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As the debate over health system reform 
heated up in Washington, DuPage 
County Medical Society physicians 

met with each of the three members of the 
House of Representatives whose districts 
include portions of DuPage County.  DCMS 
leaders continued to stress the need for 
liability reform, insurance reform, and 
Medicare reform to address the problems with 
the nation�s health care system.  All parties 
agreed that it is important to continue the 
dialogue between physicians and those in 
Washington and that reform is critical.

As the situation remains � uid, DCMS has 
not taken a formal position on any speci� c 
reform proposals.  Society leadership agrees 
with the Illinois State Medical Society that 
reform should keep what is right and � x what 
is wrong with the current system to expand 
patient access to quality, affordable care and 
preserve the physician-patient relationship. 

  Theodore C. Doege, MD, Lanny F. Wilson, MD, 
  Cong. Judy Biggert (R-13), Thomas F. Morris, DO,      
  Alejandra M. Perez-Tamayo, MD, and Rashmi K.    
  Chugh, MD, participated in an in-depth discussion 
  about health system reform on July 6, 2009.

Matthew J. Spiewak, DO, Hythem P. 
Shadid, MD, Cong. Bill Foster (D-14), 
and Rashmi K. Chugh, MD, met during 
the August Congressional recess at Foster’s 
District office in Batavia.

HEALTH SYSTEM REFORM MEETINGS

CONTINUOUS 
MEMBERSHIP 
A NEW OPTION

Every April, Illinois 
State Medical Society 
(ISMS) delegates meet 

to debate and vote upon 
resolutions that set ISMS� 
future direction.

 This year, at the direction 
of its Board, the DuPage 
County Medical Society 
(DCMS) introduced a 
resolution requesting ISMS 
develop and implement a 
new membership program 
on a pilot basis. The 
ISMS House of Delegates 
agreed with the concept 
� now known as Continuous 
Membership � and with 
the coming of the 2010 
membership year, DCMS 
physicians can participate in 
this innovative initiative.

Bene� ts of signing up for 
Continuous Membership 
include: 

Renewal billing becomes � 
a thing of the past, 
saving you time and 
resources
Your membership dues � 
will be automatically 
deducted from your bank 
account or billed to your 
credit card in monthly 
payments
You will continue to enjoy � 
your DCMS and ISMS 
bene� ts year-round 

DuPage County is one of 
two counties selected to 
participate in the three-
year pilot program.  DCMS 
members will soon be able to 
sign up for this new service 
simply by visiting the ISMS or 
DCMS web site.  Physicians 
who register will have their 
� rst payment deducted in 
January, 2010.

(Continued on page 5)

Cong. Peter Roskam (R-6) addresses 
physicians at a forum on health system 
reform he hosted on July 1, 2009. 



YOUR COLLEAGUES

Matthew J Bueche, MD, Naperville, has 
been re-elected Historian of the Pediatric 
Orthopaedic Society of North America 

(POSNA).  Doctor Bueche will serve a second 
three-year term and continue to sit on the Society�s 
Board of Directors.

Michael J. Collins, MD, Hinsdale, is the author of, Blue 
Collar, Blue Scrubs, published this summer by St. 
Martin�s Press.  Recalling his journey from construction 
worker to medical student, the memoir 
is his second; the � rst, Bright Lights, Cold Steel, 
focused on his experiences as an orthopaedic 
resident.

Raymond A. Dieter, MD, Glen Ellyn, is 
the co-author with his two sons of the 
new McGraw-Hill Professional textbook, 
Peripheral Arterial Disease.  
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DCMS MEMBERS APPOINTED TO 
ISMS COUNCILS AND COMMITTEES 

Peter E. Eupierre, MD, chair of the ISMS Board of Trustees, has 
appointed DuPage County Medical Society members to serve 
on Illinois State Medical Society Councils and Committees.  

The 2009-2010 service appointments are as follows:

Sean S. Adams, MD
Council on Economics

Richard R. Anderson, MD
Council on Medical Service

Vivian H. Chou, MD
Committee on Drugs 
and Therapeutics

Rashmi K. Chugh, MD
Council on Communications

Steven B. Deliduka, MD
Governmental Affairs Council

Peter E. Doris, MD
Council on Education and 
Health Workforce

Cynthia Go, MD
Council on Membership 
and Advocacy

David J. Hale, MD
Committee on Drugs 
and Therapeutics

Stasia S. Kahn, MD
Committee on CME Activities

John W. Laude, MD
Medical Legal Council

Manuel A. Malicay, MD
Committee on CME Activities

Patricia A. Merwick, MD
Council on Economics

Robert C. Parker, MD 
Medical Legal Council

Bernie C. Ranchero, MD
Council on Economics

Lanny F. Wilson, MD
Council on Economics 
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President’s Message

Hythem P. Shadid, MD
DCMS President

Doctor Shadid has invited Vincent J. 
Bufalino, MD, a cardiologist and the 
DCMS Membership Chair, to provide 
a guest perspective this month for the 
President�s Message.  Following are 
Doctor Bufalino�s remarks: 

HAPPENINGS AT 
THE CENTERS FOR 
MEDICARE AND 
MEDICAID SERVICES

Over the last several years 
I have had an interesting 
opportunity to see the Centers 

for Medicare and Medicaid Services 
(CMS) from the inside and it has 
changed my perspective.  I was 
appointed to the Practicing Physician  

Advisory Council 
and I am presently 
chairing the group for 
two years.  We deal 
with healthcare policy 
reform from CMS 
perspective and play 
an advisory role to the 
agency.  

We have had the opportunity to 
review new demonstration projects 
that CMS is evaluating and provide 
input from the practicing physician�s 
perspective.  The council is made up of 
15 physicians from around the country 
with most every specialty in medicine 
represented.  I thought I would take 
this opportunity to review some of the 
unique programs that Medicare has 

placed before us and some of the 
things that are likely to come in the 
near future.  

