
education and services and to
provide health insurance coverage
to the poor and the elderly led to
significant inflation in the health
care market. Briefly, these policies
included the upgrading of medical
research and education following the
Flexner Report, published in 1910;
the development of health insurance
after World War II; the provision of
federal grants for the construction of
health facilities under the Hospital
Survey and Construction Act (HillBurton) of 1946; the establishment
of the Veterans’ hospital system
in 1946; and the passage of the
Medicare and Medicaid programs
in 1965 (Ubokudom, 1997). Even
though these programs and policies
were well intentioned, one of their
negative side effects is uncontrollable
health care cost increases. High
health care costs have made it
increasingly difficult for employers to
offer health care benefits for
their employees.
Continued on page 21
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Also implicated in the erosion of
ESI are the Employee Retirement
Income Security Act (ERISA)
passed by Congress in 1974, a 1990
ruling by the Financial Accounting
Standards Board (FASB), and a
similar ruling by the Governmental
Accounting Standards Board (GASB)
in 1999.

The destabilizing effect of ERISA
on ESI is due to the fact that when
the self-insured, large employers
remove their relatively healthy and
better-paid employees from the
risk pools maintained by private
insurance companies, premiums
for small employers become less
affordable, making it increasingly
difficult for them to participate in the
ESI system (Blumenthal, 2006).

The ERISA (1974)
In an attempt to protect employee
pension funds from abuses, Congress
passed the ERISA in 1974. Even
though the law was not intended
specifically to affect ESI or the health
care sector, it, nevertheless, has
had profound influence on health
insurance in the U.S. by conferring
important advantages on firms that
self-insure. Specifically, the law
preempts the application of state law
to employee benefit plans. In other
words, state insurance departments
do not regulate self-insured firms.
This allows self-insured firms to
avoid cost-enhancing state mandates
to cover particular services, and
makes it easier for them to design
new benefits, because they do not
have to obtain regulatory approval
for insurance redesign. (Blumenthal,
2006; Patel and Rushefsky, 2006; Shi
and Singh, 2004).

care commitments to their retirees, or
to guarantee health care benefits for
future retirees.
In response to the problems
caused by high health care costs,
managed care and a plethora of other
cost containment strategies were
employed beginning in the early
1970s to contain these cost increases.
Since then, the primary focus of
health care policy in the United
States has been efforts to contain
costs, not efforts to improve quality
of care, or to provide insurance to
the teeming population of Americans
without coverage.

Changing Accounting Standards
The FASB, a group that sets rules
and standards for the accounting
industry, ruled in 1990 that as
of 1992, businesses that covered
the health care expenditures of
retired employees had to carry
the associated future liabilities on
their balance sheets and company
financial statements (Blumenthal,
2006). This new directive has had
the effect of reducing the assets of
many businesses and threatening the
value of their stock. The GASB, a
public-sector accounting standards
board, enacted similar standards for
government accounting in 1999. Like
the private sector, the public sector
directive has threatened the ability of
public agencies to honor health

Health Care Cost Containment
Without a doubt, the driving force
for cost containment is double digit
increases in health care expenditures
from all sources. As shown in Table
1, national health care expenditures
accounted for about 15.8 percent of
the nation’s gross domestic product
(GDP) in 2003. Total health care
expenditures grew by about 6,203
percent from 1960 to 2003, while
the GDP grew by about 204 percent
during the period.

