
Heard of: Don’t Text and Drive?
Don’t Text and Treat
Dr. Sara Rivette, Covenant HealthCare Chief of Staff 

It’s easy to get addicted to mobile devices like smartphones. I find them to be extremely con-
venient and helpful, plus they keep me connected to the latest medical trends, my office and 
my family.  

It begs the question though: just how secure are our conversations on the smartphone and other 
devices like iPads? According to a Top 10 Health Technology Hazards for 2013 article by the 
ECRI Institute’s Health Devices journal (November), security is indeed an issue to be aware 
of. Private patient information can be easily and naively exposed without strong policies for 
mobile devices and social media – a topic I explored in the last issue of The Chart.

Mobile devices may also lead to substandard patient care or physical harm to patients, due to 
caregiver distractions. Many surveys and studies support this. One often-cited case study is 
about a resident physician who started entering an order for anti-coagulation therapy into the 
facility’s electronic records system using her smartphone. She was interrupted by another non-
work related call and forgot to complete the order, creating a situation 
in which the patient was not treated properly, 
requiring emergency open-heart surgery. I am 
sure the resident physician felt terrible, but the 
patient felt much worse and the facility had to 
deal with a major breach in safety 
and security.  

As physicians, multi-tasking is part of our 
job description. The problem is that today’s 
mobile devices are making interruptions 
much more frequent. Worse yet, many 
of those interruptions are self-induced, 
caused by our own desire to “squeeze in” 
some personal business. 

The literature is full of shocking examples 
about health care professionals (physicians 
and nurses) multi-tasking during surgeries 
and other procedures, texting, surfing the 
internet, connecting with friends on social 
media and making personal calls. In one case 
where a patient was left partially paralyzed 
after a surgery, the surgeon was sued for talking 
on the phone during the procedure.
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Treating Bunions
Don’t Wait Before It’s Too Late
GUEST AUTHOR

Dr. Derek Tesoro, Podiatrist, Saginaw Foot and Ankle

When a patient presents with a bunion, don’t wait too long 
to take action. Since early stage bunions do not cause much 
pain at the time of diagnosis, some physicians are inclined 
to delay treatment until the bunion becomes more advanced. 
However, an advanced bunion can cause hammertoe, dif-
ficulty walking and excruciating pain, all of which hinder a 
patient’s mobility and overall health – even their ability to 
work. In addition, a bunion at this stage is significantly more 
difficult to correct and usually requires surgery and longer 
recovery times. Currently, about 20% of patients fall into this 
category. 

By providing early treatment, however, you can prevent or 
minimize problems down the road. This is especially true in 
elderly or diabetic patients who experience comorbid condi-
tions that can hamper treatment options and extend recovery 
time. For example:
n  Because the elderly have thinner skin, advanced bunions 

can easily break down skin, cause sores and significantly 
increase risk of infection. 

n  Diabetic patients may not feel the pain from bunions due 
to neuropathy, but by the time the patient seeks treatment, 
the bunion may have caused a major sore that demands 
immediate treatment and careful attention.

Types of Treatments

Less severe bunions can be treated by simple lifestyle 
changes. For starters:
n  Suggest that your patient wear supportive shoes or arch 

support inserts. 
n  For women, try to get them to avoid wearing high heels 

over extended periods of time.

Such treatments can immediately reduce pain and the 
eventual need for surgery. However, if these measures fail 
to stop the bunion from worsening, it will likely need to be 
surgically removed to relieve pain and restore alignment to 
the joint.

Bunion removal surgery usually involves an incision in 
the top of the big toe joint and removal or alignment of 
soft tissue and bone. There are dozens of variations of this 
procedure, all depending on which digit is affected and the 
patient’s specific condition. Severely deformed joints may 
need to be stabilized with wires, stitches, implanted screws, 
plates and fusion. The compression from the screws holds 
the bone together with minimal movement and swelling, 
which reduces pain and inflammation. Bunion surgeries are 
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An advanced bunion can cause 
hammertoe, difficulty walking and 
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typically performed in an hour or so, on an outpatient basis, 
and with a regional anesthetic although a sedative may be 
used. Key types of surgeries include:
n Exostectomy or bunionectomy – removal of part of the 

metatarsal head
n  Realignment of ligaments around the big toe joint
n  Metatarsal or phalangeal osteotomy – removing a small 

wedge of bone from the foot or toe
n Resection arthroplasty to remove bone from the end of 

the first metatarsal bone and reshape
n  Arthrodesis – fusion of the big toe joint
n  Lapidus – fusion of the joint where the metatarsal joins 

the mid-foot
n  Implants of artificial joints

Depending on the patient’s age and the severity of the 
bunion, recovery can take six weeks to six months, with 
complete healing taking as long as a year. Typically, some 
sensitivity remains albeit negligible. 

When to Refer

You should refer a patient to a specialist if the patient:
n Is not aided by supportive footwear or other measures
n Experiences severe pain and difficulty walking
n Shows signs of hammertoe
n Is a diabetic with a sore in the affected area

Left untreated, bunions will only get worse. While they are 
often laughed about, they shouldn’t be deprioritized. Having 
healthy feet is critical to maintaining an active lifestyle, 
which is vital to a healthy heart, body and outlook. 

For more information, contact Dr. Tesoro at 989.790.4662 
or svfac95@yahoo.com.

You could say that smartphones are a key cause of 
disruptive behavior. We often view disruptive be-
havior as arising from direct interactions with other 
people, and I urge you to read a few examples that 
Dr. Sullivan gives in his article on page 5.  

Disruptive behavior can also arise indirectly through 
the irresponsible use of mobile devices.

My advice? If you use a smartphone or other mobile 
device during working hours, first make sure you 
are not performing ANY medical-related activity 
and give your staff the same advice. Think of it like 
driving while texting – it’s an accident just waiting 
to happen. 

