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from the publisher

Welcome to the December Issue 
of Western New York Physician
At the close of another year, I offer my best wishes for a happy and safe 
holiday and all good things in the coming year. 2011 will prove to be an 
interesting time as reform laws begin to be implemented and the healthcare 
landscape transitions going forward. Locally, RGH and the Medical Society 
have proactively initiated a forum for physicians to help better understand 
the affect these changes will have in our region - an important first step to 
share information and become better informed of the anticipated impact. 
With advance attendance reported a near “full house” many of you may have 
participated. Surely there will be similar opportunities to keep the dialogue 
alive creating a powerful collaboration.   

It’s no surprise then, to share that the preliminary results from the ongoing 
readership survey identify Health Care Reform a topic of overwhelming interest – 85 
percent. In response, we’re launching a column that will reach out to area leaders and 
experts for perspective. To nominate someone for this series, please email or call me 
directly. Other notable preliminary results: 
 • 100% readership 
 • 70% enjoy the clinical articles 

Many thanks to those who’ve already participated. Your feedback provides 
meaningful guidance as I look ahead editorially in 2011.

The invitation continues to share your opinion. Find the brief, confidential online 
survey at the address below. Join your colleagues in refining the shape and value of 
Western New York Physician as we tap area expertise to comment and offer insight on 
what’s important to you.

www.SurveyMonkey.com/s/WesternNYPhysician

 According to the American Academy of Pain Medicine, pain affects more Americans 
than diabetes, heart disease and cancer combined with an estimate of 76.2 million 
sufferers estimated by the National Centers for Health Statistics. This month’s cover 
story highlights the talented team of experts at Rochester Brain & Spine Neurosurgery 
and explores the latest approaches to treat chronic and acute pain.

For a glimpse of what is coming up in the first half of 2011, see the editorial calendar 
found on page 14. Please contact me directly if you would like to be included in an 
upcoming issue.

My thanks to each of you who contribute to and support Western New York 
Physician. These informative and educational articles provide all physicians in our 
region a more in-depth look at the resources available to their practice and their 
patients and your advertising support makes it possible to deliver the magazine to 
readers each month.

All the best, 
Andrea Sperry
Publisher 
WNYPhysician@rochester.rr.com 
(585) 721-5238
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clinical feature

Urological Issues for 
an Aging Population

                Frederick W. Tonetti, MD

As our population ages more and more of us 
will experience age related health issues. The 
most frequent being cardiovascular and cancer 
related problems. In urology, prostate, bladder 
and kidney cancers are more common in the 
geriatric population. In men benign prostatic 
hypertrophy begins to cause more urinary 
problems and disease as we get older.

Two other more common benign conditions causing 
more health related issues in the geriatric population are 
hypogonadism and urinary incontinence.

Hypogonadism is defined as low testosterone with levels in 
the blood less than 300 ng/ml. Hypogonadism increases with 
age as the proportion of males 65 years is expected to increase 
about 5% over the next 15 years, physicians will see a growing 
number of patients requiring treatment. Hypogonadism has 
been associated with obesity, type 2 diabetes, hypertension, 
osteoporosis, and metabolic syndrome.

Diagnosis requires the presence of a low testosterone and 
the presence of symptoms. 
There are a number of 
treatments available to correct 
testosterone levels. Restoration 
of normal levels improves 
libido and sexual function, 
reveres osteoporosis and 
reduces fat body mass. After 
institution of therapy, prostate 
health should be monitored 
with digital rectal exam and 
prostatic specific antigen levels, 
hematocrit levels, and liver 

function tests. Levels should be drawn at 3 months and 1 year. 
Testosterone therapy should be used cautiously in patients with 
BPH and prostate cancer and has shown to be safe to use in 
patients who have been treated for localized prostate cancer 
and have shown no evidence of recurrent disease. Testosterone 
therapy can increase the red blood cell count and if the 
hematocrit rises above 50% therapy should be stopped.
Hypogonadism is a common condition in the male population. 

With a high prevalence in older men, the obese, and men with 
metabolic syndrome and type 2 diabetes, makes it more likely 
that primary care physicians will need to treat these patients. 
It’s important to consider treating symptomatic patients, not 
leaving them untreated because of anxiety over possible adverse 
events from testosterone replacement therapy, after discussing 
the potential benefits and risks of treatment with them.
Urinary incontinence defined as involuntary loss of urine 
with social and hygienic issues is a problem that affects more 
than 16 million Americans – most of them women. Although 
nearly half of the elderly in America have episodes of urinary 
incontinence, it is not a normal consequence of aging. It 
remains a largely neglected problem despite its considerable 
prevalence, morbidity, and expense.

There are several types of urinary incontinence; stress 
incontinence (leakage associated with coughing or physical 
activity), overflow incontinence (associated with urinary 
retention and continual leakage), urge incontinence (associated 
with a strong desire to void and leakage of moderate to large 

Typical Symptoms
reduced libido 

erectile dysfunction 

muscle fatigue 

reduced strength 

increased adiposity 

osteoporosis 

low bone mass 

depressed mood 

fatigue

Testosterone Treatments
subcutaneous pellets  •   intramuscular injections  

transdermal patches/gels  •  buccal patches   
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amounts of urine prior to the bathroom), and functional 
incontinence (associated with impaired, mobility, dexterity and 
mental status). It is not unusual to have a mix of these types 
of incontinence which can easily be defined with urodynamic 
studies and cystoscopy.

Treatment options can be behavioral and dietary modifications, 
medical therapies and surgical treatments. Behavioral and 
dietary changes include reduction in caffeine, prompted voiding, 
decreased evening fluids, and Kegel exercises. Medical therapy 
is not only addition of medication such as anticholinergic 
medication but adjustment of diuretics or psychoactive drugs.              
Minor surgical procedures such as transurethral bulking agents 
or pubovaginal suspension procedures are available. More 
complex anti continence procedures may also be necessary with 
artificial sphincters and vaginal repairs may be needed.

Prior to any treatment complicating disease states such as 
urinary tract infection, bladder cancer, diabetes, Parkinson’s 
disease, and other neurologic disorders need to be diagnosed 
and treated. Urodynamics, an office based study, tests bladder 
emptying and storage and will help to sort out the types of 
urinary incontinence allowing more effective treatment.

 The most commonly used treatment is anticholinergic 

therapy with medication directed at suppressing the urge to 
urinate. They block the bladder contraction, thus increasing 
volume and decrease the amplitude of bladder contraction. These 
medications can have some significant side effects of dry mouth 
and constipation resulting in discontinuation of medication. 
Pubovaginal suspensions for the treatment of stress incontinence 
are 80-85% successful. Surgeries are often done as an outpatient 
with minimal possible complications of urinary retention, 
bleeding, infections, and erosions are very unusual.
The most effective approach to urinary incontinence is to 
use a combination of the therapeutic approaches. Follow-up 
is essential to encourage continued behavioral and dietary 
modification, check for adverse effects of medication, monitor 
effects of continued incontinence, skin breakdown and infection, 
and surgical complications.

Dr. Tonetti, is a Board-certified urologist at the Center for Urology. 
He received his medical degree at the State University of New 
York at Buffalo School of Medicine, and his urology residency 
at the University of Rochester School of Medicine and Dentistry. 
Dr. Tonetti’s special interests include bladder and prostate cancer 
treatments. He has extensive experience in prostate radioactive seed 
implantation and is currently using innovative technologies such as 
cryoablation of the prostate and robotic surgery.

For more than two decades, Dr. John Coniglio, 
MD, FACS, has provided an outstanding  
resource for physicians seeking expert ENT 
consultation for their patients. Now, he  
and Erin K. Shannon, PA-C, have been  
joined by Dr. Steven Cannady, a specialist  
in reconstructive surgical techniques that  
allow for rehabilitation of speech and  
swallowing after head and neck surgery.  