TABLE 1
NATIONAL HEALTH EXPENDITURES, 1960-2003
(AMOUNTS IN BILLIONS OF $)

SPENDING TYPE
TOTAL
HOSPITAL CARE
PHYSICIAN AND CLINICAL SERVICES
DENTAL SERVICES
NURSING HOMES AND HOME HEALTH
PRESCRIPTION DRUGS
GOVERNMENT ADMINISTRATION/
NET COST OF PRIVATE INSURANCE
GOVERNMENT PUBLIC HEALTH ACTIVITIES
GDP
EXPENDITURE AS % OF GDP

1960

1970

1980

1990

2000

2001

2003

27.5
9.2
5.4
2.0
0.9
2.7
1.2

74.9
27.6
14.0
4.7
4.3
5.5
2.8

253.9
101.0
47.1
13.3
21.4
12.0
12.2

714.0
251.6
157.5
31.5
69.2
40.3
39.2

1,353.3
417.0
288.6
62.0
125.8
120.8
81.2

1,469.6
451.4
313.2
67.5
133.7
138.6
90.4

1,733.4
525.4
366.7
76.9
143.5
174.6
122.6

% CHANGE
1960-2003
6,203
5,611
6,691
3,745
15,844
6,367
10,117

0.4
526
5.2

1.4
1,039
7.2

6.4
2,790
9.1

20.0
5,803
12.3

43.4
9,817
13.8

46.8
10,128
14.5

52.8
10,961
15.8

13,100
1,984
203.8

Source: Centers for Medicare and Medicaid Services (http://www.cms/hhs.gov)
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As a result of the uncontrollable
increases in health care costs, cost
containment became the new focus of
public and private health care policy
makers beginning approximately
in 1970 and continuing till today.
During this period, the federal
and state governments in the U.S.,
private insurers, and employers have
taken measures to tackle health care
inflation and other failures in the
health care market. Some of these
measures, which have been widely
documented, include: President
Nixon’s 1971 Economic Stabilization
Program (ESP); the establishment
of Professional Standard Review
Organizations (PSROs) through
amendments to the Medicare law
in 1972; the signing of the Health
Maintenance Organization (HMO)
Act by President Nixon in 1973;
the passage of the Health Planning
and Resources Development Act
of 1974, which set up the health
systems agency (HAS) network
and required Certificate of Need
(CON) programs in the states; the
institution of a prospective payment
system (PPS) for Medicare based
on diagnosis-related groups (DRGs)
in 1984; and the establishment of
the Utilization and Quality Control
Peer Review Organization (PRO)
in 1984 to replace PSROs (Davis,
Anderson, Rowland, and Steinberg,
1989; Brown, 1983, 1992; Fein, 1986;
Ubokudom, 1997, 2003).

None of the initiatives identified
above attained the goal of
satisfactorily curbing health care
costs and mitigating the other failures
in the health care market. In early
1980, the Reagan Administration
resorted to cutting spending, limiting
benefits, and tightening the eligibility
requirements for federal health care
and social welfare programs. As an
example, federal Medicaid spending
was reduced by over $4 billion
from 1980 through 1984 (Davis,
Anderson, Rowland, and Steinberg,
1980). Also, the Omnibus Budget
Reconciliation Act of 1981 (OBRA81), signed into law by President
Reagan, encouraged states to devise
new provider payment methods
to curtail their own expenditures.
OBRA-81 shifted Medicaid costs
to state governments and rekindled
interest in the HMO objectives of
the Nixon Administration, and in
new health care delivery structures,
prepayment, capitation, case
management, utilization controls,
and limits on provider authority.
Consequently, a new insurance
and delivery mechanism called
managed care emerged (Ubokudom,
1997, 2003).
Managed Care
Managed care represented a
fundamentally different approach
to controlling health care costs,
focusing on the supply side of the
health care equation (Coulter, 2006).
TABLE 2
TABLE 2
TABLE 2

Managed care sought to control the
prices of medical procedures through
contracted networks of providers.
It sought to manage costs through
capitation, prepayment, contractual
arrangements with preferred
providers, gatekeeping, primary care
and prevention, and a variety of
other approaches.
Managed care was successful
in curbing rising health care costs
from 1990 to 1997. The decline in
health care costs during the period,
although not sustained, suggests that
the concerns about medical inflation
were addressed by managed care
and other cost-minimizing strategies
of the health care system. As Table
2 demonstrates, total health care
spending grew by an average rate of
6.7 percent from 1990 to 1997; total
private spending grew an average
rate of 6 percent during the period;
and total public spending also grew
an average rate of 7.5 percent during
the same period. These trends also
hold for total federal and state/
local expenditures and for health
care expenditures as a percentage
of the nation’s GDP during the
period. These declines in both total
expenditures and the rate of their
growth gave the impression that
health care inflation had become a
thing of the past, and that managed
care was a panacea for rising health
care costs. This was not to be, as
present trends demonstrate.