The � rst three programs are all 
approved and have � nancial 
incentives attached.  The � rst is 
the Physician Quality Reporting 
Initiative (PQRI) which has been 
in place for almost two years and 
allows physicians to earn up to 
1.5 percent (of the total Medicare 
annual billing) for 2008 and two 
percent in 2009 and 2010.  This 
requires electronic reporting of 
several process measures (134 
measures approved and certi� ed 
by the AMA) by specialty.  If you hit 
the 80 percent threshold you earn 
the bonus.  Unfortunately CMS is 
very slow with this process.  As of 
July 2009, we still had not received 
feedback for 2008.  

The second program is electronic 
prescribing (E-prescribe) and it is 
an opportunity to earn an additional 
two percent of total Medicare 
billing for 2009 through 2012.  This 
requires the physician to submit 
electronic prescription codes 
on the billing sheets on at least 
50 percent of the patient visits.  
(My practice submits over 5,000 
electronic prescriptions per week).  
Unfortunately this program, along 
with the PQRI, will turn into penalty 
programs in the future, so your 
practice will need to comply.  This 
is an unprecedented four percent 
bonus with these two programs 
and all are encouraged to comply 
before the bonuses disappear. 

The third, as you know from all 
the press, is in President Obama�s 
stimulus package (The Recovery 
Act) which will provide physicians 
with $44,000 each over three years 
starting in 2011 for the meaningful 
use of electronic medical record 
systems in your practice.  They 
are presently debating the exact 
de� nition of �meaningful use,� the 
details of which will be available 
this fall.  

DCMS 
MISSION 

STATEMENT

The DuPage 

County Medical 

Society is 

committed to 

advancing quality 

health care 

delivery, 

improving access 

to care, 

promoting 

education and 

professional 

collaboration 

among physicians, 

fostering improved 

physician-patient 

relationships, 

and enhancing 

public health. Bufalino

(Continued on page 10)
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Every � u season has the 
potential to cause a lot 
of illness, doctor�s visits, 

hospitalizations and deaths.  This 
year, the Centers for Disease 
Control and Prevention (CDC) is 
concerned that the new H1N1 � u 
virus could result in a particularly 
severe � u season.

Throughout the normally � u-
free summer, the new H1N1 
virus continued to cause illness, 
hospitalizations and deaths in 
the U.S.  At the end of July the 
CDC took an important step 
in preparing for a voluntary 
novel H1N1 vaccination effort 
by recommending who should 
receive the vaccine when it 
becomes available.

Vaccines are the best tool we 
have to prevent in� uenza.  CDC 
hopes that people will start to go 
out and get vaccinated against 
seasonal in� uenza as soon as 
vaccines become available at 
their doctor�s of� ces and in their 
communities.  The seasonal � u 
vaccine, however, is unlikely to 
provide protection against novel 
H1N1 in� uenza.  The novel H1N1 
vaccine is currently in production 
and should be ready for the 
public in the fall.  The novel H1N1 
vaccine is not intended to replace 
the seasonal � u vaccine � it is 
intended to be used along-side 
seasonal � u vaccine. 

CDC�s Advisory Committee on 
Immunization Practices (ACIP) 
considered several factors, 
including current disease patterns, 
populations most at-risk for 
severe illness based on current 
trends in illness, hospitalizations 
and deaths, how much vaccine 
is expected to be available, and 
the timing of vaccine availability 
in order to make its vaccination 
recommendations.  The groups 
recommended to receive the novel 
H1N1 in� uenza vaccine include:

Pregnant women because � 
they are at higher risk of 
complications and can 
potentially provide protection 
to infants who cannot be 
vaccinated;

Household contacts and � 
caregivers for children 
younger than 6 months of age 
because younger infants are 
at higher risk of in� uenza-
related complications and 
cannot be vaccinated. 

Healthcare and emergency � 
medical services personnel 
because infections among 
healthcare workers have been 
reported and this can be a 
potential source of infection 
for vulnerable patients. Also, 
increased absenteeism in 
this population could reduce 
healthcare system capacity;

Children from 6 months � 
through 18 years of age 
because many cases of novel 
H1N1 in� uenza have been 
seen in children and they are 
in close contact with each 
other in school and day care 
settings;

Young adults 19 through � 
24 years of age because 
many cases of novel H1N1 
in� uenza have been observed 
in these healthy young adults 
and they often live, work, and 
study in close proximity, and 
they are a frequently mobile 
population; and

Persons aged 25 through � 
64 years who have health 
conditions associated 
with higher risk of medical 
complications from in� uenza.

CDC of� cials do not expect � 
that there will be a shortage 
of novel H1N1 vaccine, 
but � u vaccine availability 
and demand can be 
unpredictable and there is 
some possibility that, at least 

initially, the vaccine will be 
available in limited quantities.  
Consequently the ACIP also 
made recommendations 
regarding which people 
within the groups listed above 
should be prioritized if the 
vaccine availability is limited.

Once the demand for vaccine for 
the prioritized groups has been 
met at the local level, programs 
and providers should also begin 
vaccinating everyone from the 
ages of 25 through 64 years.  
Current studies indicate that the 
risk for infection among persons 
age 65 or older is less than the 
risk for younger age groups.  
Once vaccine demand among 
younger age groups has been 
met, programs and providers 
should offer vaccination to people 
65 or older. 

Complete details are available on 
the CDC�s web site, www.cdc.gov/
h1n1� u/vaccination.  

(Membership,  Continued    
 from page 1)

NOVEL H1N1 VACCINATION RECOMMENDATIONS

�Continuous Membership 
eliminates the hassles.  It helps 
my practice to be able to pay 
monthly and I never have to worry 
� my membership will always be 
current.  I think everyone will want 
to participate in this program,� said 
Lanny Wilson, MD, DCMS past 
president and ISMS District 11 
Trustee.

Look for the Continuous 
Membership insert in your renewal 
billing!  For more information on 
Continuous Membership, visit 
www.dcmsdocs.org.  If you have 
any questions or would like more 
information, please call ISMS at 
800.782.4767, ext. 1682.