Head and Neck Cancer 
Microvascular Reconstruction  

Endocrine Surgery 
Pediatrics 

Voice Disorders
Sinus Care

First
Your

Choice in ENT Care

The Head+Neck Center
John U. Coniglio, MD, LLC 
1065 Senator Keating Blvd., Suite 240
Rochester, NY 14618
585.256.3550
www.RochesterHNC.com

 JC004-MD News ad (HP_4C) 9-09.indd   1 9/17/09   11:41:20 PM
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clinical feature

Everyone Should Boost 
Intake of Vitamin D, 
IOM says                 Kevin Fiscella, MD

suggesting a link between D deficiency and a higher number 
of heart and stroke-related deaths among blacks compared to 
whites. A second study showed that a lack of vitamin D among 
blacks may also explain a higher death rate in colon cancer 
among blacks compared to whites. A third URMC study 
suggested a link between lower vitamin D levels among black 
women and more aggressive breast cancer.
“While most U.S. adults may achieve reasonable blood levels 

of vitamin D through diet and sun light, national data show 
that persons with darker skin, particularly African Americans, 
commonly have D levels believed to be suboptimal,” Fiscella said. 

“This is particularly true among those who are lactose intolerant 
and avoid vitamin D fortified milk products. Research is sorely 
needed among this group to firmly establish optimal levels.”
The IOM report will resonate differently with various health 
providers and patients, Fiscella added. Physicians will most 
likely be a bit more conservative in terms of testing for vitamin 
D deficiencies and prescribing supplements, he said.
“My own view is that this is an area of great uncertainty 

and it is ripe for research,” Fiscella said. “We have reasonable 
observational data suggesting that vitamin D can be of benefit 
in the prevention of some cancers, insulin resistance, and 
vascular conditions. But we’ve been here before with other 
nutrients, where promising observational data was not born out 
by subsequent clinical trials.”

Until we have stronger evidence one way or another, Fiscella 
said, physicians should be honest with patients about the current 
state of evidence and help them to make an informed decision 
on use of vitamin D supplements.

The IOM found that the majority of Americans are getting 
sufficient vitamin D, which can be consumed through fortified 
dairy foods, orange juice, fatty fish, and D-containing dietary 
supplements, or produced by the skin during sun exposure.

The nation’s top scientific advisory panel today recommended 
that most children and adults modestly increase their intake 
of vitamin D, known as the “sunshine vitamin,” from a daily 
dietary intake of 200 international units to 600 international 
units. The panel also extended the safe upper limit for older 
children and adults from 2000 IU to 4000 IU daily.

The Institute of Medicine (IOM) released its report November 
30, 2010, after two years of study and debate. The IOM had not 
changed its dietary guidelines for vitamin D since 1997.

During the last 13 years, though, some studies had suggested 
that much higher doses of vitamin D could prevent a variety 
of illnesses, from bone diseases to strokes and cancer. But the 
IOM panel was more cautious, and said that although more 
vitamin D is beneficial to bone health, studies related to other 
conditions were inconsistent and inconclusive. Furthermore, 
the panel said taking mega doses over a long period of time 
might harm some people. The IOM recommended:

Everyone ages 1 to 70 should take 600 IU daily. 

Adults older than 70 should take 800 IU daily 
to optimize bone health. 

The safe upper limit for infants up to 6 months is 1000 IU daily. 

The safe upper limit for infants 6 to 12 months is 1500 IU daily. 

The safe upper limit for children 1 to 3 years old is 2500 IU daily. 

The safe upper limit for children 4 to 8 years old is 3000 IU daily. 

The safe upper limit for everyone older than 8 is 4000 IU daily.

Kevin Fiscella, MD, a URMC family physician who studies 
health disparities, noted that African Americans often have 
lower serum vitamin D levels than whites.

He published an observational study earlier this year 



cover story

6  I  western new york physician  october  2010 

Rochester Brain & 
Spine Neurosurgery and 
Pain Management

By Julie VanBenthuysen

Combined Disciplines for Optimal Care 

“We view our group as an integral 
part of the community…dedicated 
to giving generously of our time, our 
skill, and our resources to help build 
a greater environment for healing,” 
explains Dr. Zeidman, founding 
partner of Rochester Brain & Spine.
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Last April, Rochester consumer ra-

dio host Carlos Rodriguez began 

to experience tingling in his fingers, 

which quickly progressed to the 

point where he could barely bend 

them. His frustrating medical journey 

took him first to his family physician, 

who ordered a hand MRI and a pain-

ful nerve conduction study to deter-

mine if Mr. Rodriguez, a lifelong dia-

betic, had developed carpal tunnel 

syndrome, which is often associated 

with that disease.

As his symptoms progressed to growing shoulder pain de-
spite no history of prior injury, his physical therapist sug-

gested tendonitis, but the pain worsened. Weeks later an MRI 
was conducted which revealed a bulging disc in his neck severe-
ly impinging on the cervical spinal cord and nerve roots. Within 
a day, Mr. Rodriguez was referred to the specialists at Rochester 
Brain & Spine Neurosurgery and Pain Management. The next 
morning, he was limping into Unity Hospital for emergency 
spine surgery.

In the previous four months, Mr. Rodriguez’s life had changed 
dramatically, from camping with inner city kids as an active 
Scout leader to hardly being able to walk. He credits Dr. David 
Chang and the staff at Rochester Brain & Spine with restoring 
him to his former active and healthy self.
“The experience has been tremendous,” says Mr. Rodriguez. “If 

the diagnosis had taken any longer and I hadn’t been placed in 
the expert hands of Dr. Chang, I could have been paralyzed. He 
truly saved my life.”

At Rochester Brain & Spine, Dr. Chang and his four physi-
cian partners have developed a regional reputation for clinical 
and surgical excellence, particularly with some of the most chal-
lenging cases. Hundreds of patients who have tried and failed
multiple operative and non‐ operative procedures elsewhere 
seek their clinical and surgical expertise.

With an entire range of treatment options available to them, the 
doctors can tailor a coordinated clinical regimen for each patient. 

“Since we deal predominantly with both chronic and acute con-
ditions, we strive to treat patients with non‐operative measures 
initially,” says Dr. Chang. “If it’s a particularly acute problem 
like Mr. Rodriguez’s, we can progress rapidly and deliberately to 
surgical interventions.”

Post‐surgery, Mr. Rodriguez is virtually pain free, with close 
follow‐up care under the Dr. Chang’s direction. Despite some 
residual tingling in his fingers, he expects it to subside within a 
few weeks. “I thought I’d be wearing a halo or trapped in a stiff 
cervical collar and undergoing long‐term physical therapy, but 
it’s been like night and day.” A retired New York State Assistant 
Attorney General and former triathlete, Mr. Rodriguez expects 
to be running on the treadmill again soon.

The Practice: Crossing Multi-Disciplines
The 25‐person staff at Rochester Brain & Spine offers compre-
hensive evaluation and management of spine and musculoskel-
etal disorders. With exceptional training, experience and skill 
from multiple disciplines, the staff takes a comprehensive ap-
proach to the full spectrum of treatments for the adult cervical, 
thoracic and lumbar spine – from massage and electrical stimula-
tion to interventional pain therapies and surgery. 
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“we have the 
flexibility to 
think beyond 

Johns Hopkins trained Dr. Seth M. Zeidman began the prac-
tice in 2002 after serving as director of Complex Spinal Neu-
rosurgery first at Walter Reed Army Medical Center and later 
at Strong Memorial Hospital. With an eye on both proven and 
evolving non‐operative techniques, he added Dr. Roger Ng to 
the team for his pain management expertise and skill.

Over nearly a decade, the practice maintains a unique dy-
namic in the region – whether specializing in neurosurgery or 
pain management, all members collaborate in the patient’s care 
and perform necessary interventional procedures or surgery as 
needed. “If someone has any of a variety of ailments including 
spinal stenosis, a brain tumor or even a work‐related spinal frac-
ture, together we discuss how to most successfully manage the 
patient.” Often, patients are seen and cared for by the entire team.

With 60‐80% of patients suffering from chronic pain, a va-
riety of modalities is available. Treatment recommendations 
include diet and lifestyle changes, chiropractic care, exercise 
and conditioning, injections, massage therapy, occupational or 
physical therapy, further diagnostic studies, consultations with 
other specialists or surgical treatment.