Dr. Sara Rivette, Chief of Staff

Don’t Text and Treat — 
continued from page 1
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Reducing Peripheral Neuropathy in Chemo Patients
New Tool for Faster Diagnosis
GUEST AUTHOR

Dr. Ernie. P. Balcueva, Oncologist, Division of Medical Oncology

Oncology physicians play a critical role in the assessment 
and management of chemotherapy-induced peripheral 
neuropathy (CIPN). Baseline and ongoing evaluation of 
physical function is a critical but often overlooked aspect 
of assessment for CIPN. The diversity of symptoms and 
the complexity associated with neuromuscular assessment 
lead to challenges in evaluation and management. To 
assist physicians in identifying CIPN for their patients, a 
patient checklist form and peripheral neuropathy nursing 
documentation navigator have been implemented in Epic. 

Faster CIPN Diagnosis 

The Covenant Oncology Quality Subcomittee has devel-
oped a tool for patients to complete which can assist nurses 
in documenting CTCAE (Common Terminology Criteria 
for Adverse Events) within the Epic Toxicity Assessment 
Navigator. This tool enables nurses to more quickly identify 
patients who are developing peripheral neuropathy. Nurses 
then promptly notify the physicians so they can adjust che-
motherapy regimens to prevent further progression of CIPN.

The Process

Following is the basic process for assessing peripheral 
neuropathy:
n  At registration, patients who are receiving high-risk 

medications such as Vinca Alkaloids (Vincristine, 
Vinblastine), Taxanes (Taxol, Taxotere) and Platinum 
Compounds (Cisplatin, Oxaliplatin), or who have diabe-
tes, are given a Peripheral Neuropathy Checklist form.

n The patient completes the form and returns it to his/her 
treatment nurse.

n  The treatment nurse reviews the form with the patient 
and determines the CTCAE grade and if a call needs to 
be made to the medical oncologist. A call should be made 
if a patient is a Grade Three or Four or has symptoms of 
Grade Two for two consecutive visits.

n  If a call is not made, the treatment nurse will document 
the information into Epic.

n  If a call is made, the nurse will make any changes to the 
treatment regimen that the medical oncologist deemed 
appropriate during the call. The treatment nurse will then 
document the information into Epic.

n  This process is repeated with each visit. 

CIPN resulting from disease progression and cancer 
treatment remains a significant problem for patients 
and clinicians alike. Assessment of the upper and lower 
extremities using simple tools like the Peripheral Neuropathy 
Checklist can help identify CIPN early – minimizing patient 
pain, which is important to recovery and comfort

For questions or assistance regarding the Peripheral 
Neuropathy Checklist form or Epic Navigator tool, contact 
Marcia Rau at 989.583.5043 or mrau@chs-mi.com.

The Covenant 

Oncology Quality 

Subcommittee 
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an Epic Navigator 
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Stopping Disruptive Behavior
Caught In Action
Dr. Michael Sullivan, Chief Medical Quality and Informatics Officer

Are You This Person?  

Situation: Uncooperative Attitudes. A physician is paged and 
given a report of the patient’s declining condition. The physi-
cian hangs up without giving any direction to the hospital 
staff.

Consequences: The hospital staff is unsure about the appro-
priate plan of care for the patient. The physician is viewed as 
uncaring.

Behavioral Solution: Never hang up on people. Especially 
don’t end a call when the staff is counting on you – the 
medical expert – to provide important treatment information.

Situation: Condescension and Disrespect. A physician 
openly criticizes a nurse in front of the patient. The nurse 
feels demeaned and believes her relationship with the patient 
is undermined by the physician. 

Consequences: The patient finds the interaction upsetting, and 
questions the quality of teamwork and care. The nurse is re-
luctant to approach the physician with questions in the future. 

Behavioral Solution: Don’t criticize openly but rather 
wait for a private moment and provide constructive – not 
inflammatory – guidance. Respect others and treat them as 
you would like to be treated yourself. 

Situation: Physical Abuse. A physician makes casual physical 
contact with a member of the hospital staff. 

Consequences: The staff member feels uncomfortable with 
the invasion of personal space, a sentiment that is felt by the 
entire staff. 

Behavioral Solution: While it may seem harmless, do not 
touch the staff in any deliberate way. Respect that we work in 
a diverse environment of personalities and beliefs. 

Situation: Verbal Outburst. In a tense moment, a physician 
pushes equipment, flails arms and angrily confronts the staff. 

Consequences: The staff feels intimidated by this verbal and 
visual display of anger, and is uncomfortable working with 
this particular physician.  

Behavioral Solution: If you feel yourself getting angry, leave 
the room and cool off to collect your thoughts. Never shout 
at the staff. Remember that nonverbal language also leaves a 
lasting impression.

Disruptive behaviors such as those described above are not 
acceptable. In today’s world of ever-changing healthcare 
technology and dynamics, teamwork is becoming increasingly 
important. This means there is less room for disrespect. 

We all play a role in creating a healthy work environment. The 
next article in the Stopping Disruptive Behaviors series will 
highlight the roles we play along with intervention approaches 
that work.

This is the first in a series of Stopping Disruptive Behavior 
articles highlighting behaviors to avoid or cultivate. 

As we create a High Reliability Organization, it’s important 
to stop disruptive behaviors that can get in the way of patient 
safety. Disruptive behavior is any behavior that can potentially 
cause patient harm or contribute to a hostile work environ-
ment. It inflicts damage on many fronts, not just quality of 
care but also productivity, retention, engagement and financial 
integrity.

Most physicians have seen or committed a behavioral faux pas 
at least once. This is not a surprise because we have a high-
stress profession in which we deal with life and death issues 
every day. The trick is to prevent offenses in the first place and 
to avoid any repeat mistakes.

