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by Kevin Nohner, MD
President, NMA

As we encounter the next 

decade, it is time for physi-

cians to decide. Do we remain passive

and hope that “this too will pass?” 

Or, will we be proactive and become

engaged as leaders of change? Do we let

insurers or politicians dictate the path

health care will take? Or, will we use

our knowledge, experience, and patient

relationships to improve the value of

patient care we provide and make health

care affordable for all?

As your president, I have stressed the

need for Nebraska’s physicians to meet

this challenge as leaders and the NMA

board has selected the Choosing Wisely

program as a tool which can both 

educate and engage our physicians to

achieve this goal. 

Currently, our medical practices are

faced with a true C-change, a condition

previously believed to occur “once in a

century.”  However, the world we live in

is much different than it was only a few

decades ago. In a current JAMA article,

an analysis of data concluded that “1 in

5 U.S. households will struggle with

medical bills this year, 1.7 million indi-

viduals live in a household that will file

for bankruptcy related to medical costs,

and more than 25 million adults

between the ages of 19 and 64 will not

take medicines as directed because of

costs”1. In addition to increased patient

need, technologic advances and the

rapid exchange of information have

greatly increased the slope of the change

curve—creating an adaptive tension for

us to transform our practice of medi-

cine. Today’s standards of treatment

may be quickly replaced as they become

outmoded or exposed as being less

effective (or actually cause unintentional

harm). Performance outcomes, cost 

efficiencies, redundancies/wasteful 

practices, and ineffective treatments will

all undergo increased scrutiny. For

many years the government and insurers

have amassed claims-based data which

they have used to assess and influence

our practices. Going forward, we can

expect that the number of parties 

monitoring health care will further pro-

liferate to include consumer advocacy

and special interest groups.  

The best way to counter the

encroachment of governmental and

third parties is to combine the efforts of

our healthcare teams and our patients,

continually assess what we

do, and communicate this in

a transparent fashion.

Promotion of programs such

as the ABIM Foundation’s

Choosing Wisely, the AMA’s

Less is More campaign, and

the American College of

Physicians’ High Value Care

Initiative will raise awareness as to

which treatments and tests are effective

versus those that are less likely to be

successful (or, even worse, actually add

risk to the patient’s health). 

Choosing Wisely has grown since its

inception and now includes 60+ major

medical organizations nationwide.

Consumer Reports, known for being a

non-biased influencer of consumer

behavior, is a major partner in the cam-

paign, acting as the 'consumer commu-

nicator.' They also partner with well-

known organizations such as AARP and

Wikipedia to disseminate their patient-

friendly materials that help patients and

their physicians engage in conversation

about which tests and treatments are
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by Lou Kleager, MD
Past President, NMA

For several decades infectious 

disease specialists and public

health experts have strongly promoted

using antibiotics for treating

infections in humans with

restraint and discretion, in

part, to attempt to limit the

development of bacterial

resistance to antibiotics. (The

usage of antibiotics by the

meat production industry has,

more or less, been just the opposite.)

Virtually all health care providers and

much of the public understand that

treatment of the uncomplicated acute

common cold does not include antibi-

otics as they do not affect the course of

viral illness. The vast majority of the

time that patients ask for help with

treating a “cold” is when the over-the-

counter remedies have failed, and it

seems to the patient that the infection

is progressing with time, not improv-

ing.

The semantics of the disease process

of sinusitis are important. The public

tends to be “lumpers” whereas the

providers tend to be “splitters.” A wide

variety of symptoms may be called

sinusitis by the public. To some it may

be only facial pain with no signs or

symptoms of infection at all. To others

it may be the symptoms of a typical

URI with no associated focal facial

pain. However, providers would say

that acute sinusitis would be a bacterial

infection of one or more paranasal sinus

chambers. The fact that URIs are one

of the most common respiratory illness-

es and that they are many times the

precursor of true acute bacterial sinusi-

tis further muddles the diagnostic deci-

sion making.

Let us digress to the normal physiol-

ogy of the paranasal sinuses and the

pathophysiology of paranasal sinusitis

because the goal of therapy for sinusitis

is to restore normal function. The

paranasal sinuses are hollow chambers

in the facial bones and cranium which

are completely enclosed by bone except

for a narrow outlet called the ostium.

(This is also a somewhat similar func-

tional description of the middle ear and

Eustachian tube.) The chambers are

lined with respiratory epithelium which

secretes mucous and have very fine cilia

on the surface. The cilia beat in a seem-

ingly coordinated fashion to move the

mucous toward the ostia. As long as air

can pass into the sinus through the

ostia and mucous can be cleared out of

the sinus chamber, it is functioning

normally.

Acute and chronic sinusitis develop

when the ostium is blocked and the

mucous blanket cannot be cleared from

the chamber with the subsequent stasis

leading to infection. This commonly

occurs when the mucous membrane

lining the outflow tract become swollen

from URIs, allergy, or barotrauma.

Physical obstruction of the opening

from nasal polyps or facial bone trauma

will have the same result. (Osteitis,

osteomyelitis, dental infections, cilia

dysmotility, and radiation effects are

beyond the scope of primary care and

not included in this discussion.)

Therefore, the conceptual goal of

acute bacterial sinusitis therapy is to re-

establish the patency of the sinus ostia

and thus normal function. We agree

with the recommendations for over-the-

counter treatment remedies for acute

sinusitis (which also apply for simple

URIs) in the Choosing Wisely recom-

mendations on treating sinusitis.  

The most important measures are 

saline nasal lavage and vasoconstriction.

We would also add the use of OTC

guaifenesin as a mucolytic.

If the co-morbidity of inhalant aller-

gy is suspected by symptom history

then OTC entry level allergy treatment

is also recommended with avoidance 

of known allergens, non-sedating oral

antihistamines, and topical OTC sodi-

um cromolyn nasal spray. A topical

nasal steroid spray has just become

available over-the-counter as well. Oral

or parenteral steroids are not indicated

for initial treatment of acute sinusitis.

Nasal vault cultures are generally

considered to be expensive and not 

useful. Many times the nasopharyngeal

flora and the intra-sinus flora are 

different. In research settings only 

cultures obtained by sinus cavity 

invasion are considered to be accurate.

Imaging studies are not necessary for

the initial treatment of acute, uncom-

plicated (not chronic) sinusitis and

should be obtained only after failure of

multiple treatment courses.

