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PraysiciaNs CALL LiaBmity A Key
PART OF HEALTH SYSTEM REFORM

early three-quarters (74 percent)
N of American physicians report that

today they have less control over
the way they practice medicine than they
did five years ago. While the reported
cause is a combination of insurance and
government interference and the threat
of medical malpractice litigation — issues
that doctors want health system reform
to address — 85 percent of physicians
say liability concerns are the primary
hindrance to practicing medicine as they
see fit.

“We found that regardless of a physician’s
political affiliation, the respondents
attributed the practice of defensive
medicine to excessive waste in the
healthcare system,” reported Rick
Jackson, Chairman and CEO of Jackson
Healthcare, the firm that conducted the
survey whose results were reported last
month.

Queried about health reform legislation,
the number one element physicians
indicated needed to be included in any
health system reform legislation is tort
reform. Fixing the liability system was
viewed as critical by 92 percent of the
physicians Jackson interviewed.

Other elements physicians consider key
for effective health system reform include
the following:

*  Reforming the insurance system
to eliminate pre-existing condition
refusals and assure portability (78
percent)

*  Allowing professional, trade and
industry associations to provide
healthcare insurance to member
groups (67 percent)

e Permitting individuals to opt-out
of Medicare or their employer-
sponsored plan, and providing
credits for them to purchase a
plan on the individual market (61
percent)

e Creating an insurance exchange
that provides competition to
health insurance plans (54
percent)

Of the 17 healthcare reform elements
offered to respondents, a public option
ranked eleventh with 32 percent of
physicians selecting it. A single payor
insurance system ranked fourteenth,
with 22 percent selecting it.

“What'’s interesting is that the majority
of physicians surveyed are clearly

in favor of healthcare reform,” said
Jackson.

The findings come from a web-based
survey of 1,978 physicians spanning
all 50 states and all major medical
and surgical specialties conducted
between mid-September and mid-
October. &2

ConTINUOUS
MEMBERSHIP
CaN HeLP
WitH CAsH
MANAGEMENT

s members review
annual dues
tatements and

consider their options

for dues payment, this
year there is a new
choice. DuPage County
physicians now can elect
to take advantage of the
Continuous Membership
program.

This innovative initiative
helps you better control
your cash flow and spread
your dues payments
throughout the year. You
just register online and
indicate whether you want
your monthly payment of
dues deducted from your
bank account or billed to
your credit card. It's as
simple as that. Your dues
will be deducted or billed,
in equal payments, on

the 10th of each month,
beginning in January,
2010.

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

(CONTINUED ON PAGE 2)
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Look for the Continuous Membership insert in your renewal billing! For
more information on Continuous Membership, visit www.dcmsdocs.org or
www.isms.org. If you have any questions or would like more information,
please call ISMS at 800.782.4767, ext. 1682.

This pilot program is not available to Students, Residents, or Group Dues
Program participants for groups not wholly contained within DuPage

i)

County. 22

VERIFY YOUR DATA
ON PHYSICIAN LOCATOR

data listed provided in the Physician Locator section of the

DCMS members are encouraged to check and verify their personal
DuPage County Medical Society web site — www.dcmsdocs.org.

The Physician Locator provides patients and prospective patients with
information on contact information, office address(es), specialty, hospital
affiliations and medical training for all DuPage County Medical Society
members. Since it is populated from information contained in the DCMS
database, any discrepancies should be promptly reported to the DCMS
office. Please call 630.858.9603, or e-mail dcms @dcmsdocs.org, if you

[

discover that corrections need to be made. &

ExPERTS PREDICT GREATER SCRUTINY,
DEecLINING REIMBURSEMENTS IN 2010

2010, responses from experts ranged from greater collaboration

nd cooperation to more audits and review. Medical homes and
accountable care organizations (ACOs) will continue to emerge as viable

models, and payers will be placing more emphasis on performance and

quality, according to experts. And most expect reimbursements to drop.

But the biggest changes may still be unknown because they depend on the
reform proposals that emerge from Washington, DC.

Mary J. Witt, vice president of The Camden Group, does not expect dramatic
changes, but believes developments in 2010 may set the stage for a larger
transformation in the coming decade, as government and private payers
seek methods of reimbursement that are not based on a payment-per-unit-of-
service methodology.

Fredrick T. Horton, president and CEO of Horton, Smith & Associates, also
does not expect massive change right away. With the exception of ancillaries
and a “general overall holding of the line on reimbursement,” Horton predicts
only moderate short-term reform. “The healthcare debate is simply too
volatile, and while it is necessary to have full-blown reform, the likelihood is
that change will be incremental as opposed to cataclysmic,” he says.

ﬁ sked to make reimbursement and contracting issue predictions for

(CONTINUED ON PAGE 5)
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PRESIDENT’S MESSAGE

Hythem P. Shadid, MD
DCMS President

Whay It Is Now TimME
For THE AMA To
OprPOSE THE SENATE
HeALTH CARE REFORM
PACKAGE

ile there are differences of opinion among physicians about the
specifics of health care reform, | want to make the case for why

it is in the interest of the profession of medicine and the public to

oppose the current Senate bill.

While most of us agree with Congress and the Administration that we need

reform, the nature of that reform in its totality needs to be consistent with our
stated principles of health care reform. So far the AMA leadership’s strategy
has not yielded results that are consistent with our stated principles and it is

therefore time to change our strategy.