Success requires an understanding of the types and conse-
quences of disruptive behaviors, and of alternate ways to 
behave. Below are four real-life examples of disruptive behav-
iors to avoid, all of which made the staff on the receiving end 
much less likely to engage and communicate with the 
physician. It also hurt the reputation 
and credibility of the physician. 

A wide range of behaviors 
are disruptive, but most boil 
down to four key categories: 
uncooperative attitudes, 
condescension and 
disrespect, physical 
abuse and verbal 
outbursts.

For more information, contact Dr. Sullivan at 989.583.7351 or msullivan@chs-mi.com.
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Consider this scenario. A patient visits a primary care 
physician, urgent care center or emergency room with 
complaints of acute pain. The pain may arise from an acute 
injury, be symptomatic of an underlying illness, or reflect 
an acute exacerbation of a chronic illness or problem. The 
key for the clinician is to identify the cause for the pain and 
find the appropriate treatment. Often treating the underlying 
condition will relieve the pain, but care must be taken to 
select the right treatment and transition the patient to his or 
her personal physician.

Treatment and Transition

In an urgent care setting such as MedExpress, the key is to 
identify the source of the patient’s pain through a detailed 
history and focused physical exam. When appropriately 
utilized, point-of-care testing and X-rays can aid in the 
diagnosis. MedExpress providers see patients for the initial 
presentation of injuries or other conditions causing the 
patient pain. Patients are treated temporarily and directed to 
follow up with their primary care physician for continued 
evaluation and management of the underlying condition. The 
primary care physician is notified of the visit, diagnosis and 
treatment. 

Pain Scale

Using a pain scale of 1-10 allows patients to identify their 
level of perceived pain. Evaluating the pain level prior to and 
following treatment helps patients and clinicians assess the 
pain, determine the effectiveness of the treatment and adjust 
treatment accordingly. Patients should have regular follow-up 
visits with their primary care physician for pain management 
so that the underlying medical condition is resolved, and to 
taper the medication until it is no longer needed  – minimiz-
ing dependency issues. 

The MedExpress Approach to Managing Pain 

GUEST AUTHOR

Dr. John Georgakopoulos, Medical Director, Covenant MedExpress

Medication Therapy

MedExpress providers will provide the appropriate care and 
pain medication to patients, using the following guidelines: 
n The World Health Organization (WHO) recommends 

treating mild to moderate acute pain with aspirin or 
acetaminophen. Both are considered as effective as 
NSAID medications such as Ibuprofen and Naprosyn, 
and may be used to treat mild to moderate pain as well. 

n The physician considers medication side effects, 
medication interactions and co-morbid medical 
conditions when making decisions. 

n Treatment for general pain is for 3-5 days after which 
the primary care physician will need to re-evaluate and 
determine further treatment. 

n Treatment for severe pain may require opiate 
medications, which may be prescribed for 1-3 days, after 
which the primary care physician will need to re-evaluate 
and determine further treatment. 

Summary

MedExpress providers can effectively and temporarily treat 
patients presenting in pain. They cannot, however, refill med-
ications for the management of chronic pain as this is outside 
the scope of the MedExpress practice. Instead, primary care 
physicians are expected to manage the patient’s chronic pain 
and overall health. This is in keeping with the scope of “best 
practice” and is what is best for the patient. 

For more information, contact Dr. Georgakopoulos at 
989.395.5389 or jgeorgakopoulos@chs-mi.com.

MedExpress providers can 
 temporarily treat patients in pain, 

up to 3-5 days for general pain 
and 1-3 days for severe pain. They 
cannot, however, refill medications 
for the management of chronic pain 
as this is outside the scope of the 
MedExpress practice. Primary care 
physicians must re-evaluate and 
determine further treatment.
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Coming Up: 2013 Physician Engagement Survey 
Next Survey Launches October 7
Dr. Michael Schultz, Vice President, Medical Affairs

Covenant HealthCare is focused on creating the most 
attractive environment for practicing medicine. This cannot 
happen in a vacuum, which is why your participation in the 
upcoming 2013 Physician Engagement Survey is critical. 
Plans are for the survey to launch on October 7 and remain 
open for a month.

You Have an Impact

Feedback on the 2012 survey has identified the following 
improvement opportunities:
n  Reducing tolerance of disruptive behavior at 
 Covenant HealthCare.
n  Making patient safety a top priority.
n  Ensuring timely information about Covenant 

HealthCare’s strategic plans and direction.

Various initiatives have been implemented as a result. 
Highlights include (see June issue of The Chart):
n  Managing Disruptive Behavior training and volunteer 

activities; other actions are being discussed.
n  Building a High Reliability Organization infrastructure 

and culture, including the Daily Check-In for Safety.
n  Providing future strategic updates to physicians via 

email, with webinar and video access to Medical Staff 
meetings (planning is underway).

What’s Different?

In an effort to continuously improve the survey process and 
results, two key changes have been made: 
n  We received feedback on the 2012 survey that some 

questions did not apply to everyone. So this year, if you 
encounter questions that do not apply to your situation, 
simply skip that question and proceed to the next.  

n  Nurse practitioners and physician assistants will be added 
to the survey audience.

What’s the Same?

Covenant HealthCare will again partner with the Advisory 
Board to implement the survey and determine a course of 
action based on your feedback. Results will be analyzed to 
determine focus areas and a solutions-oriented action plan, 
which will be shared to keep you apprised and involved.

As before, the survey:
n  Is simple, short and user-friendly.
n  Asks questions that assess employed and closely 

affiliated providers’ level of loyalty and emotional 
commitment to the organization as well as perceptions 
of hospital culture, support, teamwork, compensation, 
recognition and professional development. 

n  Asks questions of independent providers that assess 
business loyalty and strategic allegiance, as well as 
perceptions of hospital support, clinical care and patient 
access.