The main conundrum for the pri-

mary health provider when dealing with

a patient with a URI or acute sinusitis

or both is: if to use antibiotic therapy

and when. Several protocols give sug-

gestions about when to start antibiotics,

such as this one. But, we would suggest

that this is one disease complex that

cannot be simply reduced to a protocol

or predetermined procedural approach.

This is one practice situation where the

Choosing Wisely suggestions for Sinusitis
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by Steve Lazortiz, MD
Network Medical Director 
for Arbor Health Plan
Chairman, NMA Commission on
Medical Education 

“You must choose. But choose wisely,

for as the true Grail will bring you life,

the false Grail will take it from you.”

- Grail knight to Indiana Jones

One need only to look at the

local newspapers to see that

the issue of quality medical care - and

the cost and impact of this care on the

health of Nebraskans - is being publicly

debated. These issues affect not only

patients and the physicians who care for

them, but also the entities who pay for

the care. Clearly physicians, patients,

and payers must have an open dialogue

when choosing diagnostic tests, treat-

ment modalities, and levels of care. 

For this reason the American 

Board of Internal Medicine (ABIM)

Foundation, working with 60 specialty

societies, has developed the Choosing

Wisely initiative with the goal of pro-

moting dialogue between physicians

and patients to choose the most appro-

priate care based on evidence-based rec-

ommendations. Each of the 60 specialty

societies has developed a list of things

physicians and patients should ques-

tion. The ultimate goal is to help

patients choose care that is evidence

based, safe, not duplicative, and truly

necessary. 

One common clinical problem

which is included in the lists of two of

the specialty societies deals with the use

of computerized tomography (CT) in

the diagnosis of acute abdominal pain

in children. Almost all children experi-

ence abdominal pain at one time or

another, and this diagnostic dilemma is

addressed by both the American

Academy of Pediatrics and the

American College of Radiology.

The American College of Radiology

recommends that a CT for the evalua-

tion of suspected appendicitis is not

done until after ultrasound has been

considered as an option. They point out

that while CT is very accurate in the

evaluation of suspected appendicitis, in

children, ultrasound is nearly as good in

experienced hands. Doing a CT only

when the results of the ultrasound are

equivocal is a cost effective and accurate

approach with a reported sensitivity and

specificity of 94 percent.

The American Academy of Pediatrics

(AAP) states simply that

“Computerized tomography (CT) scans

are not necessary in the routine evalua-

tion of abdominal pain.” They point

out that utilization of CT imaging in

the emergency department evaluation

of children with acute abdominal pain

is increasing, and the AAP has voiced

special concern regarding the sensitivity

of children’s organs to ionizing radia-

tion. 

It is of great interest that of the 10

items on the AAP’s list, three of them

dealt with the use of CT scans. The

other two were “Neuroimaging (CT,

MRI) is not necessary in a child with

simple febrile seizure” and “Computed

tomography (CT) scans are not neces-

sary in the immediate evaluation of

minor head injuries.”

Due to excess radiation exposure and

the acute sensitivity of children’s organs,

both the American College of

Radiology and the American

Academy of Pediatrics

acknowledge the increased

lifetime risk for cancer as a

major reason to consider alter-

natives to CT scans. While

there is no dose threshold for

inducing cancer in children,

the National Cancer Institute points to

the fact that there is no dose of radia-

tion that could be considered absolutely

safe. It has been shown that there is a

clear dose-response relationship. While

the absolute cancer risks associated with

CT scans are small, it is important to

acknowledge the possible cumulative

effect of ionizing radiation over the life-

time of children.

Despite these risks, one recent study

found that during the period from

1996 to 2005 the use of CT scanning

in children has doubled for children

under the age of 5 and tripled for chil-

dren 5-14. The authors estimated that

4870 future cancers could be caused by

the 4 million CT scans performed each

year. These concerns have led to the

formation of the Alliance for Radiation

Safety in Pediatric Imaging that advises

parents to ask their doctor the follow-

ing questions regarding how CT would

benefit their child:

•  Are there other tests (such as MRI or

ultrasound) or actions (such as

watching the child for several hours)

that could be safely substituted for

the CT scan?

•  Will my child receive a “kid-sized”

The evaluation of abdominal pain: 
is CT a wise choice?



by Kim Coleman, MD
Pediatric Radiologist
Radiology Associates, PC

Clinicians can safely forego

imaging in children with

minor head trauma or simple febrile

seizure by following evidence-

based guidelines. This limits

radiation or sedation risks and

reduces expense.

Computed tomography

(CT) can be obtained rapidly,

without sedation, but utilizes

ionizing radiation. CT use has

increased dramatically over the

past few decades. This increases the risk

of cancer according to data extrapolated

from large population radiation 

exposure. Since children are especially

radiosensitive, special attention is 

warranted prior to obtaining a CT scan.

Magnetic Resonance Imaging (MRI),

though radiation-free, is expensive and

requires sedation for most young children. 

Several evidence-based decision-

making tools have been generated to

assist in determining the need for 

imaging for minor head trauma. In

comparative studies thus far, the most

useful and accurate tool is the Pediatric

Emergency Care Applied Research

Network (PECARN) criteria.

By incorporating the PECARN 

prediction rule, a clinician can identify

children at very low risk for clinically-

important traumatic brain injury and

safely bypass imaging. Note, the

researchers are not claiming an absence

of findings on CT – only that there will

not be a clinically significant brain

injury. For example, imaging may show

a non-depressed skull fracture when

none of the criteria are present, but this

isn’t considered clinically significant as

an isolated finding.

The criteria for “clinically-
important” traumatic brain
injury (TBI): 
1. TBI resulting in death

2. TBI requiring neurosurgery 

3. TBI requiring intubation for > 

24 hours or 

4. TBI requiring hospitalization >

2 nights

In the PECARN study, more than

42,000 children with minor head injury

were evaluated. Criteria were estab-

lished for two groups, (1) children

younger than two years and (2) children

two years and older which was based on

the language ability of children to com-

municate symptoms such as headache

and the challenge of assessing neurolog-

ical status in pre-language children. 

When assessing the child, certain 

criteria place the patient into a high-

risk, intermediate- or low-risk category.

CT is recommended for the high-risk

children. CT may be reasonably utilized

when the intermediate risk criteria are

present. However, CT should be avoid-

ed and is NOT recommended in the

setting of children with low-risk crite-

ria. When the PECARN rules are 

followed there is a negative predictive

value of 99.95-100.0 percent. 

