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JUNE 26 - 30
“22nd Annual Stanley E. Weiss, D.O. Primary Care
Update”
Sponsored by the University of North Texas Health Science
Center at Fort Worth
Location:  Sheraton South Padre Island Resort
South Padre Island, Texas
CME: 24 hours category 1-A credits anticipated
Contact: UNTHSC Office of CME at 817-735-2539
or 800-987-2CME or <www.hsc.unt.edu>

JULY 19-21

“AOA House of Delegates Meeting”

Location:  Fairmont Hotel, Chicago, IL

Contact: Ann M. Wittner, AOA
800-621-1773, ext. 8013; 312-202-8013
awittner @aoa-net.org

AUGUST 1-4

“TXxACOFP 45th Annual Clinical Seminar”

Sponsored by the Texas Society of the American College of
Osteopathic Family Physicians

Location: ~ Wyndham Arlington Hotel, Arlington, TX

CME: 25 hours category 1-A credits anticipated
Contact: TxACOFP, 888-892-2637
AUGUST 17 -18

“OMT - Ligamentous Articular Strain Techniques for

Treating the Rest of the Body - Sutherland’s Methods™

Presented by the Dallas Osteopathic Study Group

Location: ~ Doubletree Hotel Campbell Centre, Dallas, TX

CME: 16 hours category 1-A credits anticipated

Contact: Conrad Speece, D.O., Course Director
214-321-2673

SEPTEMBER 14 - 15

“HealthFind 2002”

Sponsored by the Office of Rural Community Affairs,

Texas State Office of Rural Health

Location:  Hyatt Regency Hotel, Town Lake, Austin, TX

Contact: Robin Wright, Office of Rural Community Affairs
P.O. Box 12877, Austin, TX 78711-2877
512-936-6701 or 877-839-2744
FAX 512-479-8898
E-mail: rwright@crhi.state.tx.us
www.orca.state.tx.us

OCTOBER 7 - 11
“107th Annual Convention and Scientific Seminar”
Sponsored by the American Osteopathic Association
Location: ~ Las Vegas Convention Center, Las Vegas, NV
Contact: Ann Wittner, AOA

800-621-1773, ext. 8256; or 312-202-8014
Note: Advance registration will begin in late summer, 2002.

CME CORRESPONDENCE COURSE
“Medical Ethics: Applying Theories and Principles to the
Patient Encounter”

Sp d by the University of | Ivania School of

Medicine, the University of F Ivania Center for Bioethics
and Clinical Consultation Services 'I
CME: 60 hours category 2-B credits

Tuition: $1,200
Contact: 800-480-5542
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Your TOMA benefits
Just got BETTERI

The Texas Medical Foundation is offering
complimentary membership

The Texas Medical Foundation (TMF) is now offering TOMA members a complimentary
one year membership for the 2002-2003 membership year (June 1 through May 31).

TMF is a physician-led organization that relies on the leadership and guidance of physicians
like you. By joining TMF. you express your support for continued health care quality
improvement efforts in Texas.

As a TMF physician member, you:
Join an organization endorsed by TOMA which includes a network of physicians and
other health care professionals committed to quality heaith care;
Are invited to attend medical ethics lectures and continuing education programs
for physicians and staff;
Receive special physician tools for monitoring disease prevention and treatment;
And much more!

Joining TMF is easy!

TMF membership is available to licensed Texas physicians. To qualify for membership,
each physician must be a current TOMA member in good standing.

To begin enjoying the benefits of your complimentary TMF membership, just fill out
the information below and mail or fax to TME For additional information, please call
1-800-725-9216.

— cut here to mail -

To receive your complimentary TMF membership, fill out this form and mail to
the address below, or fax to (512) 327-7159.

Name: I'am currently licensed and in good standing with the
Texas State Board of Medical Examiners. | understand
License #: that my membership with the Texas Medical Foundation
= is contingent upon maintaining concurrent membership

Specialty: with TOMA, and that | am bound by their established
Address: | principles of medical ethics as weil as the requirements

|

|

of the TMF Bylaws
City:

Phone:

| may terminate my membership at any time by providing
written notice to TMF.

Fax:

E-mail; Signature

4 3 Barton Oaks Plaza Two, Suite 200 Phone: (512) 329-6610
g ; Texas Medical Foundation 901 Mopac Expressway South Toll-Free: 1-800-725-9216
U= Fhysician Led - Qualty Driven Austin, TX 787465799 Web Site: www.tmf org




We Are What We Eat

So, what are we eating?

Actual Consumption vs. Perception
of Food Group Servings

The USDA Center for Nutrition Policy and Promotion
compared the average number of servings people estimate
usually consuming on an average day from the five major food
groups, with the average number of servings estimated from
records of what they eat over a 14-day period. Also compared
were the usual and actual consumption with serving recommen-
dations from the USDA Food Guide Pyramid.
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Findings
Grains - All gender/age groups perceived they consumed fewer
grain servings (2.5 to 3.2) daily than what they actually ate (4.2
to 6.2). Although the actual consumption was higher than what
they believed, it was still below the Pyramid recommendations.

Fruits — On average, each group perceived it consumed more
fruit servings daily than what was actually the case. Adults
consume less fruit servings than they think and much less than is
recommended.

Vegetables — Adult females perceived they consumed more
vegetable servings per day then they actually consumed: 2.5 to 2.6
(perceived) versus 1.7 to 2.2 (actual). On the other hand, adult
males believed they consumed slightly less than they consumed:
2.2 t0 2.5 (perceived) versus 2.3 to 2.7 (actual). Both groups’ daily
vegetable consumption was below the recommendation.

Dairy Products — All groups perceived their milk servings to be
more than what was consumed, on average, 2.1 to 3.2 servings.
However, their food diaries indicate they consumed 1 to 1.6 serv-
ings. For most groups, what they actually consumed was about
half the amount that they thought.

Meat (red meat, poultry, fish, dry beans, eggs and nuts) — All
groups perceived their servings to be more than what was actu-
ally consumed. They perceived their servings to be 2.7 to 3.7
servings, but their food diaries indicated 1.6 to 2.5 servings. Meat
consumption per day was below Pyramid recommendations.

Other Foods (fats, oils and sweets) — Each group perceived its
average serving to be less than what was actually consumed: 1.6 to
2.2 (perceived) versus 3.0 to 4.5 (actual). The Food Guide Pyramid
does not specify the number or size of servings of this group, but
does rec ds that they be d sparingly. Therefore, it
appears that people are not consuming these foods sparingly.

Conclusion

People’s perceptions of consumption are different from the
reality, based on food diaries. Adults underestimated consump-
tion of grains, fats, oils and sweets. They overestimated
consumption of fruit, milk products, and meat, poultry, fish, dry
beans, eggs and nuts. The only exception was for vegetables
servings by males.

(Excerpted from “Consumption of Food Group Servings: Peaple’s Perceptions vs
Reality,” Nutrition Insights 20. Center for Nutrition Policy and Promotion.
<www.usda.gov/cnpp>)
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How Does Physical Activity

Impact Adult Health? ’

Seven in 10 Adults Are Not
Regularly Active

According to a new HHS report issued April 7, seven in 10
American adults are not regularly active during their leisure time
— including four in 10 who are not active at all. The report,
“Leisure-Time Physical Activity Among Adults: United States,
1997-98," also found:

X Lack of physical activity contributes to an estimated 300,000
preventable deaths annually in the U.S., from diseases such
as heart disease and diabetes.

>

Nearly 62 percent of adults engaged in at least some kind of
physical activity in their leisure time, but only three out of 10
adults were physically active on a regular basis. Regular
physical activity was defined as “light-moderate exercise at
least five times per week for a minimum of 30 minutes each
time and/or vigorous physical activity at least three times a
week for a minimum of 20 minutes each time.”

X Men were more likely than women to engage in at least some
leisure-time physical activity, and young adults were more
likely to be physically active than older adults. Seven out of
10 adults aged 18-24 engaged in at least some physical
activity in their leisure time, almost twice the percentage of
adults 75 years and older.

- Other factors associated with whether people were physically

active are:

* Education — Nearly eight out of 10 adults with graduate level
' degrees engaged in at least some form of leisure-time physical
- activity, twice as many as those with less than a high school

diploma.

Income — Adults with incomes at least four times the poverty
level were twice as likely to engage in regular leisure-time phys-
ical activity than adults with incomes below the poverty level.

Marital Status — Married men and women were more likely than
men and women in any other marital status group to engage in at
least some leisure-time physical activity, though never-married

.adults were more likely than married adults to engage in

“strengthening activities” such as weight-lifting or calisthenics.
Widowed adults were less likely to engage in regular leisure-time
physical activity than married adults.

Geography — Two-thirds of adults living in the Western part of
the U.S. engage in at least some leisure-time physical activity,
compared to 56 percent of adults living in the South. Adults who
live in the suburbs are more likely to be physically active than
adults in urban or rural areas.

("HHS Report Shows 7 in 10 Adults are not Active Regularly.” HHS News
release. 4-7-02)

Regular Physical Activity Does Make a Difference

Reduces the risk of dying prematurely.

Reduces the risk of dying prematurely from heart disease.
Reduces the risk of developing diabetes.

Reduces the risk of developing high blood pressure.
Helps reduce blood pressure in people who already have
high blood pressure.

Reduces the risk of developing colon cancer.

Reduces feelings of depression and anxiety.

Helps control weight.

Helps build and maintain healthy bones, muscles

and joints.

Helps older adults become stronger and better able

to move about without falling.

v Promotes psychological well-being.

NSNS

& INNE N

(“The Link Between Physical Activity and Morbidity and Mortality,” National Center
for Chronic Disease Prevention and Health Promotion, <www.cdc.gov/ncedphp>)
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According to the Centers for Disease Control and Prevention
(CDC), millions of people are currently suffering from depression.
The disease prevalence has been likened to the “common cold of
mental health.” In the opinion of the CDC, the current impact of
depression on the medical world is significant in that “depression
by itself has a greater worldwide disease burden than ischemic
heart disease, cereb ular disease and s with a
prevalence ranging from 5-25%.™ It is the purpose of this article
to review the relationship between exercise and depression.

In recent years, scientists have produced an overwhelming
amount of data declaring the benefits of exercise on an individual’s
health and physical well being. Despite this evidence, the number
of physically active Americans constitutes a staggeringly low
percentage. According to recent national studies, “60% of adults
were physically inactive or irregularly inactive during leisure-time,
and the Third National Health and Nutrition Examination Survey
(NHANES III) found that 22% of Americans engaged in no
leisure-time physical activity at all.”? The studies of benefits
gained from exercise were generally focused on the cardiovascular
and respiratory components to overall physical fitness.? It has now
been brought to the attention of the medical profession that exer-
cise has an antidepressant effect and can help protect against the
harmful effects of stress.# According to the Surgeon General’s
latest report on physical activity and health, regular exercise (at
least three times a week) has been shown to reduce depression and
anxiety and improve mood. Even in the face of such compelling
information, there is still a resistance of the American public to
incorporate exercise into their daily routine.?

Peter Salmon of the University of Liverpool states that
“published attempts to explain reluctance to exercise continue to
emphasize psychological deficits in the individual such as defi-
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S/D Adair de Berry-Carlisle

Exercise

and the
“Common Cold
of Mental lllness”

by S/D Adair de Berry-Carlisle, K. L. Rainville, D.0., and Charles Mathis, M.D.

cient self-motivation or self-efficacy.”” He goes on to say that
“exercise that is more intense than participants’ habitual level is
less likely to improve mood and, indeed, is liable to worsen it."
It is important that any exercise regimen instituted for the benefit
of an individual be tailored specifically to meet that individual’s
needs. This must also pertain to the type and intensity of exercise
chosen. This fact is pertinent to this discussion in that it has been
noted that most depressed patients have a low fitness level and
tend to lead sedentary lifestyles.6

There are many studies on the physical impact that depres-
sion has on the body, but there are very few that actually address
the effect that exercise has on the depressed patient. A brief
synopsis of the more salient articles will be presented here to
illustrate the differing opinions of the various authors based on
their and other colleagues’ studies.