How To Begin

You will be receiving email notifications with a link to the 
survey and will have one month to complete it. Please make 
a point to provide your opinions. The more feedback we get, 
the better we can create an organization that you enjoy – one 
that is the most attractive environment for practicing medi-
cine, and one to which you are proud to be affiliated.

Thank you for your participation. Last year, we increased 
survey response rates from 31.1% to 45%. This year, let’s 
drive it even higher. It is time well spent. 

For more information, contact Dr. Schultz at 989.583.4103 
or mschultz@chs-mi.com.

Plans are for the survey 
to launch on October 7 and 
remain open for a month.
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The PSA Test: Yes or No?
American Urological Association Validates Importance 

GUEST AUTHOR

Dr. Aditya Bulusu, Urologist,Tri-City Urology

When testing patients for prostate cancer, you should be 
aware of the controversy surrounding the prostate specific 
antigen (PSA) test. Recently, the U.S. Preventive Services 
Task Force (USPSTF) concluded that PSA testing — the 
norm for 20 years — is not an effective method to detect 
prostate cancer. However, the American Urological 
Association (AUA) maintains a firm stance that PSA-based 
screening remains a critical component in detecting prostate 
cancer. It is, in fact, the only available marker for screening 
that exists today. Below is an explanation of the controversy 
and the AUA’s new guidelines for conducting a PSA screen. 

The Controversy

The PSA controversy stems from the fact that high levels of 
PSA in the blood can be caused by factors other than can-
cer. In 2011, the USPSTF reviewed numerous studies on 
PSA screens and determined that the screen is not reliable at 
detecting prostate cancer compared to other methods. Addi-
tionally, the USPSTF concluded the screen does not signifi-
cantly reduce morbidity and causes a high incidence of over 
diagnosis. Consequently, the USPSTF claimed that the harm 
associated with being misdiagnosed outweighs the potential 
benefits and recommends against the PSA screen. 

In response, the AUA took the following actions:
n Conducted its own evidence-based study and found 

the PSA screen indeed showed significant benefits and 
reduced morbidity for men in certain age groups.  

n Reviewed the validity of the USPSTF findings and dis-
covered flaws in the study. 

n Concluded that while the PSA screen benefits some 
groups of men more than others, avoiding it altogether 
can be dangerous. 

n Released new guidelines for the PSA screen. 

AUA Guidelines

The new AUA guidelines are significantly different from the 
previous guidelines released in 2009. While the full updated 
guidelines are available on the AUA website, a summary is 
below:  
n PSA screening in men under age 40 is not recommended.
n Routine screening in men between ages 40-54 years at 

average risk is not recommended.
n Shared doctor-patient decision making is recommended 

for men ages 55-69 who are considering a PSA screen, 
weighing the benefits versus the potential harms of 
the test and proceeding based on patients’ values and 
preferences.

n To reduce the harms of screening, a routine screening 
interval of two years may be preferred over annual 
screening in men who have participated in shared 
decision-making and opted for screening. This may 
preserve the majority of the benefits and reduce over- 
diagnosis and false positives.

n Routine PSA screening is not recommended for men 
over age 70, or in men with less than a 10- to 15-year life 
expectancy.

Helping prevent prostate cancer should include physical 
exams, personal history documentation, and monitoring with 
PSA tests, using the AUA screening guidelines above. The 
new guidelines reflect new and better data, and are designed 
to maximize benefit while minimizing harm.  

For more information, contact Dr. Bulusu at 989.791.4020.

Does PSA screening 
reduce morbidity and 

death in patients? 
According to the AUA, 

the answer is a resounding

“Yes.”
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Urinary symptoms can 
be caused by a num-

ber of things, including 
prostate cancer. Talk to 

your health care provider 
about your symptoms.

Are you African-American? 
Or did your grandfather, 
father, uncle, brother or 

son have prostate cancer?

Talk to your health care 
provider about the benefits 

and risks of prostate 
cancer testing.

The American Urological 
Association recommends 
against prostate cancer 
screening in men under 

40 and in men age 
70+ years with a life 

expectancy of less than 
10-15 years.

In general, routine 
prostate cancer testing 
is not recommended. 
However, if you have 
concerns about your 
prostate or urinary 

health, we urge you to 
talk with your health care 
provider to see if testing 

is right for you.

Are you in excellent 
health?

How old are you?

Are you having urinary 
symptoms (problems 

when peeing)?
YES

YESNO

NO

YESNO

Under
40 years

40-54
years

Age 70+
years

55-69
years

Source: AUA

Is Prostate Cancer Screening 
Right for You?
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September marks the start-up of many school athletics, from 
K-12 through the collegiate and professional levels. This 
usually means an increase in injuries such as sprains, strains, 
contusions, fractures, dislocations, concussions and overuse 
injuries. Chances are, physicians will 
also see patients for the dreaded 
anterior cruciate ligament (ACL) 
tear, which is the second most 
commonly injured ligament 
in the knee, the first being 
the medial collateral 
ligament (MCL).

Below is a summary of 
why ACL tears are so 
prevalent in both genders, 
why females are more prone 
to the injury, and how ACL tears 
can be prevented, diagnosed and 
treated – all information you may wish
 to share with active patients as relevant. 

Stats & Risk

It is estimated that complete ACL tears occur in 1 out 
of 3,000 people in the United States, which results in an 
estimated 100,000 reconstructions annually. Athletes who 
are at greater risk of ACL tears include those who:
n Participate in sports requiring rapid changes in 
 direction or sudden stops
n Slow down too quickly while running
n Land from jumps incorrectly
n Experience direct contact or collision 

Tears can also occur due to improper warm-up and stretch-
ing routines, or performing activities above the level of skill 
and experience. Most ACL repairs are performed on young 
athletes under age 25 and on female athletes. 