This is a powerful tool to reassure

Choosing Wisely to reduce radiation risks in
children with minor head injury or simple
febrile seizure
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Guidelines for children less than two years old:
Those with altered mental status or signs of skull fracture should be imaged with CT
scan. In the absence of mental status changes, or signs of skull fracture, there are four
additional criteria that can aid in determining the need for imaging. CT can be safely
avoided when the following additional criteria are met:
• No scalp hematoma, except frontal
• No loss of consciousness (LOC) or LOC for less than five seconds
• Non-severe mechanism of injury* 
• Acting normally according to parents

Guidelines for children two years and older:
The most critical two features are altered mental status and signs of a basilar skull 
fracture. In children with these findings CT is recommended. In the absence of these
findings, CT can be safely avoided when the four additional criteria are met:
• No loss of consciousness
• No history of vomiting 
• Non-severe mechanism of injury*
• Non-severe headache

PECARN Rules

* Definition of “severe mechanism” of injury:
1. Motor vehicle crash with patient ejection, death of another passenger, or rollover
2. Pedestrian or bicyclist without a helmet struck by a motorized vehicle
3. Falls of more than three feet in children younger than two years, or more than five feet in children

two years and older
4. Head struck by high impact object (continued on Page 6)



parents whose children fall into the

low-risk category. In the absence of

these specific criteria, it is considered

safe to forego CT and advised that CT

not be obtained as the risk of radiation

exposure surpasses the proven benefit 

of scanning. 

Of note, the PECARN data was

gathered from 25 emergency depart-

ments in a Pediatric Research Network.

The application of this diagnostic tool

would have avoided 25 percent of head

CTs in patients younger than two years

and 20 percent of head CTs in children

two years and older in these pediatric

hospitals. The researchers speculate the

impact of applying this tool may be

even greater in general emergency

departments.

Simple febrile seizure occurs in 2-5

percent of children and is defined as a

primary, generalized seizure lasting 15

minutes or less, accompanied by a 

temperature of > 100.4ºF or 38ºC 

without recurrence in 24 hours. In the

absence of focal seizure or predisposing

condition such as ventriculoperitoneal

shunt, focal neurological deficit, 

evidence of increased intracranial 

pressure or altered mental status, 

imaging has shown little benefit.

According to the American Academy

of Pediatrics Subcommittee on Febrile

Seizures “neuroimaging should not be

performed in the routine evaluation of

the child with simple febrile seizures.”

The subcommittee based the recom-

mendation on a comprehensive review

of evidence-based literature from 1996

to 2009.  

CT can be a life-saving tool when

indicated. Discussion of radiation 

risks is best held in the context of 

risk-benefit assessment. Dialogue with

parents can be similar to discussion

regarding antibiotic use: CT is a

resource which is essential when 

indicated, but carries inherent risks if

overused so the decision should be

based on the best available evidence.  

Since radiation risks are felt to be

cumulative, the Society for Pediatric

Radiology suggests parents maintain a

CT record for their child just as they

keep immunization records. A record-

keeping tool is provided on the Image

Gently web site (www.imagegently.org),

which can be printed in pocketsize.

This reemphasizes the need to use 

radiation sparingly. The American

Academy of Radiology White Paper on

Radiation Dose in Medicine specifically

recommends “educating stakeholders in

radiation safety principles and appropri-

ately utilizing imaging to minimize any

associated radiation risk.”

ALARA (as low as reasonably achiev-

able), the principal of using the least

amount of radiation, is best accom-

plished when we eliminate the lowest

yield scans altogether. The available 

evidence confirms that imaging is NOT

necessary in children with simple febrile

seizures and in children with very low

risk of clinically important brain injury

after trauma. Implementation of the

evidence-based recommendations 

can significantly diminish radiation

exposure for the pediatric emergency

room patients.

Find more information on 

the Choosing Wisely pediatric 

imaging guidelines at: 

http://www.choosingwisely.org/doctor-

patient-lists/american-academy-of-

pediatrics/
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by Joshua D. Dahlke, MD, FACOG and
Robert G. Bonebrake, MD, FACOG
Nebraska Methodist Women's Hospital
and Perinatal Center

In February 2013 the Choosing

Wisely campaign, in collaboration

with the American College of

Obstetrician and Gynecologists

(ACOG) and the American Academy of

Family Physicians (AAFP), developed a

list of specific, evidence-based recom-

mendations in an effort to improve care

and avoid unnecessary procedures.

(http://www.choosingwisely.org/

wp-content/uploads/2013/02/ACOG-

5things-List_Web.pdf ) Notably, two of

the five recommendations involved

obstetrical decision making with regard

to timing of delivery in cases of sched-

uled delivery without a medical indica-

tion. Specifically, the campaign discour-

aged non-medically indicated (elective)

inductions of labor or Cesarean deliver-

ies prior to 39 0/7 weeks gestational age

or inductions of labor between 39 0/7

and 41 0/7 in the setting of an unfavor-

able cervix. The goal of this communi-

cation is to address common questions

that may arise when discussing timing

of delivery with patients, as well as

review the rationale and available 

evidence on optimal timing of delivery

that maximizes maternal and neonatal

outcomes.

What conditions in pregnancy are

considered medically indicated and

what are considered non-medically

indicated (elective)?

In February 2011 the Eunice

Kennedy Shriver National Institute 

of Child Health and Human

Development and Society of Maternal-

Fetal Medicine sponsored a workshop

to provide evidence-based guidance on

maternal and fetal conditions in which

late-preterm (34 0/7 to 36 6/7 weeks)

or early-term (37 0/7 to 38 6/7) 

delivery may be indicated.1 In general,

these indications can be classified as

placental/uterine (e.g. placenta previa,

suspected placenta accreta, increta,

percreta, prior classical cesarean, prior

myomectomy), fetal (e.g. growth

restriction, congenital malformations,

oligohydramnios) or maternal (e.g.

hypertensive disorders, pre-existing or

gestational diabetes mellitus) in origin.

Common indications that would be

considered non-medically indicated

include presumed fetal macrosomia,

patient desire or discomfort, or logistic

concerns (e.g. travel distance, provider

or hospital scheduling conflicts). 

One way providers can clarify these

important distinctions for patients may

be to remove the term ‘elective’ from

the lexicon used to describe timing of

delivery. As noted by Berghella et al.,

this term is often used in relation to

surgical (e.g. Cesarean delivery) and

medical (e.g. labor induction) interven-

tions whose decisions are presumed to

be chosen without consideration of

medical risks or benefits.2 As these

authors note, very few decisions, if any,

are made in this manner. If there is a

medical indication, it should be clearly

stated as such. In cases where there is

not a medical indication, yet a clinical

decision is made, a clear rationale

should be documented on the chart

(e.g. ‘maternal request for logistic 

indications’).