Exercise, as defined by Webster’s New Collegiate Dictionary
is “bodily exertion for the sake of developing and maintaining
physical fitness.” This review, however, confines the definition
of exercise to leisure-time or recreational activity that would not
be a component of domestic or occupational tasks. The most
prevalent exercise methods and materials observed in these
studies utilize treadmills or stationary bicycles. This facilitates
the gathering of data and the recording of the actual measure-
ments while allowing the training sessions to be conducted in &
manner that maintains the continuity of the exercise criteria*
Depressive phenomena used in these studies were consistent
with DSM-1V 11 criteria.

In exercise studies reviewed by Tim Meyer and Andreas
Broocks, subjects were classified as “clinically depressed,”
“non-clinically depressed” or a combination of the two cate-
gories. These studies concluded that exercise improves mood in




"..there is evidence to suggest that both moderate and
vigorous exercise can reduce symptoms of depression."

both clinically and non-clinically d 1 patients

of their initial level of fitness. C for particip
in these exercise studies focused on cardiovascular illness or
infectious disease. In order to accurately assess fitness gains at
the end of the trials it was important to measure pre and post
fitness levels.5

Scott Paluska and Thomas Schwenk reviewed studies using
both clinically and non-clinically depressed patients. Their review
determined that both groups of study subjects showed improve-
ment in mood, but the “clinically depressed patients” showed
greater improvement than the “non-clinically depressed” subjects.
They luded that, “clinically and/or medically treated patients

d the greatest d in depressi p with
exercise.” They went on to say, “exercise intensity and duration are
important factors when using exercise therapeutically.”

Paluska and Schwenk add the issue of with
an exercise regimen by depressed patients and suggested a
moderately intense program limited to 30-minute sessions. They
further explained that both aerobic and nonaerobic physical
activity are beneficial in treating mild to moderate depressive
symptoms. They noted that individuals diagnosed with severe
clinical depression may “manifest the greatest improvement in
mood following physical exercise.™”

Participants in the studies varied in age ranging from adoles-
cents to elderly subjects. Paluska and Schwenk noted that “while
major depression affects only 1-2% of adults over 65 years old,
depressive symptoms that are below the threshold of DSM-1V
criteria have been noted in 10% of older adults and appear
closely related to poor functioning.””

Several ph 1 and psychological hyp provide
possible explanations for improved mood with exercise. The
distraction hypothesis states that “the time away from the vicis-
situdes of daily life offered by physical activity accounts for
some of the benefits derived from exercise as well as other ther-
apeutic modalities.” The self-efficacy theory proposes that
“confidence in one’s ability to exercise is strongly related to
one’s actual ability to perform the behavior.” This theory relates
1o the depressed patient in that increased self-confidence
enhances the ability to manage events that challenge one's
mental health. The amine hypothesis describes the physiological
effect that exercise has on cenam neurotransmitters. Serotonin

i ine are in the
brain that affect arousal and attention. Their deficit has been
implicated in depressive and sleep disorders.”

Meyer and Broocks discussed the types of exercise used in
various studies and its impact on clinically depressed patients.
Their article d types of ise such as end
training with strength training. They observed that “psychiatric
patients do tend to have a low fitness level which would influ-
ence the choice of exercise testing and training methods.” They

o that “a moderate antidepressive effect exists for
regular endurance training” and in accord with Paluska and
Schwenk, noted that the most seriously depressed patients may
experience the greatest benefits. Additionally, they concluded
that duration and intensity are important factors in home-based
training for the depressed patient, a four week training period is
the minimum time limit for the patient to adopt physical activity
into their routine, and training sessions of 30 minutes are
regarded as adequate.®

Peter Salmon of the University of Liverpool has observed a
social component of exercise. He has argued that the very partic-
ipation in exercise activities may be the measure of success as
opposed to the therapeutic factor. “The institution of exercise
habits could be the evidence rather that the basis of successful
treatment considering that the opportunity for controlled trials of
exercise training in people who are clinically depressed is limited
because it is implausible that such patients can readily be moti-
vated to exercise.” He states that there are “hedonic properties of
exercise. The clearest evidence that exercise is enjoyable has
emerged when mood has been measured immediately before and
after regular exercisers undertake strenuous exercise at a level
with which they are familiar.”

In contrast to the use of DSM IV criteria for the determina-
tion of depression, Dr. Salmon considers demotivation and
seeking help as adequate to meet the diagnosis of depression. He
concludes that “increased social activity is likely to have been a
critical feature of exercise in many early studies and that solitary
exercise did not improve depression.”* While his opinions differ
from those of his colleagues, Dr. Salmon does state the need for
further research comparing exercise and pharmacological and
psychological treatment modalities.

Dose-response effects of exercise on depressed patients, the
effects of long-term strenuous exercise on the elderly, and pre-
college and college year exercise patterns have all been studied as
predictors of future depression. A number of studies have produced
varying degrees of relief of depressive symptoms with exercise.
However, some of these studies were confounded by small study
size and inconsistent criteria used to assess the subjects.’

According to Dunn, Trivedi and O'Neal,! “it is highly likely
that depression, like high blood pressure, has multiple etiologies,
and that exercise, acting on multiple biological and psycholog-
ical systems, could lead to synergistic adaptations that effectively
reduce symptoms of these disorders.” And, “there is evidence to
suggest that both moderate and vigorous exercise can reduce
symptoms of depression.”!

Conclusion

There is limited information available that adequately
addresses the relationship between exercise and depression. Only
the most comprehensive and scientifically based reviews are
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menlmned here. Studies sugges( a beneficial effect of exercise on

This in mood suggests that
exercise can decrease depresxlve symptoms in the majority of
clinically and non-clinically depressed patients. Some of these
studies have produced ambiguous results, which may be the
result of small study size and inconsistent criteria.

A consistent finding among the papers reviewed was the call
for additional research into the subject. Areas of interest could
possibly address age, gender, and pharmacological therapy as
they pertain to exercise and depression. A need exists to estab-
lish consistent criteria used to evaluate study data that would
produce homogenous, reproducible results. Uniform methods
and analyses may also serve to avoid confusion of interpreted
data as it pertains to health risks such as decreased heart rate and
blood pressure (secondary to increased exerclse) that may other-
wise ob stress A dized format of meas-

uring results would avoid misinter of stress

The impact of depression on the future of medicine is signif-
icant. Depression is an illness that affects 5-25% of the world’s

Psychiatry, 8th Edition. Lippincott Williams and Wilkins. Philadelphia, Penn. 1998

4. Kritz-Silverstein D, Barrett-Connor E, Corbeau C. Cross-Sectional and
Prospective Study of Exercise and Depressed Mood in the Elderly: The Rancho
Bernardo Study. Am J of Epidemiol 2001; 153 (6), 596-603

5. Lampinen P. Heikkinen RL, Ruoppila I. Changes in Intensity of Physical
Exercise as Predictors of Depressive Symptoms among Older Adults: an Eight
Year Follow-Up. Prev Med 2000; 30, 371-380

6. Meyer T, Broocks A. Therapeutic Impact of Exercise on Psychiatric Diseases,
Sports Med 2000; 30 (4),269-279

7. Paluska SA, Schwenk TL. Physical Activity and Mental Health. Sports Med
2000; 29 (3), 167-180

8. Salmon P. Effects of Physical Exercise on Anxiety, Depression, and Sensitivity
10 Stress: A Unifying Theory. Clin Psychol Rev 2000; 21 (1), 33-61

9. US Department of Health and Human Services, Centers for Disease Control
and Prevention and Health Promotion. Physical Activity and Health: A report of
the Surgeon General. Atlanta (Ga), Centers for Disease Control and Prevention,
1996

10. Wyshak G. Women's College Physical Activity and Self-Reports of Physician-
Diagnosed Depression and of Current Symptoms of Psychiatric Distress.

11. Dic tic and Statistical Manual of Mental Disorders, 4th Edition.

population. Millions of people are with dep

many of which seek professional help. An increase in the dem:md
for the of ion with a p i

increasingly sedentary and with an increase in older individuals
is anticipated. A prescribed exercise regimen to treat this popu-
lation of patients may have beneficial effects on the quality of
their lives. Exercise may be a primary intervention and an inex-
pensive solution to costly and time-consuming treatments.
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Hippocratic medicine’s emphasis is that medical art is subordinate to nature.
Hippocrates places the control of patient regime, especially diet, exercise and the
general circumstances of life to be the keystone of life

Vitamins are called vitamins because they are vital. Essential fatty acids are called
essential fatty acids because they @

e essential. Our bodies do not make them and we
cannot maintain health, much less fight illness, without them. The concept that supple-
mentation only makes expensive urine is the same mentality that would dictate keeping
the oil level in your car on the very bottom of the dipstick because you really don’t need
more. Detroit can make thousands of cars in a day, but if you are missing one essential
part such as spark plugs, then all you have are some very large anchors. Our bodies are
no different in that one missing essential nutrient will cause loss of function or inade-
quate function. In today’s world, to not supplement is like intentionally driving your car
without all of the spark plugs. Maybe our pharmacology and technology has superceded
our common sense in maintaining health and suppressing disease.

We spend 1.3 trillion dollars in the U.S. annually for health care but rank 37th in the
world in achieving health care goals, according to the WHO, World Health Report. We
have 120 million people with chronic disease, with earlier onset every year. Six out of
ten deaths are diet related. Fifty percent of the U.S. population sees alternative prac-
tioners every year, spending 20 billion dollars.

According to the U.S Department of Agriculture, Agriculture Research Service,! “Scien-
tific research has demonstrated that what and how much we eat profoundly affects growth,
development, and aging, and the ability to enjoy life to the fullest. Dietary intake is linked to
risks for development of a variety of common, chronic diseases. Among those diseases linked
strongly to diet, the medical costs for medical treatment exceed $200 billion per year. The
economic impact of cardiovascular disease in the U.S. exceeds $80 billion; that of obesity,
$86 billion; osteoporosis, $10 billion for care alone; cancer, $104 billion; and cataract surgery,
$4 billion. The American Cancer Society estimated in 1996 that one-third of the 500,000
cancer deaths annually in the U.S. are due to a variety of dietary factors.

“The staggering cost of nutrition-related disease clearly points out the need to
develop effective strategies, based on results of sound human nutrition research, to lower
the cost of health care by prevention of disease. The success of nutrition research in the
last 30 years to reduce the incidence and severity of cardiovascular and digestive disease,
and some forms of cancer is a clear indication that alterations in diet and lifestyle have
beneficial effects, both through reduced morbidity and mortality and a concomitant
reduction in health care cost. Unlike the Department of Health and Human Services and
in particular, the National Institutes of Health, whose research is oriented toward causes
and treatment of disease, the ARS human research is targeted towards health, quality of
life, prevention of chronic disease and promotion of a nutritious supply of food.”

As early as 1988, the Surgeon General’s report on nutrition stated that nutrition can
play a role in the prevention of such diseases as coronary heart disease, stroke, cancer and
diabetes.? Studies have also shown that low levels of minerals correlate with many health
conditions that are benefited by supplementation. Conditions such as alcoholism, allergy,
cancer, candidiasis, cardiomyopathy, chronic fatigue syndrome, diabetes mellitus, fatigue,
headache, hypertension, obesity, premenstrual syndrome, and rheumatoid arthritis can be
related to dietary deficiencies.?

There is not a lack of information about how large the impact of healthy life style,
proper nutrition, exercise and stress management are in producing healthy longevity, but
there is a lack of emphasis and dissemination of that information. There are no financial
incentives for physicians to spend time in this area. We are not properly reimbursed by
mnsurance carriers for our time, there are no benefits for the pharmaceutical companies,
act a detriment, and therefore no speakers at seminars and no support for our organ-
izations from this arena of medical care. Conventional medical training tells us that
eating three “square” meals a day is all that we need. Valid research tells us that this is
not enough. Due to the lack of training and emphasis in medical school, we must teach
ourselves and push to change medical training to include the basic facts of life about
health, and push for reimbursement that will allow us to live up to the meaning of the
term physician, which translated means reacher continued on next page

NUTRITION

Who Needs It.
How to Get It.

by Gerald D. Wootan, D.0,, M.Ed.