ANNUAL PERCENTAGE CHANGES IN HEALTH EXPENDITURES AND OTHER VARIABLES FROM DIFFERENT SOURCES
ANNUAL PERCENTAGE CHANGES IN HEALTH EXPENDITURES AND OTHER VARIABLES FROM DIFFERENT SOURCES
SELECTED YEARS
FOR
ANNUAL PERCENTAGE CHANGES IN HEALTH
EXPENDITURES
AND OTHER VARIABLES FROM DIFFERENT SOURCES
SELECTED YEARS
FOR
FOR SELECTED YEARS
ITEM
1970*
1990* 1994*
1994* 1995*
1995* 1996*
1996* 1997*
1997* 2002*
2002* 2003*
2003* 2005*
2005*
ITEM
1970* 1980*
1980* 1990*
TTOTAL
N
ATIONAL HEALTH
E
XP.
12.8
15.2
11.8
5.4
5.6
5.2
5.3
9.1
8.1
6.9
I
TEM
1970*
1980*
1990*
1994*
1995*
1996*
1997*
2002*
2003*
2005*
OTAL NATIONAL HEALTH EXP.
12.8
15.2
11.8
5.4
5.6
5.2
5.3
9.1
8.1
6.9
TTOTAL
N
ATIONAL
H
EALTH
12.8
14.4
11.7
2.7
4.8
5.2
5.8
8.9
8.5
6.3
OTAL
N
ATIONAL
H
EALTH
E
XP
.
12.8
15.2
11.8
5.4
5.6
5.2
5.3
9.1
8.1
6.9
T
OTAL NATIONAL HEALTH
12.8
14.4
11.7
2.7
4.8
5.2
5.8
8.9
8.5
6.3
EEXPENDITURE
-P
RIVATE
OTAL
N
ATIONAL
H
EALTH
12.8
14.4
11.7
2.7
4.8
5.2
5.8
8.9
8.5
6.3
T
XPENDITURE -- PRIVATE
EXPENDITURE
--HEALTH
PRIVATE
TTOTAL
NNATIONAL
12.7
16.3
12.0
8.9
6.6
5.1
4.7
9.2
7.7
7.7
OTAL
ATIONALH
EALTH
12.7
16.3
12.0
8.9
6.6
5.1
4.7
9.2
7.7
7.7
EEXPENDITURE
––PPUBLIC
TOTAL NATIONAL
HEALTH
12.7
16.3
12.0
8.9
6.6
5.1
4.7
9.2
7.7
7.7
XPENDITURE
UBLIC
E
XPENDITURE
–
P
UBLIC
TTOTAL
N
ATIONAL
H
EALTH
11.3
17.1
11.6
8.9
7.6
6.4
4.8
9.7
8.6
7.2
OTAL NATIONAL HEALTH
11.3
17.1
11.6
8.9
7.6
6.4
4.8
9.7
8.6
7.2
TOTAL NATIONAL
HEALTH
11.3
17.1
11.6
8.9
7.6
6.4
4.8
9.7
8.6
7.2
EEXPENDITURE
----FFEDERAL
XPENDITURE
EDERAL
EXPENDITURE
--HEALTH
FEDERAL
TTOTAL
NNATIONAL
15.3
14.7
12.9
8.9
4.5
2.0
4.3
8.1
5.6
9.1
OTAL
ATIONALH
EALTH
15.3
14.7
12.9
8.9
4.5
2.0
4.3
8.1
5.6
9.1
HEALTH
15.3
14.7
12.9
8.9
4.5
2.0
4.3
8.1
5.6
9.1
TOTAL NATIONAL
EEXPENDITURE
––SSTATE
/L/LOCAL
XPENDITURE
TATE
OCAL
EXPENDITURE
–PERCENT
SERCENT
TATE/LOF
OCAL
7.2
9.1
12.3
13.6
13.7
13.7
13.6 15.3
15.3 15.8
15.8 16.0
16.0
EEXPENDITURE
AS
7.2
9.1
12.3
13.6
13.7
13.7
13.6
XPENDITURE
ASP
OF
7.2
9.1
12.3
13.6
13.7
13.7
13.6
15.3
15.8
16.0
EXPENDITURE
AS
PRODUCT
ERCENT(GDP)
OF
GGROSS
DDOMESTIC
PPRODUCT
ROSS
OMESTIC
(GDP)
GROSS DOMESTIC PRODUCT (GDP)

