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Our commitment to safeguarding

careers, practices and professional

reputations makes a difference. Created

by one of the nation’s oldest and most respected

Doctor-owned and directed liability insurers,

Professionals Advocate is uniquely qualified to

meet the professional liability insurance needs

of the Doctors we serve. Doctors know ProAd

shares their values and will be ready if they ever

need us. They trust in the strength of our

expertise that always is close at hand.

804 Moorefield Park Drive, Suite 105
Richmond, Virginia 23236

804|320-6790    888|411-0444
www.weinsuredocs.com

Proceed with confidence, knowing
the expertise you need—if you ever need it—is close at hand.
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VAFP Mission Statement

The mission of the VAFP is to:
• Improve the health care of
patients, their families and the
citizens of Virginia.
• Serve the unique needs of
members with professionalism,
leadership and creativity.
• Advance and represent the
specialty of family medicine.

VAFP Vision Statement

The Virginia Academy of Family
Physicians strives to ensure quality,
accessible health care, dedicated to the
dignity and well being of the citizens of
Virginia and guided by the principle
that the family physician is the
specialist of choice.
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Mark Your

Calendars!

VAFP Annual Meeting 
& Exposition, 

July 21 - 23, 2006
Hilton Oceanfront Resort, 

Virginia Beach, Virginia

Cover photo courtesy of the Richmond
Metropolitan Convention and Visitors Bureau.
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T he year for the VAFP has become quite busy, and
focused on issues on which our members have
placed priority.  I hope to update you on the

progress being made by your academy’s leadership.

Streamlining your Maintenance of Certification
The process of Maintenance of Certification continues

to develop, and your VAFP has taken steps to prepare you
for this process.  We have developed a group format for
self assessment modules (SAMs), allowing better learning
experiences and more efficient completion of the SAMs
requirements.  We will pilot this project in Roanoke in
January 2006, and then consider extending this to a
variety of sites for our members.

Work also continues on the development of a group
format for the Part 4 process (Performance in Practice).
Dr. Mark Greenawald and I met with five members of the
American Board of Family Medicine in September and
received their strong support for key aspects of the format
and content of such a program.  The goal is to offer our
members the best options available.

Best practices - Fulfilling the Future of Family
Medicine

By the time you read this, I hope you will have
completed the survey of the VAFP membership about
“Best Practices”.  It is an attempt to hear from members
who are doing innovative things in their practices, and
fulfilling the spirit of the Future of Family Medicine
Report (or perhaps extending it!), while being
economically successful in the process.  Best practices will
be showcased in ways that other family physicians can
learn from and enhance their practices.

Legislative Issues
We support the Medical Society of Virginia's legislative

agenda for 2006 and believe it holds potential for family
physicians.  However, YOU have to participate - members
of the General Assembly tell me how little they hear from
family physicians, and how much they regularly hear from
lawyers and other well organized groups.  We have to
make our issues known to every delegate and senator in
Richmond.  To do this, I encourage you to avail yourselves
of the following resources:

AAFP Speak Out! Go to http://capitol.aafp.org - this
is a superb resource for state, local and national efforts.

www. MSV.org - for updates and
calls to action during the regular
General Assembly Sessions.

AMA Grassroots Hotline to call your members of
Congress.  Simply dial 
1-800-833-6354 and press 1, then enter your zip code.

Key legislative targets will include the following:
• Preventing the governor's office from again transferring

physician license fees from the Board of Medicine to
fund other projects - and potentially raising your fees to
make up the difference.

• Increasing funding for physician Medicaid
reimbursements.

• Significant changes to the Fair Business Practices Act.

Now is the time to sign up for Family Physician of the
Day during the General Assembly!  This is a very
important opportunity to increase the visibility of family
physicians.  Make a positive difference!  Sign up by calling
the VAFP Headquarters 1-800-THE-VAFP!

EHR Issues
Electronic health records have moved from abstract to

reality for an increasing number of family physicians.
Your AAFP has provided leadership nationally, and your
VAFP has initiated several actions to advocate for you as
policy decisions develop.  There are major challenges in
implementation and interoperability that have to be met.
Will you be able to use your EHRs for performance
measurement programs?  For vaccination reporting?  For
recertification activities?  Given the public health
advantages for EHRs, what is the role for state
government incentives to physicians in adoption and
maintenance of EHRs?

Studies by CMS and others have shown that most of
the benefit from EHRs accrues to the payors and the state
first and to physicians much later.  What type of
collaboration and support for EHR use might come from
employers and insurers?  The VAFP's EHR Task Force,
headed by Dr. Dena Hall, is taking steps to address these
issues and to better prepare our members for EHR
selection and use.  We have begun an interface with the
Governor's EHR Task Force to be actively involved in the
next few years as policy develops. 

President’s Message KURTIS S. ELWARD, M.D., MPH
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Wherever you are in the process, this is the time to let
your legislators know that you expect their support in
these key areas:
1. There must be legislation to ensure interoperability

among physicians, state health agencies and hospital
systems. 

2. There must be incentives to allow primary care
physicians, who care for the vast majority of the
underserved, to successfully and economically acquire
and maintain key elements of their systems. We expect
support for legislation to develop funding mechanisms
for “best practice projects” to identify ways of
implementing and sustaining EHRs and using them in
public health and quality improvement efforts.

3. Family physicians must be assured standardized
processes and consistent reporting requirements for all
transfers of health information.

4. The state should ensure a standard format for a
Personal Health Record (aka Continuity of Care
Record) using HL7 as the fundamental format.  The
patient could then share this record with various
providers who may need historical medical information
for treatment decision-making.  It could also be used as
a disease management tool for those with chronic
conditions who may need to track treatment
compliance.

5. There must be increased reimbursement or
management fees to practitioners who are engaged in
specified eHealth activities.  Pilot projects should be
undertaken to conduct financial modeling which can
demonstrate the cost/benefit of EHR adoption for
physician practices.

6. It is essential to develop and implement a master
patient index (MPI), the data integration of a
computer-based system that facilitates the tracking of
patient information by assigning each patient an
identifying series of characters.

7. We should create a business, insurer, state and medical
provider coalition that ensures all parties benefiting 

from EHRs have a role in development of policy and
determining the contributions each should provide for
successful transition to widespread use of EHRs.

EHRs are major determinants of your future success in
medicine, and it is time to make sure your legislator is on
board with our agenda.

Noted on page 22 is the message of Dr. Norris “Ren”
Royston, another family physician who has undertaken the
presidency of the Medical Society of Virginia, following
the outstanding terms of two other family physician
leaders, Drs. Mitch Miller and David Ellington.  Read his
call to action carefully and consider how you can make a
difference.  Thank you again for being family physicians -
the greatest and most important physicians in the field of
medicine.

There must be incentives to allow primary care physicians, who 
care for the vast majority of the underserved, to successfully and
economically acquire and maintain key elements of their systems.
We expect support for legislation to develop funding mechanisms 
for “best practice projects” to identify ways of implementing and
sustaining EHRs and using them in public health and quality
improvement efforts.
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VIRGINIA GENERAL ASSEMBLY
FAMILY PHYSICIAN OF THE DAY

Volunteers are needed to serve as Family Physicians of the Day during the 2006
Virginia General Assembly.  As the Family Physician of the Day, you will be
responsible for staffing the courtesy medical station for 9:00 a.m. – 3:30 p.m. on your
chosen day.  Directions and more specific information will be provided with
confirmation of your assigned date.  Reimbursement for participation as family
physician of the day includes $100.00 per day per diem and mileage.

Name: 

Address: 

City/State/Zip: 

Phone: Fax: 

E-mail: 

I have chosen the following three dates from the calendar that I will be
able to participate.  I have listed the dates in order of preference.  NOTE:
Every effort will be made to provide your first choice.)

1. 2. 3.

PLEASE RETURN FORM TO: VAFP,  2301 North Parham Road,
Suite 4,  Richmond, VA 23229
Phone: 800-843-8237  Fax: 804-968-4418  •  E-mail: admin@vafp.org

JANUARY 2006

MON TUES WED THU FRI

12
16 17

24 25 26
30

FEBRUARY 2006

MON TUES WED THU FRI

1 2 3
6 8 9
13 15

22 23
27 28

MARCH 2006

MON TUES WED THU FRI

6 7 8 9 10

Discover Your Potential at 
John Randolph Medical Center
John Randolph Medical Center, a 147-bed acute-care 
inpatient/outpatient hospital, located on the confluence of
the Appomattox and James Rivers in Hopewell, VA, has
multiple options available for Family Practice Physicians
including employment and private practice. Affiliated 
with HCA Richmond Hospitals, John Randolph provides
residents in the Tri-Cities and Chester communities with 

a broad range of high-quality services
from cardiology, oncology and emergency medicine to 
obstetrics/gynecology, diagnostic testing and behavioral health.

