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Ohio Chapter ACS President’s Message Winter 2015
by Bruce Averbook, MD, FACS
Welcome to
this winter
edition of The
Pulse. We
have been
very active
since the last
newsletter.
First, HB
131 limiting
indoor tanning
passed the senate and goes
into law. We wrote a letter to the
Senate in support of this bill with
the caveat that ideally, those
under 18 years of age should not
be indoor tanning at all.
You will soon see some new
information on our website
highlighting information
about managing patients
with disabilities. This will
be an ongoing process and
the OHACS Committee on
Disability Awareness and
Advocacy will continue efforts
to promote education and better
understanding of managing
our young and elderly patients
with disabilities that will help us
improve surgical outcomes.
Your next president, Dr. Nancy
Gantt, has been hard at work
finalizing the annual meeting
plans for May 8th and 9th. This
meeting in Dayton, Ohio is going
to be exceptional. A great Friday
evening social event is being
planned that you will want to
attend. Be sure you pay your dues
and register for the meeting when
this becomes available. You won’t
want to miss this time with your
colleagues. A fantastic program is
planned for residents and young
surgical fellows. The Ohio Oration
this year will be given by Dr. Mark
Malangoni who is the Associate
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Executive Director for the
American Board of Surgery (ABS).
He will discuss the ABS past,
present and future to give you
insights and expectations of how
we will be maintaining surgical
competency and quality. We will
once again offer self-assessment
and MOC credit but on a larger
scale. See the Annual Meeting
section for full details.
The idea to bring in surgical
specialty representation to
combine forces on our council to
lobby and address political issues
in the state that need our attention
is gradually taking shape. We plan
to have representation via a call
in system across the state at the
council meeting to address this
and address issues of mobility.
Letters are to go out inviting
the major surgical specialty
organization leaders to have
representative participation. Plans
to have quarterly conference calls
across subspecialties through the
OHACS to improve our advocacy
as surgeons are strongly being
considered.
We supported Prevent Blindness,
the Ohio Chapter of the American
Academy of Pediatrics, the
Ohio Osteopathic Association,
Voices for Ohio’s Children, The
Academy of Medicine of Cleveland
and Northern Ohio, the Ohio
Fire Official Association, The
Research Institute for Nationwide
Children’s Hospital Center for
Injury Research and Policy, Ohio
State Medical Association, Ohio
Ophthalmological Society, Ohio
Children’s Hospital Association,
Akron Children’s Hospital, Central
Ohio Fire Prevention Association,
MetroHealth Medical Center, Ohio
Chapter American College of

Emergency Physicians, National
Fire Protection Association, North
Eastern Ohio Fire Prevention
Association and Ohio Academy
of Family Physicians on a joint
letter to the Ohio House of
Representatives to vote against
Senate Bill 386. SB 386 would
have allowed consumers to
discharge fireworks including
bottle rockets, missiles, roman
candles and firecrackers in the
state of Ohio. The bill did not
pass, but may come back this
year.
We have two new state co-chairs
for the Commission on Cancer and
both have been mentored by our
outgoing Chair, Val Moysaenko.
Mike Sarap and Jame Oullette who
are already active and working
hard doing a phenomenal job and
organizing the CoC meeting at
our annual conference. I want to
personally thank Dr. Moysaenko
for all his exceptional work and
guidance for the state for so
many years. At the last general
CoC meeting, he was honored
in receiving the Commission on
Cancer State Chair Outstanding
Achievement award and has
recently been appointed as
Commissioner of the Commission
on Cancer
I also recently found out that
Dr. Michael Stark is retiring and
moving to Tennessee. He will
be stepping down as the Chair
of our Advocacy Committee.
Mike’s endless passion and clear
understanding of the political
arena in Ohio has really been a
plus for the chapter. His analysis
and guidance plus his ability to
“parlay” with our elected officials
has given us inroads to push our
continued on page 4
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continued from page 3

political agendas and lobby for
surgeons and patients in the state.
I have asked Dr. Steven Steinberg
if he would be interested in taking
over this very important position
and he graciously accepted the
nomination. Dr. Steinberg, as
you know, does not let any moss
grow under his feet and has been
adept at leadership and pushing
important political agendas in
trauma. I am grateful that he
will be taking over Dr. Stark’s
important position, as we will be in
good hands here.
So, in closing, thank you for
the support this year from my
colleagues, council members
and friends. Once again, please
support your state surgical
organization. Pay your dues,
volunteer, get involved, and come
to next year’s annual meeting.

4

American College of Surgeons
Commission on Cancer State Chair
Outstanding Service Award
Dr. Moysaenko, Commission
on Cancer’s Ohio State
Chair was the recipient of
the Commission on Cancer
Outstanding Achievement
Award for his service in 2013.
Dr. Moysaenko has served
as an exemplary example of how a volunteer
physician in his capacity as State Chair
supports Cancer Liaison Physicians working
in Commission on Cancer programs who
work to monitor and analyze quality of cancer
care provision in their cancer programs. Dr.
Moysaenko was a conduit for collaboration
between cancer programs, the American
Cancer Society and the American College
of Surgeons in his role. The Commission on
Cancer is pleased to honor Dr. Moysaenko
for his many years of service to the Cancer
Liaison Program and for his dedication to
quality cancer care provision in Ohio and
across the country.
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Update from the Statehouse
by Dan Hurley, Capitol Consulting Group

131st General
Assembly
Begins

Looking ahead, the 131st General
Assembly (2015-2016) will be a busy
year for us. The Ohio Chapter and
Ohio Committee on Trauma will be
leading an effort to provide much
needed reform to the Ohio trauma
system, including the creation of a
new trauma committee within the
Ohio Department of Health. The
legislature is currently debating a
new two-year operating budget and
it seems that they will not focus on
whether to reauthorize Medicaid
Expansion because administrators
say it is already in state law and will
remain law unless it is revoked. The
battle will now center on changes to
Medicaid coverage which includes
charging monthly premiums to
recipients making between 100 and
138 percent of the poverty level and
coverage available for women earning
up to 200 percent of poverty for family
planning, breast and cervical cancer
services and health and well coverage
for pregnant women. We also expect
a continued focus on opiate and
prescription drug abuse; lawmakers
will likely look to address the use of
Zohydro and other extended release
opiates and may look into new
continuing education requirements for
prescribers of controlled substances.
Finally, we are looking to become
more involved in any cancer-related
legislation that could surface this
year. Here are bills that have been
currently introduced:
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Senate Bill 7: Sponsored by Senator
Gayle Manning (R-North Ridgeville),
would prohibit a person from
knowingly selling or offering for sale
a “pure caffeine product” (defined as
a product that contains caffeine only
and is manufactured into a crystalline,
liquid, or powdered form). A violation
of the prohibition is the offense of
“illegal sale of pure caffeine,” a minor
misdemeanor on a first offense and
a third degree misdemeanor on each
subsequent offense.
Senate Bill 9: Sponsored by Primary
Sponsor Senator Shannon Jones
(R-Springboro) and Senator Peggy
Lehner (R-Kettering), would require
Medicaid to cover services provided
by a certified community health
worker to a Medicaid recipient who
is pregnant or capable of becoming
pregnant; require Medicaid to cover
home visits and cognitive behavioral
therapy services provided to a
Medicaid recipient enrolled in the
Help Me Grow program who is
pregnant or the birth mother of a child
under age three; make explicit that
the above services are to be provided
to Medicaid recipients enrolled in
Medicaid managed care, as well as
to recipients not enrolled in managed
care; and require the Director of
Health to prepare an annual report on
state efforts to reduce infant mortality
and negative birth outcomes or
disparities among women who belong
to a racial or ethnic minority and are
pregnant or capable of becoming
pregnant and requires government
agencies identified by the Director to
provide data for the report.