Is there evidence that avoiding non-

medically indicated inductions or labor

or Cesarean deliveries prior to 39 0/7

weeks improve maternal and neonatal

outcomes?

Yes. The Consortium on Safe Labor

analyzed data of over 115,500 deliveries

from 12 institutions to determine

maternal and neonatal outcomes by

labor onset type (spontaneous or

induced) and gestational age.3 Their

findings suggested that neonatal out-

comes such as neonatal intensive care

unit (NICU) admission, ventilator use,

and sepsis were significantly decreased

when delivery occurred at or after 39

0/7 weeks gestational age, regardless of

whether labor onset was spontaneous 

or induced. Furthermore, a 3-fold

increased risk of hysterectomy was

noted in women who underwent non-

medically indicated induction com-

pared to a medically indicated one. 

Non-medically indicated (elective) induction
of labor or cesarean delivery: does gestational
age matter?
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Despite clear evidence that non-

medically indicated induction of labor

or Cesarean delivery prior to 39 0/7

weeks increases maternal and neonatal

adverse outcomes, this practice pattern

persists, by some estimates up to 15

percent of all deliveries in the United

States. For example, in a prospective

observational trial of over 37,000

Cesarean deliveries at 19 institutions,

the Maternal-Fetal Medicine Unit

(MFMU) Network noted that 36 

percent of scheduled repeat Cesarean

deliveries occurred prior to 39 0/7.4

Due to its prevalence and impact on

maternal and neonatal outcomes, the

National Quality Forum and the Joint

Commission has included it as a 

national perinatal quality benchmark.

Are there examples of successful

implementation of institutional or 

state-wide programs that have reduced

non-medically indicated induction of

labor or Cesarean delivery prior to 39

0/7 weeks and improved maternal or

neonatal outcomes?

Yes. In an analysis of >17,000 

deliveries in 14 states, Clark et al noted

an overall reduction of non-medically

indicated delivery prior to 39 0/7 weeks

from 9.6 percent to 4.3 percent and a

16 percent reduction in NICU admis-

sions (and no difference in stillbirth)

after implementation of a hospital poli-

cy was instituted. Notably, of the three

possible programs (hospital implement-

ed ‘hard stop,’ provider peer-reviewed

‘soft stop,’ or provider education only),

the ‘hard stop’ policy was most effective

in reducing this outcome of interest.5

State-wide efforts to reduce non-

medically indicated inductions of labor

and Cesarean delivery reported in both

Utah and Ohio demonstrate similar

improvements. 6,7 After the Ohio

Perinatal Quality Consortium 

“Best Practice” Recommendations 
(Adopted from Donovan et al.7)

Recommendations to Reduce Non-Medically Indicated Scheduled
Delivery Prior to 39 weeks

1) Promote ultrasound confirmation of gestational age prior to 20 weeks
among providers, hospital personnel, and pregnant women

2) Adopt ACOG scheduled birth criteria:

a) Confirm gestational age with excellent dating criteria

b) Avoid scheduling induction of labor or Cesarean delivery prior to 39
weeks without clear medical indication

c) Adopt Scheduled Birth Form

i)  Note whether dating criteria is optimal (confirmed or set by <20
week ultrasound) or not optimal (all others)

ii) Document specific indication for scheduled birth

iii) Document discussion of risks and benefits of scheduled birth

3) Improve Obstetric-Pediatric communication

a)Monthly statistics reports to physician, nurses, and administrators

4) Promote culture of safety

a)Discussions at department and quality meetings.

Examples of Medical and Non-medical (Elective) Indications for scheduled
delivery (induction or Cesarean delivery) prior to 39 weeks.

(continued on Page 16)

Non-medical indications not 
recommended for scheduled delivery
prior to 39 weeks

Presumed Fetal Macrosomia 
e.g. >5000 grams in nondiabetic    
or >4500gm in diabetic

Maternal discomfort

Logistic concerns
e.g. Provider or hospital 
scheduling conflicts, 
Long-distance travel

Medical Indications for scheduled
delivery prior to 39 weeks

Placenta/Uterine reasons:
- Placenta previa
- Suspected placenta accreta, 

increta, or percreta 
- Prior classical cesarean
- Prior myomectomy

Fetal reasons: 
- Growth restriction
- Congenital malformations
- Oligohydramnios
- Multiple gestation
- Prior stillbirth 

Maternal reasons:
- Hypertensive disorders
- Pre-existing or gestational 

diabetes mellitus
- HIV positive
- Underlying cardiothoracic, 

pulmonary, or renal disease
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by Michael Longley, MD
Nebraska Spine Center

Advanced medical imaging has

improved our diagnostic ability

in low back problems; however, there is

a need to balance the benefits of med-

ical imaging against the poten-

tial risks and costs. Medical

costs are being shifted to

patients who are increasingly

finding that they have large

deductibles and thus are 

personally paying for their

own imaging. In addition, as

physicians and medical providers we are

increasingly being asked to share in the

cost controls both professionally and

financially. In this environment the

need for wisdom in choosing how 

to further evaluate low back pain is

becoming ever more critical. Mere

symptom management in the absence

of a diagnosis poses potential 

risks including excessive narcotic 

prescription.

Acute low back pain is generally

considered an episode of pain of dura-

tion less than six weeks. However, in

many instances this definition is blurred

by the presence of pre-existing episodes

or symptoms. There are recommenda-

tions in the literature that use the con-

cept of “red flags” that are often pro-

posed to be useful to define the need

for further imaging. Unfortunately

these “red flags,” while potentially sim-

ple recommendations, are often assum-

ing ideal conditions which are seldom

reality in a busy clinical practice. The

published red flags also have very limit-

ed clinical data to support their routine

use and in themselves are subjective in

the patient reporting and physical exam

findings.

Thus an episode of symptoms appar-

ently presenting as acute low back pain

must be evaluated with several underly-

ing questions running through a clini-

cian’s mind as follows:

1. Does the back pain represent referred

pain from other organs?

a. E.g. Aortic aneurysm, pancreatic -

tumor, gynecological problems,

renal infection

2. Is the pain caused by primary or

metastatic tumor?

3. Is the pain caused by infection or

other local or systemic condition?