The man, not the
diseade, is to be treated,

and to treat him well
the physician must
examine the man as a

whole, not nu'r('/y the

organ or body part

in which the disorder

dgeemd to be located.

With regard to disease
the plhysician must
have two special
objects in view...

to do good

and to do no barm.

— Hippocrates
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“Boen the “organic” foods’ claiming to be chemical free have
been deceiving, since they...contain copper valts, sulpbur,
invecticides such as dermis dust, pyrethroid insecticides,
paraffin, and potassium permanganale. E

Philosophically there should be no question as to the impor-
tance of nutrition is maintaining health, preventing disease,
treating disease, and slowing the aging process, but in every day
practice are we truly providing the best information to our
patients to maximize their potential for healthy longevity?

If we accept the fact that nutrition is essential, then how do we
assure that we are getting what we think we are getting, both from
food and supplementation? The quality of food is determined by
soil factors such as nutrients, texture, organic matter, as well as
other factors of temperature, light, seed type, genetic engineering,
planting and harvest dates, post harvest handling and processing.*
nt quality in foods is
impossible to ascertain.s Food composition tables are too unreli-
able to be used to make health related decisions.® Research by
Doctors Data Inc. Lab show that truly organically grown food has
250% more nutrient value than food purchased in a grocery store.”
The problem is how to identify good foods. Patients are confused
by misleading or meaningless food labels.*

The Center for Science in the Public Interest has asked the
U.S. Food and Drug A istration to take action
against seven food manufacturers whose product labels deceive
with false or misleading claims about the absence of
genetically engi di 9 Even the “organic” foods’
claim to be chemical free have been deceiving, since they have
actually been shown to contain copper salts, sulphur, insecticides
such as dermis dust, pyrethroid insecticides, paraffin, and potas-
sium permanganate. '

If we cannot rely on commercially available foods to
adequately provide nutrition, what are we to do? The obvious is
to improve the quality of foods, but this is a long and compli-
cated process and will not give us nutrition now. The next
obvious step is to supplement. A complete review of studies that
substantiate the use of vitamins, minerals and essential fatty
acids for health and disease prevention is beyond the scope of
this article, but a few examples should justify the need for an
additional look at the research.

Research has verified that magnesium deficiency has the
potential to ib h

the migraine and receive d relief when with
g1 15 Daily of oral plays a
pivotal role in mineral homeostasis in insulin dependent diabetes
mellitus.'¢ Healthy people absorb only 30% to 40% of ingested
magnesium, with the majority being intracellular.” The kidneys
are very proficient at removing excess magnesium and caution
need only be used in patients with renal insufficiency.!!# The
elderly are to hyp ja-induced i
sy and nephrolithiasis.'s20 M i i is
related to a growing number of disease states and is known to be
an essential mineral.? It is incumbent that we stress the importance
of magnesium in the diet and probably more important, supple-
mentation. This limited view of magnesium emphasizes its impor-
tance in health and disease, but it is no more important than any of
the essential minerals such as calcium, iodine, zinc, selenium,

copper, mol or

Tnecahl

Multiple reports suggest that vitamins A, C, E, and beta-
carotene reduce the incidence of heart disease and cancer, and
even blunt aging-associated damage like cataract formation and
arthritis.2 Gladys Block, Ph.D., professor of epidemiology and
public health nutrition at the University of California, Berkeley,
states that “the evidence is good that vitamins C, E, and beta-
carotene play important roles in diseases like cancer and heart
disease.” Dr. Meir iate profe of epidemiology
at the Harvard School of Public Health, announced to the Amer-
ican Heart Association at their annual meeting that taking
vitamin E supplements of 100 IU or more per day cut the risk of
heart disease in a group of 86,000 nurses by 46%. There is
enough data available to suggest to patients that they take vita-
mins, or at least not discourage them from doing s0.?!

A meta-analysis of studies looking at the relationship
between fruit and vegetable consumption and cancer revealed
that in 128 of 156 studies, there was an inverse relationship
between fruit and vegetable consumption and risk of cancer.?
This relationship was not just g: i ional cancer but also
lung, pancreatic, cervical and breast cancer. Recommended Daily
Allowance of all vitamins plus extra vitamin E and beta-carotene
improves immune function to the point that there was a reduction

to the path: is of coronary le-
rosis and acute thrombosis.!! Magnesium-treated patients have a
significantly ds d fr of ventricular dysrhythmias
compared to placebo-treated patients (p<0.04) and higher postop-
erative cardiac indices (p<0.02)."2 Patients treated with magnesium
show significant blood pressure reduction in patients treated and
untreated for hypertension.!* Chronic fatigue has been related to
hyp ia with imp after i 1
tation. M levels affect i ptors, nitric oxide
synthesis and release, N-methyl-D-aspartate receptors, and other
igrai lated ptors and i Fifty percent of
migraine patients have lowered magnesium levels at the time of
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of i ion related illness of 50% in a study of 96 healthy indi-
viduals at the Memorial University of Newfoundland. Thirty
milligrams of bet. induced a rate of 70% in
25 patients with oral leukoplakia. The New England Journal of
Medicine has hopefully changed the way we all look at folic acid
supplementation and pregnancy.

Omega 6 and omega 3 fatty acids, especially eicosapentaenoic
acid (EPA) and docosahexaenoic acid (DHA), are the essential
fatty acids that create a condition of health, and deficiency
produces lack of health. The human sources of these essential fatty
acids are primarily cold-water, plankton eating fish and some nuts.




EPA and DHA, when supplied in appropriate amounts, alter the
ﬁpidwmposiﬁon of the cell walls of most cells in the body and are
more ble for growth, devels and ion of cells at
any age® EPA and DHA have been shown to function like
hormones in that they affect gene expression.>* When EPA-DHA
replace saturated fatty acids in human diets they reduce serum
cholesterol and triglycerides.? This is exemplified by the reduced
rate of coronary artery disease in fish-eating populations. Human
studies have shown that fish oils decrease the rate of VLDL
triglycerides secretion from the liver.62? EPA, at 4 grams per day,
increases bleeding time and decreases platlet count without
adverse affects even during and after angioplasty.* After a primary
myocardial infarction, 3 grams of fish oil per day reduce all-cause
mortality by 29% over a two-year period, probably due to
decreased arrhythmias.3' Essential fatty acids may be able to
prevent the increase in cellular components generated by mono-
cytes, macrophage, foam cells and platlet aggregation that lead to
aneriosclerosis and thrombus formation.23 Fish oil has been
shown to reduce blood pressure in men with essential hyperten-
sion.* Numerous studies have shown that EPH-DHA supplemen-
tation can modify inflammatory and immune reactions.’53 A
double-blind, cross-over study by Stetson et al*” showed a statisti-
cally significant improvement in sigmoidoscopy score and global
clinical assessment in patients with ulcerative colitis. Human milk
contains EPA-DHA, however, there is none contained in Amer-
ican-made formulas.® We are just beginning to identify the
multiple areas of physiology that are i in

ways by essential fatty acids.

1f we accept the fact that vitamins are vital and essential fatty
acids are essential and that today’s food lack sufficient quantities
o maintain optimal health—then how do we stay healthy?

every portion of every batch of every product is sent o a third party
lab for analysis and you have access to the results, This analysis
must include dissolvability, absence of bacteria, fungus, pesticides
toxins, and assurance that the contents meet label claims. In five
years of suppl ies, I have found only one
company that volunl.mly meets these challenges.

Vitamins, minerals and essential fatty acids are the most
basic elements for good health and the prevention of disease. We
are obligated to assure that our patients are educated about the
importance of diet and supplementation. If we don’t feel
comfortable with our knowledge or comfortable talking about
supplements, then we should do as we would do in any other
situation - study or refer. This will help us reach the goal of
doing good and doing no harm.
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Scurvy
Forgotten
But Not Gone

by Stephen G. Dalton D.O.
and Betsy Goebel Jones, Ed.D.

Department of Family and Community Medicine
Texas Tech University Health Sciences Center School of Medicine, Lubbock

Scurvy, a disease usually associated with ancient British scamen, receives scant atten-
tion in current American medicine. Although primary caregivers will admit to having
studied scurvy, most would probably say that they have never seen a case or even consid-
ered scurvy in their differential diagnosis. None[heless adults whose diets rely on poorly

nutritious fast foods are putting themselves at i d risk of this oft disease.

Scurvy and Vitamin C
Scurvy is a severe deficiency of vitamin C, or ascorbic acid. Its exact incidence is
unknown—scurvy is not a reportable disease, nor is it tracked by the Centers for Disease
Control. Nonetheless, the incidence is likely to be higher than many physicians suspect.

Vitamin C is associated with formation of collagen, which is important in supporting
body structures in skin, bones and tendons. Vitamin C promotes the body’s immune fune-
tions and is necessary for wound repair as well as healthy teeth and gums.! Foods rich in
vitamin C include citrus fruits such as oranges, grapefruits, lemons and the limes that
prompted the term “limey” to describe British seamen. Other food sources are red or
green bell peppers, broceoli, brussels sprouts, cabbage, kiwi fruit and strawberries.2

One cause of vitamin C depletion is smoking, due primarily to the toxicity of the
smoke. In addition, smokers eat fewer fruits and vegetables than do non-smokers, thus
exacerbating the already deleterious effects of smoking on the body’s stores of vitamin C.3

In 2000, the Institute of Medicine published new Dietary Reference Intake (DRIs)
values and Tolerable Upper Intake Levels (ULs) for vitamin C and other dietary antiox-
idants. 4 The DRIs include the Recommended Dietary Allowance (RDA), or the intake
that meets the nutrient needs of 97-98% of individuals in a group, as well as other intake
measures. Conversely, the UL is the highest level of daily nutrient intake that is likely to
pose no risk of adverse health effects to almost all individuals in the general population.
In the case of vitamin C, the UL is based on intake from diet as well as supplements. As
Table 1 shows, the RDA for vitamin C in adults is 60 for women and 75 for men, and the
UL is 2,000 for both genders.

Diagnosing Scurvy

v evridemet

g of Oklah State University
Health Sciences Center, and is board
certified in family practice with a CAQ
in geriatrics. He has a masters degree in
Counseling Psychology. Dr. Wooten is
also a Senior Aviation Medical Officer,
certified Medical Review Officer, certi-
fied in Hyperbarics, and is the medical
director for Narconon Arrowhead, a
drug-free drug rehabilitation center.
Currently, he has a private practice in
Jenks, Oklahoma, with a strong
emphasis on health, wellness and inte-
grative medicine.

of scurvy vary from individual to i I, but are g
by petechial hemorrhages. These hemorrhages are usually perifollicular and predominate in
the hyperkeratotic area such as posterior thighs, anterior forearm and abdomen.s Gingivitis
also often occurs. Table 2, on page 16, lists the physical symptoms and signs of scurvy.

The diagnosis of this systemic disease should be suspected when physical symptoms

and signs of scurvy are present. Hlsmry of a prolonged diet poor in intake of vitamin C -

and without vitamin ly among k hould also
prompt suspicion of scurvy. A diagnosis of scurvy can be confirmed with a plasma
ascorbic acid level of 0.3 mg/dl or less,s although it is i to ber that a

single dose of vitamin C can temporarily raise ascorbic acid levels into the normal range |

despite a depleted body pool and frank scurvy.?