Welcoming, Convenient Access
Patients at Rochester Brain & Spine enjoy convenient access. 
At its Henrietta location, patients can also utilize the radiologic 
services of Borg and Ide Imaging and obtain braces, collars, and 
TENS units at Southern Cross Medical. “Having clinical labs 
service available here and at Highland and Unity Hospitals 
means our patients can be seen again quickly,” says Dr. Christie 
M. McMorrow.

Surgery is performed at Highland and Unity Hospitals, 
or at Lakeside Hospital in Brockport. “Our patients 
consistently give us positive feedback about the easy 
access and warm environment at our partner hospitals,” 
adds Dr. Zeidman.

As the region’s only neurosurgery and pain manage-
ment practice with two fluoroscopic imaging suites 
on‐site, patients are routed to the appropriate physi-
cian more rapidly. Using Electronic Medical Records 
(EMR), staff shares medical information in real time 
and prescriptions are sent to a patient’s chosen phar-
macy, eliminating unnecessary waits. “We want every 
patient visit to be convenient and efficient.”

Key Role of Pain Management
Many non‐operative treatments focus on pain management 
for the neck, low back and spine. While some patients receive 
Epidural Steroid injections providing pain relief to the affected 
area with satisfactory results, improved techniques have elevat-
ed pain management to higher success rates. “If injections aren’t 
working, we determine another way to treat their spine pain,” 
says Dr. Ng, who with Dr. Satish Acharya, specializes in non‐
surgical, fluoroscopic‐ guided interventional pain management.

Recommended by doctors since the 1970’s to relieve chronic 
pain and improve quality of life, spinal cord stimulation has 
greatly advanced. “Implanting spinal cord stimulators has 
helped our patients’ lives immensely.”

FDA‐approved neurostimulation uses a small implanted 
system similar to a cardiac pacemaker to replace pain with a 
numbing or massaging sensation. Patients have reported a 50% 

Dr. McMorrow shares “Our goal is providing maximal improvement 
with minimal intervention.”
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or greater reduction in pain and use of medications, increased 
activity levels and an improved overall quality of life.

Prime candidates for neurostimulation include those suffering 
chronic pain lasting far longer than expected after injury, neuro-
pathic pain marked by burning, tingling, or numbness and those 
experiencing little or no relief from surgery or other treatments 
like pain medications, nerve blocks or physical therapy.

Patient Test Drive
The practice ensures that patients considering neurostimulation 
can connect with a “patient ambassador” who has already un-
dergone the procedure, to discuss what the sensation feels like, 
detail the trial procedure and emphasize how the therapy has 
improved their life.
“Our patients have the opportunity to test drive the system,” 

says Dr. Ng. As an outpatient procedure requiring only light 
sedation or local anesthesia, the surgeons place temporary, wire 
leads in the patient’s back connected to an external trial stimu-
lator worn on a belt for two weeks. Depending on the patient’s 
response, the SmoothWave TM technology can be implanted 
permanently, or leads can be easily removed.
“Not long ago, the stimulators were the size of a tuna can, but 

are now battery‐sized, making for much smaller surgeries,” says 
Dr. Ng. “With more advanced and streamlined technology, we 
can perform the procedure in a far less invasive way.”

While the stimulator doesn’t help everyone, the vast majority 
are thrilled with the difference. Using a cordless remote control, 

patients control stimulation at their own discretion, increase 
and decrease the levels and target different pain areas using set-
tings or programs designed specifically for them.
“People’s personalities change when they’re in pain,” says Dr. 

Ng, citing a recent patient who was overweight and wheelchair‐
bound after four unsuccessful spine surgeries. “Once we insert-
ed a stimulator, she was walking around without a cane. Her 

entire emotional and physical well‐being improved, 
even including her hairstyle and makeup. “When 
their pain is relieved they can revert to the lovely, fun 
and exciting person they once were.”

Less Invasive Procedures
Within the past three years, the surgeons have been 
performing a direct lateral approach to the spine 
that’s dramatically less invasive, time consuming and 
risky. Intraoperative imaging is used for more accu-
rate localization and visualization of the target tissue. 

“While the procedure is rising in acceptance nation-
ally, no one else in Rochester is doing it,” says Dr. 
Zeidman.

Another minimally invasive technique used is Ra-
diofrequency Ablation, which sends electrical energy 
used to create heat to a specific location at a specific 

temperature. An ablation probe is placed directly into the target 
tissue, typically requiring less than a few minutes exposure time.

The surgeons also utilize the ProDisc‐C total Disc Replace-
ment procedure (Artificial Disc), which removes the patient’s 
diseased disc, restores normal disc height, decompresses neural 
structures and provides motion at the affected segment.
“Our goal is providing maximal improvement with minimal 

intervention,” says Dr. McMorrow, who specializes in restoring 
spine function following injury and maximal supportive care 
for brain injury.

Recent advancements in pain management medications are 
also less invasive, including non‐ or modified narcotics. “We 
try a variety of methods to reduce discomfort and medication 
amounts patients take because of potential addiction or adverse 
side effects,” says Dr. Acharya.

Patient Satisfaction Speaks Volumes
The practice’s reputation spans far beyond its ability to offer 
personalized, comprehensive spine care. “I can’t tell you how 
many patients tell me about our wonderful staff,” says Dr. Zeid-

“If injections aren’t working, we determine another way to treat their 
spine pain,” says Dr. Ng, who with Dr. Satish Acharya, specializes in 
nonsurgical, fluoroscopic‐guided interventional pain management.



10  I  western new york physician  december 2010 

man. “They’re constantly bringing gifts in appreciation for their 
warmth and compassion.”

Dr. McMorrow agrees. “Patients who come here aren’t a num-
ber. They have a name, a life, a family, and deserve to be treated 
with respect the way we would expect to be treated if in the 
same situation.”

Patient Thomas Kayser says he would recommend anyone to 
Rochester Brain & Spine after his recent emergency subdural 
hematoma surgery. Mr. Kayser, 65, leads a busy lifestyle as a 
part‐time auto parts deliveryman, avid hunter and volunteer trail 
groomer for the Town of Perinton. “Bending over trees pulling 
and pushing logs and hunting in the woods, I’ve hit my head lots 
of times,” he jokes, “but I must have a high threshold for pain.”

Last August, he began experiencing mild headaches but ig-
nored the symptoms, attributing them to heat exhaustion. With-
in a month, he found himself often tripping on his right foot. A 
friend later noticed he was holding his right hand perpendicular 
to his body, which prompted him to visit his local volunteer 
Ambulance corps to be checked for a mild stroke. Evaluation 
there and later at an urgent care center identified nothing ‐‐ but 
the symptoms continued. After his doctor ultimately ordered 
an MRI, the results showed a dangerous subdural hematoma. 
The scans were immediately dispatched to Rochester Brain & 
Spine, and Mr. Kayser was prepped for surgery. “Dr. McMor-
row says this came from a pretty good rap to the head,” he says.

Mr. Kayser commends the anesthesiologist, nurses, doctors 
and the support staff. “Everyone was just super with their bed-
side manner,” he says. “I’m a kidder and no matter how bad 
something is I have to crack a joke. Even after a long surgery, Dr. 
McMorrow had a great sense of humor.”
While he still experiences occasional dizzy spells and headaches, 
recovery has gone well, including the start of physical therapy. “I 
can’t wait to get back to normal,” he says, which for him includes 
driving, hunting and using his power tools again. “In the mean-
time, I plan to do anything Dr. McMorrow tells me.”

Impressed with his recovery, Dr. McMorrow is pleased to 
have made a positive outcome out of potentially fatal one. “As 
part of the Rochester community, it’s always rewarding to make 
a connection and a difference,” she says. When any of the mem-
bers of Rochester Brain & Spine run into their patients or their 
patient’s families at the Public Market or Wegman’s, they are 
always eager to express their heartfelt thanks and share their 
experience.

Patient Volumes Soar
Serving 15,000+ patients, the practice continues to thrive, in 
part by a growing aging population. “Our patients tend to come 
back or refer their families and friends,” says Dr. Zeidman. 