House Bill 33: Sponsored by
Representative
Wes
Retherford
(R-Hamilton) and Representative
John M. Rogers (D-Mentor on the
Lake), would authorize for persons
diagnosed with seizure disorders
certain uses of cannabidiol and other
drugs or substances derived from
cannabis.
House Bill 40: Sponsored by
Representative
Anne
Gonzales
(R- Westerville ), Representative
Jonathan Dever (R-Cincinnati ), would
authorize the State Medical Board to
impose fines rather than licensing
suspensions for failure to comply with
continuing education requirements, to
authorize the Board to impose fines in
addition to other actions it may take
for violations of the laws it administers,
and to authorize the Board to impose
additional conditions for restoration of
certain certificates to practice.
Senate Bill 54: Sponsored by Senator
Shannon Jones (R-Springboro), would
ban the sale of products intended for
use in electronic cigarettes that are
not in child-resistant packaging.
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Sutured Reconstruction of Diverting Loop Ileostomy Without
Resection and Primary Closure of the Skin
Submitted by K.S. Khanduja, MBBS, FACS, FASCRS and Amer Zeni, MD
As neoadjuvant chemoradiation
therapy for locally advanced
rectal cancer has been adopted
as a standard of care, the rate of
diverting loop ileostomy (DLI) with
sphincter saving operations (SSO)
have increased dramatically. Other
reasons for DLI are to divert fecal
stream after anastomosis in less than
ideal circumstances and anastomosis
with increased possibility of leaks.
There are no standard ways of
closing the DLI; options of dissection
anastomosis and closure vary
tremendously. We are describing a
preferred technique of anatomical
dissection and closure of DLI without
staples. The technique is simple,
detailed and results in restoring
continuity without resection or use of
surgical stapling devices.
After confirming that there is no
leak at the colorectal anastomosis
and a gastrograffin enema, the
patient is scheduled for surgery at
approximately three months after the
SSO.
A single preoperative intravenous
broad-spectrum prophylactic antibiotic
is used.Under general anesthesia, the
stoma is prepped and draped.
Four quadrant skin sutures are
placed in the skin just outside
the mucocutneous junction.
Electrocautery is used to make an
ovoid skin incision staying close to
the mucocutaneous junction (Image 1).
Gentle traction on the skin sutures
and use of slender retractors for
the abdominal wall, allows sharp
dissection of the two limbs of the
DLI away from the subcutaneous
fat, anterior rectus sheath, muscle
and the peritoneal lining. A medium
length (Megadyne cautery 0016 A)
needle point electrocautery and sharp
scissors are used for the dissection.

6

The limbs of the terminal ileum are
freed from the abdominal wall. The
mucosal flap everted to create the
afferent limb of the DLI is freed up
and the skin at the mucocutaneous
junction is excised. A lambert type
stitch is place at each corner of the
original enterotomy in preparation for
sutured closure (Image 2).

Image 1

Image 2

Image 3

Image 4

Image 5

Image 6

The original enterotomy made
is sutured closed using 4 0 silk
interrupted sutures in a single layer
(Image 3).

Anastomosis is tested for any leaks
by injecting air into the lumen using
a 27 needle attached to a 20 ccs.
syringe (Image 4).
After the integrity of the anastomosis
is confirmed, the bowel is returned
into the peritoneal cavity (Image 5).
The anterior rectus sheath is
sutured close using interrupted 2-O
polypropylene (Prolene® Ethicon
Ltd.) sutures. Subcutaneous tissue
is irrigated and gently approximated
with two or three 3-0 silk (PermaHand silk® Ethicon Ltd.) sutures. A
small wick drain cut out from one
side of a 4x4 gauze is placed in
the lateral aspect of the wound and
the skin is closed primarily using
interrupted subcuticular stitches of
4-O poliglecaprone 25 (Monocryl®
Ethicon Ltd.) sutures (Image 6).

BIOGRAPHY
K.S. Khanduja,
MBBS, FACS,
FASCRS, is the
program director
for colon and rectal
surgery fellowship at
Mount Carmel Health
System.

The patient is allowed to eat soon
after the operation; the wick drain
is pulled out on post-operative day
two. The weakness in this area
may be probed open if there is the
rare need to drain any suspicious
collection that may occur in the area.
A small 4x4 dressing to the area is
used if needed. Patients are usually
discharged home on post-operative
day two or three.

Amer Zeni, MD is the
2014-2015 colon and
rectal surgery fellow
at Mount Carmel
Health System.
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Operating Room Fire: A Case Study And Model For Improving OR
Emergency Preparedness
Submitted by Jonathan Thoens, MD

BACKGROUND
A recent operating room (OR)
electrical fire and the response by
the surgical faculty, residents and OR
staff in preserving life and property
is documented. The fire itself was
preventable, but highlights the
hazardous nature of the OR as well
as the responsibilities of the team
when faced with such an emergency.

METHODS
In response to the recent fire,
our institution initiated an interval
review and quality improvement
project to improve our emergency
preparedness. Several major
modifications including all hands on
deck approach to training, regular
familiarization exercises with OR
safety and fire-fighting equipment,
and true-to-life simulation exercises
have been implemented.

CONCLUSIONS
Operating room fires are rare but
extraordinarily dangerous. Much
focus has rightfully been given to
prevent such instances, but in the
face of such emergencies, only
preparation and teamwork can
prevent catastrophic outcomes.
Anticipation and preparation
therefore must remain as important
an element as prevention in the
modern operating room fire protocol.
The measures we have implemented
have led to immediate improvements
in our teams readiness for the next
OR emergency.

position and prepped with DuraPrep.
Preoperative antibiotics were
administered according to SCIP
criteria. Once all participants were
gowned and the patient draped,
and all participants were paused
and ready, the standard preoperative time-out was conducted.
This includes fire assessment risk
and the case was appropriately
assessed as a fire risk category
two. Pre-operatively there was little
expectation for anything out of the
ordinary, and certainly no indication
of the excitement soon to follow.
During the case, adhesions were
found throughout the abdomen.
Difficult dissection was documented
as seemingly avascular plains
contained venous and arterial
bleeders. When dissecting deep in
the pelvis, the tumor was found to be
firmly adherent to the urinary bladder.
Dissection finally freed the neoplasm
from the bladder wall but the integrity
of the bladder wall was questioned.
Saline bladder irrigation was set-up
and the solution instilled into the
bladder, which showed no signs of
extravasation.
Suddenly a horrible arcing sound
burst through the operating room
and a bright white flame arose from

CASE STUDY
The case scheduled was a routine
laparoscopic sigmoidectomy
for colon cancer. Once general
anesthesia was administered and
the endotracheal tube secured,
the patient was placed in lithotomy
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FIGURE 1. Fire tetrahedron representing
the four elements that must be present to
create fire as well as methods to interrupt the
process.9

the base of the slave monitor. The
fire itself couldn’t have been more
than a few inches tall but it bathed
the darkened laparoscopy suite in a
brilliant light. Smoke and the horrible
smell of plastic smoldering filled
the room. Without delay, the nurse
anesthetist cut-off the oxygen supply
to the patient and began ventilating
with room air. The surgical team
stopped the surgery immediately;
the circulating nurse activated the
overhead lights and dashed for the
fire extinguisher by the door. With
a short blast from nozzle, the fire
was extinguished seemingly as
quickly as it had started. We next
assessed the patient. Safety and
stability were foremost. The entire
OR environment was examined
and the cause was evident and,
unfortunately, quite preventable. In
the course of setting up the bladder
irrigation equipment in the darkened
room, the nurse had unknowingly
hung a 3 L bag of saline irrigate
from the monitor handle directly
above its power transformer. As we
irrigated the bladder, all attention
was directed towards detecting a
leak in the bladder wall. No one had
appreciated a steady leak from the
bag itself directly into the monitor’s
power source. The conductive saline
solution had shorted out the power
supply, tripping the breaker in the
adjacent surge protector, but not
before igniting an electrical fire.
The case itself resumed once the
entire team addressed all safety
issues and the equipment was
replaced. Thankfully, the patient
was not harmed throughout the
ordeal and recovered from surgery
without complication. The surgical
team and the department at large,
however, were left with a renewed
continued on page 8
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continued from page 7

appreciation for the risks of operating
room fires and a dedication to
improving our preparedness. The
mere presence of an operating fire
put into motion a series of events
including intensive investigations,
root cause analyses, and mandatory
reporting.