This pilot program will not be 
available to Students, Residents, or 
Group Dues Program participants 
for groups not wholly contained 
within DuPage County.    
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Late-paying patients, a 
poor location or outdated 
equipment are not the only 

factors that can break a medical 
practice.  Bad human resources 
(HR) practices also can have a 
negative impact on the bottom 
line.  Neglecting important areas 
like recruitment, employee 
relations and government 
compliance can be damaging 
to even the most successful 
practices.  

Here are some of the top 
mistakes practices might make 
when it comes to HR, and how 
to avoid them.

Hiring the wrong person 

According to the U.S. 
Department of Commerce, 
more than 30 percent of all 
business failures can be linked 
to bad hiring practices.  When 
a position needs to be � lled 
quickly, many organizations tend 
to make poor hiring decisions, 
which may then result in a 
dif� cult termination process. 

Although some practices are 
not adequately staffed to meet 
patient needs, it�s always crucial 
to devote enough time and 
resources to ensure the most 
quali� ed candidates are hired.  
Employees are the heartbeat of 
an organization.  Whether hiring 
a receptionist or a physician�s 
assistant, careful consideration 
should be given before making 
a � nal selection.  This should 
include a thorough background 
screening and reference check.

Ignoring government regulations 

Staying on top of the growing 
number of ever-changing 
government regulations 
is overwhelming and time 
consuming.  Research has 
shown that it costs small 
businesses with fewer than 
20 employees about $2,400 
more per employee to comply 
with regulations compared with 
organizations of 500 or more 
workers.  But with penalties for 
non-compliance easily costing 
tens of thousands of dollars, 
practices cannot afford to take 
shortcuts. 

Local, state and federal 
regulations change on an 
ongoing basis, so it is wise to 
use resources such as small 
business advocacy groups 
and local and national medical 
organizations to stay up-to-date 
with laws that affect operations 
and to get support. 

Not having an employee 
handbook

Businesses, regardless of 
size, need an employee 
handbook that is accessible to 
all employees, clearly states 
the organization�s expectations 
and provides clari� cation on 
important business processes.  
Give employees a copy (have 
them sign a form that they 
received it) and review it with 
them once per year.  Without 
an employee handbook, 
organizations are setting the 
stage for employee relations� 
disasters and potential 
employment litigation.

Overlooking the importance of 
training

Not providing opportunities for 
employees to hone skills is wasting 
a chance to improve productivity 
and job satisfaction.  To stay ahead 
of the competition, physicians and 
staff need to stay current with the 
latest developments in medicine 
and medical practice. 

Continuing education can range 
from budget conscious online 
seminars to off-site conferences, 
enabling employees to bring fresh 
ideas and new approaches to their 
job.  The time and money invested 
will go a long way toward employee 
retention and the bottom line. 

Failing to recognize employees

Every person should be aware of 
his value to the practice.  However, 
many practice managers and 
owners forget this important 
component of employee relations.  
Employee recognition can be a 
verbal compliment for a job well 
done, a pizza party or a bonus.  
Even a simple acknowledgment 
can help motivate employees and 
increase loyalty. 

By reforming poor HR practices 
and perhaps even enlisting the help 
of a PEO, (a professional employer 
organization that serves as an HR 
department for small and medium-
sized businesses), medical 
practices do not have to keep 
making costly mistakes. Instead, 
they can take time to invest in their 
staff and watch their organization 
succeed.  

Article provided by Administaff, the nation�s leading 

professional employer organization (PEO), serving as a 

full-service human resources department that provides 

small and medium-sized businesses with administrative 

relief, big-company bene� ts, reduced liabilities and a 

systematic way to improve productivity. More information is 

about Administaff is available by calling 800.465.3800 or 

visiting www.administaff.com.

COSTLY HR MISTAKES MEDICAL PRACTICES CAN AVOID
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ISMIE 
RATES AGAIN 
UNCHANGED

For the third year in a row, 
ISMIE Mutual Insurance 
Company will maintain its 

current medical liability base rates 
for Illinois physicians with annual 
policies renewing on or after 
October 1, 2009.

The rate stability is largely 
attributable to Illinois� improved 
legal environment after passage 
of medical lawsuit reform, 
according to the insurer.  ISMIE�s 
decision to leave the current 
rate unchanged stems from a 
decrease in claim frequency that 
is offset by a continuing rise in 
severity, the amount of payouts 
for verdicts and settlements.

ISMIE chair Harold L. Jensen, 
MD, said Illinois� medical liability 
market remains relatively stable, 
thanks to the state�s reform law, 
but cautioned that the situation 
could change rapidly.  �Until the 
Illinois Supreme Court upholds 
the constitutionality of the 
reforms, severity will continue to 
be an issue for Illinois doctors and 
their patients� access to care.�

The Illinois Supreme Court 
heard arguments last fall on 
the constitutionality of medical 
lawsuit reforms, but has yet to 
issue its ruling.  The reform law�s 
centerpiece is a $500,000 cap on 
non-economic damage awards for 
physicians.  An injured patient�s 
economic damages � including 
past, present and future wage 
losses, medical care and other 
economic needs � remain paid-in-
full without limit.

While the base rates remain 
steady, insureds will continue 
to see the usual changes 
which affect renewal premiums, 
including advances in maturity 
year, adjustments to loss-

free discounts, and changes in 
Risk Reward credits based on 
participation during calendar year 
2008.

In addition to maintaining rates, 
ISMIE will continue to distribute 
dividends to eligible policyholders 
for the third year in a row.  These 
dividends, which total more than 
$20.7 million, appear as a credit 
on renewal notices for those 
continuously insured with ISMIE 
since the 2005-2006, 2006-2007 
and/or 2007-2008 policy years.   

REVISED ADULT 
HIV/AIDS 
CASE REPORTING 
FORM

The Illinois Department 
of Public Health (IDPH) 
has revised the Adult 

HIV/AIDS Case Reporting form.  
This recent revision is due to the 
successful deployment of the 
�evaluation HIV/AIDS Reporting 
System� (eHARS) in Illinois.  
The eHARS is the surveillance 
system utilized throughout the 
United States by state public 
health departments.  Data is 
collected from documents such 
as case reports, lab reports, 
death certi� cates, etc.  