“They want someone they can trust who will treat them well. 
When you are nice to people and do a good job, they want to 
tell others about it.

Solid relationships with primary care providers also keep the 
numbers high. “Our referring physicians appreciate us keeping 
them apprised of their patient’s status.”

As new procedures like robotic neurosurgery become available, 
the team intends to stay at the forefront of neurosurgery and 
pain management care. “It’s truly an exciting time for the fields 
of Neurosurgery and Pain Management,” says Dr. Zeidman. “In 
the last five years alone, the technology and materials have been 
improving so much. It’s amazing, it’s just that fast.”

The practice’s operating philosophy – taking on the challeng-
ing cases others won’t – continues to ensure a collaborative ap-
proach to cutting‐edge care delivered with kindness and com-
passion. “Our goal has always been to work together to improve 
our patients’ condition with the most sophisticated, least inva-
sive means possible. We can offer hope for relieving pain and 
suffering where little hope existed before.”

Guided by a collaborative team approach to care, patients benefit from 
the comprehensive expertise of this highly‐trained team of specialists 
which tailor a coordinated clinical regimen for each patient.
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For Some, 
Laparoscopic Technique 
Not Always Better
When Appendicitis Strikes, Open Surgery Reduces Infection Risk for Some Patients

John R.T. Monson, MD, FACS

Deep organ space infections are ex-
pensive to treat – to the tune of 

$50,000. And that figure doesn’t begin 
to account for unrealized income (due 
to missed work) and other incalculable 
costs, like distress to families. If skin is 
the body’s fortress against germ invad-
ers, shouldn’t minimally invasive sur-
geries – operations guided by camera 
probes, conducted entirely within the 
abdomen – carry less risk for serious 
infection than procedures that slice the 
same cavity wide open?

New research published in the December Annals of Surgery 
is challenging that assumption – at least for a subset of patients. 
Researchers from the University of Rochester Medical Center 
(URMC) analyzed thousands of appendectomies (appendix re-
movals) and found that, for a small group, the danger of deep 
abdominal infections was markedly less if the old-fashioned, 
open surgical approach was used.

“Our study corroborates a 
common theme in medi-
cine: one size does not fit 
all,” said study author John 
Monson, MD, FACS, chief 
of the Division of Colorec-
tal Surgery at URMC. 

“While the data suggest 
that the laparoscopic ap-
proach is still best for most 
patients, it might not be 
best for all.”

U.S. surgeons perform more than a quarter million appendecto-
mies annually, most of them laparoscopically – that is, inflating 
the abdomen with air, and using a popcorn- kernel-sized cam-
era to pilot surgical instruments through tiny, centimeter-long 
holes in the skin.
“Since laparoscopy first came into vogue the early 90s, its 

gone mainstream – mostly because its advantages are so obvi-
ous to the patient,” Monson said. “The cuts through the skin 
are extremely small. There’s less visible scarring and postopera-
tive pain; patients have short hospital stays and return to work 
sooner.”

But for a small group of patients undergoing appendix remov-
al, the study found that these perks come with a cost – greater 
risk for serious infection. But why? Why would a laparoscopic 
approach – which seems closed-off and sterile by design – carry 
a bigger risk for deep infection?



“We found that, for a small group ‘high-risk’ patients – those 
who have several risk-elevating factors working against them at 
the same time – the risk of a deep infection is about 8.9 per-
cent with an open surgery. But that risk jumped to 12.3 percent 
when the appendix was removed laparoscopically.”

For most other (low-risk) patients, the type of surgery had 
little bearing on their chance of developing a deep infection 
(though risk did rise slightly – from 0.3 to 0.4 percent – when 
choosing a laparoscopy over an open procedure).
“I think the data is pretty clear: for a select cohort of folks 

needing their appendix removed, we would be wise to consider 
an open procedure,” Monson said. “This is what good medicine 
is about – tailoring our approach based on the patient. It’s about 
being willing to adapt.”
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“We think it comes down to balance. It’s not just about how much 
a procedure exposes the body to potential infection – it’s also about 
how easily that procedure allows you to mitigate infection risk,” 
Monson said. “Consider the open approach. Admittedly there’s 
more chance of exposure to microbes – the wound is wide open. 
But there’s also more opportunity to sterilize, since you can me-
ticulously clean the operating space before closing it.”

The laparoscopic approach, on the other hand, is much more 
ginger.
“There’s less exposure to the outside environment, but there’s 

also less opportunity to disinfect the organ space,” he said. “The 
philosophy is to be delicate as possible, perform the surgery, 
then get out.”

If a deep infection takes root, it’s expensive to treat – to the 
tune of $50,000, and that figure doesn’t begin to account for 
unrealized income due to missed work (potentially three to six 
months) while hospitalized, not to mention incalculable costs 
like distress to families.
“Compare this to an uncomplicated laparoscopic appendec-

tomy – after which patients return to work in a week and a half 
– you see how devastating a deep infection can be,” Monson said.

Some earlier analyses have implicated a connection between 
laparoscopic surgery and risk for infection in the organ space, 
but even meta-analyses (studies of studies) had relatively small 
sample sizes – too small for surgeons to draw definitive recom-
mendations.
“This larger study afforded us that opportunity,” Monson said. 

“By tapping the National Surgical Quality Improvement Pro-
gram database, we were able to analyze almost 40,000 appen-
dectomies performed between 2005 and 2008.”

The study also begins to paint a picture of the type of patients 
who might fare better with an open procedure. Poring over the 
data, the team noticed trends – factors that might pre- dispose 
some patients to being at higher risk for a serious infection. For 
instance, presenting at the hospital with a high white blood cell 
count (which signals that the body is already fighting infection); 
being male (perhaps because men “stomach” pain longer, and 
wait to go to the Emergency Department until their condition 
is more advanced); having diabetes; simply being older; or being 
a smoker (chemicals in cigarettes have a detrimental impact on 
wound healing – and, smoking tends to be a marker for other 
unhealthy habits, such as excessive alcohol consumption).

“This is what 

good medicine is about – 

tailoring our approach 

based on the patient. 

It’s about being 

willing to adapt.” 
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risk management

Managing Chronic 
Pain Patients
The Risk 
The management of chronic pain, through the 

prescription of medication, poses challenges 

and risks to both the patient and the healthcare 

provider (physician, physician assistant, or nurse 

practitioner). These risks include the potential 

for patient addiction, diversion, the possibility of 

overdose, and death, whether accidental or the 

result of suicide. The provider’s fear of the fol-

lowing risks may lead to inadequate treatment 

of the patient: 

liability for failure to adequately treat pain;

liability for allegedly inappropriately prescribing 
controlled substances;

potential for civil charges being brought against a 
physician or other provider for the patient’s diver-
sion of narcotics and/or drug abuse or overdose; and

liability for failing to recognize a patient’s addiction 
and/or diversion and to refer the patient for 
treatment

Recommendations

1.    Perform and document a thorough initial evaluation of the 
patient. This should include: a history and assessment of the 
impact of the pain on the patient; the nature, type and cau-
sation of the pain; and, a focused physical examination to 
determine if there are objective signs and symptoms of pain. 
The provider must also review pertinent diagnostic studies 
and previous interventions, a drug history, and assess the 
extent of co-existing medical conditions which impact the 
patient’s pain. It is important to obtain the names of all other 
providers the patient is seeing or has seen, and the pharma-
cies the patient uses. 

2.  Develop a specific treatment plan based upon the evaluation. 

3.  Maintain accurate, legible, and complete medical records 
which clearly support the rationale for the proposed treat-
ment plan. 

4.   Perform a thorough informed consent discussion regarding 
the plan of care, including the risks, benefits, and alternatives, 
and the risks of the alternatives, including no treatment with 
controlled substances. 

5.   Request the patient’s consent to obtain copies of the records 
of all prior treating physicians, and review these records be-
fore prescribing narcotics, to determine if there is a history 
of drug seeking behavior or abuse. 