DISCUSSION
There are more than 50 million
surgeries performed in the U.S.
each year, but only approximately
100 surgical fires, according to
Emergency Care Research Institute
(ECRI) and the FDA. Of these
fires, 20 to 30 cause serious injury
or disfiguration, and one or two
are fatal¹. Other sources report a
much higher incidence, as some
fires are never reported for fear of
litigation. These fires not only can
cause physical harm to the patient,
but they can also damage expensive
equipment and even the healthcare
organization.
A recent review of the malpractice
claims in the American Society of
Anesthesiologists Closed Claims
revealed that claims associated
with OR fires are more often paid
than non-fire related claims. Data
from the Joint Commission Sentinel
Event Alert reveals that the most
common ignition sources are the
electrosurgical equipment and lasers
(68% and 13 %, respectively). The
most common locations are the
airway (34%) and the head and
face (28%), while a high oxygen
concentration contributed to the fire
in 74% of cases².
There are many items that can
catch fire in the OR (patient, drapes,
equipment, oxygen tanks, alcohol
preps, etc.). In order to cause a
fire there has to be a complete “fire
triangle”. The triangle elements
include a heat source, a fuel source,
and a high oxygen concentration. In

8

Fire Risk Assessment Tool
A. Is an alcohol-based prep agent or
other volatile chemical being used
preoperatively?
Yes
No
B. Is the surgical procedure being
performed above the xiphoid process?
Yes
No
C. Is open oxygen or nitrous oxide being
administered?
Yes
No
D. Is an ESU, laser, or fiber-optic light cord
being used?
Yes
No
E. Are there other possible contributors
(e.g. defibrillator, drills, saws, burrs)?
Yes
No

FIGURE 2.

Fire risk assessment
tool developed by the Association
of periOperative Registeered Nurses
(Association of periOperative Registered
Nurses (AORN).7

the OR there are multiple examples
of these elements, some which
can be controlled or minimized.
Other factors, however, are much
more complicated. For example,
gastrointestinal gases, especially
hydrogen and methane are readily
flammable and general surgeons
deal with this on a daily basis. A
recent example of an operating
room explosion as a result of these
gases emphasizes the need for
caution and perhaps avoidance of
cautery when entering the abdomen,
especially when a viscus perforation
is suspected3.
Dealing with such an event
first requires an adequate risk
assessment. A simple assessment
tool developed by Christiana Care
Health System based in Newark,
Delaware4 is used by our facility.
This risk stratification categorizes fire
risk into Low, Low risk with potential
to convert to high risk, and High
risk; it is based on the location of
the wound, the usage of the ignition

source (cautery, laser, etc.), and
the existence of an open oxygen
source (face mask, nasal cannula).
Stratifying and documenting the fire
risk before the case starts, is not only
a tool to elevate the awareness of the
OR team in high risk procedures, but
can also serve as a reliable variable
for future research and root cause
analysis into this subject, which may
ultimately lead to a reduction of these
unfortunate events. Many facilities
around the country have now
implemented required assessment
of intraoperative fire risk during the
timeout.

SOME STRATEGIES TO
REDUCE FIRE RISKS
•

Incorporating fire assessment in
the surgical time-out.

•
•

Surgical fire education.

•

Powering high-intensity light
sources only when they are being
used.

•

Use of the lowest possible
inspired oxygen concentration
required for adequate oxygen
saturation.

•

Avoid tenting of surgical drapes
to prevent oxygen accumulation.

•

Use of water-soluble rather than
oil-based substances to cover
hair and other flammable parts of
the body.

•

Use of fire-retardant surgical
drapes and draping patients only
when all flammable preps are
fully dried.

•

During tracheotomy, avoid
electrocautery while entering the
trachea.

•

Use of moistened gauze when
working near the oropharynx.

Placing lasers on STANDBY
mode and placing the
electrocautery tip in the holster
when not actively used.

continued on page 9
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continued from page 8
At the start of surgery:
•
Enriched O2 and N2O atmospheres can
vastly increase flammability of drapes,
plastics, and hair. Be aware of possible
O2 enrichment under the drapes near
the surgical site and in the fenestration,
especially during head/neck surgery.
•
Do not drape the patient until all
flammable preps have fully dried.
•
Fiberoptic light sources can start fires:
Complete all cable connections before
activating the source. Place the source
in standby mode when disconnecting
cables.
•
Moisten sponges to make them
ignition resistant in oropharyngeal and
pulmonary surgery.
For surgery with open delivery of supplemental
O2:
•
Question the need for 100% O2 for
open delivery during head/neck surgery.
•
As a general policy, use air or ≤30% O2
for open delivery to the face.
•
Arrange drapes to minimize O2 buildup
underneath.
•
Keep fenestration towel edges as far
from the incision as possible.
•
Use an incise drape to isolate head
and neck incisions from O2 and alcohol
vapors.
•
Coat head hair and facial hair (e.g.,
eyebrows, beard, moustache) within
the fenestration with water-soluble
surgical lubricating jelly to make it
nonflammable.
•
For coagulation, use bipolar, not
monopolar electrosurgery.
During oropharyngeal surgery:
•
Scavenge deep within the oropharynx
with separate suction to catch leaking
O2 and N2O.
•
Soak gauze or sponges used with
uncuffed tracheal tubes to minimize gas
leakage into the oropharynx, and keep
them wet.
When performing electrosurgery,
electrocautery, or laser surgery:
•
Stop supplemental O2 (if O2
concentration is >30%) at least one
minute before and during use of the
unit, if possible.
•
Activate the unit only when the active tip
is in view (especially if looking through
a microscope or endoscope).
•
Deactivate the unit before the tip leaves
the surgical site.
•
Place electrosurgical electrodes in
a holster or another location off the
patient when not in active use (i.e.,
when not needed within the next few
moments).
•
Place lasers in standby mode when not
in active use.
•
Do not place rubber catheter sleeves
over electrosurgical electrodes.

FIGURE 3. ECRI recommendations to
prevent surgical fires.8
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•

Report all fires to the Joint
commission, ECRI, FDA and
state agencies when appropriate.

Operating room fires are considered
Sentinel Events, and policy is
directed towards prevention. What
to do when a fire happens, however,
is not as well emphasized. While
these events are not common, they
seem to occur when we are least
prepared. The Practice Advisory
report for the Prevention and
Management of Operating Room
Fires by the American Society of
Anesthesiologists suggests as a
matter of evidence, that running
regular OR fire drills and simulation
training can result in improved staff
response to a fire5. The ASA also
recommends displaying an easily
visible protocol for the prevention and
management of fires. Continuity of
training involving the entire operating
room team is also an important
element when preparing for these
situations6.
Risk reduction strategies can improve
safety, but will never eliminate the
potential. When a fire does occur
managing fear while ensuring safety
to the anesthetized patient are
paramount. This responsibility of the
surgical staff to the patient cannot
be overstated. Staff participation in
OR drills and training in the use of
firefighting equipment, with emphasis
on proper methods for escape and
rescue, will improve response and
potentially save lives. Drills can
also minimize cost, response time,
and emotional distress in the event
of a real fire. After this incident, our
facility conducted a fire exercise
including all residents, physicians,
and staff.
Finally, each individual should
become familiar with the legal
responsibilities after a fire.
Many states have regulations
on fire reporting to the local fire

departments. Other organizations,
including JCAHO and the department
of health, require hospitals to
maintain adequate documentation
of such events. When a fire occurs
as a result of malfunctioning
equipment, the FDA must also be
notified in concordance with the
Safety Information and Adverse
Event Reporting Program. Failure
to follow up with these requirements
may be considered negligence,
and can impact the members of
the healthcare team as well as the
healthcare organization.