The Dreaded ACL Injury in Athletes
Dr. Michael Wolohan, Orthopaedic Section Chief, and Toby Blosser, MS/ATC/ OTC, 
Certified Athletic Trainer/Orthopaedic Technologist, Saginaw Valley Bone & Joint Center

Gender Role

When considering the total population of athletes, discrepan-
cies in muscle strength and imbalance can make one person 
more prone to ACL tears than another. Overall, however, 
ACL injuries occur at a 2-1 ratio in females versus males. 

A few potential reasons include:
n Fluctuating levels of estrogen and the use of oral contra-

ceptives, which could affect ligament strength and laxity.
n Differences in lower limb morphology and the shape, 

appearance and alignment of bone structures in the hips 
and knees, such as an increased Q-angle (see Figure 1). 

Risk Reduction

To reduce the risk of ACL injuries, physicians should 
reinforce the following strength and conditioning behaviors 
among athletic patients, young and old. Also, it’s important to 
remember that while we cannot change the impact of gender,  
we can improve lower body strength, flexibility and balance. 
n Perform training drills centered around balance, power 

and agility. The goal is to strengthen and stretch the leg 
muscles, especially the quadriceps, hamstrings and core.

n Add plyometric exercises, such as jumping and balance, 
to the routine to improve neuromuscular strength and 
reaction time.

n Recommend specific ACL conditioning exercises, 
especially for female athletes. Various programs can 
be Googled, but usually involve warm-ups, stretching, 
strengthening and core development, plyometrics, agility 
and sport-specific drills, balance exercises and cool down.

Physical Exam

Most athletes who tear the ACL will know that a significant 
injury occurred, remarking that they have heard or felt 
a “pop.” They will have difficulty ambulating and will 
normally develop a hemarthrosis over 6-12 hours. The 
physical exam should include the following steps: 
n Effusion: Initially, the athlete should be checked for 

effusion or intra-articular swelling and/or edema which 
include extra-articular or soft tissue swelling. 

n Range of Motion (ROM): Active ROM involves the 
athlete moving the knee through an ROM without the 
assistance of the examiner. Normal range of motion for 
the knee is 0-135°. All ROM tests should be compared 

 to the unaffected side.
n Palpation: The examiner should start to palpitate away 

from the point of pain and work toward it, assessing all 
bony prominences. Soft tissue palpation should include 
the quadriceps, hamstrings, hip abductors, adductors, 
gastrocnemius, anterior and posterior tibialis, quadriceps 
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tendon, patellar tendon, sartorius, IT band and prepatellar 
bursa. Dorsal pedal and posterior tibial pulses also should 
be palpated and a lower extremity neurological exam 
performed.

n Special tests: The Lachman test is the most accurate sign 
for ACL integrity and should be used to confirm what 
is already known, based on history 
and observation. To perform a 
Lachman, externally rotate 
the hip about 20 degrees 
to relax the quadri-
ceps. Stabilize the 
distal thigh with 
one hand and hold 
the proximal tibia 
with the other. 
Flex the knee 

 20-30 degrees 
and pull the tibia 
anteriorly until an 
endpoint to anterior 
translation is felt (see 
Figure 2). A comparison 
should be made to the other 
leg. A positive test results if the amount of anterior tibial 
translation is greater than the normal side and lacks a 
firm endpoint. If the Lachman test result is negative, but 
observation and the patient’s history suggest an ACL tear, 
the athlete should be referred to an orthopaedic surgeon 
to confirm.

n Radiographs: An X-ray should be ordered to identify 
fractures, dislocations or other bony deformities. It will 
also help assess narrowing of the joint space and patel-
lofemoral alignment, and to rule out osteochondritis 
dissecans, loose bodies, rare tumors or cysts. An MRI 

 can also be ordered to further evaluate the ACL.

 
Treatment

Treatment for an ACL tear will depend upon individual 
needs. For example, a young athlete involved in agility sports 
will most likely require surgery to safely return to sports. 
The less active, typically older individual often known as the 
“weekend warrior,” may be able to return to activities like 
walking, jogging, swimming and bike riding without surgery.

Key treatments include:
n Bracing: A brace to protect the knee from instability dur-

ing the early phases might be recommended. Bracing for 
physical activity is another non-surgical alternative and 
is more likely successful in individuals who live a quieter 
lifestyle. Bracing an athlete who is very physically active 
normally does not provide quality stability to the knee.

n Physical therapy (PT): A controlled rehabilitation pro-
gram should be started upon diagnosis. Specific exercises 
to restore ROM and strength are essential whether the 
individual has surgery or not. If the surgical option is cho-
sen, this is referred to as “pre-hab” which involves prepar-
ing the knee for surgical intervention and a faster recovery.

n Surgical treatment: To surgically repair the ACL and 
restore knee stability, the torn ligament must be replaced 
with a tissue graft. Grafts can be obtained from several 
sources, namely the patellar tendon or hamstring tendon. 
Occasionally, cadaver grafts (allografts) can be used but 
are not the preferred choice for physically active patients 
under age 35, as some studies indicate a higher failure 
rate in this population. An orthopaedic surgeon will help 
determine the best graft choice for the patient. 

Rehabilitation

Regardless of the treatment plan, PT plays a vital role in 
getting people off the couch and back into action. In the early 
stages of recovery, a PT program will help decrease pain and 
swelling while increasing ROM. This should be followed 
by a more regimented strengthening and proprioception 
program. The final phase of rehabilitation is aimed at a 
full, functional return to sports activities and is normally 
conducted by a certified athletic trainer (ATC). The total 
recovery time from the date of surgery to return to sports 
with no restrictions is 6-12 months.