Physicians submit Pediatric or 
Adult HIV/AIDS Case Report 
forms to health departments, 
i.e. the DuPage County Health 
Department.  Local public health 
departments are responsible 
for submitting the documents 
to IDPH which then submits 
the data monthly through a 
secure on-line, direct connection 
to the Centers for Disease 
Control and Prevention (CDC).  
Identifying information such as 
patient name, patient address, 
and physician information is 
not submitted to CDC.  This 

system provides public health 
professionals with an opportunity 
to collect, store, and retrieve 
data to enhance analysis of the 
HIV/AIDS epidemic.

The new HIV/AIDS Case Report 
forms were distributed to local 
health departments in July for 
collection of information that 
coincides with eHARS.  The 
new form asks for information 
not previously collected, i.e. 
marital status and education.  
Physicians should contact their 
local health department to obtain 
copies of the new case report 
forms, dated June 2009, if they 
have not yet received them.  

Physicians whose practices 
are geographically located in 
DuPage County may request 
the new Case Report forms by 
contacting the DuPage County 
Health Department HIV/STD 
Program at 630.682.7400 x 
7310.  Plans are to make the 
revised forms available on the 
department�s website, 
www.dupagehealth.org.

The DuPage County Health 
Department HIV/STD 
Program team is available to 
physicians and other healthcare 
professionals to answer 
questions and provide technical 
assistance regarding HIV/
AIDS and Sexually Transmitted 
Diseases (STDs).  The Program 
recently developed an STD 
Toolkit for physicians.  This 
reference folder contains 
a variety of resources for 
physicians, including STD 
Treatment Guidelines, reportable 
disease information and 
reporting requirements, CDC 
Recommendations for Routine 
Screening of HIV in Healthcare 
Settings, and more.  To request 
the toolkit call 630.682.7400 
x7310.  

Prepared for DCMS by Kristin Hartsaw, MPH, CHES, 

DuPage County Health Department HIV/STD Program 

Manager.
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(Continued on page 10)

TWO NEW STATE LAWS 
HAVE DCMS ORIGINS

This summer the Illinois General 
Assembly passed, and Governor 
Pat Quinn signed into law, two bills 

that had their genesis as DuPage County 
Medical Society resolutions.  

Senate Bill 1703 became a new statute 
that will allow for group fetal cremation.  
Starting as a 2006 resolution to the ISMS 
House of Delegates, adoption as policy 
by ISMS led to strong support for the idea 
before the state�s General Assembly.  As 
a result, Illinois now allows hospitals to 
include the option of common cremation 
of fetal tissue in its mandatory noti� cation 
to a mother following a spontaneous fetal 
demise after a gestation period of less 
than 20 weeks.  Families can now choose 
between the respectful options of group 
burial or group cremation.

The second new public act that can trace 
its origins to DCMS allows expedited 
partner therapy (EPT).  Based on SB 212, 
the law is designed to slow the spread 
of sexually transmitted diseases (STDs) 
by allowing physicians to treat the sexual 
partners of persons with gonorrhea or 
chlamydia without physically examining 
them.  Expedited partner therapy will be 
available only for individuals who might 
have been exposed to an STD within the 
previous 60 days.

The new law, which takes effect January 1, 
also will require medical professionals who 
provide EPT to give their patients written 
information to pass along to their sexual 
partners.  The Illinois Department of Public 
Health will prepare the materials, which 
must include, for example, a warning 
about the side effects the medication could 
cause and a warning that pregnant women 
should not take certain antibiotics.

Health care professionals providing 
expedited partner therapy in good faith 
without fee or compensation and providing 
counseling and written materials are 
immune from civil or professional liability, 
excluding willful and wanton misconduct, 
according to the law.  

Member Views

HEALTHCARE FINANCING - 
REDIRECTING THE DEBATE
Opinion by Erlo Roth, MD, former Illinois State Medical 
Society District 11 Trustee and a DCMS past president.

The recent town hall meetings have generated more 
heat than light, but in a debate as critical as � xing our 
healthcare system, reason must prevail over emotions 

and facts must trump opinions, doctrines and prejudices.  As 
physicians trained in the sciences, we know the importance 
of making decisions based on evidence.  While many aspects 
of the delivery of healthcare services need improvement, two 
changes are a matter of urgent necessity: lowering the costs 
and covering the uninsured.

Talk about �death panels�1  and that one of the bills �contains 
gaping loopholes that will allow illegal immigrants to receive 
taxpayer-funded bene� ts�2  does not help the debate.  
Another frequently bantered word is �rationing.�  Rationing in 
the sense of using reason (L. ratio) to decide what � ts into 
the limited resources of healthcare is appropriate whenever 
one must choose the most cost effective procedure, but it is 
inappropriate when the only criterion is money, as occurs with 
insurance companies, particularly the publicly traded ones. 

We doctors continuously face the intrusion of bureaucrats, 
not so much from Medicare but from insurance companies 
denying payment for needed procedures.  Examples are Blue 
Shield denying high tech cancer surgery that oncologists said 
was the only hope and Cigna denying a liver transplant to a 
17-year-old who later died3.  Therefore, perhaps we should 
use slogans such as �our current system takes away your 
freedom to quit your job,� or �insurance companies deny you 
care.�  No matter how noble their mission statement, the 
driving motivation of these insurance company executives 
is generally to maximize the value of shares from quarter 
to quarter, and to do this they must sell as many policies as 
possible at the highest price that the market will bear while 
paying out in bene� ts as little as possible.

The U.S. is one of only two developed nations that does 
not provide healthcare to all its citizens4 and that appears 
unaffordable because we have not properly managed the 
greed of some insurance companies, drug companies, and 
personal injury lawyers.  Think how much more expensive 
our system would be if the majority of not-for-pro� t hospitals 
became publicly traded corporations.