LOCAL EMERGENCY
PREPAREDNESS
PROJECT
In response to the recent operating
room fire, the faculty and staff
initiated an internal review process
to identify weaknesses and areas
for improvement in our emergency
preparedness. While all of our
equipment and protocols met or
exceeded regulations set forth
by the Occupational Safety and
Health Administration (OSHA) and
Joint Commission, the incident
and subsequent review identified
areas for improvement in 1) fire drill
attendance and participation, 2)
knowledge of pre-operative fire risk
factors, 3) techniques for managing
fire risk, 4) individual roles during
an emergency, 5) evacuation routes
and individual responsibilities, and 6)
patient safety and accountability.
The first area for improvement
involved our use of fire drills. While
fire drills had been a part of our
disaster preparedness plan for some
time, attendance was limited to
essential administrative personnel
and available surgical staff. As
such, participation was consistently
poor. Following the review, this was
changed to a mandatory event for all
surgical staff, relevant administration,
continued on page 10
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house staff, and attending surgeons.
The drill was conducted during prescheduled protected educational
block time and the OR schedule was
adjusted in order to accommodate
maximum participation.
The structure and contents of the
fire drill were also heavily modified
following the review. First, the
opportunity to conduct group
education sessions on various fire
and safety topics was implemented.
This included basic fire science
and the fire tetrahedron (figure 1),
common and uncommon hazards
in the operating room, fire risk
stratification as part of the preoperative “time-out” (figure 2), and
the ECRI recommendations for
preventing operating room fires
(figure 3). In addition, whereas
previous fire drills were largely
didactic in nature and conducted at
the central scheduling desk, the drills
were modified to include “walking
rounds” throughout the department to
demonstrate fire equipment, and exit
routes.
Throughout these walking rounds,
knowledge of various critical
elements of the emergency
response plan were assessed and
emphasized. These included staff
response to a fire alarm, evacuation
procedures, alarm initiation, and
finally a practical demonstration of
staff knowledge. These measures
were tracked according to a
standardized checklist (figure 4).
In addition to utilizing the fire
drill time for group education,
modifications were made to develop
team communication and problem
solving skills through practical
application. This was accomplished
through a series of mock cases
involving a fire or other emergency.
These simulations were performed
in the operating room with the
operating team fully gowned, various
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Response to Fire Alarm- Staff Response
Was the fire alarm pull station activated properly?
Were patients requiring assistance for evacuation identified?
Were patients accounted for and life support provided?
Were person(s) in immediate danger evacuated?
Did staff know the locations of fire extinguishers on the unit?
Were corridors and egress routes clear?
Were visitors cleared from corridors and directed to safe locations?
Did ancillary personnel help secure equipment for transporting the patient as directed by the nursing
supervisor?
Did ancillary personnel follow instructions for evacuating the patient if needed and assist as directed?
Were non-essential staff, visitors, and patients in adjacent areas directed to safe locations?
Did staff close all the doors in the area?
Did all automatic fire and smoke doors close or latch on the floor?
Were OR doors secured by staff during the alarm?
Did staff know emergency oxygen shut-off procedures for the unit?
Evacuation
Was staff familiar with the building evacuation routes and procedures?
Is staff aware of total number of patients on the units?
Does staff know the location of emergency transportation equipment?
Alarm Initiation
Was alarm visible and audible?
Was the overhead page understandable and properly identifiable?
Was the “Emergency Services Transmission” equipment signal received by the fire department or
monitor company within 90 seconds?
Was the “All Clear” properly called?
Demonstration of Staff Knowledge
Did staff demonstrate knowledge of the “Code Red” function?
Did staff know the emergency phone number “8”?
Did staff know the location of the nearest fire alarm pull station?
Did staff understand the meaning of R.A.C.E and P.A.S.S.?
Did staff demonstrate knowledge of activating the alarm?

FIGURE 4.

Checklist created to track staff understanding and execution of the emergency
response plan.

instruments, trays, and equipment
about the room, and with a mock
patient draped on the table. Every
effort was made to make the
simulation as true as possible. With
the audience of surgical staff looking
on, the team was confronted with
multiple scenarios involving intraoperative emergencies including fire,
power outage, and natural disaster.
The team was required to assess
each scenario, take immediate
steps to protect the patient and
staff, contain the emergency when
possible, and finally sound the

alarm and activate the emergency
response system. This simulation
process alone represented a major
milestone in our training regimen,
and resulted in a marked and
immediate improvement in our
training process.
Overall, these changes represent
a marked improvement in the
comprehensiveness of our training
and preparedness for the next
major OR emergency. While no one
continued on page 11
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expects an emergency or disaster
situation to occur during routine
operations, our experience has
demonstrated that these situations
can and do occur without warning.
We believe that the training program
implemented here will provide our
OR personnel with the knowledge,
skills, and practice to protect our
patients, our staff, and our facility in
the face of virtually any emergency.
We will continue to conduct periodic
drills, reassess staff response,
conduct future training, and modify
our training program to meet the
unique but changing hazards in the
OR.
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CONCLUSIONS
Operating room fires are an
uncommon, but detrimental event to
patients, OR staff, and to the entire
institution. Understanding how
these fires develop and adequately
assessing the specific risk factors are
essential elements in successfully
preventing them. Regular fire drill
exercises with the participation of
the entire operating room team
can improve the overall outcomes
response once a fire occurs. After a
fire, appropriate documentation and
reporting must be followed.
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Eliminate Elective Deliveries before 39 Weeks
Submitted by Robert Falcone, MD, FACS , Stacey Conrad, and John Palmer

THE PROBLEM
In 2011 the CDC ranked Ohio 46
out of 50 states for infant mortality
(IMR). Two thirds of these deaths
occurred in the neonatal period (first
month of life) and were due primarily
to prematurity, low birth weight, and
birth defects. The remaining deaths
occurred in the next eleven months
(post neonatal) and were often sleep
related deaths (SIDS & SUIDS).
A number of nonmedical factors
such as poverty, under-resourced
neighborhoods, and a lack of
education, poor nutrition, and race
contribute to IMR; however, many
of these deaths can be prevented.
Working with your local hospital and
other community organizations, you
can help to improve the chances
an Ohio infant will survive to their
first birthday. One basic step to
preventing neonatal morbidity and
mortality is to avoid elective delivery
before 39 weeks gestation.
Early Elective Delivery (EED) is
defined as a scheduled delivery
(vaginal or via C-section) at 3739 completed weeks of gestation
(37 weeks + 0 days to 38 weeks
+ 6 days); 1 this may seem picky,
but in fact each day of gestation
does matter in fetal maturation.
EED is associated with an increase
in infant mortality and neonatal
morbidity including: Increase
in neonatal intensive care unit
(NICU) admissions; Increase in
transient tachypnea of newborn
(TTN); Increase in respiratory
distress syndrome (RDS); Increase
in ventilator support; Increase
in suspect or proven sepsis;
Hypoglycemia; Newborn feeding
problems and other transition issues;
and Infant mortality. 2, 3
All of these complications
dramatically increase costs; and
babies delivered early are twice
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as likely to die of SIDS, have an
80 percent chance of Attention
Deficit Disorder (ADD) and
suffer the likelihood of ongoing
medical conditions throughout
their childhood.3 Mothers are also
impacted by early elective delivery
with an increased risk of Postpartum
Depression and a doubling of the
rate of cesarean section.4

THE SOLUTION
For almost three decades, the
American Congress of Obstetricians
and Gynecologists (ACOG) and the
American Academy of Pediatrics
(AAP) have advocated 39 completed
weeks gestation prior to scheduling a
delivery for both vaginal or C-section,
and many organizations currently
promote eliminating EED.
In Ohio, eliminating elective
deliveries before 39 Weeks is
a major priority for the Ohio
Department of Health (ODH), the
Ohio Perinatal Quality Collaborative
(OPQC), the Ohio Chapter of

American Congress of Obstetricians
and Gynecologists (ACOG), the
March of Dimes, and the Association
of Women’s Health, Obstetric and
Neonatal Nurses (AWHONN). 5
As part of the National Partnership
for Patients initiative, the Ohio
Hospital Association’s Hospital
Engagement Network (HEN)
conducted a campaign in 2013 to
reduce EED in 52 Ohio maternity
hospitals, and saw a 35% reduction
in EED from baseline.
The Ohio Perinatal Quality
Collaborative (OPQC) has been
working to reduce EED since
2007. Starting with Ohio’s largest
maternity and pediatric hospitals,
this public and private collaboration
has made dramatic improvements
in this measure and has expand
this effort to all maternity hospitals
in 2014 (see figure).6 It is clear
that while significant progress
has been made, opportunity for
continued on page 13
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continued improvement exists.
OHA plans to work with hospital
leadership to promote awareness,
standardize and simplify process,
promote transparency and hardwire
EED reduction into hospital Quality
Improvement and Peer Review
infrastructure to continue OPQC’s
good work.

HOW CAN YOU HELP?
Support provider, patient and
community education on the
detrimental effect of EED on both
infant and mother. Simple culturallysensitive literature is available at
www.ohiohospitals.org/39weeks.
Support a scheduling process,
which is not only flexible, but also
requires a medical rationale for
the elective delivery. This process
should be supported by leadership,

discussed and publicized well
in advance of implementation.
Physicians, schedulers, health care
providers, and nursing staff should
be educated, and the process
streamlined and simplified for all
stakeholders involved.3 Coders and
birth certificate clerks should be
trained to identify and meticulously
document the exact infant age; for
example, 39 weeks is 39 weeks + 0
days, and not 38 weeks + 6 days.7
Hospitals should track, trend
and provide data on hospital and
individual physician outcomes in a
transparent fashion to the leadership,
medical staff and other engaged
providers and stakeholders. Ongoing
Professional Practice Evaluation
(OPPE) policies and procedures
(including hard-stop) should be
developed and approved by medical
staff, to enable and empower
nurses and clerical staff to enforce
policy. The medical staff should be

empowered to police its membership
through formal and informal
physician and provider leadership.