*Percent change in costs from the previous year. Source: Centers for Medicare and Medicaid Services, Office of the Actuary:
www.cms.hhs.gov/NationalHealthExpendData/02NationalHealthAccountsHistorical.asp (Accessed April 7, 2007)
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The yearly growth in national
health care expenditures rose almost
7 percent from 1998 to 1999, and
about 8.5 percent from 2000 to
2001. As shown in Table 2, the rates
of increase from 2001 to 2002 and
from 2002 to 2003 were 9.1 and 8.1
percent, respectively. The rate of
increase in expenditures declined
again between 2004 and 2005, but at
a much slower pace than seen from
1994 to 1997. These new trends
demonstrate the current limited
effectiveness of managed care as a
cost control mechanism (Healthcare
Financial Management, 1999;
Coulter, 2006).
Many scholars believe that the
reasons managed care is not as
effective in lowering costs as in the
past are due to reactions or revolt
by physicians (Coulter, 2006; Health
Care Financial Management, 1999).
Below I use Aaron Wildavsky’s Law
of Medical Money to put forward
another reason for the recent
ineffectiveness of managed care.
Wildavsky’s Law of
Medical Money
The revenues raised to pay for
health care from all sources (from
taxes, private insurance premiums,
or out-of-pocket payments) must be
equal to the expenditures on health
care, and this in turn must be exactly
equal to the total incomes earned
from the provision of care (Evans,
1997). This statement is illustrated by
the following formula:
T + R + C = P x Q = W x Z where:
T = taxes or revenues raised through
		 the public sector
R = private insurance premiums
C = direct charge to patients
P = average prices of health
		 care services
Q =quantities of health care
		 services provided
W= average rates of pay for health
		 care workers
Z = total volumes of factor inputs
		 used or person-hours utilized in
		 producing health services