The lllinois State Medical Society
supports:

e Access to affordable health
insurance coverage for all

e Health insurance market reforms
to help patients obtain and keep
affordable health insurance and to
remedy abusive insurer practices

e Changes in antitrust law to
promote information sharing and
care coordination

e Permanent correction of the
Medicare physician payment
formula (SGR)

» Effective medical litigation reforms

e Subsidies for low-income
individuals and families to
purchase private health insurance

e Health education, prevention and
wellness initiatives

e More resources for primary care,
but not at the expense of other
specialties

e Initiatives to assure training of
adequate numbers of future
physicians

The American Medical Association
supports:

e Health insurance coverage for all
Americans

* Insurance market reforms that
expand choice of affordable
coverage and eliminate denials
for pre-existing conditions

e Assurance that health care
decisions will remain in the
hands of patients and their
physicians

e Investments and incentives for
quality improvement, prevention
and wellness initiatives

* Repeal of the Medicare
physician payment formula

* Implementation of medical
liability reforms

e Streamlining and standardizing
of insurance claims processing
requirements to eliminate
unnecessary costs and
administrative burdens

(CONTINUED ON PAGE 6)

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. =
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(DECLINING REIMBURSEMENTS,
CONTINUED FROM PAGE 2)

On the other hand, Max Reiboldt,
CPA, president and CEO of The
Coker Group, suggests that

the government’s increasing
involvement in healthcare “will
undoubtedly have the greatest
single effect on compensation,
reimbursement, and overall
operations of the medical practice
in the next few years.

“Providers can expect a new era
of collaboration,” says John P.
Schmitt, PhD, senior managed
care consultant at EthosPartners.
What has traditionally been an
adversarial relationship with
payers will become more like a
partnership, he asserts, noting
that payers are more willing to
cooperate and collaborate than in
past years.

In particular, Schmitt expects

to see more data sharing and
relationship flexibility. This shift
may leave many healthcare
organizations puzzled, he says.
Long used to the stick, many may
not trust the carrot.

With Recovery Audit Contractor
(RAC) programs kicking into

gear, expect more scrutiny, says
Maggie Mac, consulting manager
at Pershing Yoakley & Associates,
PC. “There will be an explosion
of audits and reviews ... from
government and private payers,’
she says. And based on her
recent experience, she expects
many of them to be incorrect,
making it incumbent upon provider
organizations to perform their own
reviews.

There’s some disagreement on
the effect of RAC audits on private
payers. Schmitt says the results
of the audits will help set the
direction of private payer audits.
But Bruce Hallowell, solution
director for revenue cycle and
finance at CSC in Falls Church,
VA, says the issues RACs uncover
will be ones private payers

have been auditing for years.
Regardless of whether private

payers use the same checklist,
however, they will be strongly
influenced by the success of the
RACs and similar efforts.

The Centers for Medicare and
Medicaid Services (CMS) will
continue to examine reimbursements
for outpatient ancillary services; sleep
labs and gastroenterology procedures
are particular focuses, says Brian
McCartie, vice president of business
development at Cejka Search.

Overall, ancillary income will continue
to decrease, the experts agree.
Payers will be increasingly reluctant
to pay for anything other than direct
patient care. In fact, most experts
expect to see reimbursement rates in
general continue to fall.

Meanwhile, more questions will
emerge about how to address pay
for performance (P4P) and other
quality issues. Currently, even when
the hospital is not paid, the physician
is. That may change. There are
already discussions about refusing
to reimburse physicians for never
events, Witt says, noting that there
has been some discussion as to
whether the Physician Quality
Reporting Initiative (PQRI) will
continue to pay for quality data or
whether providers will be penalized
for not furnishing it.

Reiboldt offers a similar perspective.
Quality and clinical outcomes will

be of great importance. Providers
will have to balance the need for
each with the attendant economic
challenges, he says.

Payers and providers realize that
medical expenses must be managed
and controlled rather than shifted,
says Schmitt. Payers are willing to
work with providers to craft clinical
solutions to economic problems.
Accordingly, expect to see a move to
outcome-based rewards and away
from episodic payments.

In contrast, Hallowell expects these
programs to be more challenging.
Specifically, he anticipates more
attempts to dictate how providers
treat patients. Pay particular attention
to the “standards of care” clauses,

he says. That will be an important
issue in P4P agreements.

At least until the economy
rebounds, expect continued
headaches from high-deductible
health plans (HDHP), says Schmitt.
There will be more in 2010, with

all the attendant collection and
payment challenges. And don’t

be fooled by all the discussions

of real-time claims adjudication,
says Hallowell. Even in the unlikely
event the technology is in place
and the claim is clean, there is no
way to know where the patient is in
his or her deductible, he says.

Look for concerns about
overutilization to drive the move
away from a payment-per-unit-
of-service approach. As a result,
bundling and ACOs may gain
ground, the experts say. (An

ACOQ is a set of providers paid

to be responsible for the quality
and cost of healthcare for a panel
of patients. Under a bundled
payment model, providers receive
a single payment for a defined set
of services.) In either bundling or
an ACO, payments for a group of
services are put together and then
divided among the parties providing
services.