SUMMARY
There are many causes of infant
mortality. Most infant deaths occur
when babies are born too small
and too early (before term), born
with a serious birth defect, victims
of Sudden Infant Death Syndrome
(SIDS), Sudden Unexpected Infant
Death Syndrome (SUIDS), affected
by maternal complications of
pregnancy, or victims of injuries (e.g.,
suffocation). OHA has developed a
plan to support its member hospitals
in addressing Ohio’s unacceptably
high rate of infant death. The
reduction of Early Elective Delivery
is an important part of this plan.
For more information and links to
relevant resources please go to
www.ohiohospitals.org/39weeks.
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An opportunity for Surgeons in Action!
Submitted by Sarah Shick, Doctoral Student, Bruce Averbook, MD, FACS, and Kristine Slam, MD, FACS
The Ohio Chapter of the American
College of Surgeons (OCACS)
has a unique opportunity to
be on the forefront of medical
care statewide, nationally, and
internationally. The leadership of the
OCACS understands that national
and international organizations
are increasingly addressing the
advanced needs of patients with
various disabilities. This expanding
population of patients needs our
assistance, and the OCACS wishes
to be in a leadership position for
the state of Ohio by establishing a
committee to address the complex
needs of this patient population.
According to the World Health
Organization, there are
approximately 1 billion people
with disabilities worldwide, and
the US Census Bureau reports
over 17 million Americans living
with disabilities. The disabled
population continues to grow as our
society ages. Additionally, other
factors increase the prevalence
of disabilities (for example PTSD,
autism and Alzheimer’s disease,
disabilities which can arise in
Veterans as a result of service).
According to the Americans with
Disability Act (www.ada.gov), an
individual with a disability is defined
as a person who has a physical or
mental impairment that substantially
limits one or more major life
activities, a person who has a history
or record of such an impairment, or a
person who is perceived by others as
having such an impairment. The ADA
does not specifically name all of the
impairments that are covered.
The main objective of the Disability
Committee will be to educate
surgeons about patients with
disabilities, with a goal to improve
their surgical outcomes and patient
experiences. Once established, the

14

Disability Committee will develop
educational materials for surgeons
and centralize web-based resources
for patients. Furthermore, the
Disability Committee will employ
an interdisciplinary approach that
not only supports surgical patients
with disabilities, but the entire team
providing care.
In establishing a committee to
address the needs of surgical
patients with disabilities, the OCACS
is on the forefront of healthcare
policy in Ohio, and has a unique
opportunity to affect healthcare
delivery through the education of
medical students, residents, and
surgeons. We also have an amazing
opportunity to improve thousands
of lives over the course of our work
together. While improving care and
access for our disabled patients
is the primary motivating factor for
establishment of this committee,
there are many potential other
benefits. These include, improved
surgical outcomes, improved patient
hospital ratings, fewer employee
and physician injuries, and improved
awareness of other programs
offered by the American College of
Surgeons.

with Disabilities, another amazing
resource to support us on this very
important, cutting edge journey to
help patients with disabilities.
The newly formed Disability
Committee of the Ohio Chapter of
the American College of Surgeons
is looking for members to assist
us in this very important and
exciting opportunity! Surgeons are
recognized for their innovation and
fortitude, and we look forward to
working with you to apply those skills
to help patients with disabilities.
Will you help us on this important
journey?
For more information, please visit the
Ohio Chapter website at
www.ohiofacs.org or contact the Ohio
Chapter, ACS Executive Office
(877) 677-3227.
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We are thrilled to share that we have
the support of the Disability Rights
Education and Defense Fund (http://
dredf.org/), a leader in disability
advocacy for nearly forty years.
This policy center was central in
the passage of the Americans with
Disabilities Act signed into law on
July 26, 1990. DREDF’s “Health
Care Stories” video series offer
valuable insights, and the support
of this organization also links the
OCACS with a network of other
groups with similar goals. We are
also delighted to report that we
will be collaborating with the Ohio
Governor’s Counsel on People
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October 2014 Council Meeting Committee Reports

The following are excerpts from some of the written committee reports provided at the October 2014 Ohio Chapter Council meeting.
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.

RURAL AND COMMUNITY SURGEONS
Submitted Michael D. Sarap, MD, FACS, Chair
The Rural Surgery
with an emphasis on training surgeons
initiative started by
for rural practice. Members of the
the American College ACRS actually assisted two programs
of Surgeons two
in initiating rural tracks. There are
years ago continues
continuing efforts to communicate
to grow on a national information about the opportunities in
level. The ACS
rural surgery to medical students and
Advisory Council
young residents. We have developed
on Rural Surgery
a template for rural surgeons who
(ACRS) has been very active on
have an interest in offering mentoring
multiple fronts.
opportunities to students and residents.
We have been involved in the Medical
The Rural Surgery Symposium was
Student Roundtable at the Congress,
held May 2014 at ACS Headquarters
the Young Fellows Mentorship program
in Chicago. The meeting was
and assisted in formation of a group
well attended and was financially
of students and residents interested in
successful. Plans have been made to
rural surgery (SYRUS).
hold the symposium every two years.
Clinical Congress activities include
The rural surgery listserve continues to
an established Rural Track at the
be a robust means for rural surgeons
Congress. 6 panels were approved for
across the world to communicate
2014 and 4 panels have been approved on a daily basis. Over 10 million
for 2015 with 2 more pending. Open
email exchanges have occurred
Rural Forum meetings are held at
since inception with sometimes 100
the Congress yearly. A Rural Surgery
communications occurring per day. The
Dinner is also held during the Congress transition to the ACS Rural Surgery
with over 100 participants each year.
Community has been slow due to
Rural Skills Courses have been
the real comfort level and collegiality
offered each year and are completely
experienced by rural surgeons on the
subscribed. This year’s course includes original listserve. The rural council
topics related to Treatment of UGI
continues to submit quarterly “Rural
Bleeding, Tx of Foreign Body of the
Dispatches” in the ACS Bulletin. New
Esophagus, Hemorrhoid Banding
rural-themed commentary columns
Techniques, Polypectomy Techniques
will premier shortly in ACS Surgery
and others.
News. A Collective Review on Rural
Issues has been accepted by JACS for
Rural Council members have been
2014. Members of the Rural Council
very active with presentations
were asked by a publisher to put
in multiple states, Southwestern
together a textbook of surgical skills for
Surgical Congress, Western Surgical
rural surgeons. This textbook will be
Association, Grand Rounds at
available in November 2014 with the
University of Oregon and Nebraska
opening chapter entitled “Endoscopic
and even a presentation to the Royal
Management of UGI Bleeding” by M.
Australasian College of Surgeons in
Sarap.
New Zealand.
The group has worked to develop a
comprehensive list of surgical training
programs with rural tracts or programs
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Members of the ACRS have developed
a document titled “Rural Standards
for Surgical Care” that we hope will

become a tool that can be utilized by
rural hospitals and rural surgeons to
help provide standardized high quality
care in the rural environment. Rural
Council members also participated
in development of the recently
released Pediatric Surgery Optimal
Care Standards. From an advocacy
standpoint, the ACRS assisted in the
recognition and eventual push for
legislation on the 96 hour rule. In 2014
the Rural Council won an award for
the highest participation in the Surgical
PAC of any ACS Advisory Council. We
also asked for and received a Rural
Fund within the ACS Foundation which
will allow directed donations for rural
causes.
As an ACS Governor and Membership
Chair of the Rural Council I have
personally been very involved
in multiple endeavors including
development of the ACRS Policies and
Procedures document, participation
as speaker at events in Ohio, Maine
and Chicago, submitted articles for the
ACS Bulletin and the Ohio Chapter
Pulse, spoke on Rural Cancer Care at
the recent Rural Surgery Symposium
in Chicago, contributed a chapter for
the upcoming “Rural Surgical Skills”
textbook and am currently acting
as co-director of the Rural Surgery
Skills Course at the upcoming Clinical
Congress. As a Governor of the
ACS, I was assigned to serve in the
Communications Pillar and have been
appointed Editor of the ACS Governors
Newsletter. My workgroup is now
working on our 4th edition of the totally
revamped newsletter that contains
columns about ACS Governors, the
College and other articles specifically of
interest to the Governors.
continued on page 16
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continued from page 15

Advocacy Committee
Submitted by Michael E. Stark, MD, FACS, Chair
We have now
passed the tenyear mark since
medical liability
tort reform was
passed in Ohio
that began as
SB 281 in 2002.
Since that time,
the number of
claims filed has dropped 45%. In
2012, only 2% of claims ended in
a trial where culpability was found.
80% were closed without payment
and the remaining 18% were settled
out of court. Rates for liability
insurance have also dropped and
more companies are competing for
this business in Ohio. See the data
below from the Ohio State Medical
Association.
In prior years, the Ohio Legislature
had passed liability tort reform that
was declared unconstitutional by The
Ohio Supreme Court. The major
reason that SB 281 has not been
challenged in The Court is because
the current Court is primarily made
up of justices who do not believe in
judicial activism or legislating from the
bench. They have the philosophy that
the Legislature makes the laws.