As always, reducing the risk of an ACL tear is paramount. 
Taking a few minutes to reinforce proper conditioning with 
patients up front can make a world of difference down the 
road for athletes of all ages. 

For more information, contact Dr. Wolohan’s office at 
989.799.5557 or svbj@svbj.net.

FIGURE 1: 

The “Q” Angle

Smaller thighs, 
hamstrings and calves 

cannot hold the knee 
as securely in place.

Larger “Q” angle puts 
more severe pressure 

on women’s knees.

More muscular thighs, 
hamstrings and calves 
hold the knee in place.

Men’s hips, knees and bones 
align in a way that better 
distributes pressure on the 
knee – the angle at which all 
these align is known as the 
“Q” angle.

FIGURE 2
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Fighting Obesity with Sleeve Gastrectomy
GUEST AUTHOR

Dr. Eyad Wohaibi, Bariatric/General Surgeon, Mid-Michigan Surgical Specialists

Obesity is a leading cause of morbidity and mortality 
worldwide and it is only getting worse. In June, growing 
concerns led the American Medical Association to recognize 
obesity as a disease requiring medical/surgical treatment and 
prevention. 

This is not surprising when you consider the facts. In the 
U.S., nearly one-third of the population is obese with a Body 
Mass Index (BMI) of 35 or more, largely due to lack of 
exercise and unhealthy diets. The current data indicate that 
obesity is on the rise among children and teenagers and it is 
projected that within the next 15-20 years, two-thirds of the 
total U.S. population will be obese.

Unfortunately, Michigan is one of the top 10 states for 
obesity with 32.5% of our population considered obese. That 
number goes up to 35.5% in Saginaw County. Of equal con-
cern is that 69.1% of the Saginaw population is considered 
overweight (BMI >25). So, about two-thirds of our Saginaw 
population is overweight and of that, about one-third is 
obese.   

Weight loss strategies are many but bariatric surgery is prov-
ing to be the most effective approach for long-term weight 
loss, especially among patients who struggle to keep it off.

The proportion 
of respondents 
whose BMI was 
greater than or 
equal to 25.0.

58.3 - 61.6

61.7 - 63.9

64.0 - 67.7

67.8 - 76.7

Laparoscopic Restrictive Slow weight loss up Requires more follow up and 
Adjustable Gastric   to 40% of a patient’s  has the highest reoperation 
Banding (LAGB)  excess body weight* 

Laparoscopic  Restrictive and Highest expected weight The best chance for
Roux-en-Y Gastric malabsorptive loss, up to 80% of a diabetes resolution
Bypass (RYGB)  patient’s excess body
  weight

Laparoscopic Sleeve  Restrictive Associated with 60% of Newest of all bariatric
Gastrectomy (LSG)  excess body weight loss surgeries; compares
   favorably to laparoscopic 
   RYGB

TABLE 1

*Excess body weight is defined by the amount of weight lost over the patient’s ideal body weight. For 
example, if a patient is 100 pounds overweight, they can expect to lose 40 pounds with a lap band.

Surgery  Type of Procedure Weight Loss Other

Michigan’s 
Weight Problem

Source: Michigan Behavioral Risk Factor Survey (BRFS)
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Common Procedures

Most bariatric surgery centers, in addition to Covenant 
HealthCare, offer the three procedures shown in Table 1. 

In particular, Laparoscopic Sleeve Gastrectomy (LSG) was 
initially performed in the late 90s as the first procedure for 
staged weight loss surgery, and then followed by a duodenal 
switch or RYGB. This modality of therapy was implemented 
at referral centers and reserved for patients with BMI greater 
than 65. LSG was first done as a stand-alone procedure 
around 2005. 

The result of three years of data shows that LSG compares 
favorably to laparoscopic RYGB in terms of surgical results, 
weight progression and resolution of comorbid conditions 
such as diabetes and sleep apnea.

LSG falls between the LAGB and RYGB procedures 
in terms of expected weight loss. It’s irreversible 
since it involves resecting two-thirds to 
three-quarters of the stomach (see Figure 
1 at right). It’s an excellent option for 
high-risk patients and patients for 
whom malabsorption is not suitable. 
This population would include the 
elderly, patients with anemia or 
inflammatory bowel disease, and 
those awaiting organ transplants. 

Bariatric Surgery
Benefits

Aside from improved self-esteem 
and quality of life, multiple studies 
show significant medical benefits from 
bariatric surgery.

The article, Bariatric Surgery versus 
Intensive Medical Therapy in Obese Patients 
with Diabetes, published in the New England Journal 
of Medicine (April 2012), concluded that in obese patients 
with uncontrolled Type 2 diabetes, 12 months of medical 
therapy plus bariatric surgery achieved glycemic control in 
significantly more patients than medical therapy alone.

This was followed by another study that looked at the end of 
two years of glycemic control. The article, Metabolic Effects 
of Bariatric Surgery in Patients With Moderate Obesity 
and Type 2 Diabetes, published in Diabetes Care (February 
2013), found that bariatric surgery provides durable glycemic 
control compared with intensive medical therapy at two years. 
Despite a similar weight loss as sleeve gastrectomy, gastric 
bypass uniquely restores pancreatic β-cell function and 
reduces truncal fat, thus reversing the core defects in diabetes.

Bariatric Surgery Qualification 

The National Institutes of Health have set the following 
criteria for individuals who qualify for bariatric 

surgery:
n  A BMI of 35 or greater with two obesity-

related comorbid conditions. Those 
conditions can run the gamut from 

hypertension and Type II diabetes 
mellitus to diffuse joint pain, or the 
very fact that the patient’s size is 
interfering with their daily func-
tions or job performance.
n  Anyone with a BMI of 40 or 
greater is a potential candidate 
for bariatric surgery whether 
or not they have comorbid 
conditions.