4. Is the pain caused by fracture due to

significant trauma or possibly patho-

logical fracture from osteoporosis or

other metabolic bone disease?

5. Is the low back pain accompanied by

significant or progressive neurological

deficit?

With this underlying suspicion in a

clinician’s mind, the decision to proceed

to further imaging can be triaged more

effectively.  A careful history and physi-

cal examination not only answers the

question of a possible need for further

imaging but also leads to a clinical dif-

ferential diagnosis. This is more useful

in my mind than following a table of

“red flags.” It should be noted that 80

percent of patients presenting with

acute low back pain have at least one

red flag present on history or exam. For

example, a significant proportion of

patients will be out of the “normal” age

for mechanical low back pain of 18 to

50 years. In addition, the list of red

flags published varies widely depending

on the author, is subjective (severe

pain), and is a moving target (failure to

respond to therapy). There is a great

need to evaluate the patient as a whole,

fostered by a well documented and

detailed past medical record. There is

also a need to continue to objectively

reevaluate the patient’s response to

treatment. For example, a diabetic

patient with a leg ulcer and nocturnal

back pain clearly presents risk factors

for discitis and osteomyelitis. 

The comprehensive and directed his-

tory obtained from the patient must be

supplemented by a careful, thorough,

and efficient examination. General

examination should include vital signs

(temperature/signs of sickness including

anemia), weight (weight loss), body

habitus and affect (level of pain with

movement), and cutaneous abnormali-

ties (jaundice and cutaneous infection).

General examination can identify

incongruities in examination such as

variability in movement patterns that

may provide clues to anxiety or func-

tional overlay. More focused spinal

examination should note spinal posture

including deformity or apparent muscle

spasm. Functional exam should enable

evaluation of gait including limp, abili-

ty to heal and toe walk and squat; pal-

pation of the spine may also be useful

in identifying tenderness or deformity

such as spondylolisthesis. Neurological

examination needs to document reflex

asymmetry indicative of neurological

deficit along with manual motor testing

and sensory testing. Range of motion of

the hips can be quickly performed to

assess alternative causes of leg pain or

gait disturbance. Perianal sensation and

sphincter tone may be critical in assess-

ing the need for urgent referral for

Imaging in acute low back pain

(continued on Page 15)
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by Andi Barker, MD 
Nebraska Heart Institute

Stroke is the fourth leading cause

of death in the United States,

behind heart disease, cancer, and respi-

ratory disease. It still remains the lead-

ing cause of disability in the U.S. and

Europe. Strokes can be ischemic or

hemorrhagic. The majority of strokes in

the U.S., about 87 percent, are

ischemic in etiology. In regard to the

vascular surgical management of

strokes, the prevention of ischemic

stroke is the main area of consideration.

A major preventable cause of ischemic

stroke is atherosclerotic occlusive dis-

ease of the extracranial carotid artery.

Common symptoms of carotid terri-

tory transient ischemic attack (TIA) are

transient monocular blindness or field

cuts, dysarthria, dysphasia, aphasia,

mono/hemiparesis, hemisensory deficit,

bright-light amaurosis, or lightheaded-

ness/presyncope. Unfortunately, only

15 percent of stroke victims have a

warning TIA before stroke and waiting

until symptoms occur is not ideal. The

purpose of carotid bifurcation imaging

is to detect “stroke-prone” carotid bifur-

cation plaque and identify a high-risk

patient likely to benefit from therapy

designed to reduce stroke risk. The

most appropriate screening test for the

condition is duplex ultrasonography.

How prevalent is carotid artery dis-

ease in the general population? Several

large population studies have been per-

formed to answer this question. The

actual prevalence of clinically significant

carotid artery stenosis (60-99 percent)

in the general population is one percent

or less. The prevalence of stenosis has

been shown to increase with age, total

cholesterol, systolic blood pressure, and

cigarette use. The finding of internal

carotid artery (ICA) stenosis was more

frequent than that of new hypertension

or new atrial fibrillation; therefore,

making it the most frequently detected

treatable cause of ischemic stroke.

Patients with known hypertension were

significantly more likely to have ICA

stenosis (12.7 percent vs. 7.8 percent),

as were patients with heart disease (18.2

percent vs. 8 percent). If patients had

both risk factors, they were significantly

more likely to have ICA stenosis than

patients without either risk factor (22.1

percent vs. 8.5 percent).

Raising public awareness about vas-

cular disease and screening becomes

critical with the number of Americans

60 years and older expected to reach

nearly 76 million by the year 2020. The

American Society of Neuroimaging

concluded that the effectiveness of

screening would be related to the preva-

lence of the disease in the screened pop-

ulations. When the prevalence of steno-

sis is greater than 20 percent, screening

reduced risk of stroke in a cost-effective

manner. With a prevalence of less than

five percent, screening has not been

shown to be beneficial and may actually

be harmful due to false-positive results.

Given these assumptions, screening of

the general population for carotid

stenosis is NOT indicated. This posi-

tion is supported by multiple profes-

sional organizations, including the

National Stroke Association, the

Canadian Stroke Consortium, the

Society of Vascular Surgery, and the

U.S. Preventive Services Task Force.

The American Stroke Association/AHA

Stroke Council concluded that highly

selected patient populations

may benefit, but screening of

the general population for

asymptomatic carotid stenosis

was unlikely to be cost-effec-

tive and might have the

potential adverse effect of

false-negative or false-positive

results. There is also no evidence that

auscultation of the neck to detect

carotid bruits provides any benefit.

Screening should only be pursued if a

carotid bruit is associated with other

risk factors for stroke in low operative

risk patients.

There are potential high risk groups

who might benefit from screening.

These groups, compared to the general

population, have a higher prevalence of

carotid stenosis that may be greater

than 30 percent. Jacobowitz et al devel-

oped a model to identify patients at

high risk for >50 percent asymptomatic

carotid stenosis. The screened patients

were aged >60 years and had one or

more of the following risk factors: his-

tory of hypertension, coronary artery

disease, current smoking, and a first-

degree family relative with a history of

stroke. The prevalence of carotid artery

stenosis was only two percent if no risk

factor was present, six percent with one

risk factor, 14 percent for two risk fac-

tors, 16 percent for three risk factors,

and 67 percent for four risk factors.

Patients undergoing coronary revascu-

larization are another group with an

increased prevalence of carotid stenosis.