6.  Use a written pain management agreement when prescrib-
ing controlled substances for patients with chronic pain. If the 
patient has a prior history of drug abuse, refer the patient to a 
pain management practice or clinic, if possible. A pain man-



agement agreement outlines the expectations of the provider 
and the responsibilities of the patient, including: 

baseline screening of urine/serum medication levels 

periodic unannounced urine/ serum toxicology 
screening

medications to be used, including dosage(s) and
frequency of refills

a requirement that the patient receive medications 
from only one physician and use only one pharmacy

frequency of office visits

reasons for discontinuance of drug therapy 
(e.g. violation of agreement) 

A sample pain management agreement can be obtained by 
contacting Fager and Amsler, LLP at (877) 426-9555 

7.   Document and monitor all prescriptions and prescription 
refills. 

8.  Protect prescription blanks. Limit and monitor staff access
     to computer-generated prescriptions. 

9.  Take positive action if you suspect patient addiction or diver-
sion. Public Health Law §3372 requires a physician to report 
to the New York State Bureau of Controlled Substances any 
patient who is reasonably believed to be a habitual user or 
abuser of controlled substances at (518) 402-0707. 

10. Refer the patient for treatment of addiction if appropriate, 
and document this discussion with the patient in the medi-
cal record.

11. If a patient is believed to be selling/diverting narcotics, and 
the patient’s random urine test confirms no drug use or there 
has been a forgery or theft of prescriptions, contact the law 
firm of Fager and Amsler, LLP to discuss how to discharge 
the patient and how to handle requests for medications from 
the patient before the discharge is final.

These Risk Management Tips have been reprinted with permission from: MLMIC Dateline (Fall 
2009, Vol. 8, No. 2, and Spring 2009, Vol. 8, No. 1 respectively), published by Medical Liability 
Mutual Insurance Company, 2 Park Avenue, Room 2500, New York, NY 10016. Copyright ©2010 
by Medical Liability Mutual Insurance Company. All Rights Reserved. No part of these articles may 
be reproduced or transmitted in any form or by any means, electronic, photocopying, or otherwise, 
without the written permission of MLMIC.
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2011 Editorial Calendar January–June

january
Endocrinology
Cervical Cancer • Glaucoma • Obesity

february
Heart Disease – Trends, Treatment, Rehabilitation
Organ Transplants • Stem Cell Research

march
Colorectal Cancer Awareness
Kidney Disease • Eating Disorders • Depression

april
Top 10 Men’s Health Issues 
Sports Medicine: Treating the Sports Injury

may
Top 10 Women’s Health Issues 
Sleep Disorders 
Digestive Diseases 
Stress and the Impact on Health

june
Ophthalmology / Imaging
Medical Technology • Dermatology

i

Special columnS

Healthcare Reform Update 
Invited experts offer perspective on the impact of 
healthcare reform – what it means, what it might cost, 
and the impact to the healthcare system and patients in 
western New York.

•
Primary Care Perspective

A forum created to share insights from the physicians who 
deliver primary care to area patients.

•
Medical Technology & the Future of Medicine

Learn about the latest developments in technology to 
improve practice management, patient care and the 
delivery of medicine.

•
Electronic Health Records 

Area experts and practitioners share valuable expertise in 
managing the implementation process, avoiding pitfalls 
and guiding your practice into the through the transition.
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legal matters

What is My Liability?
I Would Like to Communicate 

Electronically with my Patients
James E. Szalados, MD, MBA, Esq.

with an attorney prior to initiating a digital-media communica-
tions venture. 

Websites are ubiquitous and serve many purposes includ-
ing practice advertising, data collection, guideline dissemina-
tion, and library and link resources. Websites should include 

a disclaimer statement about the intent and limitations of the 
resource, and provide contact information should the user 
have further questions. Contracts or agreements with internet 
service providers, routing server managers, and website links, 
where appropriate, should be construed in accordance with the 
HIPAA Privacy and Security Rules which providesa founda-
tion for electronic health information exchange relationships 

Issue 

Electronic communications promise continual con-
nectivity; our business and private worlds are char-
acterized by the immediate availability of news, infor-
mation, and even medical records via the internet, on 
and off-line electronic mail (email) communications, 
and on-the-go cell phone and text-mes-
saging availability. Naturally, many would 
believe that such technology could en-
hance the continuity of physician-patient 
relationship, increase patient satisfaction, 
and perhaps even attract a demographic 
of patients who are motivated to better 
participate in their medical care. However, 
the use of electronic clinical communica-
tion is associated with significant time 
and practice management, ethical, and 
legal implications which must be carefully 
considered before communicating with 
patients using any non-traditional (digital) 
media. 
   Electronic health information exchange is gov-
erned by a variety of federal and state laws, the best 
known of which are the Health Insurance Porta-
bility and Accountability Act (HIPAA) of 1996 
which mandate protection of individually-identifiable health-
related information (PHI); and the Health Information Tech-
nology for Economic and Clinical Health (HITECH) Act of 
2009 which simultaneously promotes the adoption and mean-
ingful use of health information technology and also strength-
ens the civil and criminal enforcement of the HIPAA digital 
privacy rules. Physicians, practices, and providers should consult 
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between covered entities, or ‘Business Associates’  within busi-
ness models. 

Practices can further help insulate themselves from liability 
related to website content by not promising the most up-to-
date information and by making it clear that information pre-
sented is always generic and may not apply to each patient’s 
specific condition. Thus, the supportive and not directive role 
of the electronic resource should always be emphasized. Sites 
which collect sensitive information should have appropriate 
data encoding or encryption software. The ability of websites 
to collect PHI such as enrollment or routine interval follow-
up health information, insurance or demographic data, blood 
sugar monitoring, personal health journal information, or even 
cardiopulmonary telemetry data is expanding. Verification and 
screening of the data should occur before it is transferred to 
a patient’s electronic medical record (EMR) to verify that an 
urgent condition is not being overlooked; and, where the data is 
used  as documentation to support a level of service, the record 
must indicate that an appropriate provider-level review and as-
sociated resulting decision-making has occurred.

Email communications have a variety of advantages, which 
are arguably also risks. For example, email communication can 
be conversational, is almost simultaneous in real-time, can be 
archived off-line for delayed responding, can be rapidly and 
widely disseminated, can contain attachments and active links, 
and is almost permanent. 

The ‘AMA Guidelines for Physician-Patient Electronic 
Communications’ suggest guidelines for keeping commu-
nications succinct and pertinent, and also for defining and 
separating categories of communication transactions (such as 
prescription-related questions or refill requests, medical advice, 
appointments, or billing concerns) with the nature of the com-
munication easily apparent in the subject heading of the email. 

Guidelines for email communications should be formalized 
between physician practices and patients in the form of a for-
mal contract, consent, or agreement discussed with and signed 
by the patient and both incorporated into the medical record 
and provided to the patient. In such agreements, the assign-
ment of roles and responsibilities is extremely important. For 
example, patients who elect to share their passwords, choose to 
forward messages, or decline to use encryption software should 
be advised of the associated privacy risks and be made to un-
derstand that they share the privacy privilege regarding their 

health information and can unilaterally and intentionally or 
unintentionally waive that privacy right.
Email communication with patients must be regarded as a for-
mal communication, similar to a letter, and physicians must re-
alize that the usual informality of emails does not apply in this 
instance. Electronic communications should fully reference the 
patient’s name and incorporate patient-specific identifiers for 
later archival into either a printed or electronic record. Similar 
to telephone communications, patients must be made aware of 
procedures to follow in cases of emergency when on-line com-
munications are not available. Finally, on-line communications 
should have a closed-loop mechanism for verifying receipt of 
communications by the patient. 

Finally, electronic communications, as an integral part of the 
patient record, are subject to the discovery and disclosure rules 
applying to release of medical records subpoenaed in a lawsuit. 
Electronic discovery represents a field of legal forensics which 
specializes in the retrieval of electronic information and will 
likely supplement requests for medical records in cases where 
practices use electronic media. 

Thus, physicians and practices must be fully aware that elec-
tronic communications with patients will be perceived, in a legal 
sense, to represent extensions of the existing patient-physician 
relationship. However, the electronic nature of digital commu-
nications imposes a heightened level of legal concerns which 
should be fully understood and considered by medical practices 
in the digital age. 