Summary 

The ideal approach to weight loss is 
prevention, diet and exercise. Many pub-

lic and private organizations are launching 
programs to build awareness and action among 

adults and children, which as mentioned will not only 
improve quality of life but also reduce health care costs. 

Family physicians, of course, are often the first line of 
defense and many are taking a firmer stance with patients 
to prevent them from crossing the line into the overweight 
and obesity categories. For those patients who are unable to 
control their weight gain, a referral for bariatric surgery at a 
facility accredited by American College of Surgeons could be 
the best option, provided that the patient understands weight 
loss surgery is a tool for achieving their goals.

For more information, contact Dr. Wohaibi at 989.790.3268 
or drwohaibi@yahoo.com or contact the Bariatric Program 
Administrator (Sandy Johnson) at Covenant HealthCare at 
989.583.4683.

Pylorus

Gastric 
“Sleeve”

Exised
Stomach

LSG Procedure

In September 2013, Covenant HealthCare received accreditation by American College of 
Surgeons for proving high-quality care to patients undergoing bariatric surgery.

Bariatric surgery provides durable 
glycemic control compared with 

intensive medical therapy at two years. 
Despite a similar weight loss as sleeve 
gastrectomy, gastric bypass uniquely 
restores pancreatic β-cell function and 
reduces truncal fat, thus reversing the 

core defects in diabetes.

–Metabolic Effects of Bariatric Surgery in Patients 
With Moderate Obesity and Type 2  Diabetes, 

Diabetes Care (February 2013)

FIGURE 1
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Evolution of This Specialty

The specialty of occupational medicine finds its roots in 
the era of Hippocrates who urged students to investigate ill 
worker’s work sites. Numerous illustrious figures throughout 
the history of medicine have emphasized the importance of 
workplace assessments in attempting to treat a variety of 
what were once considered mysterious maladies. 

Although it was initially organized in the United States with 
its own specialty organization in 1916, it is modern social-
political history that caused the practice of occupational med-
icine to evolve into such an essential discipline. A watershed 
moment occurred during the Nixon administration in 1970 
when Congress passed laws that define how society looks at 
and responds to work environments affecting workers. 

Today, practitioners of occupational medicine are expected 
to have a general grasp of the potential exposures and the 
health-related effects of these exposures, as well as be 
the legal and regulatory interface between 
government and industry.  

What You Could 
Encounter

Tables 1 and 2 provide 
a useful summary of 
relevant agencies, laws, 
regulations and acro-
nyms that pertain to 
occupational health 
and safety which could 
be encountered by 
physicians of most any 
specialty. This overview 
is intended to enhance your 
understanding of the regula-
tory environment in which 
practitioners of occupational 
medicine work on a daily basis.

Two practical examples of how health care 
providers are directly affected by legislation and 
policy are highlighted below:

1. OSHA and MIOSHA. In Michigan, OSHA regulations 
are enforced by MIOSHA. Employer reporting require-
ments can be accessed at www.michigan.gov. There are 
also reporting requirements for physicians regarding the 

occurrence of occupational diseases and repetitive use 
disorders. The online reporting form can be accessed at 
www.oem.msu.edu. It is a misdemeanor for health care 
providers and institutions to fail to report. MIOSHA can 
and has inspected offices for evidence of compliance.

2. Material Safety Data Sheets (MSDS). The Hazard 
Communications Standard under OSHA requires em-
ployers to have available all MSDS on all potentially 
hazardous substances in the workplace. The documents 
summarize the risks of exposure, treatment guidelines 
and contact information for the manufacturer. Health care 
providers should ask for and expect employers to provide 
these whenever an employee suffers an injury or illness 
as a result of exposure to these substances. The MSDS 
can often be found by online research. 

Useful Resources

The agencies, laws and regulations described in 
this article impact employers and workers 

across the spectrum of industries that 
we deal with on a daily basis in the 

Great Lakes Bay Region. 

There are numerous 
practical texts in the field 
of occupational medicine 
which are appropriate 
for use in the primary 
care setting. Examples 
include handbooks and 
textbooks on general 
occupational medicine, 
regulated examinations, 

respiratory surveillance, 
and biological monitor-

ing. OEM Press at www.
oempress.com is one 

source for these. Professional 
medical organizations include the 

American College of Occupational 
and Environmental Medicine, which 

has an active Michigan Chapter that conducts 
yearly seminars. The American Osteopathic College 

of Occupational and Preventive Medicine conducts meetings 
which offer a series of basic courses targeting primary care 
physicians. 

For more information, contact Dr. Eckstein’s office at 
989.671.5720 or teckstein@chs-mi.com

Occupational Medicine
Understanding the Regulatory Environment
GUEST AUTHOR

Dr. Tim E. Eckstein, Medical Director, Covenant Occupational Health and Wellness

In 
Michigan, OSHA 

regulations are enforced 
by MIOSHA. Employer reporting 

requirements can be accessed at www.
michigan.gov. There are also reporting 

requirements for physicians regarding the 
occurrence of occupational diseases and 

repetitive use disorders. The online reporting 
form can be accessed at www.oem.msu.edu. 

It is a misdemeanor for health care 
providers and institutions to fail to report. 

MIOSHA can and has inspected 
offices for evidence of 

compliance.
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Table 1

Relevant Government Agencies, Laws and Regulations

Description

A statutory form of compensation providing scheduled wage replacement and medical benefits to em-
ployees injured in the course of employment. The Worker Compensation system has evolved over the 
past 100 years and differs by state. It is a “no-fault” system that generally prohibits an employee from 
suing the employer for negligence, and likewise generally protects the worker from being found liable 
for his/her own injury. It does not usually compensate for pain, suffering and punitive damages.

