
In Brief
COUNTY BOARD CHAIR 
SHARES VIEWS WITH 
GOVERNMENTAL AFFAIRS 
COMMITTEE 

DuPage County Board chairman, 
Robert Schillerstrom, met with 
the DCMS Governmental Affairs 

Committee in March for a conversation 
exploring a variety of topics, local and 
national.

Noting that Access DuPage is widely seen 
as an innovative way of improving access 
to care for the uninsured, Schillerstrom 
expressed gratitude to physicians for their 
contributions to the effort.  “Access DuPage 
is an amazing operation,” he said, “and it 
clearly wouldn’t work without the generosity 
of physicians.”  

Having just returned from a trip to Springfi eld 
where Governor Quinn outlined his proposed 
budget, Schillerstrom expressed mixed 
emotions about what he’d heard in the state 
capital.  The governor’s budget would be 
costly to the businesses that are important 
to DuPage County’s economy, he noted.  On 
the other hand, word that the state intends 
to pay its bills within 30 days, even as former 
governor Blagojevich’s health initiatives 
remain in place, is welcome news.  “That will 
help all of us.”

Focusing on mental health issues, the 
chairman said they “remain a big problem 
for local government to address,” and 
added that “the state has really abdicated 
any responsibility for that.”  Despite the 
fact that mental health services account for 
approximately half of the DuPage County 
Health Department’s budget currently, and 
numerous other organizations also provide 
services, signifi cant unmet needs remain.
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For those expecting the recently passed 
economic stimulus bill to have a strong 
effect on DuPage County, Schillerstrom 
warned that lower expectations are in 
order.  “We’re still trying to fi gure out the 
details,” he said.  “We’ll get some funding 
for housing, construction, public works.  
But we won’t get as much as other areas 
where job creation is a greater need 

– where the economy isn’t as healthy as 
it is in DuPage County.”

The stimulus bill likely will provide 
some money for public transportation, 
which remains a signifi cant need in the 
area.  “Buses on a grid system isn’t the 
answer in DuPage County,” Schillerstrom 
explained.  “Bus rapid transit, which is 
something of a cross between buses 
and light rail, we think could help 
alleviate congestion” and is currently 
being studied.  An initial demonstration 
project might connect the College of 
DuPage with Yorktown and Oakbrook 
Malls before continuing on to the end of 
the CTA train line in River Forest.

Chairman Schillerstrom also described 
the master plan that is in place to 
improve the interconnectivity of hiking 
and biking trails in the county.  “Over 
20 percent of DuPage is permanent 
open space,” he said.  “Building more 
trails will improve public access to 
that open space and also improve 
bike transportation.”  He envisions the 
day when bikes can be a legitimate 
alternative for moving about the county.  

“Planned north/south trails along Salt 
Creek and the East and West Branches 
(of the DuPage River) will tie in with area 
trails and, ultimately, regional trails,” he 
said.

RED FLAG 
REGULATIONS 
GO LARGELY 
UNNOTICED 

The Federal Trade 
Commission (FTC) 
has enacted new 

red fl ag rules that are 
intended to detect, prevent 
and mitigate the impact of 
identity fraud.  

With an original effective 
date of November 1, 
2008, enforcement of the 
red fl ag regulations was 
deferred until May 1, 2009, 
when the FTC realized 
the healthcare community 
remained largely unaware 
of the regulations.  
Additionally, the American 
Medical Association (AMA) 
strenuously disagreed with 
the FTC’s interpretation 
of the applicability of the 
regulations to physicians 
(see November 2009 
issue of In Brief at www.
dcmsdocs.org).

As it now appears that the 
FTC remains committed 
to May 1 enforcement, the 
current presumption is that 
most healthcare providers 
need to have an identity 
fraud plan in place.  

Some examples of red 
fl ags include the following:

Photograph on • 
identifi cation card 
inconsistent with 
appearance of patient

Information on ID • 
inconsistent with 
information provided 
by person opening the 
account

Social Security number • 
(SSN) matching a 
number used by a 
different customer

(continued on page 8)

(continued on page 2)
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YOUR 
COLLEAGUES

Matthew J Bueche, MD, 
Naperville, was a featured 
speaker during Pediatric 

Orthopaedic Specialty Day at the 
Annual Meeting of the American 
Academy of Orthopaedic Surgeons 

in Las Vegas in 
February.  Doctor 
Bueche reviewed 
new Maintenance 
of Certifi cation 
procedures of the 
American Board 
of Orthopaedic 
Surgery, particularly 

as new procedures affect pediatric 
subspecialties.  His “More Kid Bone 
Talk” presentation took the form of 
a faux call-in show, modeled after 
National Public Radio’s popular “Car 
Talk” program.  

A customer complaining of a bill • 
for services they did not receive

The rules mandate implementation 
of a formal program with 
“reasonable” policies and procedures 
for recognizing and mitigating 
patterns, practices or activities that 
could signal identity theft. The plan 
must require senior management 
approval, adequate staff training and 
periodic review, but it can be tailored 
to each physician’s practice.  The 
size and complexity of the written 
program will depend on the medical 
practice or offi ce setting, as well as 
the nature and scope of the practice.  
Making the required changes might 
not be overly diffi cult as offi ces 
may be able to build off HIPAA 
procedures already in place.