We hope that the legislature will
reintroduce former HB 276 which
aimed at clarifying the “I’m Sorry”
law had two vital parts. One part
would have protected a conversation
with a patient or family regarding
an unanticipated outcome to be
interpreted as admission of fault and
being admissible as evidence. The
second part would have prohibited
health insurance payment guideline
to be used as a standard of care to
establish a legal basis for medical
negligence.

Mastectomy Reconstruction (HB
147) was passed and signed into
law. The Chapter worked closely
with the sponsors to craft language
that is appropriate and beneficial to
the public. This demonstrates the
importance of serving as resources to
our legislators.
There are several other pieces of
legislation that will be discussed by
our Capitol Consulting advocates.

Tanning legislation is a great interest
for Dr. Averbook, our President, due
to the increasing incidence of skin
cancers. HB 131 which regulates
checmical tanning and prohibits light
tanning for minors without parental
consent is now law.

It should be noted that Justice Sharon
Kennedy and Justice Judith French
both held onto their court seats. Both
hold the belief that the court should be
interpretive and not legislative.
There are still liability issues in front
of The Legislature as this term comes
to a close at the end of the year. HB
276, aimed at clarifying the “I’m Sorry”
law has two vital parts. One is to
protect a conversation with a patient
or family regarding an unanticipated
outcome to be interpreted as
admission of fault and being
admissible as evidence. The second
prohibits health insurance payment
guidelines to be used as a standard
of care to establish a legal basis for
medical negligence.
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Communications Committee
Submitted by Kristine Slam, MD, FACS, Chair
The Communications
Committee continues
to try to build member
relationships within
the Ohio Chapter.
Informational
emails are sent
to members for
medical and surgery news and
pertinent updates for the state. We
appreciate your time when reading
these communications and hope
to keep the information presented
brief but pertinent. Journal Watch
is a new addition to the quarterly
communications to our members,
which continues to be an educational
piece and is also linked to the
Chapter Facebook page.

The Ohio Chapter continues to
maintain an official Facebook page,
but unfortunately does not have a
strong following as of yet. Building
a more robust social media section
for both Chapter members and the
general public continues to be a goal
of the Communications Committee.
The Committee continues to work
with the Resident and Associate
Society to develop a strong Ohio
section for the residents and young
fellows. Intern “Welcome Packets”
were mailed out to Program
Coordinators this fall as a way to
introduce the Ohio Chapter to the
new surgeons in training.

Additionally, plans for the first
Resident Track at the Annual Spring
Meeting are underway. This short
session will occur in conjunction with
the Resident Poster and Podium
Presentations, and will include
topics specifically focused on the
educational needs of residents and
young fellows.
The Communications Committee
welcomes Ohio Chapter members to
interact with us to continue to build a
more robust chapter!

Resident Essay Contest Report
Submitted by Timothy A. Pritts, MD, PhD, FACS
The annual Resident
Research Forum
as well as the
Commission on
Cancer Research
competition was held
on Friday, May 9,
2014 during the 59th annual meeting.
Entries into the contest this year
were strong with 52 abstracts
submitted in the clinical category, 6
in the basic science category, and 13
in oncology, plus an additional two
in the commission on cancer. The
abstracts were of very high quality
and the committee worked hard to
select the best ones for presentation
at the annual meeting.
In the Commission on Cancer
Competition, first place was
taken by Jeffrey M. Sutton, MD,
Department of Surgery, University
of Cincinnati Medical Center, for
his paper entitled, “Readmission
after pancreaticoduodenectomy: the
influence of the volume effect beyond
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mortality.”
In Oncology, third place went to
Luke D. Rothermel, MD, MPH,
University Hospital Case Medical
Center. Cigdem Benlice, MD,
from the Department of Colorectal
Surgery at the Cleveland Clinic took
second place, and Iuliana Bobanga,
MD, from University Hospital Case
Medical Center won first place
for her paper entitled “VCAM-1
overexpression enhances metastasis
to draining lymph node and lung in a
murine osteosarcoma model.”
In Clinical Science, Ozgden Isik,
MD, Department of Colorectal
Surgery, Cleveland Clinic took third
place. Cigdem Benlice, MD, from
Department of Colorectal Surgery,
Cleveland Clinic received second
place. First place went to Sylvester
N. Osayi, MD, from The Ohio State
University Wexner Medical Center,
for the paper entitled, “Personality
traits and job satisfaction among
hepato-pancreatico-biliary surgeons.”

For Basic Science, Carey L. Watson,
MD, Department of Surgery,
University of Cincinnati Medical
Center received third place. Second
place went to
Li Sun, MD, from
the Cleveland Clinic Foundation.
First place was awarded to J. Leslie
Knod, MD, from the University of
Cincinnati and Cincinnati Children’s
Hospital Medical Center, for her
paper entitled “Mouse strain
influences angiogenic profile in
murine colitis.”
The Committee would like to thank
the membership, especially the
residents and program directors
throughout the state, for their very
strong support of the Research
Forum this year. The schedule and
guidelines for the 2015 competition
are currently posted on the website.
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District Councilor Reports

This is a summary of the district activity as reported at the Ohio Chapter Council Meeting held in October 2014.
Northwest Ohio District
Submitted by Eric Jon Ferguson, MD, PHD, FACS
The trauma
community in
Northwest Ohio
is engaged
in regional
performance
improvement and
holds quarterly
Northwest Ohio
Regional Trauma Registry Board
meetings to discuss trauma systems

issues. More information is available
on the Hospital Council of Northwest
Ohio website: www.hcno.org
This year, we are hosting our Annual
Trauma Symposium on Friday
November 21, 2014 from noon
to 4:30pm at ProMedica Toledo
Hospital, an ACS-verified Level-1
Adult and Level-2 Pediatric trauma
center in Toledo, OH. Keynote

speaker is Dr. Michael McGonigal,
MD, FACS from St. Paul, MN (author
of “Trauma Professional’s Blog”
and nationally recognized trauma
surgeon). For more information or
registration, please contact Susan
Murphy at smurphy@hcno.org or
(419) 842-0800.

Southeast Ohio District
Submitted by Kristine Slam, MD, FACS
The hospital
competition in
central Ohio
continues
throughout 2014.
A recent article
in Columbus
Monthly,
“Medicine
heads for the ‘burbs”, provides
a good summary of the recent
building activity in Southeast
and central Ohio. Freestanding
Emergency Departments, Suburban
Health Campuses, and outpatient
ambulatory surgical centers have
been popping up throughout this
area at a quick pace. Additionally,
the big health systems continue to
compete for patients by advertising
programs to provide quality cancer
care.

MD Anderson Cancer Network
certification is fully complete, eight
OhioHealth hospitals and more than
100 OhioHealth oncology physicians
are scheduled to be certified
members of MD Anderson Cancer
Network. Physicians who go through
the process provide MD Anderson
Cancer Network with patient records
and charts, which are then reviewed
for quality of care and alignment with
MD Anderson and national guidelines
and standards. The CEO of Ohio
Health indicates that patients will
have access to resources should a
patient have an especially complex
cancer. The program offers certified
OhioHealth hospitals and their
associated cancer specialists access
to MD Anderson guidelines for
treatment planning and improving the
quality of cancer care provided.