Current recommendations for asymptomatic
carotid screening 

(continued on Page 14)
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by Bob Rauner, MD, MPH, and 
Deone Anderson, CSW

Most of the Choosing Wisely

campaign initiatives discussed

in this issue of Nebraska Medicine are

written with a “don’t do this” approach,

so we decided we would instead talk

about some things you should do. There

are several Choosing Wisely “don’ts” list-

ed for hospice care, but many of these,

along with problems and awkward dis-

cussions that come at the end of life,

could be avoided with a systematic

approach to advanced care planning.

One of the most widely used approaches

across the United States is POLST

(www.polst.org) which stands for

Physician Orders for Life Sustaining

Treatment. We have used POLST our-

selves and would highly recommend it.

One of my (Dr. Rauner’s) patient

stories that made me a believer came a

year after I started using POLST. One

of the elderly couples I took care of

(we’ll use the names Cliff & Mary, not

their real names) were perfect candidates

for POLST: both were in their 70s with

COPD and multiple chronic problems.

I discussed POLST with them at an

office visit and then sent the informa-

tion home with them so they could 

discuss it with their daughter before

their next visit. At the return visit Cliff

was very firm about what he did and

didn’t want. He wanted to be hospital-

ized if necessary and kept comfortable,

he wanted IV fluids and antibiotics, and

wanted artificial nutrition for a limited

time if there was potential for improve-

ment. However, he was emphatic that

he did not want to be placed on a venti-

lator. If it was his time he wanted to die

a natural death, not hooked up to a

machine.

About six months later Cliff was 

hospitalized for an illness that rapidly

deteriorated and a day later rushed to

the ICU with multisystem organ failure.

His COPD had worsened to the point

that he would need to be placed on a

ventilator. Cliff was delirious, but fight-

ing the mask and BiPap the respiratory

therapist was trying to use. I arrived at

the ICU to find his granddaughter pan-

icking and uncertain what they should

do. Cliff was fighting treatment, but she

felt we needed to “do everything” for

her grandfather. I knew Cliff well and

knew this was not what Cliff wanted.

Luckily, I was able to fax Cliff ’s com-

pleted POLST from our clinic EHR to

the ICU nurse’s station. Seeing Cliff ’s

wishes noted on the form with both

Cliff ’s and Mary’s signatures made the

granddaughter’s decision much easier.

We kept Cliff comfortable and he died

peacefully about an hour later, the way

he wanted.

POLST is a one-page document out-

lining preferences for treatments and

written in language that is clear to both

patients and medical providers. The

intent is for the form to follow patients

from setting to setting (e.g., home, nurs-

ing home, hospital, ambulance, etc.)

and qualifies as physician orders across

each of them. The communities that do

it well take an organized and systematic

approach in their community, making

sure that all settings are familiar with

and abide by the form. Ideally, a copy is

saved by the primary care physician, the

patient (possibly placed in a refrigerator

magnet holder in case of an emergency),

and local hospital. Someday, when our

health IT infrastructure is adequate, it

could be accessible anywhere via

Internet.

One of the gold standard communi-

ties in the country is La Crosse,

Wisconsin. After rolling out their

Respecting Choices initiative which uti-

lizes POLST in their city they were able

to reach most of the residents in their

community. Out of 400 deaths in a

seven month period of 2009 all but 16

had a care plan in place. A study of

Medicare beneficiaries in LaCrosse

shows they spend 10 fewer days than

the national average in a hospital bed

during the last two years of life, possibly

as a result of their POLST efforts.  La

Crosse Intensivist Greg Thompson,

MD, said it best – “advance care plan-

ning gives people the opportunity to live

and die on their own terms rather than

somebody else’s.” 

This approach has been used in 

several communities in Nebraska with

varying degrees of success, but still does

not have a significant state presence in

Nebraska. However, there is growing

interest from the state and county 

medical societies. Hopefully, in the

coming years we will be able to launch 

a Nebraska initiative like the one in

place in La Crosse, Wisconsin. l

Advanced Directives Planning with POLST

Bob Rauner, MD,
MPH

Deone Anderson,
CSW
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Choosing Wisely – a tool for change (continued)

appropriate for them, and which are

not. This widespread approach and 

participation will go a long way to

improve the public health of

Nebraskans. The following and future

articles are simply the tip of the iceberg

as to what we can do to achieve better

health care outcomes and contain the

cost of care. I challenge you to become 

a leader for change. 

There are a multitude of factors that

lead to change and no one is solely

responsible for our current status.

Patients and their families want and

demand medications or the latest tech-

nology, regardless of effectiveness.

Entrepreneurs and alternative health

providers market unproven treatments

or tests based on anecdotal testimony

and patient fears. Physicians, allied

health professionals, and hospitals are

not immune. Overutilization driven by

supply sensitive care has repeatedly been

shown to consume more resources yet

yield poorer outcomes. It should not be

a surprise to anyone that this path is

unsustainable. 

How, then, will this C-change occur?

What will the new direction be?  

I would propose that the process is

not the sole responsibility of any single

constituent. If we can keep in mind that

our ultimate goal is to meet the patient’s

needs first and foremost, we are likely to

be successful. Going forward, strategies

for active participation and collabora-

tion by all will be essential:   

• Consumer Reports has created pub-

licly available patient-facing materi-

als on many Choosing Wisely top-

ics: ConsumerHealthChoices.org/

Choosing.

• Patients will need to take more own-

ership in their health. Diet, exercise,

and healthy lifestyles are hard to

prescribe and, if not embraced by

the patient, will be a set-up for fail-

ure. We need the development of a

mindset that promotes wellness and

preventive care to replace our cur-

rent model based on reacting to ill-

ness and health crises. 

• Physicians and staff need to provide

more education and engage the

patient in the decision process.

Patient and physician goals may not

coincide and alignment is essential

for progress to occur. The addition

of care coordinators and implemen-

tation of the Patient Centered

Medical Home Concept provide a

new and unique resource to develop

and integrate patient care. 

• We need education of providers

regarding the cost of services we

provide beginning at the student

level and continuing throughout the

provider’s career. Patients, corpora-

tions, insurers, and the government

will demand cost-efficiencies, and

we will need to know how to 

manage these with the best interest

of the patient in mind. 

• Physicians and payers will need to

collaborate for this to be successful.

Sharing data should be a two way

street; results of quality metrics and

claims-based data, if analyzed cor-

rectly, will have more impact togeth-

er than separately.