For information on practice options, please call 
HCA Physician Services at: 1-866-422-3627 ext. 4.

www.johnrandolphmed.com

411 West Randolph Road 
Hopewell, VA 23860
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Board
October 15, 2005

• Approved a motion to accept the board minutes from the
July 21 and July 24 Board meetings.

• Heard reports from the VAFP Task Forces on Quality and
Performance Measurement, Insurer and Employer Interfaces
and Electronic Health Records.

• Approved a motion to move forward with the proposal to
the American Board of Family Medicine for development of a
group Self Assessment Module (SAM) and Performance
Improvement Module.

• Heard report from Terry Schulte, VAFP EVP, on the status
of date and location selection for the VAFP 2007 Annual
Meeting.

• Heard Report from Mary Lindsay White, VAFP Staff, on
the status of the VAFP Winter Family Medicine Weekend
scheduled February 3-5, 2006 at Wintergreen Resort.

• Heard report from Marshall Cook, JD, VAFP General
Counsel and Shane Kraus, MD, VAFP Legislative Committee
Chair on healthcare legislation at the 2006 Virginia General
Assembly.

• Heard report from David Ellington, MD, VAFP Treasurer
and MSV President on the legislative agenda for the Medical
Society of Virginia in 2006.

• Heard report from Student and Resident Board

Representatives on the AAFP National Conference of Family
Medicine Residents and Medical Students held July 27-30,
2005 in Kansas City, Missouri.

• Heard update from Kurt Elward, MD, VAFP President and
Quality Task Force Chair on fall Asthma Education and
SAM's meetings scheduled October 18, 2005 in Richmond
and January 14, 2006 in Roanoke.

• Reviewed “Best Practices” survey that was disseminated via
e-mail to the VAFP membership.

• Heard report from representatives that attended the 2005
Southeastern Family Medicine Forum held August 12-13 in
Young Harris, Georgia.

• Heard report from AAFP Delegates and Alternate
Delegates (Drs. Mitch Miller and David Ellington served as
AAFP Delegates and Drs. Cynthia Romero and Shane Kraus
served as Alternate Delegates) on the AAFP Congress of
Delegates meeting held September 26-28, 2005 in San
Francisco, California.

• Heard report from Dr. Ellington on the Medical Society of
Virginia House of Delegates meetings scheduled November
4-6, 2005 at the Homestead Resort.

• Approved a motion to co-sponsor a health fair with the
Virginia Pharmacists Association at the 2006 Virginia General
Assembly.

Board of Directors Meeting

KESWICK, VA

Contact Katy Schmitt

800-678-7858, x63466 • 314-726-0026 (fax)

kschmitt@cejkasearch.com 

Group practice in southern Virginia. Turn-key. 

Attractive base, service payback loan, and 

benefits. Shareholder status in two years.

Chase City is just over one hour to Durham, 

NC, just minutes from "Virginia's Lake 

Country" – 800 miles of shoreline, top bass 

lake, charming downtown, quaint historic 

community. Local elementary one of state's six 

Blue Ribbon Schools.

OUTPATIENT ONLY

cejkasearch.comID#26445A60
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continued on the next page
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Medicare Carrier

Advisory Update

JENNY SHARP-WARTHAN, MD
MANAGED CARE & INSURANCE COMMITTEE CHAIR

At the recent Medicare Carrier Advisory
Committee meeting with Trailblazers, the
following items were discussed.  The fee
schedule on CD-ROM should have been
received in physicians’ offices around November
15, 2005.  Many of you may have been
approached by various insurers offering
Medicare HMO products.  These are not
associated in any way with Trailblazers.  

At issue, some physicians felt threatened or
intimidated that if they do not participate with
these plans they will not be able to see Medicare
patients.  This is not true.  The only patients
you would not be able to see are those
participating with that particular insurer.  Those
with Medicare and not associated with an HMO
would still be able to be seen by you.

Osteoporosis 

S u r v e y

A survey has been designed by the Virginia Academy
of Family Physicians and the Mid Atlantic Osteoporosis
Board to better understand the educational needs of
family physicians diagnosing and treating patients with
osteoporosis.

Osteoporosis management has changed radically over
the last ten years!  This survey will help provide the
needed direction to ensure the highest quality of
osteoporosis CME programs in the future.  Results will
be presented at the VAFP Winter Family Medicine
Weekend in February 2006.

Survey participants will be eligible to enter the free
raffle for twenty five (25) Seca Bodymeters Stadiometers.
The raffle will be held at the VAFP Winter Family
Medicine Weekend in February.  You do not need to be
in attendance to win.  To enter the free raffle, please
follow the easy instructions at the end of this survey.

To access the survey, please go to this link:
http://www.surveymonkey.com/s.asp?u=957021504402

Your participation is greatly appreciated!

VAFP Winter  Fami ly
Medic ine  Weekend 

February 3-5, 2006 
Wintergreen Resort, 

Wintergreen, Virginia 
Register online at www.VAFP.org 

or call 1-800-THE-VAFP

Mark Your

Calendars! 



All practitioners with the authority to prescribe controlled
substances Schedule II-V must have a clear understanding of
their obligations and responsibilities when using these agents.

As the medical community promotes the new advances in the
management of the patient with chronic pain, all practitioners must
understand not only that the use of opioids is an important part of the
armamentarium for managing the chronic pain patient, but also that
opioids must be prescribed, dispensed and administered in good faith
for accepted medicinal or therapeutic purposes.

The Code of Virginia permits the use of opioids in large amounts
for patients with intractable pain. The Drug Control Act Virginia
Code § 54.1-3408.1 states, “In the case of a patient with intractable pain,
the attending physician may prescribe a dosage in excess of the recommended
dosage of a pain relieving agent if he certifies the medical necessity for such
excess dosage in the patient’s medical record. Any person who prescribes,
dispenses or administers an excess dosage in accordance with this section shall
not be deemed to be in violation of the provisions of this title because of such
excess dosage, if such excess dosage is prescribed, dispensed or administered in
good faith for accepted medicinal or therapeutic purposes. Nothing in this
section shall be construed to grant any person immunity from investigation or
disciplinary action based on the prescription, dispensing or administration of
an excess dosage in violation of this section.”

In 1995, § 54.1-2971.01 was added to the Medical Practice Act:
A.  Consistent with § 54.1-3408.1, a physician may prescribe a dosage

of a pain-relieving agent in excess of the recommended dosage
upon certifying the medical necessity for the excess dosage in the
patient’s medical record. Any practitioner who prescribes, dispenses
or administers an excess dosage in accordance with this section and
§ 54.1-3408.1 shall not be in violation of the provisions of this title
because of such excess dosage, if such excess dosage is prescribed,
dispensed or administered in good faith for recognized medicinal
or therapeutic purposes.

B.  The Board of Medicine shall advise physicians of the provisions of
this section and § 54.1-3408.1.
In 1997, the Medical Society of Virginia, at the request of the Joint

Subcommittee of the General Assembly, appointed a special
committee to develop a guideline document to meet the needs of
physicians in the Commonwealth regarding the prescribing of opioids
for chronic, noncancer pain management. These guidelines were
passed by the House of Delegates of the Medical Society during an
annual meeting in November 1997.

The Virginia Board of Medicine welcomes these guidelines. These
guidelines, although they do not carry the weight of law or regulation,
will be of help to those who treat pain patients as to the proper use of
opioids and the documentation required.  

Guidelines for the Use of Opioids in the Management of
Chronic, Noncancer Pain

For the purpose of this document the following terms shall have
the following definitions:
• Addiction is a disease process involving the use of opioid(s) wherein

there is a loss of control, compulsive use, and continued use despite
adverse social, physical, psychological, occupational, or economic
consequences.

• Substance abuse is use of any substance(s) for nontherapeutic
purposes; or use of medication for purposes other than those for
which it is prescribed.