OhioHealth announced that they
have become Ohio’s first certified
member of MD Anderson Cancer
Network®. This is advertised as
a collaboration to advance cancer
care in the communities that
OhioHealth serves. OhioHealthRiverside Methodist Hospital and
OhioHealth-Grant Medical Center
have 20 affiliated physicians as
officially certified members of MD
Anderson Cancer Network. When

Ohio Health is also in the process
of completing a Suburban medical
campus in the south eastern portion
of Columbus in Pickerington, slated
to open sometime in early 2015.
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The Mount Carmel Health System
had several big events over the past
few months. Mount Carmel-Grove
City Campus opened in January
2014 with a favorable response from
the local community. Currently, the
facility is a full-service ER with 15

examination rooms and fast track
bays. The facility has imaging
capabilities, physicians offices, and
women’s health services. Mount
Carmel-St Ann’s has recently
completed a $110 million expansion
project. The hospital now has
capabilities for endovascular and
open heart procedures as a part of
this expansion. Last year, Mount
Carmel Health System announced
an affiliation agreement with the Ohio
State University Wexner Medical
Center. As a part of this affiliation
agreement, Mount Carmel East and
Mount Carmel West now have the
ability to treat brain aneurysms with
endovascular coiling, in conjunction
with interventional neurosurgeons
from Ohio State. Mount Carmel
and Ohio State also are working in
conjunction to lower infant mortality,
which in central Ohio is twice that
of NYC, through the Moms2B
educational program.
The Ohio State University Wexner
Medical Center’s five year, $1.1
billion expansion is nearly complete,
likely to open by the time of this
publication. The first patients are
expected in mid December. This
is the largest building project in
Ohio State history. As a result of
continued on page 22
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Patient Management In The Era Of Breast Density Legislation
Shilpa A. Padia, MD and Nancy L. Gantt, MD, FACS
mammogram reports delineate the
visual evaluation of the amount of
density in a woman’s breast. The
categories set by the American
College of Radiology are: fatty
replaced (less than 25% glandular
tissue), scattered fibroglandular
tissue (approximately 25-50%
glandular tissue), heterogeneously
dense (51-75% glandular tissue),
and extremely dense (greater than
75% glandular tissue). It is those
patients, with heterogeneously dense
and extremely dense breasts (about
50% of women), that stemmed the
development of the “Breast Density
Law.”

Mammography has proven to be
the screening method of choice
for breast cancer. The American
Cancer Society and the National
Comprehensive Cancer Network
(NCCN) recommend that annual
screening mammography be
performed yearly, on the general
population, starting at the age of
40. Currently ultrasound and breast
MRI have been proven to be helpful
adjunctive studies to screening
mammography. There is no data,
however, supporting the replacement
of screening mammography with
ultrasound or breast MRI.
As clinicians, we are responsible
for assessing the risk for
development of breast cancer as
well as evaluating the physical
appearance with a clinical breast
exam. The density of breast tissue
varies with the age of the woman
and their associated hormone/
menopausal status. Currently, all

On mammography, dense breasts
are more difficult to evaluate than
those that are fatty replaced. The
overall sensitivity of mammography
is reported to be 75% according to
the National Comprehensive Cancer
Network. This rate decreases to
approximately 50% in women that

have at least heterogeneously dense
breasts.3 Because of this, cancers
may be detected at a more advanced
stage. Furthermore, according to
the American College of Obstetrician
and Gynecologists, dense breasts,
in and of itself, may increase the risk
of developing breast cancer.8 The
“Breast Density Law” was created
to inform women of this potential
and instructs them to seek advice
from their physician regarding these
findings. Connecticut was the first
state to enact this law in 2009.
On May 28, 2014, the Ohio Senate
unanimously passed Senate Bill 54
(SB 54), which would require the
imaging facilities to inform the patient
and their health care provider of the
patient’s dense breast tissue. Patient
letters would then be mandated to
include the following language:

continued on page 20
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Advocacy Committee
continued from page 19

“Your mammogram
demonstrates that you have
dense breast tissue, which
could hide abnormalities.
Dense breast tissue, in and of
itself, is a relatively common
condition. Therefore, this
information is not provided to
cause undue concern; rather, it
is to raise your awareness and
promote discussion with your
health care provider regarding
the presence of dense breast
tissue in addition to other risk
factors.”5
This Senate approved bill was
then assigned to the Ohio House
of Representatives, Committee on
Health & Aging for consideration, but
stalled in committee. The “Breast
Density Law” has already been
enacted in 17 states: Connecticut,
Texas, Virginia, California, New
York, Hawaii, Maryland, Tennessee,
Alabama, Nevada, Oregon,
Arizona, Minnesota, North Carolina,
Pennsylvania, New Jersey, and
Rhodes Island. The law will be
in effect starting January 2015 in
Missouri and Massachusetts.
As breast specialists and surgeons
that perform breast procedures,
we need to be aware of the next
step in management once this
additional data is provided to the
patient and primary care physician.
The most important portion of any
discussion with a patient and primary
care physician is education. The
components of education include:
obtaining an appropriate patient
history, calculating a patient’s
“lifetime risk for the development of
breast cancer,” understanding the
radiographic options available to
enhance screening, and knowledge
of the availability of genetic
counseling.
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PERTINENT HISTORY
A thorough evaluation of a patient’s
medical history and associated
medications, pertinent family history,
and social history is imperative to
the management of a patient with
dense breasts. Dense breasts may
increase the risk of development
of breast cancer, however family
history is also important. A patient
with a significant family history of
breast and ovarian cancer and dense
breasts on mammogram may require
additional diagnostic imaging studies.
According to the American Cancer
Society, a patient with a greater
than 20% lifetime risk of developing
breast cancer qualifies for adjunctive
breast MRI. This is implemented by
diagnostic mammography and breast
MRI performed yearly, alternated
every six months in conjunction with
biannual clinical breast examinations.

CALCULATING
LIFETIME RISK FOR
THE DEVELOPMENT OF
BREAST CANCER
There are multiple models available
online that assess a patient’s risk
for developing breast cancer in their
lifetime. None of these models
take into account dense breast
tissue found on mammogram. The
most common models are the
Gail Model and the Tyrer-Cuzick
Model. The Gail Model (http://www.
cancer.gov/bcrisktool/) is a series
of eight questions that pertain to
medical and family history. This
evaluation will calculate a patient’s
five year risk and lifetime risk for
developing breast cancer. The
Tyrer-Cuzick Model (http://www.
ems-trials.org/riskevaluator/) is a
more comprehensive program. This
evaluation will calculate a patient’s
10 year risk of developing breast
cancer, lifetime risk of developing
breast cancer and risk of the patient
having either a BRCA 1 or BRCA 2
mutation.

Once calculated, if a patient is found
to have a lifetime risk greater than
20% of developing breast cancer
they are considered “high-risk” and
qualify for “high-risk screening” as
stated previously with alternating
screening mammography and breast
MRI every six months and biannual
clinical breast exams. It is important
to note that these are estimates of
lifetime risk for the development of
breast cancer and are not absolute.
This information should be relayed to
the patient and appropriate education
on what these estimates mean to
them.

AVAILABLE
RADIOGRAPHIC IMAGING
FOR DENSE BREASTS
Digital Mammography
Digital mammography has been
proven to be more accurate in
younger women with dense breasts
and has been shown to have a
higher cancer detection rate than film
mammography in women ages 45
to 69.3 It is important to be familiar
with the technology available at the
imaging center in which the patient
had their mammogram. Routinely
referring to an American College
of Radiology (ACR) accredited
facility with digital mammography
capabilities is a priority in evaluating
patients with dense breast tissue.
Tomosynthesis
Tomosynthesis is a process in which
the breast tissue is visualized in a
three dimensional fashion. This
technology was first reported in
the late 1990’s, however utilization
has recently increased in imaging
women with dense breasts. In
2013, the Oslo Tomosynthesis
Screening Trial found a 27%
increase in cancer detection when
tomosynthesis was combined with
screening mammography.2 Also in
continued on page 21
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2013 Yale University School of
Medicine conducted a U.S. trial
comparing tomosynthesis plus
digital mammography and digital
mammography alone for breast
cancer screening. The authors
found that patients who received
tomosynthesis plus digital screening
mammography had a statistically
significant 29.7% decrease in call
back rates.1 The greatest reduction
was seen in women less than 50 and
those with dense breasts.1
Automated Breast Ultrasound
In 2012, the Food and Drug
Administration approved the use
of automated breast ultrasound
(ABUS) in conjunction with
screening mammography in
asymptomatic women with
dense breasts.4 The research
demonstrated approximately 30%
more cancers detected in those
women with dense breasts that had
a normal mammogram with normal
physical exam in comparison to
mammogram alone.7 Although
this technology is available, the
National Comprehensive Cancer
Network does not support routine
supplemental ultrasound for
screening purposes in women
with dense breasts.3 Therefore,
knowledge of the available imaging
modalities is important when
evaluating a patient with dense
breasts.
Breast MRI
Breast MRI has gained popularity
over the last decade in evaluating
breast diseases. It is a physiologic
radiographic assessment of the
breast tissue based on its ability to
visualize the vascularity of breast
lesions rather than just anatomic
location. Breast MRI has a high
sensitivity rate and low specificity rate
which has created some controversy
in its use for routine screening
purposes. It is recommended for
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screening purposes in “high-risk”
women according to the National
Comprehensive Cancer Network.3
Breast MRI may also be useful in
evaluating a woman with dense
breasts once an abnormality has
been detected as mammogram
sensitivity decreases with increasing
breast density.