• Development of Accountable Care

Organizations (ACOs) can facilitate

the process of incorporating data

into the workflow to increase the

value of the services—improving

both outcomes and patient satisfac-

tion while containing costs.

Utilization of electronic records at

the clinic level and inclusion of

patient satisfaction as a key measure

in value are important differentia-

tors from the prior HMO model.

Improving health care for our

patients will be a team effort, but physi-

cian input is essential for the transfor-

mation to occur. Our role as stewards to

protect and provide care to our patients

is ingrained as to who we are and why

we chose this profession. Our patients

need us now more than ever. Let’s stop

the leak and preserve health care for

future generations. l
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Choosing Wisely suggestions for Sinusitis (continued)

clinical judgment of the provider, based

on thoughtful consideration of all of

each patient’s signs, symptoms, severity,

and duration of the disease and the

provider’s clinical experience, supersedes

any protocol recommendation for best

individualized care.

It is recommended that Amoxicillin

be the initial antibiotic of choice.

Considering that the causal agent of

most acute sinusitis is a Gram positive

bacteria, this is reasonable. As otolaryn-

gologists, we rarely see untreated acute

sinusitis, so our patient population is

preselected to include the Amoxicillin

failures. We have had more success with

inexpensive generic cephalosporins,

macrolides, sulfa/trimethoprims, and

doxycycline. If maxillary sinusitis is sus-

pected of being of dental origin, then

coverage for anaerobic bacteria should

be considered. 

In summary, the first step in treating

patients with acute “sinus” complaints

is to attempt to sort out the probable

cause of their facial discomfort.

Secondly, the supportive over-the-

counter measures recommended by

Choosing Wisely are excellent. They

will assist in re-establishing sinus cavity

drainage and are an important part of

the care of a patient with true sinusitis

and/or an URI. We would strongly rec-

ommend adding an OTC mucolytic to

this list. Third, imaging studies and

nasal cultures are not necessary for

entry level treatment of suspected acute

sinusitis. Fourth, guidelines notwith-

standing, the primary care provider’s

individualized assessment of each

patient and her or his clinical judgment

should supersede any protocol recom-

mendation for best patient care. Fifth,

our experience as specialists suggests that

inexpensive, generic cephalosporins,

macrolides, sulfa/trimethoprims, and

doxycycline are more effective than

Amoxicillin for treatment of acute bac-

terial paranasal sinusitis.

Find more information on the

Choosing Wisely sinusitis guidelines at:

http://www.choosingwisely.org/doctor-

patient-lists/treating-sinusitis/  l   

Current recommendations for asymptomatic
carotid screening (continued)

The ACC/AHA guidelines note that

carotid screening before CABG is 

probably indicated in the following

subset of patients: age>65 years, left

main coronary stenosis, history of

smoking, history of TIA/stroke or

carotid bruit, and peripheral arterial

disease. Several studies have shown that

patients with symptomatic peripheral

arterial disease have an increased preva-

lence of carotid stenosis and would

benefit from screening regardless of age.

In summary, routine carotid screen-

ing is not recommended in the general

population who are asymptomatic.

Screening is also not recommended for

patients who have a neck bruit without

other risk factors. It should, however,

be performed in certain groups of

patients with multiple risk factors, as

long as the patients are fit and willing

to consider any surgical intervention if

needed. These groups include: patients

with significant peripheral arterial dis-

ease, and patients > 65 years with a his-

tory of CAD, smoking, or hypercholes-

terolemia. Carotid screening should also

be considered in patients before CABG

especially if they have the risk factors

listed previously. For a full list of 

current recommendations, visit

www.uspreventiveservicestaskforce.org.

Find more information on the

Choosing Wisely asymptomatic 

carotid screening guidelines at:

http://www.choosingwisely.org/doctor-

patient-lists/american-academy-of-

family-physicians/ l
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Imaging in acute low back pain (continued)

cauda equine syndrome. Finally, an

abdominal exam and vascular status

may be important to identify non-spinal

causes of back pain and should not be

omitted.

The efficient history and examina-

tion thus provides the practitioner with

a differential diagnosis as well as an esti-

mate of the urgency of further workup.

The patient who has no ominous fea-

tures on history and exam and apparent

musculoskeletal symptoms without neu-

rological deficit can be treated appropri-

ately with reassurance and a goal of

functional restoration in this situation. 

The patient who presents with a suf-

ficient level of complicating features

may need further diagnostic evaluation.

In my experience the most frequent

missed items on history include noctur-

nal pain with associated infection and

occasionally tumor. Another commonly

missed scenario is apparently minor

trauma in the presence of occult osteo-

porosis. Back pain without any leg pain

is often present with spinal stenosis

(tired back with standing) or with disc

herniation, but the latter presentations

do not often require urgent imaging and

often present in a more chronic fashion.

Plain film radiology can be extremely

useful, especially when digitally per-

formed upright with flexion and exten-

sion views, in fact in many instances it

is complementary to a static supine

MRI. However, the variability of imag-

ing quality and also in the reporting by

the attending radiologist often severely

limits lumbar X-ray value for routine

use. 

MRI scans also vary in quality and

open MRI scans of low field strength

can be of poor quality. Patient claustro-

phobia or motion can often be amelio-

rated by a simple Xanax protocol and

result in high quality studies that can

guide patient management. However,

many insurance companies require

detailed documentation before approv-

ing such imaging, and I suspect this

requirement will grow as the imaging

becomes more integral to disease and

patient management algorithms. CT

scans involve greater patient radiation,

but are of value in a patient where

implants prohibit MRI scans and can

also be complementary to MRI scans in

clarifying patient pathology and treat-

ment pathways. Unfortunately, in some

patient groups such as adolescent pars

injuries, CT scans, though of significant

radiation dose, may be critical in deter-

mining appropriate return to sporting

activity.

In summary, the practitioner evaluat-

ing low back pain needs to maintain an

index of suspicion to identify significant

concerns in history and exam to differ-

entiate potentially benign mechanical

low back pain from occult, more serious

conditions. The awareness of patient

background status and medical condi-

tion is important in this. Documenting

the presence of any neurological deficits

is important to identify a level of

urgency for surgical referral. Continued

reevaluation of patient response to treat-

ment is necessary, and these fundamen-

tals will guide the practitioner as to the

value of further imaging. 