• Physical dependence is a physiologic state of adaptation to a
specific opioid(s) characterized by the emergence of a withdrawal
syndrome during abstinence, which may be relieved in total or in
part by re-administration of the substance. Physical dependence is
predictable sequelae of regular, legitimate opioid or benzodiazepine
use, and does not equate with addiction.

• Tolerance is a state resulting from regular use of opioid(s) in which
an increased dose of the substance is needed to produce the desired
effect. Tolerance may be predictable sequelae of opiate use and
does not imply addiction.

• Withdrawal syndrome is a specific constellation of signs and
symptoms due to the abrupt cessation of, or reduction in, a
regularly administered does of opioid(s).  Opioid withdrawal is
characterized by three or more of the following symptoms that
develop within hours to several days after abrupt cessation of the
substance:  (a) dysphoric mood, (b) nausea and vomiting, (c) muscle
aches and abdominal cramps, (d) lacrimation or rhinorrhea, (e)
pupillary dilation, piloerection, or sweating, (f) diarrhea, (g)
yawning, (h) fever, (i) insomnia.

• Acute pain is the normal predicted physiological response to an
adverse (noxious) chemical, thermal, or mechanical stimulus.  Acute
pain is generally time limited and is historically responsive to
opioid therapy, among other therapies.

• Chronic pain is persistent or episodic pain of a duration or intensity
that adversely affects the function or well-being of the patient,
attributable to any nonmalignant etiology.

Co-Assessment, Documentation and Treatment
A. History and Physical Examination – The physician must conduct
a complete history and physical exam of the patient prior to the
initiation of opioids.  At a minimum, the medical record must contain
documentation of the following history from the chronic pain patient:
1. Current and past medical, surgical and pain history including any past

interventions and treatments for the particular pain condition being
treated.

2. Psychiatric history and current treatment.
3. History of substance abuse and treatment.
4. Pertinent physical examination and appropriate diagnostic testing.
5. Documentation of current and prior medication management for the pain

condition, including types of pain medications, frequency with which
medications are/were taken, history of prescribers (if possible), reactions to
medications, and reasons for failure of medications.

6. Social/work history.

B. Assessment – A justification for initiation and maintenance of
opioid therapy must include at a minimum the following initial
workup of the patient:
1. The working diagnosis (or diagnoses) and diagnostic techniques. The

original differential diagnosis may be modified to one or more diagnoses.
2. Medical indications for the treatment of the patient with opioid therapy.

These should include, for example, previously tried (but unsuccessful)
modalities/medication regimens, diverse reactions to prior treatments, and
other rationale for the approach to be utilized.

3. Updates on the patient’s status including physical examination data must
be periodically reviewed, revised, and entered in the patient’s record.

C. Treatment Plan and Objectives - The physician must keep
detailed records on all patients, which at a minimum include:

Guidelines for the Use of Opioids in the

Management of Chronic Noncancer Pain

VIRGINIA BOARD OF MEDICINE, BOARD BRIEFS, SPRING 1999
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1. A documented treatment plan.
2. Types of medications(s) prescribed, reason(s) for selection, dose,

schedule administered and quantity.
3. Measurable objectives such as:

a. Social functioning and changes therein due to opioid therapy.
b. Activities of daily living and changes therein due to opioid

therapy.
c. Adequacy of pain control using standard pain rating scale(s)

or at least statements of the patient’s satisfaction with the
degree of pain control.

D. Informed Consent and Written Agreement for Opioid
Treatment - Written documentation of both physician and patient
responsibilities must include:
1. Risks and complications associated with treatment using opioids.
2. Use of a single prescriber for all pain related medications.
3. Use of a single pharmacy, if possible.
4. Monitoring compliance of treatment;

a. Urine/serum medication levels screening (including checks
for nonprescribed medications/substances) when requested.

b. Number and frequency of all prescription refills.
c. Reason(s) for which opioid therapy may be discontinued 

(e.g. violation of written agreement item(s)).

E. Periodic Review - Intermittent review and comparison of previous
documentation with the current medical records are necessary to
determine if continued opioid treatment is the best option for a patient.
Each of the following must be documented at every office visit.
1. Efficacy of Treatment

a. Subjective pain rating (e.g. 0-10 verbal assessment of pain)
b. Functional changes.

i) Improvement in ability to perform activities of daily living
(ADLs)

ii) Improvement in home, work, community or social life
2. Medication side effects.
3. Review of the diagnosis and treatment plan.
4. Assessment of compliance (e.g. counting pills, keeping record of
number of medication refills, frequency of refills and disposal of
unused medications/prescriptions).
5. Unannounced urine/serum drug screens and indicated laboratory
testing, when appropriate.

F. Consultation – Most chronic noncancer patients, like their cancer
pain counterparts can be adequately and safely managed by most
physicians without regard to specialty.  However, the treating
physician must be cognizant of the availability of pain management
specialists to whom the complex patient may be referred.  The
physician must be willing to refer the patients to a physician or a
center with more expertise when indicated or when difficult issues
arise.  Consultations must be documented.  The purpose of the
referral should not necessarily be to prescribe the patient opioids.

G. Medical Records – Accurate medical records must be kept,
including, but not limited to documentation of:
1. All patient office visits and other consultations obtained.
2. All prescriptions written, including date, type(s) of medication, and

number (quantity) prescribed.
3. All therapeutic and diagnostic procedures preformed.
4. All laboratory results.
5. All written patient instructions and written agreements.

A licensed practitioner who prescribes opioids in the
Commonwealth of Virginia does not need a license from the Virginia
Board of Pharmacy, but he must have a valid controlled substance
registration from the Drug Enforcement Agency of the United States
Department of Justice.

American Self Fitness
supervises affordable exercise
programs to help your patients’
weight control issues, diabetes,
cardiopulmonary, and GI
disorders that would benefit
from increased activity level,
flexibility, strength or balance
for a healthier lifestyle.
New non-surgical

radiotherapy management of an aging appearance or
other cosmetic issues, or body contouring of fatty bulges
with Phosphatidylcholine mesotherapy restore facial and
body cosmetic improvements without resorting to the
risks, cost and agonies of surgical treatment.
All this at American Self, PLC by Board certified and
experienced Orthopaedic and Cosmetic Plastic Surgeons,
through modern, convenient office facilities in
Richmond’s West End.

Terry L. Whipple, MD, FACS
Ruth L. Hillelson, MD, FACS
804 290-0068 • 800 686-0203

www.americanself.com

Urgent Referral Help • 804 290-0060
Skin and Bones • (800 686-0203)

When patients need urgent orthopaedic evaluation…
think American Self, PLC !
When you need a resource for age-appropriate, medically
guided exercise…think American Self, PLC !
When patients are concerned about personal appearance,
but seek non-surgical solutions…think American
Self, PLC !
Richmond’s American Self quickly and effectively offers
all the following:
Orthopaedic Express sees patients daily at 11 AM
without an appointment for orthopaedic assessment and
treatment when you or your patient need a specialist
urgently.  Call first 804 290-0060.



How do infants get

PERTUSSIS?
They get it from their family.

That’s right — their

MOMS and 

dads, brothers and sisters,

even grandma and grandpa!

PERTUSSIS transmission   

Nearly 75% of the time, a
family member is the source
of pertussis disease in infants1

According to a recent study of pertussis in 264
infants, a family member was identified as the
source of the disease in three quarters of the cases.
In fact, the infant’s mother was positively identified
as the source in 32% of the cases. In addition to
Mom, other confirmed sources included Dad 15%
of the time, Grandma/Grandpa 8% of the time, and
a sibling 20% of the time. This study provides clear
documentation of the threat of pertussis within the
family setting and serves as a window to the grow-
ing problem of pertussis in the general population.1

References: 1. Bisgard KM, Pascual FB, Ehresmann KR, et al. Infant pertussis: who was
the source? Pediatr Infect Dis J. 2004;23:985-989. 2. National Center for Health
Statistics. Health, United States, 2004 with Chartbook on Trends in the Health of
Americans. Hyattsville, MD: 2004. 3. Centers for Disease Control and Prevention.
Pertussis Surveillance Report, Feb. 23, 2005. 4. Centers for Disease Control and
Prevention. Pertussis Surveillance Report, Aug. 6, 2004. 5. Vitek CR, Pascual FB,
Baughman AL, Murphy TV. Increase in deaths from pertussis among young infants in the
United States in the 1990s. Pediatr Infect Dis J. 2003;22:628-634. 6. Centers for Disease
Control and Prevention. Summary of notifiable diseases—United States, 2000. MMWR.
2000;49(53):12. 7. Centers for Disease Control and Prevention. Summary of notifiable
diseases—United States, 2001. MMWR. 2001;50(53):15. 8. Centers for Disease Control
and Prevention. Summary of notifiable diseases—United States, 2002. MMWR.
2002;51(53):28. 9. Scott PT, Clark JB, Miser WF. Pertussis: an update on primary preven-
tion and outbreak control. Am Fam Physician. 1997;56:1121-1128. 10. Centers for
Disease Control and Prevention. Epidemiology and Prevention of Vaccine-Preventable
Diseases: The Pink Book. 8th Ed. Atlanta, Ga: Department of Health and Human
Services, Public Health Foundation; 2004:75-88. 11. De Serres G, Shadmani R, Duval B,
et al. Morbidity of pertussis in adolescents and adults. J Infect Dis. 2000;182:174-179.