Suggested Further Reading:
American Medical Association Guidelines for Physician-Patient 

Electronic Communications. Available online at: http://www.ama-

assn.org/ama/pub/about-ama/our-people/member-groups-sections/

young-physicians-section/advocacy-resources/guidelines-physician-

patient-electronic-communications.shtml.

Kane B, Sands DZ. Guidelines for the clinical use of electronic mail 

with patients. The AMIA Internet Working Group, Task Force on 

Guidelines for the Use of Clinic–Patient Electronic Mail. J Am Med 

Inform Assoc. 1998;5(1):104–11.

Dr. Szalados is a licensed physician engaged in the practice of an-
esthesiology and critical care; a senior-level hospital administrator, 
and an attorney admitted to the practice of Law in New York and 
concentrates his practice in the areas of Health Law.
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Prescriptions for 
Teens and Young Adults 
on the Rise                 Robert J. Fortuna, MD, MPH

Adolescents and young adults are most likely to abuse 
prescription medications. Yet prescription rates for controlled 
medications, or drugs the Drug Enforcement Administration 
deems as having the potential for abuse, have nearly doubled 
for those age groups in the past 14 years, according to a recent 
study published in Pediatrics. Overall, a controlled medication 
was prescribed for young adults at approximately one out of 
every six visits and for young adult by adolescents one out of 
every nine encounters.
“Physicians must balance the need to treat patients’ symptoms 

while remaining aware of the possibility that prescription 
medications can be misused or shared with 
others. At times, it can be a delicate balance 
between treating a problem and inadvertently 
causing one,” said Robert J. Fortuna, MD, 
MPH, principal investigator of the study and 
assistant professor of Pediatrics and Internal 
Medicine at the University of Rochester 
Medical Center.

The study found that between 1994 and 2007, 
prescription rates for controlled medications 
nearly doubled from 8.3 to 16.1 percent 
among young adults and rose from 6.4 to 
11.2 percent in adolescents. This increase was 
observed for both males and females and 
across multiple settings – ambulatory offices, 
emergency departments, and for injury 
related and non-injury related visits.
The study examined prescription patterns for 
teens 15- to 19-years-old and young adults 20- 
to 29-years- old, using data from the National 

Ambulatory Medical Care Survey (NAMCS) and National 
Hospital Ambulatory Medical Care Survey (NHAMCS). The 
study’s authors compared data with data about prescription 
patterns from 1994 from NAMCS and NHAMCS.

The study broke down clinical visits by classification of 
drug prescribed, type of visit, place of visit and demographic 
and geographic factors. Drugs were classified as narcotics (or 
opioids), sedatives and stimulants.

Controlled medications were often prescribed for common 
conditions, such as headaches and back pain. While the study 
did not examine the appropriateness of prescriptions, researchers 

suggested that physicians take responsibility 
for monitoring patients receiving controlled 
medications to ensure that the treatment is 
effective and that the medications are being 
used appropriately.

Researchers partly attributed the rising trend 
in prescriptions for narcotics among young 
adults to evolving state and federal regulations 
increasing advocacy for pain management. 
For example, prescriptions for narcotics rose 
after 2001, when the Joint Commission on 
Accreditation of Healthcare Organizations 
launched an initiative to monitor and treat pain 
as a fifth vital sign (along with temperature, 
pulse, respiration and blood pressure).

Sedative medications were increasingly 
prescribed to young adults and adolescents. 
Researchers tied the rise to a heightened 
awareness of insomnia and anxiety, the 
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availability of new pharmaceuticals and widespread direct-to-
consumer marketing.

The study found adolescents were also increasingly prescribed 
stimulant medications. While reports between 2002 and 2008 
showed that the overall misuse of stimulant medications 
like Ritalin has decreased, a recent study found that poison 
centers are increasingly receiving calls from those who have 
intentionally misused stimulants, which could mean that the 
smaller numbers of those misusing stimulants are doing so more 
intensively. Further, stimulant medications are increasingly 
being shared with those who have not been prescribed the 
medication.
While researchers acknowledged that prescribing more 
controlled medications does not necessarily foster abuse or 
diversion – sharing medications with others – they advocated 
for more vigilance when physicians prescribe medications to 
young adults and adolescents.
“Physicians need to have open discussions with patients 

about the risks and benefits of using controlled medications, 
including the potential for misuse and diversion,” Fortuna said.
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Acupuncture 
An Age-old Approach to Treating Pain

                Paul Rooney, LAc, MAc

When Mary (not her real 
name) came into the office 
for acupuncture treatment, 
she had been suffering from 
migraine headaches for over 
30 years. They would come 
on several times a week 
and she was now at the end 
of her rope. The headache 
medication she had been 

taking had decreased in effectiveness over the years and now 
needed some other way to address the migraines. Her primary 
physician referred her to me after hearing of acupuncture’s 
positive effect on some of her other patients.

The first 4 visits were the benchmark to see if acupuncture 
would work for her. They were spaced out between 1-2 times 
per week. After those first four visits she noticed a decrease in 
the intensity of the pain by 25 percent and a decrease in occur-
rence by 50 percent. I then started to spread the treatments out 
to once every 2-3 weeks for four treatments. After this time, 
Mary’s described that her migraines had decreased in intensity 
by 50 percent and the occurrence by 75 percent. Her sleep start-
ed getting better and her mood improved as she regained con-
trol of her life. I now see her every 4-6 weeks as maintenance.

Mary is a good example of how acupuncture treatment is per-
formed in the U.S. and highlights its importance in the medi-
cal community’s toolbox. Like most other modalities it doesn’t 
help everyone nor treat every ailment, it is safe and effective 
for a wide range of issues. A good review of the research by the 
WHO can be found at http://apps.who.int/medicinedocs/pdf/
s4926e/s4926e.pdf.

Acupuncture is one part of the system of Chinese medicine 
which includes the use of herbal formulas and dietary change. 

Acupuncture has been practiced for some 4,000 years and in 
this country ever since Chinese immigrants came to the U.S. 
Since the 1800’s. It gained widespread notoriety after a NY 
Times reporter accompanying Richard Nixon’s 1972 trip to 
China needed emergency gallbladder surgery and acupuncture 
was the only anesthetic used during the procedure. His wide-
spread writing about his experience prompted research to be-
gin on acupuncture’s effects and possible mechanisms for these 
effects. While there have been hundreds of good studies, one 
most recently done at the University of Rochester by Maiken 
Nedergaard, M.D. and her team shed’s light on a new possible 
pathway for acupuncture’s analgesic effect. Her research found 
that in tissue near acupuncture sites adenosine increased during 
and after acupuncture needles were inserted. Adenosine has an 
ability to decrease pain and this would offer another mechanism 
for its effectiveness. Numerous studies have already pointed to 
acupuncture’s ability to increase endorphins.

From a Chinese medical perspective, acupuncture works by 
inserting sterile, hair thin, solid steel needles into acupuncture 
points. This affects the body’s qi, or energy to either stimulate 
movement of the qi or to increase the body’s production of 
qi. The effects of the needling depends on the combination of 
points used and the type of stimulation given to the needles. 
There are over 500 acupuncture points located along 12 differ-
ent meridians or pathways.

For an acupuncturist practicing in NY he or she must have 
passed the national board exam (NCCAOM) and be licensed 
by the state. This can be seen by the abbreviation L.Ac. for li-
censed acupuncturist and NCCAOM Dipl. after their names. 
In our area most insurance covers a portion of the treatment 
cost and there is no formal referral needed. If physicians have 
further questions feel free to contact me at: 
rochesteracupuncture@yahoo.com or (585) 720-0250.



New York State Labor 
Department Targets 
Health Care Pay Practice

practice management

Medical practices are reeling from fines and penalties re-
sulting from New York State Labor Department audits. 