1

Table 3, on page 16, lists major and minor criteria to consider in an initial screening

for scurvy. Most scorbutic patients meet at least two major criteria and at least two minor
criteria. Many of these patients describe themselves as “meat and potato” folks who
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Table 1. Dietary Reference Intakes for Vitamin C

EAR (mg/d) RDA (mg/d): Al (mg/d): UL (mg/d):
Life Stage Group Male | Female | Male | Female Male | Female
0 — 6 months 40 40 NDs
7 — 12 months 50 50 ND
1 -3 years 13 13 15 15 400
4 - 8 years 22 22 25 25 650
79— 13 years 39 39 45 45 1,200
14 - 18 years 63 56 75 65 1,800
| 19— 70 years 75 60 90 75 2,000
[
>70 years 75 60 90 75 2,000
Pregancy
<18 years [ [Rice o | EEso| | [ 1,800
19 - 50 years | [ o] | | [ 2,000
Lactation
<18 years 96 115 1,800
19 — 50 years 100 120 2,000

| Estimated Average Requirement (EAR) is the intake that meets the estimated nutrient needs of half of the individuals in a group
2 Recommended Dietary Allowance (RDA) is the intake that meets the nutrient needs of 97-98% of individuals in a group
3 Adequate Intake (Al) is an experimentally-set intake that is used if sufficient evidence is not available 1o derive an EAR, as is the case with healthy human milk-fed

infants (the Al is not equivalent to an RDA)

4 Upper Tolerable Limit (UL) is the highest level of daily nutrient intake that i likely to pose no risk of adverse health effects to almost all individuals in the general

population
5 Not determinable due to lack of data for this age group

consume a diet almost devoid of fresh fruits and vegetables.
They also rarely take vitamin supplements.

A Typical Presentation

A 38-year-old white female hospital employee, Mrs. Sanders
was a non-alcoholic smoker who had been seen numerous times at
the clinic for severe menstrual cramps and joints that swell easily,
despite little trauma. She had a negative work-up for arthritis. Her
CBC, electrolytes, ANA, RA thyroid function test and sed rate

With dietary change and a daily regimen of 500 mg vitamin
C and a multivitamin, Mrs. Sanders’ arthropathy and rash rapidly
resolved. Dry beriberi was strongly suspected as a contributing
cause of her polyneuropathy and poor memory.

Treating Scurvy

Replacing the body’s stores of ascorbic acid is the treatment
of choice for scurvy. Indeed, the body’s pool is quickly replen-
ished with vitamin C supplementation, including among

kers.? Repletion has been accomplished with doses as small

were normal. Scurvy was d when she p d with a
rash on her right leg as well as pain and swelling in her right knee
without trauma. A PIP joint was also swollen. She complained of
bruising “terribly easily” and had a poly-neuropathy of the right
foot and left upper extremity. She had a slight right knee crepitus
present, and perifollicular hemorrhages on the right leg without
edema. The hair on her legs was thin and fine.

Mrs. Sanders’ memory was extremely poor. She admitted to a
dietary history of one meal a day of meat and potatoes. She
confessed that she never ate vegetables and might eat a peach about
every six months. Her children often joked about putting her in a
nursing home because she couldn’t remember past 30 minutes.
Physically, she looked about 65. Her teeth and gums were in poor
condition with gingivitis. Her vital signs were normal.

Mrs. Sanders’ lab data showed an ascorbic acid level of 0.1
mg/dl (Normal 0.6-2.0 mg/dl). Lab values were also normal for
BI12 (424 pg/ml), VRDL and HIV. Thiamin level was notably
low, but in the normal range.

as 6.5 mg of ascorbic acid daily and recovery rate from scorbutic
symptoms proportional to the repletion dose.® Treatment with as
little as 300 mg a day will replenish the total body in as few as
five days.? Because multiple vitamin and mineral deficiencies are
likely to accompany scurvy, the most prudent choice is ongoing
multivitamin and mineral supplementation as well as proper
dietary changes. The 300-500 mg/d recommended treatment falls
well within the UL4

Preventing Scurvy

The U.S. Department of Health and Human Services’ Healthy
People 2010 initiative lists modest goals for food and nutrient
consumption: To increase the proportion of persons who
consume at least two daily servings of fruit and at least three
daily servings of vegetables.!0 The baseline from which these
goals were set is the finding that only 28% of persons over the
age of 2 consume at least two daily servings of fruit and only 3%
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Table 2. Signs and Symptoms of Scurvy
» Hyperkeratosis « Coiled brittle hair and/or an
Congested follicles excessive loss of hair

« Ecchymosis « Peripheral neuropathy
* Subconjuctional and ocular * Poor would healing
hemorrhages * Sicca syndrome
+ Swollen and/or bleeding gums ~ + Slight to marked edema
* Arthralgia * Acne
+ Joint effusion * Dyspnea
* Exertion

Table 3. Screening Criteria for Scurvy

Minor Criteria

Poor hygiene
Unexplained arthralgias

Major Criteria
« Looks much older than stated 2

age .

+ Teeth and gums in poor condi- predominantly in weight-
tion bearing joints

« Smoker « Bruising easily

Fatigue
Low socioeconomic status
Poorly educated

consume three daily servings of vegetables. Similarly, the
National Center for Chronic Disease Prevention and Health
Promotion’s Behavioral Risk Factor Surveillance System
(BRFSS)!! found in 2000 that, despite our southern latitude and
abundant local produce, only 35.4% of Texans eat fruits or
vegetables once or twice per day and 5.8% eat none at all. More-
over, Texas BRFSS results show that low levels of fruit and

bl are iated with Hispanic ethnicity
and low levels of educanon and income. Texas BRFSS results
also report that 22% of Texans are smokers, and of those, 20%
smoke more than one pack per day.

Thus, even if the Healthy People 2010 goals were met and
BRFSS results improved, vitamin C intake would likely remain
low and fail to alleviate the severe depletions of the vitamin that
lead to scurvy. Particularly for those patients who do not consume
foods that deliver the highest levels of vitamin C such as citrus
fruits and juices and bell peppers, even daily servings of five fruits
and vegetables may fall short of the current RDA's of 90 and 75 for
men and women, resp ly. Thus, ion of vitamin C
is the most reliable prevention for scurvy, including doses as high
as 500 mg per day.

Beyond the minimal recommendations for vitamin C in
scurvy prevention, recent studies have shown some striking
benefits with much higher doses—for example, to prevent exer-
cise-induced asthma,'? to enhance natural killer cell activity and
T- and B-cell function,'? to reduce the incidence of reflex sympa-
thetic dyslmphy after a bone fracture '* and to lower bleud Iead
levels.'s R Wi igate vitamin C’s 1
effects for colds, cancer, strokes, cataracts and heart disease.

A Final Comment

In just one physician’s practice in West Texas, more than 30
patients were diagnosed with scurvy in the span of only a year,
and all responded well to increased doses of vitamin C and
improved nutrition. Thus, scurvy is likely to persist among adults
in the U.S. without imp: d physician vigilance,

and action. The easy availability and convenience of high calorie,
poorly nutritious foods, coupled with busy, stressful lifestyles
and poor food choices will likely contribute to the ongoing
problem. As the saying goes, “If we are what we eat, then many
Americans are fast, easy and cheap!” Similarly, preventing, diag-
nosing, and treating scurvy can be fast, easy and cheap as well,
50 long as health care providers know what to look for and what
questions to ask of their patients.
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Stephen G. Dalton, D.0., is a family physician in private prac-
tice at Kings Park Family Health Center in Lubbock. He also
serves as a clinical faculty member in the Department of Family
and Community Medicine at Texas Tech University Health
Sciences Center in Lubbock.

Betsy Goebel Jones, Ed.D., is Assistant Professor and Research
Coordinator in the Department of Family and Community
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Medicine at Texas Tech University Health Sciences Center in
Lubbock.




GOUT

The typical attack of gout usually settles in the base joint of the big toe but it can
affect other joints in the body also, although not nearly as frequently.

Gout is a form of arthritis but is quite different than what most people think of as
arthritis because it doesn’t cause the usual stiffness and discomfort in several joints of
the body which seems to get gradually worse over a long period of time. Gout, on the
other hand, may hit the joint suddenly and reach its maximum intensity in a day or two
and then regress to being free of pain or symptoms in a few days to a few weeks, with
treatment or possibly without treatment. Generally, symptoms begin in a single joint with
pain of mild intensity to start with, but increasing to a very severe pain in a day or two
with redness and swelling of the joint and severe tenderness.

Gout is much more prevalent in men than in women--about ten to one. Also, approx-
iamatley seventy-five percent of primary gout attacks are in the base joint of the big toe.
Some authorities feel that gout is a genetic disease but while it is possible this problem
has a genetic tendency, I think it is primarily the result of nutritional deficiencies.

Gout has generally been considered a “rich man’s disease” and in bygone days was
frequently experienced by Kings and Lords and the hierarchy of the ruling classes. We
now feel that the reason the rich were plagued with it more than the common folks was
because of the rich foods that they ate. That is probably very true. They ate more of the
meats and the rich desserts and drank more alcohol--things that the poor could not afford.

Those things are still causative factors today but now we also have the added detri-
ment of the multiplicity of sugar foods and refined flour foods and soft drinks to add to
the cause of the problem.

The actual cause of the pain and intense symptoms of gout is the accumulation of uric
acid erystals in the involved joint. If you have ever seen uric acid crystals in the micro-
scope or even seen pictures of them, you would understand the reason for the intense
pain they cause. Uric acid crystals are very minute and resemble what you might envi-
sion as small, very hard, sharply-cut, fine diamonds. Now you may be able to imagine
what pain these sharp edges would cause in a joint!

Since the cause of gout is known to be the accumulation of these uric acid crystals in
the joint, it should be quite basic that if we prevent uric acid from forming, we could
prevent gout--AND SO WE CAN. Uric acid is formed from the breakdown of tissue. In
gout, tissue is broken down faster than the body can properly metabolize it. Some tissue
breakdown is a normal part of living and aging and can be handled by the body without
difficulty, but when it becomes excessive and there is a deficiency of the necessary nutri-
ents in the body to convert uric acid to its harmless components, urea and ammonia, uric
acid crystals form and then the pain starts.

There are two primary drugs that are prescribed to treat this condition once it has
oceurred. Colchicine is used in increasing doses until the pain is relieved. The problem with
this drug is that it has many side effects that can be quite serious, including nausea, vomiting,
neuritis, skin problems and several life-threatening problems if used over long periods of

by Harlan 0. L. Wright, D.O.

“If you have
ever experienced
a Gout attack,
you will not
soon forget (t.”
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time. Zyloprim is a drug used after the
initial crisis of pain is gone. However, this
drug has the possibility of some serious side
effects also, including liver damage and
gastrointestinal problems.

Since gout cannot only be treated but
prevented with nutritional measures
which are quite simple and harmless, why
not do it the nutritional way? First, stop
eating the excessive amounts of meat,
sugar foods and alcohol, etc., which have
a big part in causing the problem. Then,
copious amounts of fresh fruits and
vegetables must be eaten to alkalinize the
body. Since vitamin E complex helps in
preventing the breakdown of the nucleus
of the cells, it should be taken in quanti-
ties of at least 800 mg. per day. Next,
Pantothenic Acid (B5) is very important
because it is required to convert the uric
acid to its harmless s, urea and

TOMA Welcomes New Members

The Board of Trustees of the Texas Osteopathic Medical Association is pleased to intro-
duce the following new members who were formally accepted at the April 19, 2002
Board meeting.

Jorge Alba, D.O.

710 FM 1960 West

Houston, TX 77090

Dr. Alba is a member of District 6. He graduated from the New Jersey School of Osteo-
pathic Medicine in 1985, and is Certified in Pediatrics and Neonatology.

Wayne R. Buchwald, D.O.

5412 Boulder Highway

Las Vegas, NV 89121

Dr. Buchwald is a Non-Resident A iate Member. He grad d from the Philadelphi
College of Osteopathic Medicine in 1974, and specializes in Family Practice.

John F. Carlson, D.O.

764 W. Commerce Street

Fairfield, TX 75840

Dr. Carlson is a first year member and a member of District 18. He graduated from the

Medici

ammonia, to be eliminated by the kidney.
A deficiency of this vitamin is one of the
reasons gout strikes in the first place.
Next, B6 is very important in the treat-
ment of this problem; I usually give 100
mg. twice a day. Magnesium is important
in the utilization of B6; I give at least 500
mg. a day. I give at least 500 mg. of Potas-
sium in the acute phases of gout. Last, but
not least, drink plenty of pure water to get
the end products of tissue breakdown out
of the body.