Nearly 50% of Pertussis Sources are Parents1

ADVERTISEMENT



 begins at home
The growing threat of 
pertussis — an often 
silent disease reservoir
Long thought to be nearly eradicated, pertussis
case reports are at a 40-year high.2 Today pertussis
is the only communicable disease that is on the rise
in all age groups for which a routine immunization
is available. In 2004 there were 18,957 cases
reported to the CDC, a 63% increase over 2003
and a startling 1000% increase from 20 years ago
when incidence reached its nadir.2,3 

Especially troubling are two facts: first, there has
been a 36% increase in reported cases among chil-
dren ages 4 years or less3,4; second, over the last
decade, 80% of deaths attributed to pertussis
occurred in infants under 6 months of age.5

Among the many explanations on the explosion 
of pertussis in the United States are better reporting,
better diagnosis, and waning immunity. What they
all have in common is the acknowledgment that
there exists a reservoir of disease among adolescents
and adults, and more importantly, from this reservoir
pertussis transmission occurs. Pertussis is most

contagious during the
first few weeks of 
illness before it is rec-
ognizable.9 In both
adolescents and adults
the disease is often
mild in nature, and not
associated with the
trademark “whooping
cough.”9,10 However,
studies have reported
significant morbidity
including pneumonia, rib fractures, urinary inconti-
nence, weight loss, otitis media, and sinusitis.11

People with pertussis are also at risk of hospitaliza-
tion and other complications such as seizures and
encephalopathy. Beyond the morbidity are the
social, financial, and psychological costs of pertussis
disease. One recent study reported that 70% of
affected adolescents lost 5 to 10 days of school while
49% of afflicted adults were out of work for 5 to 10
days.11 In addition, 49% of adults reported that their
sleep was disturbed for more than 21 consecutive
nights with 9% reporting disturbed sleep for an
astounding 60+ nights.11 It’s no wonder the ancient
Chinese called pertussis “the cough of 100 days.”

Soon pertussis prevention will
begin in the home too
Building on the heritage of the proven pediatric
acellular DTaP vaccines, acellular Tdap vaccines
for adolescents and adults will soon be available.
This intervention will allow health-care providers
to protect a broad spectrum of people from the 
morbidity of primary disease, as well as limit the
morbidity and mortality in vulnerable infants by
curtailing disease transmission.

You can find out more about pertussis by visiting
any one of the following Web sites:

www.pertussis.com, www.cdc.gov,
www.nfid.org, www.napnap.org, www.aap.org

Brought to you as a public health
service by Sanofi Pasteur Inc.
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Medicare Preventive Services 
Educational Guide
The CMS Educational Guide “Determining a Medicare
Beneficiary’s Eligibility for Medicare Preventive Services” is now
available on the CMS Web site on the MedLearn Network’s
Preventive Services Education Resource Web Guide page under
the Provider Education header. This page can be viewed at:
http://www.cms.hhs.gov/medlearn/preventiveservices.asp.

Frequently Asked Questions (FAQs) - Mid-Atlantic Provider
Contact Center
1. Why didn’t we receive a secondary payment from Medicare
when the primary payer did not pay the submitted charge?
Answer: Medicare does not make payment when the primary
EOB indicates the provider was obligated to accept the allowed
amount as their payment in full.  Therefore, an additional
payment will not be made by Medicare.

2. How can I obtain a report to show how often my peers are
billing certain codes?
Answer: You can obtain a Comparison Report by writing to the
Freedom of Information Act (FOIA) Coordinator.
Ms. Tasha Smith, P.O. Box 5798, Timonium, MD 21094-5798

3. What percentage of the physician’s fee schedule are non-
physicians practitioners allowed?
Answer: The percentages are as follows: a Nurse Midwife is
allowed 65%, a Clinical Social Worker is allowed 75%, a Nurse
Practitioner is allowed 85%, a Clinical Nurse Specialist is allowed
85% and a Physician Assistant is allowed 85%.

4. What should I do when I see that Medicare denied my claim
stating “missing/incomplete/invalid entitlement number and or
name shown on claim?”
Answer: You should resubmit the claim with the exact name and
HIC # that appear on the Medicare card.

5. Is it true that I must accept assignment for Medicare
beneficiaries who also have Medicaid when I am a “Non-

Participating” provider?
Answer: Yes, physicians who provide services to individuals who
are dually entitled to Medicare and Medicaid must accept
assignment. These claims can only be paid on an assignment basis.

6. How do I determine what is missing from the claim when I
receive the “CO-16” message on my remittance notice?
Answer: The remittance notice should provide additional remark
messages that will explain the reason for denial.

7. What information is needed on the claim when I submit an
unlisted procedure code?
Answer: A narrative or description should be indicated in item 19
of the CMS 1500 claim or in the narrative field on the EMC claim
if the description will fit in the area provided.  If not, an
attachment must be submitted with paper claims. 

8. Recently, all my diagnostic services billed globally to Medicare
are being denied, “Rebill separately as the professional and
technical component.”  Why?
Answer: The HPSA/Scarcity bonus can only be paid on the
professional component and not the technical component.
Effective for claims received on or after Oct. 1, 2005, claims
received for a service with a PC/TC of 1 and the service is
provided in an HPSA or PSA bonus payment area, we will accept
the claim and pay the bonus on the professional component of the
service.

9. Patient was seen for an E/M visit during a global period.  What
range of global modifiers can be used?
Answer: Modifiers 24, 25, or 57.
Modifier 24 - Unrelated evaluation and management service by
the same physician during the post operative period for reasons
unrelated to the original procedure.
Modifier 25 - Significant separately identifiable evaluation and
management service by the same physician on the date of a
procedure.
Modifier 57 - An evaluation and management service that
resulted in the initial decision to perform a major surgery either
the day before or the day of the surgery.
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N E T WO R K I N G  O P P O R T U N I T I E S

Update
CENTERS FOR MEDICARE & MEDICAID SERVICES

Board Certified Family Physician looking to join a group practice, preferably but not limited to private practice, in the
northern Virginia and greater DC area. Would like to practice the full scope of family practice excluding OB and with or
without inpatient medicine. Ultimately, hoping to join a group with a progressive vision and work culture to grow and excel.
If interested, please contact Jitesh Chawla, MD via e-mail at jiteshchawlamd@yahoo.com or at (360) 970-0653.

Seeking a family physician for an independent, traditional impatient/outpatient group practice in the Newport News,
Yorktown area of Hampton Roads.  Call is 1 in 5.  If interested, please fax resume to (757) 599-6893 to arrange for further
consideration.  (DO or MD acceptable)
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The VAFP welcomes the
following new members.