Ideally, these changes are
designed to realign incentives
away from provision of discrete
services to outcomes performance
and coordinated care, but payers
could also use them to decrease
the amount of reimbursement.
Medicare is already pursuing
several demonstration projects
related to bundling, ACOs, and
patient-centered medical homes
(PCMH). Hospitals and physicians
are aggressively pursuing clinical
integration strategies to prepare
for these potential changes in
reimbursement. It is all part of a
larger shift “from simply micro-
cost management to macro-care
management,” says Schmitt.

Paul R. DeMuro, Esq., partner
at Latham & Watkins in San
Francisco, also expects ACOs

(CONTINUED ON PAGE 8)
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(PRESIDENT’S MESSAGE,
CONTINUED FROM PAGE 3)

Unfortunately, The Senate (and
House) bill would further:

e Bureaucratize the
Medicare system and thus
increase costs with a new
unaccountable 15 person
“advisory board”

e Prematurely institute a
mandatory and punitive
physician quality reporting
program, decrease funding
for patient access to specialty
care while all of healthcare is
getting more specialized, and
impose onerous unnecessary
restrictions on physician-
owned hospitals which so
far have offered better than
average quality care

Here are the major reasons why
we need to improve this bill by
opposing it:

It lacks any bipartisanship

Former Senator Bill Bradley
asserts that the lessons of the
1986 bipartisan tax overhaul

can be applied to today’s debate
over health care reform. “The

tax bill passed,” Senator Bradley
relates, “because each party got
something it wanted.” In today’s
debate, he suggests, a similar
compromise could be reached by
combining some type of universal
coverage with medical malpractice
reform. The key point is that
Congress needs to go back to

the drawing board and address
the concerns of the minority party
and thereby build a central core of
initiatives that a significant majority
of Americans believe in.

It fundamentally does not address
the root causes of our inefficient
system

Perhaps the best example of
this is the fact that it does not
address tort reform. Philip K.
Howard, Chair of Common Good,
states that the current health care

legislation “addresses one of the
problems with the health care
system, which is lack of coverage,
but it doesn’t address the root
causes of an extraordinarily
inefficient delivery system.”
Similarly, a Wall Street Journal
survey of 100 of the country’s
top CEOs reveals that medical
liability reform — and specifically
the creation of health courts —is
among their top five public policy
priorities. While the American
Trial Lawyers have paid their
political dues and “earned” a
seat next to every democratically
elected official at the Health
Reform Table, the majority party
also has a responsibility to act
on the concerns of the American
public as well. This can happen
by negotiating in good faith with
both their Republican colleagues
and healthcare providers.

It fundamentally does not promote
the quality of care we expect

This is where the Public option
enters the discussion. As
conceived so far, the public option
may label patients as “covered,’
but it does not ensure that the
care they seek actually exists! To
meet the needs of the public it
has to be sensitive to the needs
of the public which can only be
done with a guarantee that it

will compete in the free market,
provide for voluntary physician
participation, and negotiate its
rates in good faith with providers.
The fact that congress exempts
itself from the public option
confirms that they know what we
know about the quality of care it
provides. Unfortunately a vast
majority of experts agree that the
existing public option combined
with the growing physician
shortage, will only result in
rationed care.

It does not address provider
reimbursement with a meaningful
SGR fix

While the House bill made

it illegal to tamper with trial
attorneys’ compensation and all
indications are that the Senate
is heading in the same direction,
the bill fails to address the
financial needs of the providers
and thus puts the burden of
reform on the shoulders of
physicians and hospitals.

It does not improve our ability
to provide access to quality
specialty care

The Senate bill has the potential
to seriously compromise the
patient-physician relationship by
pushing millions of Americans
into a health care system

that is ill-equipped to handle
their needs. This is just not
acceptable.

In summary, the current Senate
bill in its totality will likely make
the delivery of health care worse
not better. It disproportionately
places the burden of health

care reform on the shoulders of
physicians without addressing
the majority of our fundamental
principles.

Because of this there is a
growing consensus among
physicians that the AMA needs
to work carefully with other
coalitions to craft the most
effective strategy for formally
opposing the Senate legislation
in a way that would insure the
implementation of the stated
core goals of the AMA, ISMS
and DCMS for Health Reform.
There is still time to craft a bill
that can benefit all concerned
and we need to encourage the
Senate and House to go back
and include the core ideas that
guarantee affordability and
quality in the new health care

]

system. &
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FroM THE DUPAGE COUNTY
HEALTH DEPARTMENT

2009 HIN1
INFLUENZA

Through October 2009, the
vast majority of circulating
influenza viruses identified
in the U.S. have been 2009 H1N1
influenza (previously referred to
as novel influenza A [H1N1]).
Clinical judgment and local
surveillance data for influenza
and other respiratory pathogens
are important in considering the
differential diagnosis of patients
presenting with influenza-like
illness."?

Diagnostic Testing: Per guidance
issued by the Centers for Disease
Control and Prevention (CDC),
most patients with clinical illness
consistent with uncomplicated
influenza do not require diagnostic
influenza testing for clinical
management. Patients who
should be considered for influenza
diagnostic testing include the
following:
1. hospitalized patients with sus-
pected influenza
2. patients for whom a diagnosis
of influenza will inform deci-
sions regarding clinical care,
infection control, or manage-
ment of close contacts
3. patients who died of an acute
illness in which influenza was
suspected.?
Clinicians should be aware that
the sensitivity of rapid flu tests in
detecting 2009 H1N1 has ranged
from ten percent to 70 percent.
A negative rapid flu test result
does not rule out influenza virus
infection, and cannot distinguish
between 2009 H1N1 and seasonal
H1N1 or H3N2 influenza A
viruses.3 Clinicians should still
use antivirals to treat severely
ill or higher risk patients that
they believe may have influenza,
regardless of the rapid test result.