I cannot emphasize enough how impor-
tant the diet is in the treatment and preven-
tion of this problem. No one need have gout
if plenty of fresh fruits and vegetables are
eaten and if one abstains from the junk
foods and takes reasonable amounts of the
nutrients described in this article.

So, have a good life without gout.

Harlan O. L. Wright, D.O., has been in
practice in Lubbock for the past 50 years,
and is still actively practicing nutritional
and manipulative work. He has authored
many articles for nutritional magazines
over the years. Dr. Wright has a weekly
hour radio show called “Letters to My
Patients,” during which he talks about

I medical tr Jor
common problems and answers questions
from the radio audience.
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Philadelphia College of Osteopathi in 1997, and is Certified in Family Practice,

William M. Chambers, Jr., D.O.

401 Stribling

Azle, TX 76020

Dr. Chambers is a member of District 2. He graduated from the Texas College of Osteo~
pathic Medicine in 1988, and is Certified in Family Practice.

Bart W. Crosby, D.O.

3295 S. Cooper Street

Arlington, TX 76015

Dr. Crosby is a first year member and a member of District 15. He graduated from the
Texas College of Osteopathic Medicine in 1998, and is Certified in Family Practice.

Susan G.P. Dalton, D.O.

618 Everglade Dr.

Mansfield, TX 76063

Dr. Dalton is a first year member and a member of District 2. She graduated from the
Texas College of Osteopathic Medicine in 1987, and specializes in Anesthesiology. Dr.
Dalton was referred for membership by A. Duane Selman, D.O.

Donald C. Dunlap, Jr., D.O.

2140 E. Southlake Blvd. #L.702

Southlake, TX 76092

Dr. Dunlap is a member of District 5. He graduated from The University of Health
Sciences College of Osteopathic Medicine in Kansas City, Missouri, in 1977, and
specializes in Family Practice and Pain Management.

Daniel L. Francis, D.O.
Dr. Francis is a first year member and a member of District 10. He graduated from the
Phi ia College of O in 1998, and is Certified in Family Practice.

Kelly D. Grimes, D.O.

1000 Montgomery

Fort Worth, TX 76107

Dr. Grimes is a first year member and a member of District 2. He graduated from The
University of Health College of Osteopathi in Kansas City,
Missouri, in 1998, and is Certified in Family Practice.




Marc B. Hahn, D.O.
3500 Camp Bowie Blvd.
Fort Worth, TX 76107
Dr. Hahn is a member of District 2. He grad-
uated from the University of Osteopathic
Medicine and Health Sciences, College of
ic Medicine and Surgery in Des
Moines, Iowa, in 1984, and is Certified in
hesiology and Pain M: Heis
currently Dean of TCOM.

Joel T. Hendryx, D.O.

6040 Surety Dr.

El Paso, TX 79905

Dr. Hendryx is a member of District 11,
He graduated from the Texas College of
Osteopathic Medicine in 1986, and is
Certified in Obstetrics and Gynecology.

Shawn M. Henry, D.O.

3773 Timberglen Rd. #2005

Dallas, TX 75287

Dr. Henry is a first year member and a
member of District 5. He graduated from
the Ohio University College of Osteo-
pathic Medicine in 1996, and specializes
in Orthopedic Spine Surgery.

Gary W. Hillman, D.O.

2689 65th Street

Port Arthur, TX 77640

Dr. Hillman is a first year member and a
member of District 12. He graduated from
the University of Oy di

and Health Scwnces/College of Osteo-
pathic Medicine and Surgery in Des
Moines, lowa, in 1998, and specializes in
Family Practice.

Terry D. Jones, D.O.

5419 N. Lovington Hwy. #5

Hobbs, NM 88240

Dr. Jones is a Non-Resident Associate
Member. He graduated from Oklahoma
State University/College of Osteopathic
Medicine in 1993, and is Certified in
Family Practice.

Roberta M. Kalafut, D.O.

1888 Antilley Rd.

Abilene, TX 79606

Dr. Kalafut is a member of District 4. She

graduated from the Ohio University

College of Osteopathic Medicine in 1984,
ializes in Physical Medicine and

Rehnbxhlauon

Adam L. Kouyoumjian, D.O.

4031 W. Plano Parkway #100

Plano, TX 75093

Dr. Kouyoumjian is a first year member and
amember of District 5. He graduated from

the Chicago College of Osteopathic Medi-
cine of Midwestern University in 1994, and
specializes in Orthopedic Surgery.

Mark L. McClanahan, D.O.

706 E. Felt

Brownfield, TX 79316

Dr. McClanahan is a first year member
and a member of District 4. He graduated
from the Texas College of Osteopathic
Medicine in 1987, and is Certified in
Family Practice.

Michael K. McFarland, D.O.

7925 S. Hulen St.

Fort Worth, TX 76132

Dr. McFarland is a first year member and
a member of District 2. He graduated
from the Texas College of Osteopathic
Medicine in 1994, and is Certified in
Internal Medicine.

Michael J. Methner, D.O.

4201 CR 1022

Cleburne, TX 76031

Dr. Methner is a first year member and a
member of District 2. He graduated from
The University of Health Sciences
College of Osteopathic Medicine in
Kansas City, Missouri, in 1998, and
specializes in Internal Medicine.

Herbert C. Mueller, M.D.

9991 Marsh Lane

Dallas, TX 75220

Dr. Mueller is an Associate Member. He
graduated from the Texas Tech School of
Medicine in Lubbock in 1977, and
specializes in Internal Medicine.

Hanh Dung T. Nguyen, D.O.

6780 Abrams Rd. #211

Dallas, TX 75231

Dr. Nguyen is a first year member and a
member of District 5. She graduated from
Nova Southeastern University of Health
Sci -College of Osteopathic Medi-
cine in 1998, and is Certified in Family
Practice.

Ronald C. Only, D.O.

502 W. Jasper Road

Killeen, TX 76542

Dr. Only is a first year member and a

graduated from the Kirksville College of
Osteopathic Medicine in 1979, and is Certi-
fied in Internal and Pulmonary Medicine.

Mindy M. Plotkin, D.O.

2287 Mowry Ave. #C

Fremont, CA 94538

Dr. Plotkin is a Non-Resident Associate
Member. She graduated from the Texas
College of Osteopathic Medicine in
1997, and specializes in Obstetrics and
Gynecology.

Damon A. Schranz, D.O.

UNTHSC Seminary Clinic

1305 E. Seminary Dr.

Fort Worth, TX 76115

Dr. Schranz is a first year member and a
member of District 2. He graduated from
the Texas College of Osteopathic Medi-
cine in 1998, and is Certified in Family
Practice.

Cobra A. Shanley, D.O.

P.O. Box 792

La Grange, TX 78945

Dr. Shanley is a first year member and a
member of District 9. She graduated from
the Texas College of Osteopathic Medi-
cine in 1998, and is Certified in Family
Practice.

Mark W. Sij, D.O.

874 W. Hwy 243 #108

Kaufman, TX 75142

Dr. Sij is a first year member and a
member of District 3. He graduated from
the Texas College of Osteopathic Medi-
cine in 1998, and specializes in Internal
Medicine.

Barry S. Simkin, D.O.

855 Montgomery Street

Fort Worth, TX 76107

Dr. Simkin is a first year member and a
member of District 2. He graduated from
the University of New England College of
Osteopathic Medicine in 1997, and is Certi-
fied in Internal Medicine and Geriatrics.

Denise L. Tarver, D.O.

7616 Culebra #130

San Antonio, TX 78251

Dr. Tarver is a member of District 17. She
d from Michi State Univer-

member of District 7. He graduated from
the New Jersey School of Osteopathic
Medicine in 1998, and is Certified in
Family Practice.

David Ostransky, D.O.

4936 Collinwood Avenue #100

Fort Worth, TX 76107

Dr. Ostransky is a member of District 2. He

sity College of Osteopathic Medicine in
1979, and is Certified in Family Practice.

Jonathan P. Tripp, D.O.

1240 W. Oaklawn #101

Pleasanton, TX 78064

Dr. Tripp is a first year member and a
member of District 17. He graduated from
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the Kirksville College of Osteopathic
Medicine in 1998, and is Certified in
Family Practice and Osteopathic Manipu-
lative Medicine.

Da-Thuy T. Van, D.O.

125 Willow Lane

Stephenville, TX 76401

Dr. Van is a first year member and a
member of District 2. Dr. Van graduated
from Ohio University College of Osteo-
pathic Medicine in 1997, and specializes
in Opthalmology.

Lewis Westerfield, D.O.

713 E. Anderson

Weatherford, TX 76086

Dr. Westerfield is a member of District 2.
He graduated from the Texas College of
Osteopathic Medicine in 1993, and is
Certified in Internal and Emergency
Medicine.

Benefit Designers of Texas, Inc.

Mary Starr

14141 Hwy 290 West #500

Austin, TX 78737

Benefit Designers is an Affiliate Member.

New Intern and
Resident Members

Erik Austin, D.O. graduated from
Western University of Health Sciences in
Pomona, California in 2001, and serving
an Internship at Henry Ford Health
System in Detroit, Michagan.

Roberto Cardarelli, D.O. graduated
from the Texas College of Osteopathic
Medicine in 2001, and is serving an
Internship at Ben Taub General Hospital
in Houston.

Rick Jui Han Lin, D.O. graduated from
the Texas College of O hic Medi-

Alberto Santos, II1, D.O. graduated from
the Texas College of Osteopathic Medi-
cine in 2001, and is serving a Family
Practice Residency at Bay Area Medical
Center in Corpus Christi.

Cary N. Schneider, D.O. graduated from
The University of Health Sciences
College of Osteopathic Medicine in
Kansas City, Missouri, in 1985, and is
serving a Family Practice Residency at
Dallas Southwest Medical Center.

William F. Simpson, Jr., D.O. graduated
from the West Virginia School of Osteo-
pa(hlc Medicine in 1997, and is serving a

cine in 2001, and is serving an Internship
at Dallas Southwest Medical Center.

Nancy L. Luongo, D.O. graduated from
the Philadelphia College of Osteopathic
Medicine in 2000, and is serving a Family
Practice Residency at St. Paul University
Hospital in Dallas.

George Keith Ragsdale, D.O. graduated
from The University of Health Sciences
College of Osteopathic Medicine in Kansas
City, Missouri, in 2001, and is serving a
Residency in Anesthesiology at Scott and
White Memorial Hospital in Temple.

y in General Surgery at the
Os:eopa(hlc Medical Center of Texas in
Fort Worth.

Justin S. Sparkes, D.O. graduated from
Nova Southeastern University of Health
Sciences-College of Osteopathic Medi-
cine in 2001, and is serving an Internship
at Texas Osteopathic Medical Center in
Fort Worth.

Ramana G. Surya, D.O. graduated from
the Texas College of Osteopathic Medi-
cine in 1998, and is serving a Residency
in Psychiatry at Parkland Hospital in
Dallas.

TOMA 57th Annual House of Delegates Meeting

April 19, 2002 - Round Rock, Texas

Major Actions of the TOMA
House of Delegates

MOTION: That life membership in TOMA be approved for
Max E. Ayers, D.O., of Athens; Bernard H. Feigelman, D.O., of
Richardson; Elmer L. Kelso, D.O., of Cranfills Gap; and Phillip
P. Saperstein, D.O. of Fort Worth.

APPROVED

RESOLUTION NO. 1 PERTAINING TO DIETARY SUPPLE-
MENTS: The House of Delegates calls upon the AOA to request
that the U. S. Congress amend DSHEA (the Dietary Supplement
Health and Education Act of 1994) so that dietary supplements
will undergo premarket safety and efficacy evaluation by the
FDA; and further resolves to forward this resolution to the AOA
House of Delegates for its consideration.