ACTIVE
David Wayne Stewart, MD
James C La Grua, DO
Keith Erwin Taylor, MD
Klaus O Schafer, MD
Michael Dean Seemuller, MD
Samuel D Caughron, MD
Steven JeBum Ma, MD
Uzma Manzar Ali, MD

RESIDENT
Ahsan Bilal Siddique, MD
Aleksandriya S Demenko, MD
Amara Zubair Burney, MD
Angela Dawn Middleton, MD
Bobbie Barnes Sperry, MD
Carlos J Martinez, MD
Carlton Lee Stadler, MD
Cheryl Sih Lim, MD
Chevonne Tenille Salmon, MD
Christopher Burri, MD
Deepika S Goshike, MD
Jamie Olivia Bearden Lin, DO
Jarita Arnette Hagans, MD

Kelley A Prince, MD
Kimberley Faye Wyrick, DO
Laura L Burijon, MD
Martha O Dommisse, MD
Monina F Daguio, MD
Nirvana Hujic, MD
Richard George Miller, DO
Rodolfo L San Juan Jr, MD
Sharita K Trimuel, MD
Siamak Kazemi, MD
Tarsha J Darden, MD
Vikram Gupta, MD
Vivian Ubando Mapanao, MD
Wayne Alan Stoutenger, MD
Zhiqun Nie, MD

STUDENT
Mr Adam Q Carlson
Mr Ali Khan
Mr Andrew Donlan
Mr Bijan Navidi
Mr Christopher Hartness
Mr Chu Lu
Mr James C Wilson
Mr Joshua Butler
Mr Judson Frye
Mr Kenneth Wong

Mr Khoa Nguyen
Mr Kunal Karia
Mr Michael A Hartman
Mr Michael White
Mr Oladapo Olarinde
Mr Peter Jones III
Mr Rishi Sood
Mr Sam Khandber
Mr Tarik Kamal
Ms Aditi Dhakar
Ms Alice Wong
Ms Aryan Aghevli
Ms Bella Gabice
Ms Bess Koutoufas
Ms Bhavana Sharma
Ms Carrilynn Greenwood
Ms Charlotte Gregory
Ms Darshita Patel
Ms Elena Geraymovych
Ms Elizabeth T Hinnant
Ms Erin Davis
Ms Eryn Stansbury
Ms Evora Newby
Ms Ewa Halama
Ms Heather Katebini
Ms Heather M Murphy

Ms Hitasha Singh
Ms Jemilat Badamas
Ms Jenny Toledo
Ms Jessica Randolph
Ms Kalyani Marathe
Ms Kate Schoolwerth
Ms Kerry Williams Eley
Ms Krista Marie Turner
Ms Lesli A Brown
Ms Letitia Lee
Ms Lindsay A Dow
Ms Lucia Smith
Ms Meagan Cogbill
Ms Palak Oza
Ms Patricia Peters
Ms Payal Patel
Ms Radhika Thorn
Ms Rebecca Habenicht
Ms Rebecca Krochmal
Ms Sabina Amin
Ms Samareh Ghorbani
Ms Sapna Modi
Ms Sima A Parikh
Ms Stephanie Chao
Ms Susan Jung Lee
Ms Van Ta

T he federal government has paid for and is making
available an easy-to-take, on-line program that
promotes cultural competency and offers 9 CME

credits.  The Virginia Health Quality Center (VHQC) is
coordinating this training for the Commonwealth of Virginia
as part of a national effort.  This program is designed to
improve understanding, communication, and care for patients
from diverse backgrounds.

Interested in learning new skills for communicating with
patients from diverse backgrounds? Curious about how
minority populations and immigrant groups may experience
their interaction with you?  Are you aware of the healing
practices of other cultures and how patients incorporate
beliefs into recommended treatment plans? Have you
encountered frustration when you can’t make out what a
patient is saying? Or, have you wondered if your patient
understands what you said?

For many Americans, regular medical care is expensive,
inconvenient, and not always comfortable. Imagine the
potential problems associated with adding language and

cultural barriers to this already frustrating experience.

Providers can take the first step to improve the quality
of health care services given to diverse populations With
growing concerns about racial and ethnic disparities in
health and the need for health care systems to accommodate
increasingly diverse patient populations, cultural
competence has become more and more a matter of national
concern and attention. 

Improving patient understanding and patient appreciation
for recommended treatment fosters compliance and patient
satisfaction. Additional benefits include recognition as a
proactive provider, an enhanced ability to manage diverse
populations, and a decrease in medical errors.

To learn more and apply for in this convenient, valuable,
and  pre-paid opportunity, contact Kevin Fergusson, MD,
Medical Director, for the Virginia Health Quality Center at
(804) 289-5320 or kfergusson@vaqio.sdps.org. We invite
you to take the lead in promoting understanding and
delivering culturally competent care to all patients.

Improving Communication 

with Pre-paid CME Credit Program

KEVIN FERGUSSON, MD
MEDICAL DIRECTOR, VIRGINIA HEALTH QUALITY CENTER

VAFPWelcomesOUR NEW MEMBERS
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The Spinal Column
A syndicated column provided by the Mid Atlantic Osteoporosis Board, dedicated to improving 
the prevention, detection, and treatment of osteoporosis in the Mid-Atlantic Area.

Why Worry About Osteoporosis?

RALPH E. SMALL, PHARMD, PROFESSOR EMERITUS,
VIRGINIA COMMONWEALTH UNIVERSITY, RICHMOND, VA

Osteoporotic fractures are a major health problem seen in
approximately 55 percent of the U.S. population aged
50 and older. The most important clinical consequences

of fragility fractures, or fractures that can occur at low-level
trauma, are hospitalization for acute care, long-term care in
nursing homes, or even death. 

Vertebral fractures are the most common osteoporotic
fractures. Twenty percent of women who develop a vertebral
fracture are at substantial risk for an additional fracture within
the following year.  Hip and vertebral fractures are a significant
cause of increased morbidity and mortality rates.  As many as
25% of hip fracture patients will require long-term nursing care,
and mortality rates post-hip fracture range from 10-20%, as
reported by the National Osteoporosis Foundation.  It is
estimated more women die in a year from hip fractures than
breast, cervical and uterine cancers combined.

Although screening, diagnosing, and treatments add to the
cost of the disease, most of the costs associated with osteoporosis
are related to the treatment of fractures.

Building Better Bones
The most important factors necessary for achieving and

maintaining maximal bone health are good nutrition, with a diet
rich in calcium and vitamin D, plus regular weight-bearing or
resistance exercises.

Clinical studies show that low calcium intake is associated
with low bone mass, rapid bone loss and high fracture rates.  A
major source of dietary calcium is dairy products.  Many foods,
such as breakfast bars, cereals, and orange juice are now fortified
with calcium and are readily available and affordable.
Supplementation is sometimes beneficial above dietary
consumption of calcium.  Calcium supplementation cannot cure
osteoporosis, but is an important part of a prevention or
treatment program.

Vitamin D plays a major role in calcium absorption and bone
health.  It is a fat-soluble vitamin found in fortified dairy
products, fish and egg yolks.  It is also formed in the skin from
exposure to ultraviolet light.  Usually 10-15 minutes of exposure
of uncovered skin two to three times a week to bright sunlight is
sufficient  to fulfill the body's vitamin D requirement (RDA
400-800 IU).

Weight-bearing and resistance exercises are important for
building and maintaining bone mass and density. Weight-
bearing exercise is exercise performed against gravity, such as
jogging or walking.  Resistance exercises use muscular strength
to improve muscle mass and strengthen bone.

Selecting a Calcium Supplement
Oral calcium tablets are a well-recognized method of

receiving adequate doses of supplementation in addition to
dietary consumption.  However, it is important for you to
identify which calcium formulation would be best for your
patient.  

Things to consider when selecting a calcium supplement
product include bioavailability, the amount of elemental calcium
in each product, and the side effect profile. 

Bioavailability, or the
rate and extent of drug
absorption, can vary
based on stomach
acidity.  For example,
calcium carbonate
requires an acidic
environment in order
for maximal absorption;
therefore, it should be
taken with food.
However, calcium

citrate can be taken on
an empty stomach since
it does not require such
a low pH for maximal
absorption. Patients
taking gastric acid
reducers, such as H2
blockers or proton
pump inhibitors, will
benefit from calcium
supplementation with
calcium citrate.

It is also important to
consider the amount of
elemental calcium that is

present in each  supplement dose. The amount of elemental
calcium is usually indicated on the product label.

The National Academy of Sciences and the National
Osteoporosis Foundation recommend daily calcium intake of
1000-1200 mg/day for adult men and women. This total daily dose
should be divided throughout the day.  The body can only absorb
approximately 500mg of elemental calcium at any one time.
Additional calcium taken at one time will be wasted by the body.

Side effects associated with calcium supplementation are
limited.  Constipation may be experienced with calcium

Normal Bone

Osteoporotic Bone
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carbonate and can be remedied by using another salt form such
as calcium citrate, or increasing water intake or employing a
stool softener. 

Table 1 below lists examples of over-the-counter products
available to consumers.  When considering cost, most store
brands will be less expensive. 