Antiviral Treatment and Prophylaxis:
Most healthy persons who

develop an illness consistent

with uncomplicated influenza,

or persons who appear to be
recovering from influenza, do

not need antiviral medications

for treatment or prophylaxis.
However, persons presenting with
suspected influenza and more
severe symptoms should receive
prompt empiric antiviral therapy
(without waiting for influenza test
results), regardless of previous
health or age. Treatment with
oseltamivir or zanamivir is
recommended for all persons
with suspected or confirmed
influenza requiring hospitalization.
Early empiric treatment with
oseltamivir or zanamivir should
also be considered for persons
with suspected or confirmed
influenza who are at higher risk
for complications (e.g., children <
2 years old, persons > 65 years,
pregnant women and women up
to 2 weeks postpartum [including
following pregnancy loss], persons
of any age with certain chronic
medical or immunosuppressive
conditions).*

Consideration for antiviral
chemoprophylaxis should
generally be reserved for persons
at higher risk for influenza-related
complications and healthcare
personnel who have had contact
with someone likely to have been
infected with influenza. However,
early recognition of illness and
treatment upon symptom onset

is an emphasized alternative

to chemoprophylaxis after a
suspected exposure, and is
preferred for vaccinated persons
(e.g., healthcare personnel) after
a suspected exposure.* This
watchful waiting approach avoids
unnecessary antiviral side effects
and expense, and may help reduce
the risk of emergence and spread
of antiviral resistant influenza
viruses.

Prevention: Influenza transmission
may be reduced by handwashing
or antimicrobial hand sanitizer

use, cough etiquette/respiratory
hygiene, and staying home if ill
until at least 24 hours after there is
no longer a fever or signs of a fever
without the use of fever reducing
medications (except in healthcare

personnel caring for severely
immunocompromised patients —
exclusion from work for seven days
from symptom onset or until the
resolution of symptoms, whichever
is longer).>¢

In addition, a flu vaccine is the
single best way to protect against
influenza iliness. The 2009 H1N1
vaccine is recommended for
anyone who would like to prevent
iliness and spread of influenza, but
vaccination efforts should first focus
on the following priority groups:
pregnant women, people who live
with or care for infants <6 months
of age, healthcare and emergency
medical personnel, persons aged
6 months - 24 years, and persons
aged 25 - 64 years with certain
chronic medical conditions or a
weakened immune system.”

The CDC has established a

24/7 clinical consultation and
reporting hotline (404.368.2133)
for physicians caring for pregnant
and post-partum (up to 6 weeks)
women with severe illness
(hospitalized in ICU) who have
been diagnosed with influenza.®
For more influenza information
and updates, please visit www.
protectdupage.org, www.ready.
illinois.gov, www.cdc.gov/h1n1flu/,
or www.flu.gov, or call 1-800-CDC-
INFO. B2

For questions or to report a
suspected, probable, or confirmed
case or cluster of 2009 H1N1
influenza, please call the DuPage
County Health Department at
630.682.7979, ext. 7553.

References:
1 www.idph.state.il.us/h1n1_flu/index.htm

2 www.cdc.gov/h1n1flu/guidance/
diagnostic_tests.htm

3 www.cdc.gov/h1n1flu/guidance/rapid_
testing.htm

4 www.cdc.gov/h1n1flu/recommendations.
htm

5 www.cdc.gov/h1n1flu/guidance/exclusion.
htm

6 www.cdc.gov/h1n1flu/guidelines_
infection_control.htm

7 www.cdc.gov/h1n1flu/vaccination/
professional.htm

8 www.idph.state.il.us/h1n1_flu/5546-
healthalert102809.pdf
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DEecLINE IN
SMOKING RATE
STALLS

he cigarette smoking rate
| in the United States rose

slightly last year for the
first time in almost 15 years,
according to the Centers for
Disease Control and Prevention
(CDC). The trend reversal
disheartened health officials
who had hoped that the rate
had moved permanently below
20 percent.

With just under 21 percent of
U.S. adults saying they were
smokers in the 2008 CDC
national survey, the prevalence
is technically flat — the year
before the rate was 19.8
percent and the difference is
too small to be considered
statistically significant — but the
downward course of progress
has definitely stalled.

“Clearly, we’ve hit a wall in
reducing adult smoking,”
observed Vince Willmore,
spokesman for the Campaign
for Tobacco-Free Kids, a
Washington, DC- based
research and advocacy
organization. Doctor Thomas
Frieden, director of the CDC,
noted that while it is not going
in the right direction, “whether
it's going in the wrong direction
only time will tell”

The adult smoking rate has
dropped sharply since the mid-
1960s, when it hovered around
40 percent, but the government
had hoped to reduce the rate to
12 percent or less by 2010.

Experts note that there is a
perception that smoking is
fading as a public health issue
and that non-smokers are
growing more complacent as
changing attitudes and laws
have increasingly limited their
exposure to tobacco smoke.