APPROVED

RESOLUTION NO. 2 PERTAINING TO DISPARITIES
BETWEEN RURAL AND URBAN PRACTICE: The House
of Delegates supports Federal legislation that would establish a
mi um geographic cost-of-practice index value for physi-
cians” services of 1.000; and further resolves to forward this
resolution to the AOA House of Delegates for its consideration.
APPROVED

20 Texas DO. June 2002

RESOLUTION NO. 3 PERTAINING TO D.O. DAY ON THE
HILL: The House of Delegates supports the concept of sched-
uling future D.O. day on the Hill events to encompass the
COSGP and SOMA confe in order that partici-
pation of students leaders, as well as practicing physicians, can
be assured: and further resolves to forward this resolution to the
AOA House of Delegates for its consideration.

APPROVED

RESOLUTION NO. 4 PERTAINING TO TOMA DISTRICT
7 SERVING AS THE HOST DISTRICT FOR THE 2002
TOMA CONVENTION: The House of Delegates goes on record
expressing sincere appreciation to TOMA District 7 for serving as.
the host district for the 2002 TOMA annual convention.
APPROVED

RESOLUTION NO. 5 PERTAINING TO PROFESSIONAL
LIABILITY INSURANCE: The House of Delegates calls upon
the Texas Legislature to make effective tort reform a high priority
in order to lower the high cost and limited availability of profes-
sional liability insurance; and further resolves to forward this
resolution to the AOA House of Delegates for their consideration
in supporting the passage of an effective nationwide federal tort
reform law.

APPROVED AS AMENDED

=



RESOLUTION NO. 6 PERTAINING TO PROMPT PAY
LEGISLATION: The House of Delegates urges the Texas
Legislature, the Governor of Texas, and the Texas Insurance
Commissioner in the strongest possible terms to pass and imple-
ment Prompt Pay Legislation in Texas that includes appropriate
fines, maximum allowable interest, and penalties for non-
compliance by insurers.

APPROVED AS AMENDED

RESOLUTION NO. 7 PERTAINING TO SENIOR
PRESCRIPTION DRUG DISCOUNTS: The House of Dele-
gates goes on record in support of pharmaceutical company
programs that provide senior citizens with discounts on prescrip-
tion drugs for a modest co-payment; and further resolves to
forward this resolution to the AOA House of Delegates for its
consideration.

APPROVED AS AMENDED

RESOLUTION NO. 8 PERTAINING TO TAKE BACK
LAWS: The House of Delegates calls upon the Texas Legislature
10 pass legislation with wording stipulating that the insurance
carriers” appeal period that is applicable to the physician, is also
applicable to the insurance carrier; and further resolves to
forward this resolution to the AOA House of Delegates for its
consideration to request federal legislation from the U.S.
Congress.

APPROVED AS AMENDED

RESOLUTION NO. 9 PERTAINING TO TERM LIMITS FOR
TRUSTEES OF THE TEXAS OSTEOPATHIC MEDICAL
ASSOCIATION BOARD:

PULLED BY DISTRICT

RESOLUTION NO. 10 PERTAINING TO THE USE OF
LASERS: The House of Delegates supports a policy that the use
of a Class IV medical device to alter or change tissue constitutes
surgery; and further supports the policy that a physician must be
on site in order to delegate a procedure with a Class IV medical
device by a non-physician.

APPROVED AS AMENDED

RESOLUTION NO. 11 PERTAINING TO THE CONVER-
SION FACTOR FOR THE MEDICARE FEE SCHEDULE:
The House of Deleg pports federal legislation whereby the
SGR system (sustainable growth rate) would be replaced with an
annual update based on factors influencing the unit costs of effi-
ciently providing physician services; and further resolves to
forward this resolution to the AOA House of Delegates for its
consideration.

APPROVED AS AMENDED

RESOLUTION NO. 12 PERTAINNG TO THE CODE OF
ETHICS OF THE TEXAS OSTEOPATHIC MEDICAL
ASSOCIATION AND THE AMERICAN OSTEOPATHIC
ASSOCIATION: The TOMA House of Delegates calls upon the
AOA House of Delegates to revise Section 11 of its Code of
Ethics so that it reads as follows: “In any dispute between or

among physi ding the diagnosis and of a
patient, the atiending physician has the ibility for final
decisi with any applicabl pathie) hospital
rules or regulations.”

APPROVED

RESOLUTION NO. 13 PERTAINING TO A “ROLL OF
HONOR” FOR TOMA'S HOUSE OF DELE S WITH
20 YEARS OR MORE OF SERVICE: The House of Delegates
authorizes its Speaker to appoint an Ad Hoc Committee of the

House to handle the administrative duties associated with the
development and periodic updating of a “Roll of Honor” for
osteopathic physicians with 20 or more years of service in the

TOMA House of Delegates.
APPROVED AS AMENDED

Other Action Taken by the House

Sunset Review of Resolutions
Passed by the 1997 TOMA House of Delegates
and Completed Resolutions
NUMBER TITLE
DELETE

97-05 “Elbow-to-Elbow™ HCFA Rules for Post Doctoral
Training Programs

01-24 Host District

01-26 Osteopathic Physicians Who Have Completed
Terms on the Texas Medical Foundation’s
Board of Trustees
REAFFIRM

97-10 Bundling of OMT into Capitation Fee
for Office Visit

97-15 Data Bank

97-16 Drug Industry Gifts

97-19 Hepatitis B Vaccinations for Texas
Health Care Workers

97-13 Medicare Resource Based Relative Value
Scale for OMT

97-14 OSHA Regulations

97-17 Prescribing Pharmacists

Revised Resolutions
denotes new language [ denotes deleted language |

97-09 DENIAL OR LIMITATION OF HEALTH CARE
COVERAGE BASED ON GENETIC INFORMATION
WHEREAS, Texas osteopathic physicians are very concerned
with the potential for misuse of genetic research, and
WHEREAS, everyone could be found to have pre-existing
medical conditions based on genetic information since almost
everyone has gene mutations that predispose them to certain
illnesses, and

WHEREAS, legislation is needed that would prevent health care
insurers from using genetic data in deciding whether to hire or
fire someone unless they can prove the information is job related,
and

WHEREAS, health insurers and employers should be required to
obtain written informed consent for the request, collection, or
disclosure of genetic information from an individual and
releasing that information to a third party, therefore

BE IT RESOLVED, that the TOMA House of Delegates goes on
record supporting legislation to ban genetic discrimination by
employers and health care insurers [, and
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BE IT FURTHER RESOLVED, that this resolution be
forwarded to the AOA House of Delegates for consideration).

97-18 MEDICAID PATIENTS USAGE OF EMERGENCY
ROOMS
WHEREAS, many physicians must provide extensive coverage
to local hospital emergency rooms, and
WHEREAS, many Medicaid patients have historically used the
hospital emergency room when they could use a doctor's office,
[and
WHEREAS, the new Medicaid (TMRM) rate for the emergency
room, visit code 99281, is $22.31, and that fee will be reduced
to $13.39 (60 percent of $22.31 for non-emergent diagnoses),]
therefore
BE IT RESOLVED that the TOMA House of Delegates request
TOMA work with the Texas Commission of Health and Human
Services to: (1) educate their clients on the appropriate use of
y rooms; (2) early “lock-in” for those
patients identified as over utilizing hospital emergency rooms;
and (3) eliminate penalties to the physician for the patients’ inap-
propriate use of emergency rooms, (i.e., do not reduce reim-
bursement to 60 percent for non-emergent visits).

97-06 REPORTING OF ILLEGAL IMMIGRANTS TO
IMMIGRATION AND NATURALIZATION SERVICE
WHEREAS, provisions in two federal laws restrict preventive
services and primary care to legal and illegal immigrants and
could result in health care providers reporting illegal immigrants
to the Immigration and Naturalization Service (INS) for possible
deportation, and

WHEREAS, the Welfare Reform Act gives states greater discre-
tion in denying Medicaid coverage to legal and illegal immi-
grants, and

WHEREAS, contagious diseases do not discriminate between
citizens and non-citizens, and

WHEREAS, physicians should be especially vigilant in states
with high numbers of immigrants, and

WHEREAS, infectious diseases such as tuberculosis and measles
are on the rise among this segment of the population, therefore
BE IT RESOLVED, that the TOMA House of Delegates requests
the AOA, through the Council on Federal Health Programs, peti-
tion HCFA to review and modify its rules and regulations to
insure that physicians are indemnified and th not held
responsible to identify the legal resident status of any patient, and
BE IT FURTHER RESOLVED, that the TOMA House of Dele-
gates requests the AOA, through the Council on Federal Health
Programs, petition HCFA to place the interests of U.S. public
health as the primary consideration in determining who receives
health care services [, and

BE IT FURTHER RESOLVED, that this resolution be
forwarded to the AOA House of Delegates for consideration.).

97-07 TOMA RESOLUTION ACTION PLAN

WHEREAS, many Texas osteopathic physicians donate their
time to represent the profession at the TOMA House of Dele-
gates, and

WHEREAS, their actions represent the policies of the member-
ship for this organization, therefore
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BE IT RESOLVED, that the TOMA House of Delegates directs
the TOMA Executive Director, in the annual report to the TOMA
House of Delegates, report all actions and on-going activities
reflecting the due diligence of the TOMA Board of Trustees in
acec ishing the app d i This report shall
include information pertaining to each and all resolutions passed
by the TOMA House of Delegates until it reaches final disposi-
tion, including actions taken by agencies and/or committees to
whom any resolutions may have been referred [, and

BE IT FURTHER RESOLVED, that the TOMA House of
Delegates submit a similar resolution to the AOA House of
Delegates for adoption).

The House of Delegates observed a minute of silence for the
following members, family and friends who have passed on
during the past year: Robert H. Renfro, Jr., D.O.; Grover Stukey,
D.O.; Sherman P. Sparks, D.O.; Alan R. Boyd, D.O.; Willie Mae
Bonner Elliot, D.O.; Wyman P. Sandlin, D.O.; Edmund D.
Buckalew, D.O.; Mrs. Ted C. (Betty) Alexander, Jr.; Trent A.
Kirschstein, D.O.; Hyman Kahn, D.O.; David B. Greene, D.O.
George M. Esselman, D.O.; John Boyd, D.O.; William R. Boone,
Sr., D.O.; Thomas Lavaty, D.O.; Marion E. Coy, D.O.; Allen W.
Jacobs, D.O., Ph.D.; Keith L. Hull, Sr., D.O.; John C. Phillips,
D.O.; Lynn F. Fite, D.O.; Mary Edwina Larmoyeux Luibel; and
James H. Kritzler, D.O.

The following physicians were recognized for their service in the
TOMA House of Delegates:

SYEARS  Ronald W. Brenz, D.O.; Adam B. Smith, D.O.
11 YEARS  Elizabeth A. Palmarozzi, D.O.

12 YEARS George M. Cole, D.O.; Joseph A.

Del Principe, D.O.

13 YEARS Daniel W. Saylak, D.O.; George N. Smith, D.O.
14 YEARS Kenyon R. Behrens, D.O.; D. Dean

Gafford, D.O.; Carl V. Mitten, D.O.; Paul S. Worrell, D.O.
15 YEARS Al E. Faigin, D.O.; Royce K. Keilers, D.O.;
Monte E. Troutman, D.O.

16 YEARS  James W. Czewski, D.O.

17 YEARS  Kenneth S. Bayles, D.O.; Bill V. Way, D.O.
18 YEARS David M. Beyer, D.O.; James E.

Froelich, III, D.O.; R. Greg Maul, D.O.; Randall W.
Rodgers, D.O.; Arthur J. Speece, III, D.O.; Rodney M.
Wiseman, D.O.

19 YEARS Mark A. Baker, D.O.

20 YEARS Nelda N. Cunniff-Isenberg, D.O.; Jerry E.
Smola, D.O.

22 YEARS James G. Matthews, Jr., D.O.; John L.
Mohney, D.O.

23 YEARS  Joseph Montgomery-Davis, D.O.

25 YEARS Robert G. Maul, D.O.; Robert L. Peters, D.O.;
Merlin L. Shriner, D.O.

26 YEARS Donald F. Vedral, D.O.
30 YEARS  Bill H. Puryear, D.O.

32 YEARS John J. Cegelski, Jr., D.O.
33 YEARS Donald M. Peterson, D.O.
34 YEARS T. Eugene Zachary, D.O.

37 YEARS  David R. Armbruster, D.O.




The folks

at the IRS

must have
kids too.