Table 1 - Over-the-counter Calcium
Supplement Products

Product and Calcium Elemental  Directions 
Salt Form Calcium per tab for Use

TUMS (calcium carbonate) 200mg 2 TID (1200mg)

TUMS-Ex (calcium carbonate) 300mg 1 TID (900mg)

TUMS Ultra (calcium carbonate) 400mg 1 TID (1200mg)

Os-Cal + Vit D (calcium carbonate) 500mg 1 BID (1000mg)

Viactiv + Vit D (calcium carbonate) 500mg 1 BID (1000mg)

Citracal + Vit D (calcium citrate) 315mg 2 BID (1260mg)

Calcium Drug Interactions
Calcium absorption can easily be influenced by other

medications.  It is important to recognize which medicines these
are to maximize the benefit of supplemental calcium.

Drug/Food Effect of Interaction Mechanism of Action Clinical Management

Tetracyclines 1 Decreased efficacy of Chelation of tetracyclines by  Take 1-3 hours before calcium
tetracyclines calcium ions, resulting in a 

less soluble compound

Fluoroquinolones 2 Decreased fluoroquinolone Fluoroquinolones form chelate Take fluoroquinolones 2 hours 
efficacy complexes with metal ions, before or 6 hours after calcium 

including calcium products

Oxalic foods Decreased calcium Inhibit calcium absorption by Do not take calcium products
(spinach and rhubarb) effectiveness forming insoluble compounds within 2 hours of eating 

with calcium ions oxalic foods

Phytic acid foods Decreased calcium Inhibit calcium absorption by Do not take calcium products
(bran and whole cereals) effectiveness forming insoluble compounds within 2 hours of eating phytic

with calcium ions foods

1 Minocycline, Doxycycline, Methacycline
2 Levofloxacin, Moxifloxacin, Ciprofloxacin, Norfloxacin, Lomefloxacin, Pefloxacin, Ofloxacin 
The Mid Atlantic Osteoporosis Board encourages family physicians to ask all female patients over 50 years of age about their exercise

status, calcium and vitamin D intake. The U. S. Surgeon General reports exercise and intake of appropriate levels of calcium and vitamin
D are the best steps to maintain and improve bone health.  Refer your patients to our website for additional osteoporosis information,
www.midatlanticosteo.org. 

References available upon request, by contacting the Mid Atlantic Osteoporosis Board, 290 Long Point Rd., Crownsville, MD
Future columns will cover related osteoporosis topics but we would like to hear from you. Please forward topics of interest relating to

osteoporosis to Mary Lindsay White at VAFP. We will include your ideas in future columns.
The Mid Atlantic Osteoporosis Board is supported in part by an unrestricted educational grant from The Alliance for Better Bone

Health*.  The content of this column reflects the opinions of the Board or of individual Board members and not that of The Alliance.
*(Procter & Gamble Pharmaceuticals and Aventis Pharmaceuticals, a member of the sanofi-aventis Group.)

Table 2 - Calcium Interactions
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* Please see our website, www.codebluecoding.com,
for exact location of seminars.

Class registration begins at 8:00 a.m. Continental breakfast will 
be served. Classes run from 8:30 a.m. until 12:30 p.m.

Seminar Schedule:Learn to maximize reimbursement for your 
work and eliminate liability for inadequate 
documentation:

• E & M coding in a medically-based seminar, led by a physician

• Assign correct E & M Codes by objectively determining the appropriate level
of medical service of each encounter 

• Eliminate undercoding and increase revenues by as much as 30%

• Stop wasting time and money with over-documentation

• Quantify the medical decision making portion of the E & M guidelines 

• Connect E & M Coding with medical decision making using real-life, clinical
examples and case studies

Code Blue Coding seminars teach you to assign E & M Codes based on the
level of medical care provided in your daily practice. You will gain the important coding

3105 W. Marshall Street, Suite 204
Richmond, VA 23230
Phone: 804 353-2227

Fax: 804 353-1524
www.codebluecoding.com

accurate

skills necessary to maintain proper levels of documentation and maximize billings.

Complete Course Syllabus 
and Code Blue Coding 
Reference Cards 

Seminars Offered:

■ E & M Coding 101

■ E & M Coding 102

■ E & M for Pediatrics

Seminar Fees:

COST OF EACH SEMINAR . . . . . . . . . . . . $ 269 for 1

★ REGISTER ONLINE AND SAVE $20 . . . . $ 249 for 1

ATTEND WITH A COLLEAGUE . . . . . . . . . $ 225 each for 2
(for multiple registrations, please mail, fax or call) $ 212 each for 3+

Virginia Com mon wealth University School of Medicine, Richmond, VA  
Neurology Residency: Barnes/Jewish Hospital, Wash ing ton University, St. Louis, MO

Professional Faculty
Andrew K. Worthington, MD

practice after 16 years and now devotes full time to Evaluation 
and Man age ment Coding from a practitioner’s point of view.
Medical School:

Board Certified Neurologist, Dr. Worthington 
left private

Tax Tips

Before making important financial or business decisions,
be sure to contact your accountant or tax consultant to
discuss these changes and any other tax concerns you may

have.  Tax Tips information should not be acted upon without
further details and/or professional assistance.  Tax Tips are
provided by Wells, Coleman & Co., LLP, 3800 Patterson Ave.,
Richmond, Virginia.

More taxpayers are getting the IRS red light
What are your chances of being audited? Nobody can say for

sure. But it's certain that the IRS has stepped up its enforcement
staff in an effort to collect more tax dollars.  The difference
between the amount tax-payers owe and the amount they actually
pay (known as the “tax gap”) runs over $300 billion per year.
That's a staggering amount, and the IRS is aiming to reduce it.
Audit Statistics

According to the IRS statistics, the number of individual audits
has increased from 618,000 in 2000 to a little more than one
million in 2004.  That's an increase of over 60% in just a few short
years and equates to a 1 in 130 chance of an audit based upon total
returns filed.

If your income is over the $100,000 threshold, your audit
chances increase to about 1 in 70.  If you are self-employed and file
a Schedule C, your audit chances increase yet again.

As you might imagine, those taxpayers earning virtually all of
their income in the form of wages reported on W-2 forms, with no
unusual deductions or large losses on their returns, are much less
likely to receive an audit notice.

In addition to full-scale audits, the IRS sends out millions of
“correction notices” each year. These notices are computer-
generated and are a result of a discrepancy between information
reported to the IRS and the information reported on your tax
return.  While these correction letters are less imposing than an
audit, they should still cost you additional taxes. 
IRS Audit Objectives

The IRS has identifiable audit objectives that include the self-
employed and wealthy taxpayers who report big losses on their tax
returns.  Other areas that receive IRS scrutiny include workers
classification issues (employee vs. independent contractors), travel
and entertainment expenses, related-party transactions, unreported
income and tax shelters.  The IRS tries to target tax returns that
will return the greatest additional taxes to the Treasury in relation
to the audit resources employed.
Your Audit Defense

Should you be terrified that your return might be selected for
audit?  Certainly not.  An accurately prepared return is the first line
of defense should you be selected for audit, and well-maintained

JAN 21 E&M for Pediatrics Northern VA *

28 E&M Coding 101 Northern VA *

FEB 18 E&M Coding 101 Williamsburg VA*

25 E&M for Pediatrics Williamsburg VA*

MAR 4 E&M Coding 102 Williamsburg VA*

APR 8 E&M Coding 102 Northern VA *

22 E&M Coding 101 Northern VA *

29 E&M Coding 101 Williamsburg VA*
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substantiation records are the ammunition for that defense.
Audit selection doesn't necessarily mean that additional taxes

will be assessed.  That's especially true if you receive one of the
IRS computer-generated “correction notices.”  The IRS does make
mistakes, especially with notices sent automatically by its
computers.

Don't stress about the possibility of an audit.  Instead, make sure
that you maintain good records and that your accountants prepare
complete and accurate tax returns.
Performance Anxiety:  How to make employee reviews more
effective

The annual employee performance review - usually it's dreaded
by both supervisor and employee.  The employee knows he'll have
to hear about those mistakes from months ago, and the supervisors
will finally have to discuss those issues he's been avoiding all year.
Too often, the result is discomfort and embarrassment all around.
Usually both parties fudge a little and are glad it's over for another
year.  Too bad, because another chance for open communication
and feedback has been lost.