All components of healthcare � nancing need reform.  
Medicare is on a collision course with bankruptcy; by 2017 
its Hospital Insurance Trust Fund will be exhausted5.  The 
Medicaid programs of the states have chronic de� cits and 
providers often must wait months to get paid.  Between 
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Last year�s market selloff 
caused many investors to take 
advantage of some unique 

tax planning opportunities.  In a 
typical, relatively stable market 
environment, investment planning 
focuses on managing capital gains 
and balancing your portfolio among 
various asset classes.  In a down 
market, investment planning is 
largely a matter of determining how 
you can make investment losses 
work for you to minimize your 
income tax liability, and possibly 
even create tax savings.  Regardless 
of the type of market we are in, it 
is important to use losses to offset 
gains, but the rules governing such 
strategies have changed many times 
over the years and often are not 
straightforward.

Appreciated investments that do 
not generate current income are 
not taxed until they are sold, thus 
deferring the tax liability until that 
time.  Realized capital gains are 
netted against realized capital 
losses to determine the amount 
of capital gains tax liability.  The 
applicable tax rate depends, in part, 
on whether the net gain is long term 
(if the asset was owned for more 
than one year) or short term.  Net 
long-term capital gains are generally 
taxed at 15 percent for both regular 
tax and Alternative Minimum Tax 
(AMT) purposes.  The current 15 

percent maximum capital gains 
rate is only available through 
2010, unless Congress decides 
to extend it.    Keep in mind that 
not all investment assets qualify 
for the 15 percent maximum rate.  
The rates are higher for gains on 
collectibles, such as artwork, and 
certain depreciated real estate 
property.  Net short-term gains, 
on the other hand, are subject 
to ordinary income tax rates, 
causing many physicians to pay at 
the top tax rate of 35 percent.   

Losses from a tax standpoint 
are not realized until you sell the 
investment for less than what 
you paid for it.  So while it is 
discouraging to see an investment 
account statement showing 
�unrealized� losses, the loss does 
not bene� t your tax situation if you 
still own it.  If your net losses for 
the year exceed your net gains, 
you are allowed to only deduct 
up to $3,000 ($1,500 for married 
taxpayers � ling separately) of the 
losses against ordinary income.  
You can, however, carry forward 
excess losses to future years.

By examining your unrealized 
gains and losses prior to the end 
of the year, you can time the sales 
of investments before year-end 
to achieve your tax planning 
goals.    Based on last year�s 
market drop, it could take a long 
time to fully absorb a substantial 
loss carryover, so you may want 
to realize gains before the end 
of the year � especially if it is an 
investment that you no longer 
want to own � in order to absorb 
previous excess losses.  Keep in 
mind, that end of year capital gain 
distributions from mutual funds 
can also be used to offset against 
capital losses.

TAX UPSIDE TO A MARKET DOWNTURN

Joel M. Blau, CFP & Ronald J. Paprocki, JD, CFP

If you are trying to achieve a 
tax loss with minimal change 
in your portfolio�s asset class 
allocation, you should be 
aware of the �wash sale� rule.  
The �wash sale� rule prevents 
you from using a loss on a 
security if you buy the same 
or substantially identical 
security within 30 days before 
or after you sell the security 
that created the loss.  If you do 
not pay attention to the details 
of the transaction you are 
making, the tax consequences 
of a sale may be different 
from what you intended.  As 
an example, the trade date, 
not the settlement date, of 
a publicly traded security 
determines the year in which 
you can recognize the gain 
or the loss.  A proactive 
meeting with your accountant 
is highly recommended to 
ensure that you have time to 
be able to maximize all of the 
tax planning opportunities 
available to you.     

This report prepared for DCMS by Joel 
M. Blau, CFP, and Ronald J. Paprocki, 
JD, CFP, MEDIQUS Asset Advisors, Inc.  
They welcome readers� questions and may 
be reached by calling 800.883.8555 or 
e-mailing blau@mediqus.com.  Securities 
offered through Joel M. Blau, CFP, and 
Ronald J. Paprocki, JD, CFP, registered 
representatives of Waterstone Financial 
Group, member FINRA/SIPC.
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(President’s Message,    
 Continued from page 3)

Five different initiatives are also active and being tested 
at CMS.  The � rst is RAC Audits.  The Recovery Audit 
Contractors have identi� ed problems that have been 
presented nationwide in Medicare billing.  Independent 
auditors, incentivized by CMS with a percentage of what 
errors they � nd, will be auditing doctors as well as hospitals 
looking for incorrect billing circumstances.  You will receive 
record requests in the mail suggesting that you are in error 
and have to repay CMS.  In the � rst three states that the 
RAC process focused on, they were able to determine 
over $1 billion in overpayments to hospitals and physicians 
(mostly hospitals).  This program has now been implemented 
nationwide in 2009 and will began in earnest starting this 
summer.  The RAC contractors earned $200 million in the 
� rst three states so imagine how big this might grow.  

Secondly, the Medical Home Demonstration Project is testing 
whether coordination of care by primary care physicians can 
improve delivery and decrease duplication of testing.  They 
are also looking to hopefully reduce readmissions which 
are ranging as high as 20 percent of the total Medicare 
population presently.  The PCPs are incentivized by bonus 
payments to compensate them for this coordination of care.  
This is popular in Congress but so far has not been proven 
successful.

Thirdly, Appropriate Use Criteria have been developed to 
determine what is the right test for each patient.  CMS wants 
to be assured that it is the right test for the right patient at 
the right time.  The cardiology imaging testing has been 
mandated to be evaluated � rst by recent legislation. 

Fourthly, the Medical Group Demonstration model is being 
tested to determine if �pay for performance� models will 
improve delivery of quality of healthcare.  The preliminary 
results show these programs look successful and have been 
meeting the targets that were set.  We expect that this will be 
part of payment reform.

Finally, the concept of Value Based Purchasing is quite 
popular in Washington.  CMS wants to pay for value and not 
volume.  They are looking at bundled payments for a single 
admission including the pre and post care.  You will start to 
hear the term �episode grouper� as they bundle payments 
and encourage integration with hospitals and large multi-
specialty groups.  