Putnam CollegeAdvantage is a 529 college
savings plan sponsored by the Ohio Tuition
Authority, managed by Putnam Investment
Management, Inc. and distributed by Putnam
Retail Management, Inc.

Not FDIC Insured

May Lose Value

No State or Bank Guarantee

Putnam
CollegeAdvantage

is a brand new tax-advantaged way
to save for college. The plan offers
tax-deferred growth, the potential
for a lower tax rate on withdrawals,
and an opportunity to help reduce
estate taxes for seniors. Plus, any-
one can open an account on behalf
of a college-bound beneficiary:
parents, grandparents, relatives —
even family friends.

Call us to discuss the benefits of
Putnam’s CollegeAdvantage or to
receive information on how
CollegeAdvantage might be
appropriate for your college
savings needs. Please read the
offering statement and participation
agreement carefully before investing
or sending money.

1 You control withdrawals
2 You get tax benefits
3 You pick the portfolio

DEAN, JACOBSON FINANCIAL SERVICES, LLC

3112 West 4t Street (76107)
P.O. Box 470185
Fort Worth, TX 76147-0185

Local 817-335-3214
Metro 972-445-5533
Toll-Free 800-321-0246

Section 529 College Savings Plans use securities. They are provided through Linsco/Private Ledger, Member NASD/SIPC.

Contact DJFS for a prosp which ins more

ion about fees and other expenses.




The Physician’s Guide
& Training Program for

Texas Medical Association, Texas Osteopathic Medical
Association, and Texas Academy of Family Physicians are pleased
to announce that the Texas Department of Health has approved
regulations authorizing TMA/TOMA/TAFP to offer physicians an
on-the-job training program for non-certified radiologic techni-
cans.

Physicians can now train staff to become x-ray equipment opera-
tors with this convenient educational tool. The OT) program
allows physicians to effectively train individuals to perform routine
diagnostic X-Ray procedures in their office. The two-binder pro-
gram includes a physician’s training guide and a student work-
book. All tests, answer keys, certificates and forms are included.

PRICING [includes tox, shipping and handiingj: $298.38

3 E-Z Ways to Order

1 Mail: Mail check or credit card information with order for to:
TMA Bookstore, 401 West 15th Street
Austin, Texas 78701-1680

£ Phone: Call (800) 880-1300, Ext. 1456 to order with VISA,
MasterCard or American Express

3 Fax: Fax order form to [512] 370-1635 to order with VISA,
MasterCard, or American Express

Name:

Practice Name:

Phone: ( )

Address:

Fax( )

City:

X Zip:

Payment O Check enclosed O VISA OMC O AMEX

Credit Card Number

Exp. Date:

Name on Card:

Signature:




Self's

Tips & Tidings

Who Needs It?

If you get in a shipment of rubber
gloves, you route that box to the nurses in
your practice. You don’t hand it to the
front office staff to use. Along those lines,
when you get this magazine each month,
you read this monthly column and then
file it away — so you only get 10% to 20%
of it’s value to your practice. Thousands
of medical offices pay Don Self & Asso-
ciates, $195 a year for a monthly 8-page
newsletter subscription, which is different
than this 2-page article each month.
Wouldn't it be a shame if they didn’t read
it when they get it, and you get this for
free! My advice for you is to hand this to
your office manager to copy each month,
as he/she will know how to best use this
information on your claims, your fees,
and your collections.

Docs Can No Longer Survive
on Just Office Visits

There was a time when a family physi-
cian could hang out a shingle, start seeing
patients in their office and make a decent
living charging for office visits. Unfortu-

nnely. those days are no more, thanks to
M ided

care contracts, Medicaid entitlements and
increased expenses involved in running a
practice. Today, if you want to survive and
make a decent living for your family, you
have to do more than examinations and
writing prescriptions. Yes, you can make
some money doing OMT, but that still will
not be enough when you consider the fact
that some managed care plans you're
enrolled in refuse to pay an office visit
when you do an OMT (Why do you sign
those kind of contracts anyway?).

So, what do you do? You look for
ancillary services. As a reimbursement
consultant, I've had to find ancillary diag-
nostics or therapies that meet 3 require-
ments for my clients:

utilized by my particular client, and
3. The service must be at least moder-
ately profitable.

Members of TOMA regularly call, fax
or e-mail me asking if this service or that
service will be paid for and I look them up.
Usually, I don't recommend that a primary
care physician spend a lot of money on X-
rays and definitely have second thoughts
before putting in a CLIA approved lab in
your office. I definitely like one electrical

By Don Self

told to bill for 96115, yet if they do, they
are filing a fraudulent claim under the
False Claims Act. The MMSE s a test
that has to be sent off and graded and sent
back to you; you cannot “grade” it your-
self. When you have the patient go
through those questions, that is just part
of your E&M (visit) and cannot be
counted separately.

Can I Bill For...?

Q.1 had a pauenl come in with dual

piece of it pays
well and I've been known to d
it. Ilike the heel - DEXA machines as they

also pay well, when there is medical neces-
sity. Sometimes, I have to tell you to use
different codes on this or that than what the
equipment salesmen tell you, but I let you
know if it's profitable. I have found 2 that
we’re doing with my osteopathic doctors
all over the state, and in other states as
well, that are highly profitable and benefi-
cial to most of the patients. If you have
patients with migraine headaches or IBS,
let me strongly encourage you to call me
for information on the LEAP tests. The
average payment gives more than $400
profit to the practice and is helping more
than 70% of my clients’ patients with
certain diagnoses. If you're not doing
cardiac event monitors in your practice —
call me. The average non-Medicare
payment on these exceeds $400 as well,
and you have zero expenses involved.
Also, check with us before you spend a lot
of money on a lease for any equipment or
you take coding advice from any pharma-
ceutical representatives. You might avoid
some costly fines and penalties, as you'll
see in this next article. Once again — before
you sign on that lease — give us a call at
800-256-7045. You may find out too late
that Medicare is dropping payment.

Mini Mental Status Exam —
You’re Not Doing it

Many physicians and clmlcs are

I. The service must be
and proven to help patients,
2. The service must be one that will be

Ily viable

to a phar
tive when they are given a series ofques-
tions to ask the patients. They are being

ity schizop Do I charge
one office visit or two?

A. Unless you have a dual personality
with two different provider numbers
yourself, just bill one office vm( -

gardless of how many p
the patient has.

Q.1 have Medicare insurance myself.
Yesterday, I had to run a stress test and
lab work on myself. Am I allowed to
bill Medicare for myself?

A. No. Medicare has a policy whereby
they do not pay for a service on a
family member that would probably
get the service for free, if the patient
didn’t have Medicare. Seeing that you
are your father’s son, you are a relative
to yourself, so you cannot bill
Medicare for the services you provide
to yourself. One more thing — if you
disagree with your diagnosis — get a
second opinion.

Q. Can I charge for drawing the blood,
when I bill for the blood test?

A. Yes, you can and should bill for
drawing the blood. What codes you
use depends on the type of insurance.
If it is Medicare and you used a vacu-
tainer — bill GO0O1. If it is Medicaid -
charge a handling charge (99000). If it
is anyone else, bill out 36415.

Photo ID a Must
for New Patients
Some people are misunderstanding my

recommendation to get a copy of the
drivers license of every new patient (or

Texas DO. June 2002 25




responsible party) to make sure you're
dealing with whom you think you are
While I recommend you do so on every
new patient, I also recommend that you
make a copy of the Medicaid patient’s
Medicaid card on every visit — not just the
first one. Patients get and lose eligibility
from month to month. It is not unheard of
for a young patient to show up with a
Medicaid card and later find out the person
you treated was not the person on the card.

Disclosing Social Security
Number

Many people misunderstand the privacy
laws concerning the social security number.
Patients do not have to present their social
security number to you, but then you don’t
have to accept them as new patients, either.
Here is a story from one consultant in Wash-
ington, D.C.:

An attorney (new) patient came to
the check-in window. He completed
the forms, left the SSN blank and gave
me his insurance card. When 1
reviewed the data, I asked him for his
SSN and he said “you don't need it,
it's not required information.”

1 asked him if he wanted to pay in
full for his visit. He looked at me kind
of funny and asked why. I showed him
his United Healthcare card, which
had only a group number on it, but he
had not filled in the SSN and signed
the back. I said, “Sir, without it, I can't
submit a claim on your behalf. Would
you like to use cash, check, Master-
card, or VISA?" He gave me his
social security number.

Questions Answered

Yes. Please come see me at my booth at
the TOMA and the TxACOFP conventions.
However, you are also welcome to e-mail
questions to me at donself @donself.com or
visit my site at <www.donself.com>. Make
sure you identify that you are a member of
TOMA. If there will be a charge for
answering the question, you'll be notified
before charges are made.

Don Self, CSS, BEMA

305 Senter Avenue

Whitehouse, TX 75791
donself@donself.com
www.donself.com/doc
903-839-7045; FAX 903-839-7069
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News :

from the University of North Texas
Health Science Center at Fort Worth

Blanck Named to Board of Public Policy Organization

The Annapolis Center for Science-Based Public Policy has named Ronald R.
Blanck, D.O., president of the University of North Texas Health Science Center l
Fort Worth, to its board of directors.

Blanck will also serve on The Annapolis Center’s Medical Advisory Committee |

The ittee provides an opp for leading experts in the environmental
health, medical and safety fields to exch pinions and g ga
emerging trends.

The A lis Center for Sci Based Public Policy is a nnmmal

educational organization that supports and p
health and safety decision making through thc use of sound scnence It was f
by a group of scientists, former policy-makers, and itted
ensuring that public policy decisions are based on sclenuﬁc facts and reasoning.

Blanck joined the UNT Health Science Center in August 2000 after his
ment from the U.S. Army. He began his military career in 1968 as a medical offi
and battalion surgeon in Vietnam. He retired 32 years later as the Surgeon
of the U.S. Army and commander of the U.S. Army Medical Command -- with m
than 46,000 military personnel and 26,000 civilian employees throughout the

Board certified in mtemal medicine, Blanck is consudemd an expen on bio
rorism issues. He ly chairs the A (o] 's Task.
on Bioterrorism and the Texas Medical Association's Task Force on Bioterrorism.

U. S. News & World Report Ranks UNT Health Science
Among Top Primary Care Medical Schools

The University of North Texas Health Science Center at Fort Worth has beer
ranked as one of the country s top medu:a.l schools in pnmxry care by U.S. News ¢
World Report. The published its annual rank of America's best grad
uate schools in its April 15 issue.

The Texas College of Osteopathic Medicine (TCOM) at UNT Health
Center tied for 39 on the list with Brown University, Wake Forest, and Uni
of Nebraska. This is the first time this survey has ranked the health science
in the top 50 medical schools. However, the magazine has ranked the com
health degree program at the center's School of Public Health since 2000.
specialty survey was not updated this year.

“The Texas College of Osteopathic Medicine was originally founded to
primary care physicians, and we've long been a leader in this area,” said
Hahn, D.O., dean of TCOM at the Fort Worth academic medical center. “This
nition by our peers is yet another indication of the quality of our physician g

These rankings of the medical schools are based on the results of surveys
deans and senior faculty of the 144 medical schools in the United States md
dency program directors, as well as other criteria such as student se
faculty resources.

A complete copy of the survey results is available online at <www.us




New Prescription
Requirements

Method to Prohibit Generic
Substitution Changes

The 77th Texas Legislature passed S.B. 768, which made
significant changes to the generic substitution section of the
Texas Pharmacy Act. Included in the changes are the elimination
of the requirement that a prescription be on a two-line prescrip-
tion form, and the requirement that the Board of Pharmacy adopt
rules to provide a “dispensing directive” by which the prescriber
will instruct pharmacists on substitution instructions. This
portion of the law becomes effective June 1, 2002. Physicians are
advised to be aware of the following changes.