To improve the process, consider holding performance
appraisals more frequently, perhaps even quarterly.  This can help
make the appraisal less of a “special event” and more of a routine
exchange of information.  It also means your feedback is more
directly related to your employee's recent performance, rather than
coming months later.

Of course, even quarterly appraisals don't substitute for
immediate feedback.  If an employee does something wrong, or
something good, tell him or her immediately.  Point out the
problem, make sure the employee acknowledges it, and make clear
what you expect in the future.  And if it's something good, the
employee will appreciate receiving a pat on the back.  With
immediate feedback, there should never be any surprises at an
appraisal.

At the end of every appraisal, summarize the discussion and put
the highlights in writing.  Make sure your employee gets a copy.
Before the next appraisal, ask your employee to review the copy
and prepare his thoughts on his most recent performance.  Ask him
to present his opinions to start the discussion. If there are areas
needing improvement, agree on an action plan and put that in
writing too.  And that might be a two-way street.  It could involve
your providing training or taking actions to support the employee,
so make sure you're living up to the agreement.

Don't limit the appraisal to a scorecard on the employee's
achievements.  If appropriate, use it to discuss career planning,
cross-training, or job enrichment.  Solicit ideas from the
employee.  It can all help turn a judgmental meeting into a
constructive exchange of ideas.
Delay paying taxes with a like-kind exchange

Sitting on a piece of investment property that you would like to

sell?  By structuring
the transaction as a
tax-deferred
exchange, you can
delay paying taxes on
the full amount of
the gain realized.  

Also known as a
“like-kind exchange”
or a “1031
exchange,” these
transactions are only
available for investment or business assets.  Certain types of assets
don't qualify for a tax-deferred exchange, including inventory,
accounts receivable, stocks and bonds, and your personal residence.

Keep in mind that the like-kind exchange rules only defer the
tax.  Any gain will be recognized upon a taxable disposition of the
replacement property.

Specific steps must be followed for a deferred exchange to be
successful.  Start by finding a qualified intermediary, such as an
escrow agent or a title company, to facilitate this transaction.

You then have 45 days from the date you relinquish your
property to the qualified intermediary to name as many as three
possible replacement properties.  You must take title to the
replacement property within 180 days.  The rules state that you
must replace real property with real property and personal
property with personal property.  Replacing an apartment building
with commercial space, a strip mall, or even undeveloped land all
qualify.  While deferred exchanges can save you a significant
amount of taxes, following the specific rules can be tricky.
Invest with an eye on inflation

Like the boy who cried, “wolf,” experts' warnings of inflation
have been largely ignored over the last decade.  Now, with the
recent spike in fuel prices and rising interest rates, people are
starting to take notice again.  Inflation, even at modest levels, can
seriously reduce real investment return.  Is your portfolio
structured to succeed in periods of inflation?  Consider these fresh
ways to combat an old foe.

TIPS. A popular investment vehicle used to battle inflation has
actually been around since 1997.  Treasury Inflation Protected
Securities (TIPS) are U.S. government bonds that adjust payout
rates in accordance with rises in the Consumer Price Index (CPI).
So if you have a low tolerance for risk, but seek protection from
rising interest rates, this might be the bond for you.

Corporate bonds. Another option is the inflation-indexed
corporate bond.  Patterned after the popular TIPS program, these
bonds also offer rates that move in tandem with the CPI.  The
interest rates are higher than TIPS, but they carry the credit risk of
the company that issues them.
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Tax issues. There are tax issues to consider as well.  Inflation-
indexed corporate bonds are fully taxable.  TIPS, on the other hand,
are exempt from state and local tax.  Corporate bonds hold a slight
edge in that interest rate increases are reflected immediately in the
monthly payment.  TIPS, instead, reflect rate increases in the
principal balance received at maturity.  What's more, these increases
are immediately taxable, even though you have to wait until
redemption to reap the extra earnings.  This timing difference could
make TIPS better suited for your IRA or 401(k), where interest is
not taxed until withdrawn.

I bonds. If your portfolio is in a taxable account, you might
consider I bonds instead of TIPS.  I bonds are U.S. savings bonds
with inflation protection.  Like TIPS, I bonds are exempt from
state and local income tax.  But, unlike TIPS, federal income tax
can be deferred until the bond is redeemed.

CDs. Even an old standby, the bank certificate of deposit, is
getting into the inflation protection game.  Some banks now offer
CDs with a fluctuating interest rate.  Keep in mind that these
investments are fully taxable, and they offer an initial interest rate
that is lower than a conventional CD.  But during periods of
swelling interest rates, these CDs will return higher overall income.

Laddering. Even if your bank does not offer flexible CDs, you
can still protect yourself by laddering your CD portfolio with a
range of maturity dates.  Then, if interest rates climb dramatically,
you won't be tied up with one low-yielding certificate.

Inflation can threaten your investment return at any time, so
stay alert for ways to protect your portfolio.
Your home mortgage:  Pay it off or play it safe?

Is it wise to pay off your mortgage early?  As with most financial
decisions, this one depends on several factors including your
current mortgage rate, tax bracket, balances on credit card and
consumer debt, near-term expenses, retirement dates, and potential
alternative investments.
Pay it off?

Mortgage prepayment can certainly offer advantages.  For
example, you'll pay less interest in the long run.  Let's say you have
a 30-year fixed rate mortgage at 7% with a balance of $180,000.
By paying an extra $75 per month toward the principal balance,
you'll save about $49,000 in interest and the mortgage will be paid
off five years early.  Generally, the longer the mortgage term and
the higher the interest rate, the more savings you realize by
prepaying.  Also, because you're paying off a debt you already owe,

the return of mortgage prepayment is risk-free.  In addition, with
the mortgage out of the way, cash will be available for other things.
That's especially important for those heading into retirement.
Play it safe?

But prepaying your mortgage isn't always the best idea.  Do you
have large balances on credit cards or high-interest consumer
loans?  It's probably a good idea to use extra funds to pay off those
debts first, before focusing on your mortgage.  Non-mortgage debt
generally carries a high interest rate, and the interest isn't tax-
deductible.

If your employer matches contribution to your 401(k)
retirement account, be sure you're investing up to the matching
limit before putting extra cash into your mortgage.  Chances are
you'll net a higher return on your retirement account than by
mortgage prepayment.

Consider also whether you'll need those extra funds for near-
term expenses.  Money locked up in your home mortgage is much
less liquid than in a savings account.  It's harder to get at for
college tuition, medical bills, or emergencies.  Of course, you can
open a home equity line of credit or take out a home loan for such
expenses, but that just increases your mortgage balance.

You may also consider putting that extra monthly payment into
other types of investments.  Over the long term the stock market
has generated about a 10% return.  If you have a 6% mortgage and
a long time horizon, you may be better advised to put those extra
funds into a mutual fund.

For many people, prepaying a mortgage is a good idea.  Just be
sure you've considered all the relevant factors.
Flex account rule changes

Flexible spending accounts (FSAs) let workers set aside pre-tax
dollars to pay for medical expenses and dependent are costs.  The
rule, up until now, has been that any money left in these accounts
at the end of the year was forfeited -a “use it or lose it” rule that
could leave employees with planning headaches in trying to match
actual expenses for the year with set-aside funds.

Now the IRS is making things a bit easier for those with FSAs.
Employers may modify their FSAs to extend reimbursement
deadlines for a given year by 2 _ months, letting employees have
until March 15 of the following year to use up funds in their FSAs.
IRS certifies hybrid cars

Among the vehicles the IRS recently certified for the $2,000
clean-fuel tax deduction are the 2005 models of the Honda Insight,
Honda Civic Hybrid, Honda Accord Hybrid, Ford Escape Hybrid,
and Toyota Prius.  The 2006 Lexus RX  400h and Toyota
Highlander Hybrid were also certified for the deduction.

Beginning in 2006, this deduction is replaced by a tax credit for
hybrid vehicles.
IRS reduces paperwork

IRS policy on employee withholding forms has changed.
Employers must now submit an employee's Form W-4 only when
specifically asked to do so by the IRS.  The IRS will now use Form
W-2 information to identify withholding problems.
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QUIT NOW
Want to help your

patients stop smoking
or using tobacco, but

don’t have the
resources or enough
time? Referring your
patients to a toll-free

quitline can double
their chances of

successfully quitting.
Quitlines are easy,

free and they work.

*Funded by the Virginia Department of Health Tobacco Use Control Project www.vahealth.org/cdpc/tobaccouse

1-800-QUIT NOW
Urge your patients who smoke or use
tobacco to call the Virginia quitline and
speak to a trained counselor today!