I could go on for some time with other programs, but this 
should give you a quick look into some of the new programs 
being tested to change physician reimbursement for the 
future.  Get active now.  It looks like they are here to stay.  
Take the opportunity to go to the Medicare Web site and avail 
yourself of the information posted about these programs 
� www.cms.gov.

If I can be of some help, please call.  

(Healthcare Financing,    
 Continued from page 8)

1999 and 2008 premiums for employer-
sponsored bene� ts have increased about 
118 percent6. 

Paradoxically, in 2004 our country spent 
15.3 percent of GDP on healthcare while 
Canada spent 9.9 percent, France 10.7 
percent, Germany 10.9 percent, Sweden 
9.1 percent and the United Kingdom 8.7 
percent.  Per capita, the US spent $6,037, 
Canada $3,161, France $3,191, Germany 
$3,169 and the UK $2,560.  Obviously we 
are already paying enough for universal 
healthcare except that we are not getting 
it, and this is what needs to be corrected.  

Some people characterize our healthcare 
as a private-sector system, but more 
than 60 percent is already paid through 
taxes7. They cover Medicare, Medicaid, 
the Veterans Administration, Indian Health 
Services and employees of federal, 
state and municipal employees and 
their families.  Businesses pay under 20 
percent of the health bill and out of pocket 
expenses account for the remaining 20 
percent.  

Where can major cost savings be 
attained?  

Administration of healthcare by private 
insurers costs an average of 25 percent 
(30 percent on the dollar) more than 
Medicare (3-5 percent).  The public option 
proposed by the Obama Administration 
would permit testing whether providing 
coverage to younger people can be 
managed as economically as Medicare.  If 
it does, that would be a strong argument 
for expanding this system to all interested 
citizens.  The main reasons why 
administrative costs of private insurers are 
higher than those of the Medicare program 
are:

Medicare has only one policy or � 
bene� ts plan.  

Private insurers offer more than 1,300 
variations on the theme of a healthcare 
insurance.  It is costly to administrate all 
this, and because almost every policy is 
different from all others, it prevents true 

(Continued on page 13)
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EXTREME 
OBESITY CAN 
SIGNIFICANTLY 
SHORTEN LIVES 

Severely obese people 
� those who are 80 or 
more pounds over a 

normal weight � live three 
to 12 fewer years than their 
normal-weight peers, a new 
study published online in the 
journal Obesity shows.

Just being overweight or 
moderately obese, however, 
has little or no effect on 
life span, the research 
found. The � nding adds 
to the growing body of 
evidence that being slightly 
overweight may have no 
in� uence on life expectancy, 
but being severely 
overweight trims years off 
people�s lives.

Overall, about 66 percent 
of adults in the USA are 
either overweight or obese. 
About one-third of people 
are in the obese category, 
meaning they have a body 
mass index of 30 or greater.  
About six percent of people 
are extremely obese, with a 
BMI of 40 or greater.

Economists with RTI 
International, a non-pro� t 
research organization in 
Research Triangle Park, 
N.C., analyzed national data 
on 366,000 people for the 
study.  

Lead author Eric Finkelstein 
says being moderately 
overweight may not affect 
people�s life span because 
there are so many effective 
treatments to manage the 
health problems that often 
come with extra pounds, 
such as high cholesterol, 
high blood pressure and 
diabetes.  

LIFE EXPECTANCY 
INCREASES FOR 
AMERICANS

In 2007 life expectancy in the U.S. 
rose to a record 77.9 years, from 
77.7 the year before, according 

to preliminary data released by the 
National Center for Health Statistics.  
The gain amounted to 10.4 weeks.

A continuing decline in mortality rates 
for the top two killers, heart disease 
and cancer, contributed to the change.  
So did a 10 percent drop in deaths 
from the AIDS virus, the steepest 
decline since 1998. 

The U.S. still lags behind industrialized 
countries such as Japan, where life 
expectancy exceeds 80 years, said 
Sam Harper, an assistant professor 
in the epidemiology department at 
McGill University in Montreal.  �That�s 
an ongoing area of investigation that 
people are rightly concerned about 
given how much money we�re spending 
in the U.S. on health care,� Harper said.  
�There�s clearly room for the U.S. to 
grow.�

Exercise and better diets are helping 
Americans make headway in 
preventing heart disease, according to 
Raul Caetano, dean of the University of 
Texas Southwestern School of Health 
Professions in Dallas.  Cholesterol 
drugs have also reduced heart disease, 
while better care for patients with heart 
problems has lowered fatalities, he 
said.  Improved cancer prevention and 
treatments have also pushed mortality 
rates down.

�Heart disease has been declining 
pretty steadily for quite some time, and 
cancer has been declining steadily 
over the last 10 or 15 years,� observed 
Robert Anderson, head of the mortality 
statistics branch at the National Center 
for Health Statistics, part of the Centers 
for Disease Control and Prevention.  

Together, heart disease and cancer 
accounted for 48.5 percent of all 
deaths in 2007.  The mortality rate from 
heart disease dropped 4.7 percent, and 
from cancer, 1.8 percent.

The sixth-leading killer among 
Americans ages 25- 44, HIV 
accounted for 11,061 deaths in 2007.  
Experts note that the drop in deaths 
from HIV may be a � uke, though it 
might also be attributable to better use 
of older drugs or to new medications.

The overall mortality rate declined 
more than half since 1947, to a record 
low of 760.3 deaths for every 100,000 
people in 2007.

Tobacco use and aging took their 
toll, with an increase in deaths from 
lung ailments as well as Alzheimer�s 
and Parkinson�s diseases.  Fatalities 
from chronic lung diseases, such as 
emphysema and bronchitis, rose 1.7 
percent.  Alzheimer�s, more common 
in the elderly, overtook diabetes to 
become the overall sixth-leading 
cause of death. The death rate from 
Parkinson�s, also linked to age, 
increased 1.6 percent and ranked 
14th among causes, just above 
homicides.