Prohibiting Substitution
on a Written Prescription

This is the major change in the substitution law: Effective
June 1, 2002, the physician must write in his/her own hand-
writing the words, “Brand Necessary” or “Brand Medically
Necessary” on the face of a written prescription. These instruc-
tions must be manually written — not preprinted, rubber stamped,
or otherwise reproduced on the prescription form. The change in
law eliminates the requirement that all prescriptions be written
on a two-line prescription form. In addition, two-line prescrip-
tion forms, check boxes, or other notations on an original
prescription drug order, which indicate “substitution instruc-
tions,” are not valid methods to prohibit substitution, and a phar-
macist may substitute on these types of written prescriptions.

Multiple prescriptions on one form — In the case of multiple
prescription orders on one prescription form, the physician must
clearly indicate to which drugs the dispensing directive (“brand
necessary™) applies. If not clearly indicated, the pharmacist may
substitute on all prescriptions on the form.

Two-line Prescription Form No Longer Necessary

As noted above, a two-line prescription form is no longer
required as of June 1. Although a format is not specified, the
Texas State Board of Pharmacy encourages physicians to use a
form that contains:

* Asingle signature line for the physician; and

* The following reminder statement may be printed on the face of
the prescription: “A generically equivalent drug product may be
dispensed unless the prescriber hand writes the words ‘Brand
Necessary’ or ‘Brand Medically Necessary” on the prescription.”

(Note: Although a prescription format is no longer required, prescrip-

tions issued by APNs and PAs must still conform to the requirements

Specified in Section 157.056 of the Medical Practice Act.)

Use of the two-line form after June 1 - If a written prescrip-
tion was issued prior to June | but is filled on or after June 1, the
pharmacist must follow the substitution instructions on the
prescription.

Refills for prescriptions issued on the two-line prescription
format prior to June 1 will follow the original substitution instruc-
tions, unless otherwise indicated by the physician, including
prescriptions issued prior to June 1.

Indicating the Dispensing Directive on Verbal,
Faxed, and Electronic Prescriptions

Verbal prescriptions

To prohibit substitution, a physician (or designated agent)
must tell the pharmacist “brand necessary” or “brand medically
necessary.” The pharmacist must note any substitution instruc-
tions on the file copy of the prescription drug order. If a physi-
cian fails to give verbal instructions, the pharmacist may
substitute a generically equivalent drug product.

If the verbal prescription is to be reimbursed through the
Medicaid program, the physician must clearly indicate that the
brand is necessary when the prescription is communicated; AND
fax or mail a copy of the original prescription drug order with the
words “brand necessary” or “brand medically necessary” on the
face of the prescription to the pharmacy within 30 days,

Electronic prescriptions

To prohibit substitution, “brand necessary” or “brand
medically necessary” must be noted on the electronic prescrip-
tion drug order.

If the electronic prescription is to be reimbursed through the
Medicaid program, the physician must indicate that the brand is
necessary on the electronic prescription pad, AND fax or mail a
copy of the original prescription drug order with the words
“brand necessary” or “brand medically necessary” hand written
on the face of the prescription.

A complete copy of the rules, Chapter 309 — Generic Substitu-
tion, can be obtained from the Texas State Board of Pharmacy web
site <www.tsbp.state.tx.us> under “Latest News and Updates.”
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REVISIONS FROM THE TEXAS WORKERS'
COMPENSATION COMMISSION

Revised Doctor Training and Registration Requirements

ADL Registration/Application

New legislation and TWCC rules require that on or after
September 1, 2003 all doctors who participate in the Texas
workers’ compensation system be on the Commission's
Approved Doctor List (ADL). All doctors who wish toparticipate
in the system, including those currently on the ADL, will be
required to:

« File an application;
« Complete basic training; and
« Provide financial disclosure.

A doctor who fails to meet these requirements will be
removed from the ADL on September 1, 2003.

Basic TWCC-prescribed training will cover the requirements of
the Texas workers' compensation system including things such as:
roles and responsibilities of doctors;
efficient utilization of care;
preauthorization requirements;
return-to-work practices;
maximum medical improvement;
entitlement to benefits; and
other relevant workers’ compensation topics.

The C is currently anticipating making the basic
training available through self-study begi this summer and
expects to begin accepting ADL applications and financial
disclosure statements in January of 2003.

Gra oo, ke e

Impairment Evaluation Authorization

On or after September 1, 2003, only doctors who have been
certified by the Commission will be permitted to evaluate the
permanent impairment of a Texas workers’ compensation claimant
(unless the C grants p on an ion basis).

To become authorized as an Impairment Evaluating Doctor,
the doctor must:
+ meet the ADL application and training

doctors) since January 1 of this year, the doctor has met the Ii
training requi but, prior to ivil thorizati

2 as
Impairment Evaluating Doctor (and being permitted to e
impairment on or after September 1, 2003), will be required to:
« pass the IR exam, and -
» meet the ADL appli

A list of opportunities to attend the required Commi
prescribed IR training is available on the Commission’s w
at <www.twee state.tx.us> or interested parties may call
Benefits Customer Services at 512-804-4800, option 6.

and training requi

Alternative Impairment Evaluation Training

Asan to taking the C ission’s p ibed i
ment evaluation training, doctors may, with Commission pern
sion, substitute other similar training for the initial required
training. To request approval for alternate impairment evalu
training, the doctor or ancillary health care provider must submit:
« the date of training; 1y
« the name of the organization providing the training;
the names of the educators conducting the training;
CME accreditation/hours established for the training;
an outline of the curriculum; and
a certificate of completion.

Doctors and ancillary health care providers requ
pproval for alternate impai Juation training must
the request to: Medical Benefits Services, Texas V
Compensation Commission, 4000 S. IH 35, Austin, °
78704. The Commission will notify the doctor or anci
provider of the approval or denial of the alternate training.

In addition to being authorized as an Impairment Eval
Doctor, a doctor must meet the training and application
ment to be included on the Commission's Approved D
(ADL) as laid out in Rule 180.20 (relating to the Commi
Approved Doctor List) and Rule 180.23 (relating to Cor

+ complete Commission-prescribed training in the evaluation of
permanent impairment (IR training); and

* pass the C p ibed i
Examination (IR exam).

Skills

The IR training and IR exam requirements also apply to
ancillary health care providers who conduct the range of motion,
strength, and sensory testing for Impairment Evaluating Doctors.
On or after September 1, 2003 doctors and ancillary health care
providers who fail to meet these requirements will not be author-
ized to evaluate the permanent impairment of a Texas workers’
compensation claimant.

lf.a doctor has completed the TWCC-approved IR Training
(previously designated doctor training, currently available to all

quired Training for Doctors/Certification Levels).
who complete the impairment rating training and IR skills.
ination will not be authorized to evaluate permanent im
for Texas workers' compensation claimants on or @

September 1, 2003 unless they are on the ADL. i

Interested parties should refer to newly adopted
180.20-180.23 for the application and training requiremen
doctors. As noted, the Commission anticipates that the
doctor training and IR skills examination will be available
ning in the summer of this year. To minimize interru
doctor’s practice, the Commission is preparing to make
training and application available via the Internet and
spondence. The IR skills examination will be offered th
approved IR trainers.
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at your fingertips

Earn CME when and where you need it with TMLT’s online
risk management courses. By completing an online course,
you will not only learn how to reduce your chances of being
involved in a malpractice claim, but you can earn CME credit,
ethics hours and a 3 percent premium discount (maximum
$1,000) per course. The following courses are currently available
at www.tmlt.org:

* Fraud and Abuse Prevention: What Physicians Need to Know

* How You Can Stay on the Right Side of the Law: Brginning,
Maintaining and Ending Physician/Hospital Relationships

® Medical Records Handbook for the Physician’s Office

® Streetwise

For more information, please visit the TMLT web site at
www.tmlt.org or call (800) 580-8658.

IMILT

TEXAS MEDICAL LIABILITY TRUST



| OpportunitiesI

PHYSICIANS WANTED

Fort Worth - CARDIOLOGIST: BC/BS
invasive/noninvasive cardiologist to join a
growing medical school faculty group in
Fort Worth, Texas. The practice provides
complete cardiovascular services to a
broad range of patients in an attractive
urban setting. Clinical appointment to the
University of North Texas Health Science
Center affords opportunities in Clinical
and integrated Basic Science Research
Teaching opportunities include hospital
house staff and students in an exciting
newly integrated curriculum. The salary is
competitive, and the benefits package
outstanding. Fort Worth living is magnifi-
cent, excellent schools, world-class
museums, and theater, nearby lakes, golf
courses, equestrian activities and four
professional sports, all in a friendly
climate. Send your curriculum vitae and
three letters of recommendation to: Fred-
erick Schaller, D.O., Chair Search
Committee, Internal Medicine, UNT
Health Science Center, 3500 Camp Bowie
Blvd., Ft. Worth, TX 76107-2699. E-mail
to fschalle@hsc.untedu. An EEO/Affir-
mative Action Institution. (01)

DALLAS SUBURB: Primary care group
seeks BC/BE FP or IM physician on a full
or PT basis. Inpatient services for six
provider Group plus some office practice.
Enjoy lake and country living with imme-
diate access to Dallas. Call 972-733-1758
or Fax CV to 972-250-1413. (04)

POSITIONS FOR EXTENDED
FAMILY CLINIC, part-time or locum
tenens. 30 minutes from Fort Worth,
Texas Metroplex area (Burleson, Texas).
References, please, and must carry own
insurance. Contact Annette Nelon at 817-
269-4726 or 817-447-1208 or FAX 817-
447-1106. (05)

DALLAS - Physician needed at walk-in
GP clinic. Flexible hours or part-time.
214-330-7777. (11)

DALLAS/FORT WORTH — Physician
opportunity to work in low stress, office
based practice. Regular office hours.
Lucrative salary plus benefits. No call and
all Lisa Gross at
5533 or FAX

no emergencies. Please
4642 or 972
CV to 214-441-2813. (25)

POSITIONS WANTED

BOARD  CERTIFIED FAMILY
PHYSICIAN (No OB). Desires to relo-
cate to Texas. Enjoys OMT. Looking for
permanent full time position, preferably
close to my family in DFW area. Please
contact me at Home, 847-662-6196, Cell,
847-971-6855. (02)

BOARD CERTIFIED FP for outpatient
full time, part time or locum tenens,
prefer 60 miles radius of Dallas/Fort
Worth area. $65.00 per hour. Excellent
references will be furnished. Call Eric M.
Concors, D.O., at 214-365-9013. Leave
message. (13)

PRACTICE FOR SALE/RENT

FOR SALE - FAMILY PRACTICE,
Austin, Texas. Net $200,000/no hospital.
Will finance. Will work with new asso-
ciate/owner during transition period
Contact TOMA at 800-444-8662. (09)

FOR SALE - Family Practice, Dallas,
Texas. No hospital. Will work with new
owner during transition period. Estab-
lished practice 40 years-plus. Call TOMA
800-444-8662. (23)

MISCELLANEOUS

FOR SALE: ANTIQUE OSTEOPATHIC
TREATMENT TABLE, good condition,
$4,000 or best offer; antique electric spin-
olator table, fair-good condition, $4,000
or best offer. 903-583-8328, for pictures
e-mail to <mkassio@hotmail.com>. (12)

CLASSIFIED ADVERTISING RATES & INFORMATION

Call Trisha at the TOMA Office * 512-708-8662 or 800-444-8662
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I you want to work the rest
of your life...

..that’s your business.

If you don't...
..hat’s our business!

DEAN, JAcOBSON FINANCIAL SERVICES, LLC

3112 West 4th Street (76107) Local 817-335-3214
P.O. Box 470185 Metro 972-445-5533
Fort Worth, Texas 76147-0185 Toll Free 800-321-0246

(SECURITIES SOLD THROUGH LINSCO/PRIVATE LEDGER, A REGISTERED INVESTMENT ADVISER)
(MEMBER NASDISIPC)



Texas Osteopathic Medical Association
1415 Lavaca Street
Austin, Texas 78701-1634
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