Meanwhile health officials
believe gains have been
undermined by cuts in state
tobacco control campaigns.
States have received $203.5
billion in tobacco revenue
from both tobacco taxes and
the 1998 Master Settlement
Agreement with tobacco
companies since 2000. Yet
less than three percent of those
funds are spent on tobacco
prevention and cessation
programs in the states,
according to the CDC.

“Surveys repeatedly show

that most tobacco users want
to quit,” said American Heart
Association CEO Nancy Brown.
“One of the biggest obstacles
to breaking the cycle of tobacco
addiction is poor access

to cessation products and
services.”

Health officials also worry
that tobacco companies are
overcoming some of the
obstacles that had contributed
to the decline in smoking
rates. Cigarette marketing
has persisted and is effectively
reaching kids and minorities
with messages about flavored
or menthol products. The
tobacco industry has also
been discounting cigarettes to
offset tax increases and keep
cigarettes affordable.

Industry data show that
between 1997 and 2004, the
average retail price (adjusted
for inflation) of a pack of
cigarettes jumped 63 percent,
and adult smoking declined
about 15 percent. Between
2004 and 2008, the price rose
just two percent, while adult
smoking declined by about one
percent.

The CDC survey’s results
come from in-person interviews
of nearly 22,000 U.S. adults.
The study was released on
November 12, published in the
CDC publication, Morbidity and

-]

Mortality Weekly Report. E&

(DECLINING REIMBURSEMENTS,
CONTINUED FROM PAGE 5

to take off, driven, at least in part, by
federal initiatives focused on improving
healthcare quality and value. ACOs
provide a model for physician/hospital
integration that he believes will be the
trend of the future. Moreover, ACOs
pave the way for the PCMHSs, providing
an organizational structure.

It is no secret there is a shortage of
primary care physicians. Accordingly,
providers will need to “interact with
health plans on the issue of lack of
primary care capability,” says DeMuro.
This will become especially critical if
those currently uninsured suddenly enter
the system en masse. “What happens
when their systems are stressed?” he
says. Will doctors work more? And if
so, will there be money to make that
happen?

Along with pressure to increase
reimbursements for primary care,
payers will try to wring more money out
of the system; at some point, that has
to affect specialists. It could result in
lower reimbursements, realignment of
services, or perhaps fewer services. But
with aging boomers, experts anticipate
an increased need for specialty care.
Bundling and ACO models will continue
to coalesce around services that involve
specialists.

Practices will want to ensure that
technology — especially technology

that helps them reach more patients

with fewer physicians — is adequately
reimbursed. But that may be easier said
than done. Technology will continue

to evolve faster than the codes. As
providers can do more thorough
telemedicine and home monitoring,
organizations will have to factor that into
reimbursement — especially if the payers
are still using a per-unit approach.
Currently there are limited funds being
used to support this type of care delivery.
“There just isn’t the money for that,” Witt
says. is

Prepared by Roxanna Guilford-Blake and adapted from Managed
Care Contracting & Reimbursement Advisor, December 2009.
Reprinted with permission from The Doctor’s Office published by
HCPro, Inc. For more information call 800.650.6787 or e-mail
customerservice @ hcpro.com.

DuPage County Medical Society, December 2009

Page 8




RotH IRA CoNVERSIONS To BREAK
TarOUGH INCOME CEILING IN 2010

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

010 will be a pivotal year
Zfor retirement planning,

as it will be the first time
taxpayers will be able to convert
funds in regular individual
retirement accounts (IRAs) to
Roth IRAs, regardless of their
income level.

Many physicians would have
liked nothing better than to

take advantage of the tax-free
buildup and tax-free withdrawals
associated with a Roth IRA, but
previously have been ineligible
to do so because of the income
restrictions imposed by the
Internal Revenue Service (IRS).
Stringent income rules also
apply to the traditional deductible
IRA, where the earnings grow
on a tax-deferred basis, and

the distributions are taxed as
ordinary income.

The tax law currently allows
deductible IRA owners to convert
to a Roth IRA, but modified
adjusted gross income (AGI)
must not exceed the maximum
allowable amount of $100,000,
again making most physicians
ineligible to convert.

Now, there is good news coming
if you can wait until next year.

Recent tax law changes will
eliminate the conversion
income limit beginning in 2010,
allowing individuals to convert
a traditional IRA to a Roth IRA
without any restrictive income
ceiling. As an added benefit,

those who choose to convert

a traditional IRA to a Roth IRA
in the year 2010 will be able to
pay taxes on the taxable portion
of the conversion over the
subsequent two-year period.

The tax law (Code Sec. 408A(d)
(3)(A)) requires that half of the
income tax be paid in 2011 and
the remainder paid in 2012.
Keep in mind that this provision
applies only to conversions
actually completed in 2010. For
conversions that occur after
2010, all of the taxable portion of
the conversion will be taxable in
the year the conversion is made.
Either way, you are allowed to
pay the tax on the conversion
from non-retirement assets,
avoiding the need to deplete the
retirement account.

The decision of whether to
convert in 2010 will center on
your thoughts relative to current
and future income tax rates. If
you expect your tax rate to be
the same or higher when you
eventually withdraw your money,
it may actually make sense to
pay the tax liability associated
with the conversion in exchange
for the opportunity for federal
tax-free growth and future
federal tax-free distributions.