In September, 2007, an interagency strike force was formed in 
New York to address employers who inappropriately classify 
employees as independent contractors or pay workers off the 
books. Health care employers are singularly exposed, because 
of the conundrum of exercising control over workers to ensure 
compliance with legal and regulatory requirements while main-
taining the independence of those workers as independent con-
tractors.
    Labor department audits can also result from a fired worker 
seeking unemployment benefits or an injured worker seeking 
worker’s compensation. These workers often advocated that the 
employer treat them as independent contractors, until they were 
injured or unemployed and then changed their tune to claim 
that they were, instead, employees.
    Regardless of the reason for the audit, the consequences can 
be devastating. This is because improperly classifying an em-
ployee as an independent contractor exposes the business to 
liability not only for unpaid unemployment contributions, but 
also for worker’s compensation and FICA and FUTA contribu-
tions, as well as fines and penalties. One employer, for example, 
was facing over a million dollars of penalties claimed by the IRS, 
as a result of the New York State Labor Department determin-
ing that fewer than seven sales representatives were employees, 
not contractors. 
    More limited exposure exists when employers label employees as 

“salaried” despite their job duties and earnings. Only employees who 
perform administrative, executive or professional duties (and other 
limited exceptions) are exempt from overtime and minimum wage 
requirements, and in order to be exempt, most employees must be 
paid on a salaried  basis and meet income requirements imposed by 
both New York State and the federal government.

Sharon P. Stiller, Esq.

    The New York State Labor Department can collect back wag-
es and taxes for six years, unlike the Federal government, which 
collects for a shorter period of time.
    Health care businesses can and should do something about 
this exposure. Here are some suggestions:
Audit the work force to determine if you have properly clas-

sified workers as independent contractors. If you exercise 
control over how the worker performs the job, it is likely 
that the worker will be deemed to be an employee, not an 
independent contractor.

Make sure that your documentation supports that you are 
treating the worker as an independent contractor and 
that the tests to be classified as a contractor are met. 
Draft a contract. Review what materials and equipment 
are provided to the contractor. Make sure that you do not 
restrict the contractor from working for other businesses.

Perform the same tests on an employee you believe to be 
exempt from the overtime and minimum wage laws. Re-
view the employee’s actual duties, whether the employee 
is being paid on a salaried basis, and whether the employ-
ee has been paid the necessary minimum salary. Make 
sure that there are no deductions from wages for less than 
full day absences, unless permitted by law.

These are some of the ways that a business can minimize its ex-
posure to crippling back pay awards, and fines and penalties. The 
bottom line is that many businesses are either inadvertently or 
as a cost saving measure, exposing themselves to substantial li-
ability. The lesson is to conduct your own audit before the Labor 
Department conducts one to make sure that your procedures 
and documents are in order. 
 
Ms. Stiller directs the employment law practice at Abrams, Fenster-
man, Fensterman, Eisman, Greenberg, Formato & Einiger, LLP, 
a full service law firm with a concentration in health care.
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Upcoming Event

Rochester Neuroscience Symposium: 
An Overview for Medical Providers

Save The Date!
Wednesday, January 26, 2011 

7:30 a.m. - 5:00 p.m.
Monroe Golf Club, 155 Golf Avenue, Pittsford, NY 14534 

Objectives:
• Identify and describe key risk factors and different treatment 
options in the treatment of stroke. 

• Discuss new advances in the multidisciplinary treatment of 
brain and spine tumors. 

• Review several different treatment options for spinal disorders 
including: physical therapy, injections, observation, and surgery 
and describe the role of each.

• Describe the role of surgical, interventional, pharmacologic 
and non-pharmacologic approaches for treating pain of the 
spinal origin.

This activity has been approved for AMA PRA Category 1 
CreditTM.

Presented by:
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Visit us on the web at www.abramslaw.com

  \
With one of the largest healthcare practices in New York State, the full-
service law firm of Abrams Fensterman represents thousands of healthcare 
providers, including medical groups, physicians and medical societies. Our 
lawyers understand the demands of the market and have broad-based legal 
experience to provide counsel on a variety of complex healthcare-related 
matters including:

• Accountable Care Organizations  
   and Medical Homes

• Affiliation and Network  
   Agreements

• Buy-Sell Agreements

• Collection and Reimbursement 
   Recovery

• Contract Negotiation,
   Enforcement and Litigation

• Compliance Programs and 
   Self-Disclosures

• Electronic Medical Records

• Employment Issues

• Employment, Shareholder and 
   Partnership Agreements

• Government Investigations,     
   Audits and Surveys

• HIPAA Compliance

• Independent Diagnostic Testing  
   Facilities

• Insurance Company Audits,  
   Refunds and Demands

• Management Agreements  
   with MSOs

• Managed Care Agreements
   and Disputes

• Medical Malpractice Defense

• Medicare and Medicaid 
   Billing and Compliance

• Mergers and Group
   Formation

• No-Fault and Workers’ 
   Compensation Collection

• OPMC/OPD Investigations

• Partnership Disputes

• Physician Practice Issues

• Provider Licensure,
   Registration and Certification

• Purchase and Sale of 
   Professional Practices

• Red Flag Identity Theft 
   Programs

• Reimbursement Issues

• Stark and Anti-Kickback Law 
   Issues

T h e  P o w e r  o f  E x p e r t i s e TM

500 Linden Oaks, Suite 110, Rochester, New York 14625 • Phone 585-218-9999 • Fax 585-218-0562

630 Third Avenue, 5th Floor, New York, New York 10017 • Phone 212-279-9200 • Fax 212-279-0600

1111 Marcus Avenue, Suite 107, Lake Success, New York 11042 • Phone 516-328-2300 • Fax 516-328-6638

Rochester General Hospital has dedicated the newly constructed 
Crisis Intervention Unit (CIU) to meet the needs of patients 
facing behavioral health emergencies. The CIU, which 
previously had been embedded within the hospital’s Emergency 
Department, now has its own space providing a secure, quiet 
and dignified environment for patients and families.

Construction of the CIU began a little more than a year 
ago as part of the overall redesign of Emergency Services at 
Rochester General Hospital.

The CIU, under the direction of Mary Marrocco MD, 
RGH Medical Director of Emergency and 
Consultative Psychiatry, treats approximately 
3,500 patients a year.

The facility officially opened to the public on 
December 14th.

Rochester General Hospital and Bariatrics 
of Western New York Offer Monthly 
Informational Meetings to Patients 
2011 Informational Seminars through March
Informational sessions are designed to help 
patients learn more about bariatric (weight 
loss) surgery and whether it’s appropriate for 
them. These free sessions are presented by the 
staff of Bariatrics of Western NY and for patient 
convenience are offered at Rochester General 
Hospital, Newark-Wayne Community Hospital 
and in Lockport, NY.

Upcoming Sessions 
Rochester General Hospital Seminars
Jan 13, 2011: 2:00 & 6:00 pm - Dr. DiBenedetto 
January 27, 2011: 6:00 pm - Dr. Gandhi 
February 10, 2011: 2:00 & 6:00 pm - Dr. Gandhi 
February 24, 2011: 6:00 pm - Dr. DiBenedetto 
March 10, 2011: 2:00 & 6:00 pm - 
Dr. DiBenedetto 
March 24, 2011: 6:00 pm - Dr. Gandhi

Newark-Wayne Community Hospital Seminars 
All seminars are held at the DeMay Living Center by 
Dr. Gandhi at 6:00 pm. 
January 5, 2011  February 6, 2011  March 2, 2011
Lockport Seminars 
All seminars will be at the Holiday Inn on South Transit in 
Lockport by Dr. DiBenedetto at 6:00 pm: January 20,2011 
March 17, 2011
For more information about an upcoming seminar or to 
register, call (585) 922-LINK (5465).

Rochester General Hospital Dedicates New Crisis Intervention Unit (CIU)
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Bethany Marston, MDDavid L. Gillespie, MD, FACS, 
RVT, DMCC

Ritu Malik, MD

Gillespie Tapped to Lead 
URMC Vascular 
Surgery Division
Renowned surgeon David 
L. Gillespie, MD, FACS, RVT, 
DMCC, has been appointed 
chief of the Division of Vascular 
Surgery at URMC. He has been 
with the center for the past two 
years, leading both clinical and 
education programs.