Organized under Title 29 of the Code of Federal Regulations (CFR). Other governmentally structured 
activities are similarly organized within the CFR. Examples: Title 10 is Energy, Title 21 is Food and 
Drugs, Title 32 is National Defense, Title 40 is Environment, Public Health is Title 42 and Transporta-
tion is Title 49. 

Placed the responsibility for promulgating standards, developing regulations and issuing citations and 
penalties regarding work place health and safety under the DOL. The Occupational Safety and Health 
Administration (OSHA) and the Mining Safety and Health Administration (MSHA) administer these 
programs under Chapter 6 of CFR Title 29. Chapter 4 covers the Wages and Hours Division. Chapter 
5 organizes the Equal Employment Opportunity Commission (EEOC) which provides technical assis-
tance to those subject to its provisions and intervenes in civil actions. The Family Medical Leave Act 
(FMLA), promulgated by the DOL, defines requirements for exigency leave from work.

The OSH Act of 1970 also provided for the National Institute of Occupational Health and Safety 
(NIOSH). It is part of the Centers for Disease Control within the Department of Health and Human 
Services. NIOSH provides research, information, education and training in the field of occupational 
health and safety. NIOSH publishes many monographs and texts in the field. A useful handbook is the 
“NIOSH Pocket Guide to Chemical Hazards” which can be purchased or downloaded from the NIOSH 
website at www.cdc.gov/niosh. 

Governs relations between employers and unions where operations involve interstate commerce. 
It is an independent federal agency, not connected to the DOL and has no enforcement authority. 
Enforcement is accomplished through the U.S. Court of Appeals.

Administers the federally regulated drug testing programs for the highway, rail and aerospace indus-
tries, as well as for the Coast Guard (merchant marine) and pipeline (petroleum exploration) indus-
tries. The lone exception for drug testing programs is the nuclear energy industry, which is managed 
by the Department of Energy (DOE). Its program is virtually identical to the others. Most, if not all, 
non-federally regulated drug testing programs model their testing programs after the federally regu-
lated programs. The DOT also specifies the health requirements for commercial drivers and guidance 
for their physical examinations.

Public Health is organized under Title 42 of the CFR (see DOL). The Department of Health & Human 
Services (HHS) is organized as Chapter 1. The Public Health Service is a primary function of HHS 
and numerous functions fall within this chapter, including The Centers for Disease Control (CDC). 
Within the CDC, the National Institute for Occupational Safety and Health (NIOSH) is organized to 
perform research in the area of workplace safety and hazardous substances and provides technical 
assistance and training. Note: NIOSH is not within the DOL. Other agencies under HHS include: the 
Food and Drug Administration, National Institutes of Health, the National Toxicology Program and 
the Agency for Toxic Substances and Disease Registry. The latter monitors health issues related to 
the Comprehensive Environmental Response, Compensation and Liabilities Act (CERCLA) which is 
enforced by the Environmental Protection Agency (EPA).

The DHS has recently achieved far-reaching influence. The Federal Emergency Management Agency 
(FEMA) integrates standards from OSHA, as well as the U.S. Department of Agriculture Forestry Ser-
vice and the non-federal National Fire Protection Association in creating a coordinated multi-agency 
Incident Command System (ICS) designed to respond to both natural and man-made large scale 
disasters. The Emergency Management Institute provides training in the National Incident Manage-
ment System (NIMS). Much of this training is available free online. For individuals or organizations to 
become NIMS compliant, ICS online courses 100, 200, 300, 400, 700, and 800 must be completed. 
This is not that difficult to accomplish and numerous members of Covenant HealthCare have success-
fully completed these and others while working toward becoming proficient in incident response.

Oversees enforcement of numerous laws which impact the manner in which industries are required to 
operate in order to preserve and protect the environment in which all of us live. See Table 2 on page 
16 for specific laws (acts).

Agency/Law/Regulation

Worker Compensation

Department of Labor 
(DOL)

Occupational Safety and 
Health Act of 1970 and 
its sister legislation, the 
Mining Safety and Health 
Act

National Labor Relations 
Board (NLRB)

Department of 
Transportation (DOT)

Public Health and 
Department of Health & 
Human Services (HHS)

Department of Homeland 
Security (DHS)

Environmental 
Protection Agency (EPA)

Continued on page 16
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Occupational Medicine — continued from page 15

Table 2

Relevant EPA Laws

Description

Establishes the National Ambient Air Quality Standards for ozone, carbon monoxide, nitrogen 
dioxide, lead and particulates. It also covers the National Emission Standards for Air Pollutants which 
regulates emissions of radon, mercury, beryllium, vinyl chloride, arsenic, radionuclides and select 
industries such as dry cleaners, petroleum distributers and chemical manufacturers.

Regulates discharges from industrial and municipal point sources into public treatment works and 
surface waters.

Governs household and commercial sewage and wastewater treatment.

Referred to as the “cradle to grave” legislation, it controls chemicals that pose a risk to human 
health from manufacture through distribution, use and disposal.

Requires toxicological studies and registration of these agents prior to and through distribution 
and use. 

Established in 1980, it establishes prohibitions and requirements concerning closed and abandoned 
hazardous waste sites, provides for liability of persons responsible for release of hazardous waste at 
these sites, and establishes a trust fund for clean-up when responsible parties cannot be identified. 

Authorizes the EPA to respond to environmental emergencies and establishes the Emergency 
Planning and Community Right-to-Know Act which specifies the manner of coordinating emergency 
response for environmental emergencies in virtually every community in the U.S.

EPA Acts

Clean Air Act

Clean Water Act

Safe Water Drinking Act

Toxic Substance Control 
Act (TSCA)

Federal Insecticide, 
Fungicide and Rodenticide 
Act (FIFRA)

Comprehensive 
Environmental Response, 
Compensation and 
Liabilities Act (CERCLA) 
“Superfund” Law

Superfund Amendment 
and Reauthorization Act 
(SARA)
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