While a conversion to a Roth
IRA requires you to include

the assets you are converting
among your taxable income, it
also enables you to avoid federal
taxes on future IRA earnings
and withdrawals, unless the tax
law changes again. Obviously,
the longer you expect your
assets to remain within the Roth
IRA, the more you can benefit
from its federal tax-free growth
potential.

Roth IRA distributions are

tax free if they are deemed to
be “qualified distributions” -
meaning the account owner is
age 59% or older and has held
assets in the Roth IRA for a
minimum of five years. If you
are under that magic age of
59, distributions from IRAs are
subject to a 10 percent early
withdrawal penalty. This penalty
is waived for the purpose of the
conversion. If you then decide,
post conversion, to withdraw
funds from your Roth IRA and
are under age 59z, you would
still be subject to the 10 percent
early withdrawal penalty.

On the other side of the age
spectrum are the rules dealing
with the required minimum
distributions from a traditional
IRA, which must begin by

age 70%. Roth IRAs have

no withdrawal requirements.
Thus taxpayers can allow their
money to stay in the Roth IRA
much longer, with the hope of
generating additional tax-free
income. £

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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Health Insurance 101
For Physicians and Dentists

Learn how easy it is fo find a
health insurance plan fo meet your N \{
coverage needs and preferences.

=

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

Physicians’ Benefits Trust makes health insurance easy. Our All Physicians’ Benefits Trust
plans are designed for physicians and dentists — so we know plans are available at competitive rates
what you’re looking for. backed by an initial 12-Month ;
e Need coverage just for yourself or your family? Our Rate Guar antee.*

Individual Medical Plans offer flexible coverage to meet
your needs.

e Want coverage for your group practice? Our Group
Health Benefits Program offers a variety of attractive plan
options for practice groups of 2 or more.

e Looking for tax savings? Consider a tax-favored Health
Savings Account (HSA) — paired with our lower-premium
High Deductible Health Insurance Plan

. . . Sponsored by: State
¢ Interested in another lower premium plan option? Dsent_al
Then our Excess Major Medical may be right for you. ociety
e Age 65 or over? Consider our Medicare Supplement PBTLIC is a wholly I ,;—_;M l E.
Insurance Plans for protection against the health care owned subsidiary of: K

expenses NOT paid by Medicare.

*Your rate may change if you move into a new age bracket during the first year of your coverage.
© 2009 PBT Administered by Affinity Insurance Services, Inc. E-6922-109 B




Cost OF ILLNESS END OF SuBsiDy MAY SWELL

INCREASINGLY LEADING ToO Ranks OrF UNINSURED
BANKRUPTCY AMERICANS
ile statistics are elusive, there ith the expiration of a government subsidy,
is general agreement among millions of unemployed Americans now face
bankruptcy lawyers and court the prospect of a huge increase in health
officials nationwide that the share of personal insurance costs.

bankruptcies caused by illness is growing.
P 4 g g The American Recovery and Reinvestment Act, passed

In the campaign to broaden support for in February, established a temporary government
the overhaul of American health care, few program to subsidize the purchase of health insurance
arguments have packed as much rhetorical through a former employer’s plan after a layoff.

punch as the message that average families,
through no fault of their own, are going
bankrupt because of medical debt.

This COBRA subsidy was set to last no more than nine
months for each person who was unemployed. For
hundreds of thousands who first got the subsidy when it

Addressing a joint session of Congress in became available in March, the program has now ended.
September, President Obama called on In addition, the insurance subsidy will no longer be
lawmakers to protect those “who live every available to those who lose their jobs after December 1.
day just one accident or illness away from

The Obama administration has expressed desire to

bankruptey. extend the subsidies, and some Democratic lawmakers
Senate majority leader, Harry Reid (D-NV), are pushing to include an extension in legislation that
made a similar case in a recent floor speech party leaders are developing to boost job growth.
calling for passage of a measure to open Finding money for an extension, however, remains a
debate on his chamber’s health care bill. major challenge, especially at a time when Democrats

are struggling to pay for their planned health care
overhaul. Plus it seems unlikely that a jobs bill will move
through Congress while policy-makers wrestle with
health system reform legislation.

Bills in both houses of Congress would expand
eligibility for Medicaid and provide health
insurance subsidies for those making up to
four times the federal poverty level. Insurers

would be prohibited from denying coverage COBRA, an acronym for the 1985 Consolidated

to those with pre-existing health conditions. Omnibus Budget Reconciliation Act that authorized
Out-of-pocket medical costs would be capped the insurance, is generally more expensive than the
annually. premiums paid by company workers, and the subsidy

was intended to ease the burden. Without the subsidy,
according to Families USA, a Washington advocacy
group, COBRA insurance premiums would consume
more than 83 percent of the average unemployment
check, making it impossible for most families to afford
continuing health insurance coverage.