Find more information on the

Choosing Wisely low back pain imaging

guidelines at:  http://www.choosingwise-

ly.org/doctor-patient-lists/american-

academy-of-family-physicians/ l   
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Non-medically indicated (elective) induction of labor or
cesarean delivery: does gestational age matter? (continued)

implemented a program at 20 regional

hospitals, the rate of scheduled births

between 36 0/7 and 38 6/7 weeks with-

out a medical indication decreased from

25 percent to <5 percent within one

year. Recommended practices attributed

to this improvement included; 1)

Promotion of ultrasound confirmation

of gestational age <20 weeks, 2)

Adoption of a Scheduled Birth Form

documenting dating criteria, specific

indication for the scheduled birth, and

documentation of discussion of risks

and benefits of scheduled birth, 3)

Improved obstetric-pediatric communi-

cation including monthly statistics

reports to physicians, nurses and

administrators, and 4) Promotion of 

a culture of safety.

Undoubtedly, reducing adverse

maternal and neonatal outcomes in

Nebraska is the goal of every provider

who serves pregnant women in our

state. While the benefits of reducing

non-medically indicated inductions of

labor and Cesarean delivery prior to 39

0/7 is clear, active participation among

patients, providers, and administrators

at the local and state level will continue

to be required in future endeavors to

improve outcomes. 

Find more information on the

Choosing Wisely Caesarean guidelines

at: http://www.choosingwisely.org/

doctor-patient-lists/american-college-

of-obstetricians-and-gynecologists/.

Choosing Wisely's new safe 

pregnancy guidelines for patient 

education are available at

ConsumerHealthChoices.org/

pregnancy. 
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The evaluation of abdominal pain: is CT a wise choice?
(continued)

radiation dose?

•  Have the facility and radiology 

professionals done all they can to

lower the radiation dose as much as

possible while finding out what’s

wrong with my child?

Again, we see the approach of

encouraging a dialogue between the

patient and the physician to choose 

the most appropriate care. 

Evaluating a child with acute

abdominal pain can be a challenging

endeavor. There is an urgent need to

rule out potentially life threatening

conditions quickly and accurately, and

there is no question that imaging is 

frequently an essential part of this 

evaluation. While CT scanning is both

sensitive and specific, the question

should be asked whether another 

imaging technique could be used 

which would provide the needed 

information at a lower radiation dose.

Clearly, in the evaluation of acute

abdominal pain in children, one must

“choose wisely.”

Find more information on the

Choosing Wisely pediatric CT 

scan guidelines at: 

http://www.choosingwisely.org/doctor-

patient-lists/american-academy-of-

pediatrics/ l



Nebraska Medicine  |  Fall 2014

Page 17

nebraskablue.com
Blue Cross and Blue Shield of Nebraska is an Independent 
Licensee of the Blue Cross and Blue Shield Association.

healthy 
Nebraska

Working with 
you for a



Nebraska Medicine  |  Fall 2014

Page 18



Nebraska Medicine  |  Fall 2014

Page 19

The Popular vs Important Question
by Ross Polking
Provided by the Foster Group

A question we hear frequently 

from physicians concerns the

details around what are commonly

known as “alternative” investments.

Derivatives, options, hedge funds, gold,

master limited partnerships, junk

bonds, and the list goes on. Investors

are intrigued by the potential reward

they believe these investments offer.

The marketing stories for these vehicles

seem strong and often suggest “can’t-

miss” type opportunities; they play on

our greed.

Another question that ranks near the

top of the list asks about the latest hot

stock to purchase or the next “dog” that

should be sold. Someone in a break

room conversation suggests that as corn

prices continue to fall, China will pro-

voke North and South Korea to go to

war with one another so the U.S. has to

send additional resources to the Pacific;

commodity prices will then rise over

the fear of a pending stock market

crash. I know – makes no sense – but

on close inspection, neither do most

theories that cause investors to act irra-

tionally. Uncertainties tempt us to con-

sider pursuits that are neither in our

best interest nor align with our long-

term goals.

While most folks don’t find a ques-

tion answered with other questions sat-

isfying, here are some important ques-

tions that should precede entertaining

such investment moves:

• Do you have a financial plan that

outlines a clear path toward achiev-

ing life-long goals for you and your

family?

• How would this investment fit

within your plan and increase the

probability of you achieving your

goals?

• Do you actually need the return

potential (not guarantee) suggested

by the investment in order to

achieve your goals?

• Can you afford the inherent risk of

the investment (remember, risk and

reward are inextricably linked), and

the potential loss if things go badly?

Think about it this way…say you

have $1 million invested today, com-

prised of your employer’s qualified

retirement plan, IRAs, brokerage

accounts, and maybe even an ownership

interest in a medical practice. Further,

let’s assume you’ve done the math (or in

the context of a planning relationship

with a trusted advisor) and determined

that in order to retire in 15 years with

$6 million available for living expenses,

you need to invest $100,000 annually

with an overall return of near 8%.

Again, based upon your own dynamic

circumstances and goals, the annual

required rate of return is 8%. Over the

last 10 years, a globally diversified port-

folio, passively managed to merely cap-

ture market return has earned over

9.5% annualized. Past performance is

absolutely never a guarantee of future

results. Heard that before? But why

open yourself to significantly greater

risk of loss in the hope of doubling

your return if that’s not what your goals

require… with the potential of signifi-

cant loss?

According to the Journal of

Financial Planning’s July, 2014 issue,

23% of millionaire investors say their

biggest investing mistake was failing to

adequately diversify their portfolio. In

other words, they didn’t believe their

mistake was not finding the biggest fish

in the pond. Remember, diversification

doesn’t necessarily come from multiple

advisors providing competing philoso-

phies, but rather a portfolio offering

exposure to multiple global asset classes

whose return patterns differ from one

another. Seek the path that can improve

your probability of success, not with

the one with the thrilling story that

may completely derail your hopes and

dreams if it doesn’t deliver. Plan, stick

to the plan, and stay diversified.

Foster Group Inc. is a fee-only invest-

ment adviser firm providing a holistic

approach to wealth management and

financial planning, as well as traditional

investment and portfolio management

offerings. The firm has more than $1.4

billion in assets under management and

services more than 900 clients across 39

states, with a specialization for clients in

the medical profession. For more informa-

tion please visit www.fostergrp.com/nma

or call 1-844-437-1102.

The information and material provid-

ed in this article is for informational pur-

poses and is intended to be educational in

nature. We recommend that individuals

consult with a professional advisor famil-

iar with their particular situation for

advice concerning specific investment,

accounting, tax, and legal matters before

taking any action. l
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The NMA is now on
Facebook!

Please like our page! 
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