The record high life expectancy 
for 2007 applied to both genders, 
reaching 75.3 years for men and 
80.4 years for women.  The 5.1-year 
gap was the same as 2006.  Life 
expectancy for black males rose to 
70.2 years in 2007 from 69.7 years in 
2006.

David L. Katz, MD, MPH, director of 
the Prevention Research Center at 
Yale University School of Medicine, 
said he is less concerned with 
increased life expectancy and more 
concerned with how people are living 
longer.  �I fear this glass may be half 
empty,� Katz said.  I need to know both 
why, and how, we are living longer.�  

Obesity, diabetes and chronic disease 
rates are at an all-time high in the 
United States, Katz noted.  �I suspect 
we may be living longer not because 
of improvements in health, but thanks 
to the ability of high-tech, high-cost 
medicine to forestall death despite a 
growing burden of chronic disease.  
That means we may be adding years 
to life while reducing the life and 
vitality in those years, a very dubious 
bargain.�  



FOR RENT
Of Þ ce Space in 

New Medical Building

2nd phase of Doctors �· Plaza. 

Great Location in Bloomingdale, IL. 

Near Stratford Square.

Call Annette D �·Andrea at 
630.980.3366, ext. 115

             

Deluxe Medical Condo available for rent/sale - Highland Medical Center, Unit 270, 
2340 Highland Ave., Lombard - across from Yorktown Shopping Center, just off I-
88 (four-way access).  Minutes from Good Samaritan Hospital and proposed new 
Elmhurst Community Hospital, accessible to Edward and Hinsdale Hospitals as well 

as Alexian Brothers Medical Center.

3,545 sq. ft. on 2nd floor front (best location in this modern 43,500 sq. ft. elevated 
atrium bldg.).  Fully built-out, ideal for any primary care, surgical or surgical 
sub-specialty practice.  Office consists of reception area, patient business office 
(with sliding patient file system) private business office with separate computer 
room, four (4)  consultation rooms, eight (8) exam rooms, lab, large storage 
room, five (5) powder rooms, and procedure area consisting of procedure room, 
recovery section, scrub area, clean utility room, bathroom and nurses station.

PHONE: 630.887.1664 or 239.597.4906

MEDICAL CONDO FOR SALE OR RENT

 

FOR LEASE

 Oak Brook Area
 Two Suites
 1100 and 3000 square feet

Excellent location for medical ofÞ ce 
in modern building with atrium.  

Landlord will assist with remodeling. 
 

Call 630.279.5577
Visit website at 

www.brittanyofÞ ces.com. 
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ELMHURST PROFESSIONAL CENTER

183 Addison Road, Elmhurst, IL 60126

1283 Square Feet Medical Suite

For L
ease

Downtown location near Elmhurst Memorial Hospital 
On site X-ray facilities

Features 4 exam rooms, waiting room, 
physician’s ofÞ ce, reception, Þ le, 
bathroom and utility/lounge room

CALL
Mickey Muisenga 630.790.9500

For Lease For Lease
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competition because it would mean comparing 
1,300 different fruits in a truck instead of apples 
with apples.  Years ago the State of Massachusetts 
reduced the price of automobile insurance by 
requiring that every insurer offer the exact same 
basic policy � in addition to whatever other policies 
they had.  This created true competition on the 
basis of price instead of on the ability to befuddle 
the buyer with complex � ne print.  Recently the 
California Hospital Association proposed a similar 
approach.

� Medicare spends nothing on advertising.

The argument that a public plan option would drive 
private insurers out of business would be valid 
only if they cannot provide the same services for 
similar cost. And if that is the case, so be it.  The 
existence of the US Postal Service did not prevent 
the emergence of pro� table competitors like Federal 
Express.  Curiously, many who use the mail service 
as an example of what not to create still send their 
mail through that service instead of FedEx.  

As to hospitals, the estimated 26 percent of their 
budgets spent on billing and related expenses could 
be saved by returning to some form of pre-DRG 
global budget allowance without discarding the data 
collection on expenses per DRG in order to monitor 
the � nancial appropriateness of such budgets.  This 
could save about $200 billion per year.

Another problem is the high price of drugs in the 
US.  They cost much less in Canada because 
entire provinces put their annual drug consumption 
out for bids.  Medicare could put a year�s supply 
out for bids following the example of the Veterans 
Administration.  That would determine the price 
at which hospitals and retail pharmacies would 
purchase drugs to be sold to Medicare patients.  
The drug manufacturers oppose this idea and it may 
be that the offer they made to President Obama was 
designed to avoid this competitive bidding.

Covering the uninsured would reduce their use of 
costly emergency departments for routine care, and 
would reduce the incidence of preventable disease.  
It may not be coincidental that Hawaii, along with 
the lowest percentage of uninsured people8, also 
has signi� cantly lower costs of Medicare per capita 
than the national average.

Folding the state-run Medicaid systems into 
Medicare would bene� t from economies of scale, 
improve the quality of services and lower the cost 
of drugs if they are acquired or priced through 

competitive bidding.  It would also end the third class 
citizenship status of Medicaid patients.

We need to bring the debate on healthcare reform 
back to healthcare � nancing by addressing the 
opportunities for major savings from a public or 
non-pro� t option, from competitive bidding for drugs, 
and from simplifying the billing procedures imposed 
on hospitals by Medicare�s DRG system.  These 
savings may be suf� cient to cover the uninsured 
which, in turn, may accomplish additional savings 
through prevention and early treatment of disease.  
Once the foundations of this reform have been laid, 
more attention can be focused on the multiplicity of 
opportunities for improving the delivery, ef� ciency 
and effectiveness of healthcare services, most of 
which can be done by the healthcare professions 
themselves.  

Notes:

1. Sarah Palin

2. Congressman Lamar Smith

3. �The Truth about Obamacare,� Newsweek, August 24, 
2009, p. 43.

4. Ayres, S.M.: �Healthcare in the United States: The Facts 
and the Choices.� Chicago; American Library Association, 
1996, p. 12.