Virginia
for patients: www.smokefreevirginia.org

for healthcare providers: www.aptna.org

for nurses: www.tobaccofreenurses.org

free quit kits: 1-877-856-5177 (toll-free)

Some DISEASES are   

harder to detect 
than others

ADDICTION often goes undiagnosed...
Asking the right questions can help....

so can we.

Pathways Treatment Center
Helping Adults Recover from Chemical Dependency since 1984.

For more information or to set up a free assessment, 
call us toll-free at 866-749-4455.  

w w w . p a t h w a y s t r e a t m e n t c e n t e r . c o m
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Speech of Norris Royston, MD, President of the

Medical Society of Virginia, to the MSV House of

Delegates Meeting on November 6, 2005

Our profession is in trouble. We who came into
this profession with high ideals feel disillusioned
by today's administrative, regulatory and political

demands.  The patients we came to cure have become
little more than ciphers in what we know as “the process”
a process that all too often subverts or takes precedence
over the outcomes with which we should be primarily
concerned.

How much of the blame for this state of affairs must we
shoulder?  Were we wrong to believe the nobility of our
calling would protect us from interference from without?
Were we wrong to believe our agents in Richmond and
Washington could successfully defend us against the
assaults from big business and big government?

Yes, we were wrong.  Well intentioned, yes.  Highly
principled, yes.  Clinically adept, yes.  Politically adroit,
well, perhaps not so much! And we've got to do something
about it. I was reading the other night, trying to get a larger
view of medicine and the society we are all here today to
support and honor, and I came across this passage:

“More than any other science, do we need to educate
the lay mind to the aims and purposes of our
professionalism? Without such education, needful
legislation in aid to the proper practice of our profession is
of no avail. Laws promulgated by medical men and
dictated for the good of the body politic are denied
enactment because of lack of understanding of the
underlying spirit.”

That came from the president's address to this society, by
one Lomax Gwathmey of Norfolk, on October 9th, 1906.

Ninety-nine years later, we face the same threats to our
profession and our practice, writ larger only because the
stakes are so much higher.  Because our opponents are
richer, more aggressive, more visible and much more
determined.  And because misunderstanding and
misinformation within our client and political
communities breed mistrust. Too many people look at
medicine as a trade association whose crusade it is to
protect personal wealth.  

Here is my story. I grew up in a small town —
Middleburg. My father was a funeral director.  I was
taught integrity, professionalism, and duty. Most of those
who ultimately came to serve the community had also

served as young soldiers in World War II and came home
to raise their families.  Sense of public service was
ingrained in me as far back as I can remember. Our phone
was answered 24 hours a day, seven days a week. There
were no rescue squads. My father had the only
ambulances. There were no central alarms. We set off the
fire siren from the top of our basement steps.  For the first
seven years of my life, all of our dining and living room
furniture was moved out each time there was a funeral. My
mother was an extraordinary cook. Often relatives of those
who died joined us at meals. There was awareness of
psychosocial issues in families and how to deal with them
from a very early age.  My family doctor lived across the
street.  The community regards his nurse, Miss Virginia
Williams, as a saint.

Look how far we're removed from that time.  From the
model of doctor as trusted friend and healer to the health
systems model where everything revolves around “the
process.”  Where we've become the enforcers of
restrictions that don't work.  Instead of building our
business the old fashioned way — giving adequate care and
time to our patients — we're forced into corporate service
as mid-level employees at that.

Think about our future…our children. Some are
considered part of Generation Y — 76 million strong and
they are lost in the system. There is no continuity of care.
They are educated. They are plugged into the world in
ways we could never imagine when we were their age.
They find their doctors on the Internet. They have more
loyalty to their hair stylist than to their doctor. They are
functioning at a high level in a very competitive world.
Their healthcare has to be penciled in. In what innovative
ways do we reach them and develop meaningful
relationships?

It's time we told our patients.  It's time we told our
communities. It's time we told our politicians that the
health care safety net is about to break.  We have to
explain in simple, no nonsense terms the state of medicine
in America:  the power structure, the regulations, the care
not given.  That without administrative, regulatory and
financial relief, patient access will be in jeopardy.

We can bring class action suits against carriers.  That's
what they've done in Northern Virginia with 2000
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doctors.  And they've won.
That's the good news.  It
was a worthy cause and a
massive effort.  The bad
news is that last summer
Aetna announced record
profits and the challenges
of dealing with managed
care continue.

Or we can try to change the laws that over the years
we've let the insurance companies and the trial lawyers
write.  We can't do it overnight. But we can start.

In the Northern Neck of Virginia they've had to close
down access to O.B.  That means if you live in Montross,
you have to drive all the way to Richmond to have your
baby.  And not a single complaint from local politicians.

In the Southwest, doctors are picking up and leaving for
lack of…it's all Medicare pay.  And let's never forget that
Virginia ranks 48th among the states in per capita Medicaid
expenditures.  Why?  Because we've let our representatives
spend the people's money elsewhere.  In North Carolina
they receive 97% of Medicare for service to their Medicaid
patients, in Virginia absent O.B. it is 60-65%  

If we're going to change the laws, we've got to unite.
We've got to bring every region to one table — with every
kind of practice represented under one roof.  And we've
made a dramatic start.

First, we've got to buy a seat at the table.  I'm sad that
money speaks loudest in politics.  But that's the real world
we live in.

In recent years, the big political action committees have
dwarfed the money we've raised.  

Where do we raise the money? From every doc in the
state.  Think on this: last year only 13% of our 8,700
colleagues gave.  That means 87 per cent of us turned our
backs.  We let the few carry the load.

Second, we have to use the money to win elections —
to gain access.  The days are over when we simply gave to
the better candidate.  The new mantra must be:  “If you
don't support us, we won't support you.”  In fact, we'll try
to defeat you.

And last, you've got to give your time.  It's no longer
enough to send your representatives a form letter, but

sitting down and educating them on the realities of today's
medicine in the 21st century, and to give them reason to
support our needs and the needs of our patients against
those who want us to be their enforcers.  Because, in the
end, we are our own best and most credible lobbyists.

To those who grouse about traveling to Richmond for
[the Medical Society of Virginia's] “White Coat Days” —
to take a day out of the office they can't afford — I say it is
the cost of doing business.  I guarantee that the price
you'll pay by not being in Richmond will be far greater
than one days billing.

Plus, how fair is it to expect another physician to do
your part — to take your place on the line.  The House of
Medicine has got to stand together to fight these battles.
Going AWOL is a shame on all of us.

My goals for the Medical Society in the upcoming year
and beyond are simply stated: Set out a legislative strategy.
Raise the money that opens doors.  Educate our
communities.  Personally carry our message to Richmond.
And that means every one: our families, our friends, our
patients, Alliance members, and our support staffs.

And start taking back our reputations.
I'll return to my boyhood…and my father as mentor.

And the gut values of caring and healing and service.  If we
lose that — who are we?

If we fail to take our cause to the public, and to those
who represent the public, if we can't change attitudes, if
we can't change laws, then we might as well go back and
take a degree in business. Because if we fail, that's what
our future holds.

I challenge you to join me in this effort.  Do you
accept this challenge?  In the words of Margaret Mead,
“Never doubt that a small group of thoughtful,
committed citizens can change the world. Indeed, it's the
only thing that ever has.”

It’s time we told our patients.  It’s time we told
our communities. It’s time we told our politicians
that the health care safety net is about to break.
We have to explain in simple, no nonsense terms
the state of medicine in America:  the power
structure, the regulations, the care not given.
That without administrative, regulatory and
financial relief, patient access will be in jeopardy.
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INSURANCE & FINANCIAL SERVICESINSURANCE & FINANCIAL SERVICES
PhillipsCoxPhillipsCox

...your ally in insurance services 
who is focused on the healthcare industry

We offer you one-stop shopping for
ALL of your insurance needs... from  
medical malpractice insurance & 

disability insurance, to physician 
credentialing and financial 

planning. Trust the team with 
over two decades of 

experience that can help you 
and your practice benefit in 

ways that you can measure.

w w w . p h i l l i p s c o x . c o m

Tidewater 757.486.2905 • 800.685.4375
Central Virginia 804.290.8887 • 800.685.4338

Thomas P. 
Cox, ARM

Thomas P. 
Cox, ARM