How many personal bankruptcies might

be avoided with the passage of the bills is
unpredictable, as experts cannot say for
certain how often medical debt plays a back-
breaking role. There were 1.1 million personal
bankruptcy filings in 2008 with more are
expected this year. COBRA allows laid-off employees to stay on their
former employer’s group health insurance plan for up

to 36 months. However, COBRA normally requires that
these former employees pay the full cost of coverage,
plus a small administrative fee, instead of the company-
subsidized rates most workers paid as employees.
That can make the premiums prohibitively expensive.
Only about 19 percent of laid-off workers typically opt
for COBRA insurance, but the now-expiring subsidy

[

boosted COBRA enroliment rates to 38 percent. ==

Last summer, Harvard researchers published
a headline-grabbing paper that concluded
that illness or medical bills contributed to

62 percent of bankruptcies in 2007, up from
about half in 2001. More than three-fourths of
those with medical debt had health insurance.
But the researchers’ methodology has been
criticized as defining medical bankruptcy too
broadly and for the ideological leanings of

its authors, some of whom are outspoken

T

advocates for nationalized health care. =2

DuPage County Medical Society, December 2009
Page 11



NATIONWIDE

atients were more satisfied
Pwith their care at inpatient

facilities than during any of
the previous six years, according
to a report released in November

from Press Ganey Associates,
Inc.

The 2009 Hospital Pulse Report:
Patient Perspectives on American
Health Care revealed this trend
and others based on a survey

of about three million patients

at 2,000 hospitals across the
country during 2008. Press
Ganey, works with about 40
percent of U.S. hospitals to
measure and improve the quality
of care as well as administer the
Hospital Consumer Assessment
of Healthcare Providers and
Systems (HCAHPS) survey.

Patient satisfaction has steadily
increased since 2003, with

85 percent of those surveyed
reporting satisfaction with care
in October 2008. The report
outlined some specific regional
trends in patient satisfaction.
The five metropolitan areas

that were rated highest by
respondents were Baton Rouge,

LA; Columbus, OH; Oklahoma
City, OK; Cleveland, OH; and
Toledo, OH. The top five states
were Maine, South Carolina,
New Hampshire, Wisconsin, and
Montana.

“Overall, we are pleased to
see the increased efforts and
sustained results even through
tough economic times,” said
Deirdre Mylod, PhD, vice
president of hospital services at
Press Ganey. “With healthcare
reform on the horizon, we are
optimistic we will see additional
improvements in the patient
experience, as hospitals will
have even more evidence for
the synergies between patient
satisfaction and the bottom
line, especially with regard to
reimbursement.”

The report identifies as a catalyst
for quality improvement that
hospitals began publicly HCAHPS
data in March 2008, and in turn
increased patient satisfaction
scores. Some members of the
public are turning to the site to
find information for comparing
inpatient care in their area.

PATIENT SATISFACTION INCREASING AT HOSPITALS

However, according to the report,
the larger effect has been that
providers are aware of their own
scores, as well as competitors’
scores, and are putting more
effort into delivering patient-
centered care as a result.

The study also looked at areas
where more improvement is
needed. The top areas identified
as needing more focus include the
following:

e Facilities should better
address the emotional needs
of patients.

e Staff members should better
involve patients with care
decisions and treatment
plans.

e Nurses should better
communicate better with
patients.

e  Staff members should
respond to patients more
promptly when they use call

]

buttons. &2

Prepared by Heather Comak, for
HealthLeaders Media

Statistics.

commodities grew by 0.2 percent.

MEDICAL INFLATION SLOWS

professional health services, including those provided by physicians, increased 3.4 percent. &=

he Consumer Price Index went up in October, although increases in the costs for medical goods and
services are not quite keeping up, according to a report issued in mid-November by the Bureau of Labor

The overall price that consumers pay for goods and services increased 0.3 percent during October. The
increase was primarily driven by growth in the cost of oil and motor vehicles. Prices for medical care and

The six-month growth in consumer prices was 3.5 percent, but this number went up only 3.2 percent for
medical care. Within this category, the price for hospital care went up the most, at 5.1 percent. The cost of

L]
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Do PHYSICIAN NECKTIES SPREAD INFECTION?

ast June the American
LMedicaI Association

considered a resolution that
advocated changing physician
dress codes because traditional
attire might spread disease.
The resolution, which claimed
that “neckties, long sleeves
and other clothing items and
accessories have been implicated
in the spread of infections in
hospitals,” was referred to an AMA
committee that is seeking solid
scientific evidence before it brings
the matter to a vote.

Under particular scrutiny are
doctors’ neckties. Seldom or
never cleaned, when worn ties
are in a position to collect and
harbor dangerous germs. An
2004 analysis of neckties worn by
42 doctors and medical staffers

at the New York Hospital Medical
Center of Queens found that
nearly half carried bacteria that
could cause illnesses such as
pneumonia and blood infections.
That compared with 10 percent for
ties worn by security guards at the
hospital.

Three years ago the British
Medical Association reached

its verdict and declared that
neckties ought to be eliminated
“as superbugs can be carried on
them.” Some American hospitals
have also proposed banning ties.

Wilson Memorial Hospital, north
of Dayton, Ohio, is one of them.
The institution’s infection-control
committee recently advised
physicians to keep their arms
bare and scrubbed from the
elbows down, and to leave their
ties at home. As a result, “a

lot of our doctors have gone to
wearing polo shirts,” noted Melody
Eppley, director of the hospital’s
pharmacies and a member of the
infection-control committee.

Not all physicians agree, however,
and many believe that neckties
are being scapegoated. “It's
understandable to focus on a
necktie, because it dangles, but all
clothing has bacteria on it,” says
Michael Bell, associate director for
infection control at the Centers for
Disease Control and Prevention
(CDC) in Atlanta. “l don’t think
removing pieces of clothing is the
answer.”