The above formula illustrates
the conflicts between the payers
for care and the providers of care.
Even though the channels through
which health care funds flow may be
multiple or complex, at the end of
the day every dollar that someone
has paid out is received by someone
else (Evans, 1997). The dynamic at
work here is what Wildavsky called
the Law of Medical Money.
According to Wildavsky’s theory,
costs will increase to the level
of available funds. To keep costs
down, the level of available funds
must be limited (Wildavsky, 1977).
Attempts to control health care
expenditures by focusing on the
quantities or prices of services are
not likely to be effective because
providers can make up their loses
by shifting their operations to the
unregulated segments of the market.
Put differently, for cost containment
to be successful, total revenues
raised from all sources to pay for
care (T+R+C) must be limited. This
implies the much-dreaded global
budget for health services.
As was discussed earlier, managed
care sought to control health care
expenditures by focusing on the
supply-side of the health care
equation or, simply, by focusing on
the prices (P) and quantities (Q)
of health services provided. This
effort was not centralized, as each
payer devised their own rules and
cost containment mechanisms. More
importantly, managed care did not
limit the total revenues raised from
all sources to pay for care; it did not
establish a budget for total health
care expenditures. It is no doubt,
then, that its effectiveness has been
short lived.
The recent ineffectiveness of
managed care has made employers
and other payers of health care costs
to rethink their strategies. These
health care payers have concluded
that they had made fundamental
mistakes during the managed care
era – they had underestimated the
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power of providers to protect their
own autonomy and resist external
economic pressures, and they had
erred in taking their employees out of
the game of cost control by reducing
the employees’ out-of-pocket
expenses at the point of purchase
(Blumenthal, 2006; National
Business Group on Health, 2004).
The solution, then, is increased
cost sharing by employees in order
to make them think twice about
whether to seek and use health care
services. In other words, the new
strategy focuses on the demandside of the health care equation
or the quantities of health
services consumed.
New Cost Containment Strategies
With the failing ineffectiveness
of managed care or supply-side
strategies to control costs, health
care payers are increasingly turning
to demand-side strategies or cost
shifting to consumers. Some of the
strategies employed include the
use of consumer-directed health
plans (CDHPs), health
reimbursement accounts (HRAs),
disease management, health
promotion, and paying for
performance, to name just a few.
The ultimate form of cost
shifting to employees is to drop
health insurance altogether. As was
discussed in the introductory portion
of this paper, the percentage of nonelderly Americans covered by ESI,
as well as the proportion of firms
offering health care benefits, have
been falling. The proportion of all
firms offering health care benefits
is reported to have fallen from 69
percent in 2000 to 60 percent in
2005, causing 5 million employees
to lose their insurance coverage
(The Henry J. Kaiser Family
Foundation, 2005).
While some firms are eliminating
health benefits for their employees,
some go further than this by
eliminating health benefits for their
retired employees. This strategy
shifts costs, in some instances to
Continued on page 24
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Medicare and in others to retirees
under the age of 65 who do not
yet quality for Medicare. For
poor retirees under the age of 65
who spend down and qualify for
Medicaid, the costs are shifted
to Medicaid.
Recent efforts to control health
care costs following the failing
ineffectiveness of managed care are
not limited to employers and private
health insurance carriers. As would be
expected, the Medicare and Medicaid
programs have also devised strategies
to contain their expenditures. These
efforts are reflected in the Deficit
Reduction Act of 2005.
The Deficit Reduction Act
of 2005
The Deficit Reduction Act of
2005 (S. 1932), signed into law
by President George W. Bush on
February 8, 2006, was designed to
restrain federal spending. In his
brief speech during the signing of
the legislation in the White House,
President Bush stated that the law
was expected to reduce the growth in
Medicare spending by more than $6
billion over the 2006-2010 period. In
addition, the Congressional Budget
Office (CBO) estimates that there
would be an additional reduction of
$16 billion in Medicare growth over
the 2010-2015 period.
The spending reductions under
the Deficit Reduction Act of 2005
are to be achieved by revising
how the Centers for Medicare and
Medicaid Services (CMS) accounts
for the health status of individuals
enrolled in Medicare Advantage
(MA) when determining payment
rates for MA plans; clarifying CMS’s
policy regarding the formula used to
calculate Medicare disproportionate
share (DSH) payments; reducing
payments for multiple imaging
procedures and home health services;
by increasing payment rates for
physicians’ services to the 2005
level in order to make up for the
4.4 percent reductions put in effect