5. �Financing Comprehensive Health Care Reform: 
Proposed Health System Savings and Revenue Options,� 
Senate Finance Committee, May 20, 2009 

6. Ibid.

7. Woolhandler S., Himmelstein D.: �Paying for National 
Health Insurance - and Not Getting It,�  Health Affairs 
21(4), July/August 2002.

8. �Health Insurance Coverage,� Current Population 
Reports, U.S. Census Bureau, September 2000.

(Healthcare Financing,    
 Continued from page 10)
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There•s one place you can go to for all of your health
insurance needs: Physicians• BenefitsTrust. We offer
one-stop shopping with our diversified portfolio of
health insurance plans designed for physicians and
dentists. Choose from:

€ Individual Medical Plans … flexible coverage for
physicians,dentists, and their families

€ Medical Plans For Small Firms … PBT offers a
variety of attractive plan options for practice
groups of 2 or more

€ HSA Qualified High Deductible Health Plans …
PBT offers health plan options, when combined with
a health savingsaccount, that provide tax
advantages

€ Excess Medical Plan … this PBT plan can help
with expenses not covered by your primary
health insurance plan. Or, use this plan as your
primary coverage

€ Medicare Supplement Insurance Plans , for
protection against the health care expenses
NOT paid by Medicare

Our plans are available with competitive rates
backed by an initial 12-Month Rate GUARANTEE*ƒ
NO managed care requirements(except for organ
transplant benefits)ƒ and prompt, courteous,
experienced service. Why go anywhere else?
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*Your rate may change if you move into a new age bracket during the first year of your coverage.

Good news for Physicians and Dentists:
Shopping for health insurance just got easier!

NEED HEALTH
INSURANCE?

Just call Physicians• Benefits Trust Today!
ISMS/CMS Members call 1-800-621-0748 or visit www.pbtinsurance.com

ISDS Members call 1-866-898-0926 or visit www.isdsinsurance.com



ELECTIONS

Elections will take place at 
the Board meeting held in 
conjunction with the DCMS 
Annual Meeting on Wednesday, 
October 21, 2009, at 4:00 
p.m., at Citygate Grill (formerly 
Riva Restaurant), Naperville.  
Additional nominations may be 
made from the � oor.  All DCMS 
members are invited to attend.  
Following the Board meeting, 
members and guest are invited 
to attend the Vendors� Fair, 
dinner and featured program.   
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President

Rashmi K. Chugh R 

President-elect

Mark F. Daniels

Board Chair

Hythem P. Shadid R 

Secretary-Treasurer

Umang S. Patel

Executive Committee

Thomas F. Morris
Suzanne M. Kavic
Margaret Kirkegaard
John M. Laude

Peer Review Committee

Mark M. Moy
John A. Hamby
James E. Rejowski
[Vacancy]

Ethical Relations Committee

  Board:

       Alan S. Brown
       Donald R. Bennett
       Carl N. Zenz 

  At Large: 

       James O. Ertle
       Fred L. Jacobs
       Manuel A. Malicay
 

Nominating Committee

   Board: 

       Suzanne M. Kavic
       Thomas F. Morris 
       Lanny F. Wilson

Membership Chair

Vincent J. Bufalino 

Board of Directors

    District 1 (Northwest)

       Alan S. Brown*
       Thomas F. Morris*
       Lawrence J. Schouten*
       Steven T. Tichy

    District 2 (Northeast)

       Apoor S. Gami
       Suzanne M. Kavic
       Michael Martirano*
       Edward A. Pont
       Andrew A. Roth*
       Carl N. Zenz*
 
    District 3 (Southwest)

       John R. Born
       Vincent J. Bufalino*
       Emilio Cabana*
       Dominic Costabile
       Daniel F. DeBartolo*
       Margaret Kirkegaard*
       Barbara B. Loeb

    District 4 (Southeast)

       Robert A. Battista*
       Vivian H. Chou 
       Samuel J. Girgis*
       John W. Laude*
       James E. Rejowski*

DCMS 2010 SLATE OF CANDIDATES

ISMS Delegates

Rashmi K. Chugh
Mark F. Daniels
Raymond A. Dieter
William B. Frymark
William P. Gibbons
Gopal G. Lalmalani
Manuel A. Malicay
Patricia A. Merwick
Thomas F. Morris
Hythem P. Shadid

ISMS Alternate Delegates

Vincent Bufalino
Chenni C. Indiraraj 
Suzanne M. Kavic 
John M. Laude 
Umang S. Patel
Vedantham Srinivasan

R Not on election slate; president-elect automatically assumes presidency and president become Board chair.
* For re-election
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ANNUAL MEETING OCTOBER 21

The 2009 DuPage County Medical Society Annual Meeting will be held on Wednesday, October 21, at 
CityGate Grille (formerly Riva Restaurant) in Naperville. The event begins with a Board of Directors 
meeting that afternoon at 4 p.m., followed by the Vendors� Fair/reception at 5:30 p.m. and dinner at 7 p.m. 

Reservations must be made in advance. There is no cost for DCMS member physicians.

Featured speaker for the Annual Meeting is Doctor Barry Kaufman, creator, producer and host of �Healthy Minute� 
on WBBM Newsradio 780.  Doctor Kaufman, who Newsweek magazine calls �one of the best health reporters in 
the country,� will present �Making the Most of Every Communication Encounter.�

CityGate Grille, featuring Mediterranean in� uenced cuisine in a contemporary setting, is located just off I-88 
and Rt. 59 in the CityGate Centre of� ce development.  It offers vistas of a private lake and a beautiful view of 
Chicago�s distant skyline.  The DCMS Annual meeting will be held in a private dining room.

The event is generously supported by program sponsors ISMIE Mutual Insurance Co., and American Physicians 
Assurance Corp.  Physicians Bene� ts Trust is offering support as a sponsor.

Don�t miss this opportunity to interact with your colleagues, enjoy a delicious dinner, and learn important 
communication skills.  Contact the DCMS of� ce at 630.858.9603 or dcms@dcmsdocs.org to make your 
reservation for the DCMS Annual Meeting on October 21.  