Dr. Bell advises physicians to
follow proper procedures for
frequent hand washing, and to
regularly clean or launder all
articles of clothing, including
neckties.

Some doctors suspect the anti-
necktie campaign has less to

do with modern medicine than it
does with the desire of younger
physicians to dress casually.
Robert L. Thompson, MD, an
infectious-disease specialist in
Seattle, says he suspects that ties
are being singled out by “doctors
who don’t like to wear ties” He
says neckwear conveys “respect
for patients” and should not be
eliminated without conclusive
evidence that they pose a serious
risk.

There is evidence that patients
tend to not care whether
physicians wear ties. Matthew
Bianchi, MD, a neurologist at
Massachusetts General Hospital,
published a study last year
reviewing the medical literature
about doctor dress. He found a
lot of research that shows patients
fail to pay attention to what their
doctor wears. One study, for
example, reported that patients
who were quizzed after clinic
visits were mistaken 30 to 50
percent of the time about whether
the doctor had been wearing a tie.

Intrigued by the tie controversy,
Cedars-Sinai Medical Center in
Los Angeles did its own small
study in 2008. It collected a dozen
or so white coats and ties from
physicians, says Deborah Lehman,
MD, associate director of pediatric
infectious diseases, that were then
swabbed so cultures could be
made. When nothing significant
was discovered, Doctor Lehman
said, the hospital saw no reason to

L]

further pursue it. &=
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MEDICAL CONDO FOR SALE OR RENT

Deluxe Medical Condo available for rent/sale - Highland Medical Center, Unit 270,

2340 Highland Ave., Lombard - across from Yorktown Shopping Center, just off 1-88

(four-way access). Minutes from Good Samaritan Hospital and proposed new ElImhurst

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

FOR LEASE

Oak Brook Area
Two Suites

S
‘\/636 For ! . \’ea‘se 1100 and 3000 square feet
2 €ase ¢ Excellent location for medical office
in modern building with atrium.
ELMHURST PROFESSIONAL CENTER Landlord will assist with remodeling.

183 Addison Road, EImhurst, IL 60126
1283 Square Feet Medical Suite

Call 630.279.5577
Visit website at
Downtown location near Elmhurst Memorial Hospital www.qgalleryoffices.com
On site X-ray facilities
Features 4 exam rooms, waiting room,

physicians office, reception, file, FOR RENT

bathroom and utility/lounge room

Office Space in
CALL

Mickey Muisenga 630.790.9500 nzie bfzelieel ELlielig

2nd phase of Doctors' Plaza.
Great Location in Bloomingdale, IL.
Near Stratford Square.

Call Annette D'Andrea at
630.980.3366, ext. 115
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Poricy PositioNs DETERMINED By MEMBERS

Submit resolutions for ISMS Annual Meeting

s a DuPage County Medical Society member you can influence policy and affect change by
proposing resolutions to DCMS for submission to ISMS and the AMA.

DCMS, ISMS, and the AMA are democratic entities. The activities of all three organizations are directed by
policies that begin as individual members’ ideas. These ideas, when presented as resolutions, are reviewed
and acted upon by the policy-making bodies of each association in much the same way as Congress
considers legislation.

Your efforts really do make a difference; many resolutions submitted by DCMS members in past years have
resulted in state and federal action.

DCMS members wishing to formulate resolutions for submission at the annual meeting of the policy-making
ISMS House of Delegates in April should present them for DCMS Board action before January 31, 2010.

All members are welcome to prepare resolutions. DCMS staff is available to provide help with format
issues. Should you have any questions about the process or need assistance, call the DCMS office at
630.858.9603, e-mail dcms @dcmsdocs.org. E&

DuPage Medical Society Foundation
DONATION FORM

Yes, | would like to make a tax-deductible charitable contribution to the DuPage Medical Society Foundation.

$150 $200 $250 $500 Other

ADDRESS

Check enclosed VISA/MasterCard (circle one)

Signature

Please return to: DuPage Medical Society Foundation, 498 Hillside Avenue, Glen Ellyn, IL 60137
dems@dcmsdocs.org, 630.858.9603, www.dcmsdocs.org
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Come Back Now

Get Tail Coverage Credit

With American Physicians, you can go home again. We're welcoming back doctors who were insured
with us in the past by giving you credit for previous years of professional liability coverage with
American Physicians. This will apply toward the ve years required to receive free tail coverage upon
retirement at age 55 or older. It's as if you never left!

Dependable Coverage, Competitive Rates, Superior Value

In addition to the credit you gain from our Welcome Back! program, you will enjoy all the bene ts of
American Physicians’ standard-setting coverage:

. Committed to lllinois physicians since 1996

. Consistently competitive rates

. 33% higher annual aggregate limits

. Free on-site risk management assessment (a $1,500 value)

. Claims-free discounts of up to 15%

. Enhanced tail coverage

Don'tMissOut...

Your welcome will never run out at American Physicians, but this Welcome Back! program is only avail-
able for a limited time. To ensure that you get credit for your past coverage, call 800-748-0465 now.

American ¢»
Rated A- “Excellent” by A.M. Best _ Endorsed by Medical Societies Phy51C1anS°
Www.apassurance.com ASSURANCE CORPORATION

Practices That Set The Standard