Since joining the Medical 
Center two years ago, Gillespie 
has served as Director for the 
Vascular Surgery Integrated 
Residency and Fellowship Program within the School of 
Medicine and Dentistry.
“Gillespie is a skilled clinician, an accomplished educator and 

a creative scientist who has rapidly earned the respect of his 
colleagues within the division and the overall Department 
of Surgery,” said Jeffrey Peters, MD, Seymour I. Schwartz 
Professor and Chair of the Department of Surgery. “He is a 
natural choice to lead the division at this time.”

Previously Gillespie had an impressive 23-year career with 
the U.S. Army as chief of Vascular Surgery, overseeing vascular 
procedures in Iraq. He led the vascular surgery program at 
Walter Reed Army Medical Center, Washington, DC, and 
served as chief of Vascular Surgery at Uniformed Services 
University of the Health Sciences’ F. Edward Hebert School 
of Medicine in Bethesda, Md. He was also a vascular surgery 
consultant with the Office of the Surgeon General.

In addition to his clinical expertise, Gillespie is a well-
established senior clinical and basic science researcher. His 
research interests center on chronic venous disease, most 
notably cellular and molecular functioning within chronic 
ulceration.

Gillespie earned his medical degree from the Uniformed 
Services University of the Health Sciences’ F. Edward 
Hebert School of Medicine. He completed an internship 
at Letterman Army Medical Center in San Francisco; a 
surgical residency at Boston University Medical Center; and 
a fellowship at Boston University Medical Center where he 
served as the Reginald Smithwick Fellow in Vascular Surgery.

Bethany Marston, MD 
Joins URMC 
Rheumatology Team
Dr. Marston will split her time 
between pediatric and adult 
rheumatology clinics, in an 
effort to cut waitlist delays for 
new patients with autoimmune 
conditions like arthritis, lupus, 
vasculitis and more.

At the unique intersection of 
pediatric and adult rheumatologic 
care, Marston hopes to research 
how teens and young adults adjust 
to independently managing their 
own disease and hopes to educate residents – many of who 
will become tomorrow’s primary care physicians – about the 
importance of their role on the “front lines” of rheumatologic care.
“With today’s rheumatologists so inundated with patients, 

training primary care physicians to be comfortable prescribing 
an introductory regimen of an inflammatory medicine could 
be invaluable, especially if a patient’s disease is fast-moving,” 
Marston said.

Marston completed her residency (Internal Medicine and 
Pediatrics) and rheumatology fellowship at Strong Memorial 
Hospital. She received her undergraduate degree in Genetics 
from Dartmouth and her MD from the University of 
Maryland School of Medicine.

Ritu Malik, MD joins 
Drs. Freedman and 
Charetz at the Diabetes 
Care & Resource Center 
Dr. Malik earned her medical 
degree at Maulana Azad Medical 
College in New Delhi, India, 
completed her residency and a 
fellowship in endocrinology at 
the University of Buffalo School 
of Medicine. She is Board 
certified in Internal Medicine 
and Endocrinology and is a member of the Endocrine Society 
and the American Association of Clinical Endocrinologists. 
Dr. Malik dedicates her practice to those with diabetes and 
thyroid problems using a team approach, working with patients 
and their primary care physicians, to offer the best and latest 
treatments in returning patients to optimal health.
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The Joint Replacement 
Center at Unity Hospital 
welcomes 
Everett S. Weiss, MD
Dr. Weiss joined the medical staff 
at Unity Hospital in September 
2010. After earning his medical 
degree from University of 
Rochester School of Medicine 
and Dentistry, he completed the 
Otto E. Aufranc fellowship in 
Adult Reconstructive Surgery at 
New England Baptist Hospital, 
Boston, Massachusetts and his Orthopaedic Surgery Residency 
at SUNY Upstate Medical University, Department of 
Orthopaedic Surgery, Syracuse, N.Y.

Louise Woerner,
HCR Home Care Earns 
Top Spot Again
Only agency in region to earn Top 
500 designation five years in a row

HCR Home Care, an award-
winning, certified home health 
care agency, was named a Top 
500 company for the fifth year in 
a row. The agency was graded on 
an analysis of measures in quality-
of-care, quality improvement, 
and financial performance by OCS HomeCare and 
DecisionHealth, national home care benchmarking companies. 
HCR is one of only 42 home care agencies to receive this five-
year ranking out of 9,375 agencies in the United States – and 
the only one in our region.
“We are thrilled to have earned this elite designation five years 

running,” said Louise Woerner, founder and CEO of HCR 
Home Care. “Our patient-focused approach to nursing care 
and on-going performance improvement initiatives are key to 
our success.”

Ear, Nose and Throat Care 
Available in Brockport
Specialist Provides Care Closer to 
Home for Westside Residents

The University of Rochester 
Medical Center is improving access 
to specialty services for ear, nose and 
throat care with a new location in 
Brockport. Matthew Miller, MD, 
of University Otolaryngology, is 
accepting patients at 156 West Ave., 
Brockport, as well as providing care 
at the practice’s Rochester location 
and the James P. Wilmot Cancer Center.

In addition to general ear, nose and throat care, Miller 
specializes in head and neck cancer and microvascular 

reconstructive surgery. He is skilled in thyroid and parathyroid 
surgery, anterior cranial base and endoscopic skull base surgery, 
and laser microsurgery. Recently, Miller performed upstate New 
York’s first transoral robotic surgery, a less invasive alternative 
for head and neck cancers with the added benefits of robotic 
precision.

A Rochester native, Miller is a graduate of SUNY Upstate 
Medical University in Syracuse. He completed a residency at 
Thomas Jefferson University in Philadelphia and advanced 
fellowship training in head and neck oncologic surgery and 
microvascular reconstruction at Ohio State University.

Jonathan I. Goldstein, MD 
Joins Gastroenterology 
Group of Rochester
Dr. Goldstein, a Rochester native and Brighton graduate, 
joined Gastroenterology Group earlier in 2010. He received 
his medical degree at Dartmouth Medical School where he 
graduated with honors, his Internal Medicine Residency at 
Beth Israel Deaconess Medical Center, an affiliate of Harvard 
Medical School and his GI Fellowship at the University 
of Colorado at Denver.

Geneva General Hospital 
Medical Staff Welcomes 
New Physician
Andre H. Johnson, MD has 
joined the medical staff of Geneva 
General Hospital, specializing in 
the field of Orthopedic Surgery 
and Sports Medicine. Dr. Johnson 
attended medical school at Albany 
Medical Center, Albany, NY; 
completed his residency at Akron 
General Medical Center, Akron, 
OH; and completed a fellowship 
in Orthopedic Surgery / Sports 
Medicine at Georgetown University’s Nirschl Orthopedic 
Center for Sports Medicine. He is board certified by the 
American Board of Orthopedic Surgery and is seeing patients 
at FLH Medical, P.C. – Orthopedic Surgery located in 
Geneva, NY.

Everett S. Weiss, MD

Andre H. Johnson, MD

Louise Woerner

Matthew Miller, MD
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Medical Liability Mutual Insurance Company (MLMIC) is the one ally you want when you

enter the courtroom and your practice and reputation are on the line. The jury may be

out. But, you can feel confident, knowing you are protected by the one company that

has successfully defended more New York physicians than all other insurers combined.

■ Exclusively endorsed by MSSNY since 1975, MLMIC

is a mutual company, owned and operated by the

physicians we insure. ■ For more information and an

application, call 800-275-6565 (NYC), 800-356-

4056 (Syracuse), 877-777-3560 (East Meadow), or

800-635-0666 (Latham). ■
Our defense never rests.

Endorsed by
MSSNY

Why the other
side hates to see
us on your side.
● We go to bat for you and preserve 

your good name.

● We aggressively defend and resist   
any payment for frivolous claims.

● We are a tough team to beat and 
we don’t give up.  

● We have the finest defense 
attorneys in the State, respected 
medical experts, and the country’s
largest and most experienced  
claims staff.

● We are not just your liability insurer. 
We are your legal guardians.

We are MLMIC.
Our defense never rests.
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