GENETIC COUNSELING
As stated previously, education
is the most imperative piece of
assessing a patient with dense
breasts. A common misconception
is that genetic counseling entails
genetic testing. Genetic counseling
is performed by certified genetic
counselors that are trained to obtain
a pertinent family history and counsel
the patient on their risk of developing
breast cancer. They have access to
“lifetime risk of developing cancer”
assessment models and are trained
to educate patients on their specific,
individual risk of developing breast
cancer. If the counselor deems
genetic testing to be appropriate,
either a blood test or salivary swish
and spit test will be performed. Many
breast specialists, surgeons and
medical oncologists, perform testing
in their offices. This is appropriate
if the patient obtains adequate
education from a certified genetic
counselor at some point during their
treatment plan. This is relevant
to women with dense breasts as
their risk for developing breast
cancer should be evaluated and the
patient should be educated on this
information.

IN SUMMARY, HOW TO
MANAGE A WOMAN WITH
DENSE BREASTS
Approximately 50% of women have
heterogeneously dense or extremely
dense breasts. It is important
to educate your patients on the
additional information provided to

them on their mammogram report.
Although this information may be
anxiety provoking, it is important to
examine the patient as a whole and
consider their history when assessing
their risk for developing breast
cancer. Furthermore, education is
the most important component of
any discussion with a patient and/or
primary care physician.
1) Educate:
Educate your patient on the density
information in their mammography
report. Dense breasts make it
harder to see some tumors and may
increase your risk for developing
breast cancer.
2) History:
Obtain a detailed personal and family
history. Calculate your patient’s
lifetime risk for developing breast
cancer.
3) Plan:
Create a screening plan based
on the calculated information (#2)
according to NCCN Guidelines.
(Algorithms for screening are
available at http://www.nccn.org)
4) Options:
Know what is available in your area.
If your patient has a greater than
20% lifetime risk of developing breast
cancer, than she is considered “high
risk.” Screening in accordance with
NCCN guidelines is required with
digital mammography and breast
MRI. Also, incorporate automated
breast ultrasound if appropriate.
5) Scheduled Surveillance:
As a surgeon/breast specialist,
advise the primary care physicians
on the importance of scheduled
surveillance in the appropriate
manner in accordance with NCCN
Guidelines.
6) Genetic Counseling:
Locate the certified genetic counselor
in your area. Even if your patient
is not considered “high-risk,” she
continued on page 22
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may still benefit from a discussion
regarding their personal risk for
developing breast cancer.
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Dr. Shilpa A. Padia is
a Breast Surgeon at
Mount Carmel Health
System in Columbus,
Ohio. She graduated
from Northeast Ohio
Medical University and
completed a residency
in General Surgery at
St. Elizabeth Health Center in Youngstown,
Ohio. She then went completed a fellowship
in Breast Surgical Oncology at the Cleveland
Clinic in Cleveland, Ohio. She is a Clinical
Instructor of Surgery at Mount Carmel
Health System and Northeast Ohio Medical
University.

Southeast Ohio District contd.

Dr. Nancy Gantt is
President-Elect of the
OCACS, President
of the Association of
Women Surgeons,
Professor of Surgery
and Surgical
Curriculum Director
at Northeast Ohio
Medical University in Rootstown, Ohio.
Dr. Gantt’s general and breast surgery
practice is based at Mercy St. Elizabeth
Hospital in Youngstown, Ohio. She serves
as ACS Cancer Liaison Physician, CoMedical Director of the NAPBC-accredited
Joanie Abdu Comprehensive Breast Care
Center and Associate Director of Resident
Education. A graduate of the University of
Chicago Pritzker School of Medicine, Dr.
Gantt completed her surgical residency at the
University of Pittsburgh Hospitals and Clinics.

this expansion, cuts are being
made in other less essential areas,
and housing fees for students are
being increased approximately
4%. The expansion involves a new
$750 million cancer hospital and
a critical care hospital. Currently,
Ohio State has not made plans
to open freestanding emergency
departments or outpatient surgery
centers. Instead, it has maintained
Carepoint centers, with services to
get into the neighborhood in which
they are located, including family
practice, imaging, and physical
therapy services. Ohio State’s The
James also is participating in cancer
care branding. Several smaller
hospitals in Circleville, Wooster,
Gallipolis, and Madison County have
entered into affiliation agreements
with The James Cancer Network to
bring cancer care closer to these
communities.
A Texas company, Adeptus Health
Inc, announced in August plans to
build a for-profit outpatient hospital
in the northern portion of Columbus.
How this impacts the other hospitals
in this area remains to be seen.
Farther east of Columbus, Fairfield
Medical Center recently named John
“Jack” Janoso as CEO. The Center
wishes to remain independent, and it
recently completed an expansion of
surgery suites and patient rooms.
Hocking Valley Hospital, located in
a rural critical access area east of
Columbus, is in talks for an affiliation
agreement with The Ohio State
University Wexner Medical Center.
The past year has been busy for
the Southeast and central Ohio
areas in regards to hospital growth,
ongoing competition for patients,
and expansion to surrounding rural
communities.

Winter 2015

PULSE

Ohio Chapter, American College of Surgeons

2015 Membership Application
January 1, 2015 – December 31, 2015
Toll Free: (877) 677-3227
Fax: (877) 835-5798
www.ohiofacs.org

GENERAL INFORMATION (Please print or type)
Name: _________________________________________
Credentials: _____________________________________

National ACS Membership # _______________________
Gender:  Male  Female Year Born: ______________

Employer: _______________________________________

Year you became FACS, or Associate Fellow: __________

Work Address: ___________________________________

Home Address: __________________________________

City: __________________ State: _______ ZIP: ________

City: ______________________ State: ____ ZIP: _______

Work Phone: _________________ Fax*: ______________
Web Address: ___________________________________
Preferred Email*: _________________________________

Home Phone: _________________ Fax*: _____________
Preferred Mailing Address:  Home  Work

ADMINISTRATIVE CONTACT PERSON

*Fax and/or email will be used for member communications.

If you have a support person who the Chapter may contact
when you are in surgery, please provide his/her information:

PRACTICE INFORMATION

Name: _________________________________________

Primary Practice Type: ___________________________
(Solo, Group, Hospital, Academic, Military, Other)

Phone: _________________________________________

Primary Practice Specialty: ________________________

Email: __________________________________________

Primary area of Practice:  Urban  Rural  Military

TYPE OF MEMBERSHIP
 $ 255 Fellow - Must have met all of the requirements and been formally admitted into Fellowship
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and the public about surgical care within the state of Ohio, and to support the mission and goals of
the American College of Surgeons.
Payment of dues or other contributions to the Chapter are not tax deductible as charitable
contributions for income tax purposes. They may, however, be tax deductible as ordinary and
necessary expenses to the extent not allocated to lobbying expenses. The OCACS estimates that
the non-deductible portion of your dues is 15%.
The Ohio Chapter of the American College of Surgeons (OCACS) collects credit card information to
make it easier for you to register for seminars and events online, as well as paying for other
services. OCACS does not use or share credit card information for any other purpose. We retain
such information as is needed for standard accounting record keeping requirements. Every step is
taken to protect the loss, misuse, and alteration of the information under our control. If you prefer,
please use a check or money order to make any necessary payments. Thank you.
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