on January 1, 2006, and thereafter
reducing Medicare’s payments to
physicians below current law levels
after 2009; and by shifting $5.2
billion in outlays from 2006 to 2007
by temporarily halting payments to
providers during the last six business
days of September 2006 (The White
House, February 2006; Congressional
Budget Office, 2006).
The Deficit Reduction Act of
2005 achieves savings in Medicaid
spending as well. The law includes
net reductions of $4.8 billion in
Medicaid spending over the 20062010 period, and $21.3 billion
over the 2010-2015 period (The
Kaiser Family Foundation, 2006;
The White House, February 2006;
Congressional Budget Office, 2006).
Provisions related to premiums and
cost sharing, and benefits and asset
transfers make up about half of the
Medicaid savings in the Deficit
Reduction Act (DRA), and have
the most significant implications
for beneficiaries. According to the
Kaiser Family Foundation (2006), the
DRA both reduces federal and state
Medicaid spending and also changes
health care access and coverage for
low-income beneficiaries. Under the
law, children could be subject to cost
sharing under Medicaid, many adults
could face a more limited set of
Medicaid benefits than under current
law, and the elderly could face delays
in Medicaid coverage for nursing
home services.
The analysis of the DRA of
2005 shows that the federal and
state governments are devising
strategies to reduce their outlays
under Medicare and Medicaid, just
as employers and private health care
payers are doing the same. For the
most part, these new efforts target
the demand-side of the health care
equation. Medicare and Medicaid
cost containment is taking place at a
time of declining ESI for adults and
their children. The large increase in
children in Medicaid and the States’
Children Health Insurance Program

(SCHIP) between 2000 and 2004
offset the decline in ESI coverage and
prevented an increase in uninsured
children. However, Medicaid
enrollment among adults rose more
slowly and was not sufficient to
counter the decrease in ESI between
2000 and 2004, resulting in an
increase of six million uninsured
adults during the period (The Kaiser
Commission on Medicaid, 2006).
The changes in the rate of ESI
as well as in the uninsured rate in
2005 differed from the changes in
2004. While there was a comparable
decline in the rate of ESI in both
years, there was virtually no increase
in Medicaid and SCHIP in 2005
unlike in 2004. On August 29, 2006,
the Census Bureau reported that the
number of non-elderly uninsured
Americans had increased in 2005
by another 1.3 million people, for
a total of 46.1 million uninsured.
This continued an upward trend that
began in 2000.
The obvious question that can
be asked from this analysis is: What
does the future hold for health
insurance and health policy in
the U.S.?
Speculations about the future
Soon after President Clinton
presented his health care reform
proposal to a joint session of
Congress in September 1993, I
was very confident that the time
for health care reform had come. I
was not sure what the details of the
reform would involve, but I was very
hopeful that some compromise bill
would emerge from Congress. I was
lucky I did not express my optimism
on paper because, as it turned out,
Congress did not get to vote on
the Clinton proposal or any of the
competing proposals that were
introduced. Since then, I have been
more careful not to make predictions
about American health care reforms.
Rather, I am more comfortable
speculating about the future.
Continued on page 25
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It is not likely that the current
cost containment strategies focusing
on the demand-side of the health
care equation will last. Because
these strategies focus on curbing
the prices and quantities of services
provided and neglect the left-handside of the health care equation or
the total revenues generated from
all sources to pay for care, they
are likely to experience the same
fate as the managed care strategy.
Consequently, I expect the number of
uninsured Americans to continue to
rise, and for Medicare and Medicaid
to continue to experience more
pressures to fill the slack. I expect
the employee burden of illness to
continue to increase, and I expect
no significant improvements in our
inefficient and disorganized health
care system in the near future. Finally,

I expect government’s role in insuring
Americans to continue to increase.
Conclusions
Because of escalating health
care costs, federal legislation, and
changes in private and governmental
accounting practices, ESI, the
principal source of health care
coverage for Americans, is on the
decline. Managed care is no longer
effective in controlling costs because
it did not focus on curbing the total
amount of revenues from all sources
raised to pay for health care. In
other words, managed care does not
involve a global budget for health
care. The new demand-side strategies
employed to curb expenditures will
experience the same fate as managed
care – they will not have long-term
impacts on costs. The Medicare

and Medicaid programs that would
be expected to cushion the effects
of declining ESI are also in a cost
containment mood, as depicted by
the DRA of 2005. Consequently,
the number of uninsured Americans
and the role of government in
insuring the citizenry are expected
to continue to rise. Ultimately, there
will come a time when the burdens of
this fragmented and inefficient health
care system will be too difficult for
government and consumers to bear.
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