The regulations require that the plan:

Identifi es all possible red fl ags• 

Provides for notifi cation of the • 
customer and authorities for a 
suspected violation

 Identifi es the areas of risk • 
for identity theft within the 
organization

Takes steps to prevent a theft • 
from occurring and mitigating 
damage when it does

Provides for ongoing • 
assessment of the need for and 
effectiveness of the plan

Institutes the proper leadership • 
and oversight of the activities

Given that most identity theft occurs 
by employees of an organization that 
provides credit to its customers, the 
regulations pay particular attention 
to the steps the organization takes 
to make sure the records of its 
customers are not compromised.

When the FTC begins enforcing the 
rules, failure to comply could mean 
administrative penalties or up to 
$2,500 in fi nes per violation.  
Experts advise that medical 
professionals seek legal advice 
about compliance.  

ICD-10 SET 
FOR 2013

Earlier this year, the Department 
of Health and Human Services 
(HHS) announced the fi nal 

regulation to replace the ICD-9-
CM code sets now used to report 
healthcare diagnoses and inpatient 
procedures with the more advanced 
ICD-10 code set currently used in 
other nations. The fi nal regulation will 
implement ICD-10 two years later 
than HHS initially proposed: October 
1, 2013.

The new timeline comes as 
welcome news to the industry, which 
feared that the original proposed 
implementation date of 2011 would 
not give organizations enough time to 
prepare for the change.

While the new effective date allows 
ample time to implement and test, 
healthcare providers are advised 
to not be lulled into thinking they 
have unlimited time nor that this 
next generation of code sets won’t 
ultimately be implemented.  

Bueche

(Red Flag, continued 
 from page 1)



President’s Message

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.  

Hythem P. Shadid, MD
DCMS President

DuPage County Medical Society, April 2009
Page 3

AN OPPORTUNITY 
TO IMPROVE YOUR 
IMMUNIZATION 
EDUCATION

With the selection of Illinois 
as a National Infant 
Immunization Week (April 

25-May 2) host site this year by the 
Centers for Disease Control and 
Prevention (CDC), we are fortunate to 
have immunization education events 
scheduled for medical professionals 
in DuPage County.  I encourage you 
to attend “A National Report Card on 
Vaccine-Preventable Diseases and 
Immunization” at Edward Hospital 
(12:00 -1:00 p.m.) and at Central 

DuPage Hospital 
(5:30 - 7:00 p.m.) 
on Wednesday, 
April 29th.  Anne 
Schuchat, MD, 
Assistant Surgeon 
General, Director for 
the National Center 
for Immunization and 

Respiratory Diseases, and Interim 
Deputy Director for Science and 
Public Health Programs at the Centers 
for disease Control and Prevention, 
will lead both sessions.

Baseline data indicate Chicago and 
Illinois are facing challenges with 
stagnant immunization rates (71 
percent and 74 percent in Chicago 
and Illinois, respectively for 2007).  I 
am pleased to share the following 
message from Doctor Schuchat, 
which is increasingly relevant.

A challenge to providers – with 
gratitude – from Assistant Surgeon 
General Anne Schuchat, MD

 This letter begins with what 
is normally my conclusion: an 
appreciative thank you.  Thank you for 
being the link between public health 
and individuals. Thank you for putting 
high standards into practice every 
day, for caring about your patients, 
and for pursuing immunization goals. 
Thank you for doing your part to 
help reduce childhood morbidity and 
mortality in this country. 

While I sincerely applaud each of 
you for enacting unnoticed, routine 
miracles every day-immunizing 
your patients-I must also ask you 
again to face new challenges. In an 
era where most people, including 
providers, have never seen a case 
of measles, have never watched 
kids in the neighborhood die from 
whooping cough, have never pulled 
their children out of camps or school 
for fear of polio, we take the benefi ts 
of vaccines for granted. 

We must not become complacent 
as approximately one million 
children in this country are not fully 
immunized by age two. This under-
immunization leaves our children 
and communities at-risk for vaccine-
preventable diseases which could 
lead to outbreaks of pertussis, or 
clusters of varicella, or pockets of 
mumps. While the occurrence of 
most vaccine preventable diseases is 
declining, we have seen resurgence 
of pertussis cases. In 2006, there 
were over 15,000 cases of pertussis 
reported. Four doses of DTaP are 
recommended before the age of two 
to protect children against pertussis. 

Doctor Shadid has invited Rashmi 

K. Chugh, MD, MPH, DuPage 

County Health Department medical 

offi cer and DCMS president-elect, to 

provide a guest perspective for the 

President’s Message in this issue.  

Chugh

(continued on page 8)
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MEDICAL LIABILITY 
ISSUE MAY 
BECOME HURDLE 
FOR HEALTHCARE 
REFORM

While physicians and trial 
lawyers share a long 
history on opposite sides 

of the medical liability lawsuit 
debate, both camps remained 
largely quiet as the Obama 
administration launched a new 
debate on reshaping America’s 
healthcare system.  Now, however, 
indications are that the silence is 
about to end.

The trial lawyer lobby is reportedly 
gearing up for a fi ght, planning to 
paper Capitol Hill with a 29-page 
research document saying the 
lawsuits are not to blame for rising 
healthcare costs.  They cite an 
oft-used 1999 statistic from the 
Institute of Medicine that as many 
as 98,000 deaths in the U.S. each 
year result from medical error.  
“Changing the legal system will 
not make anyone healthier or save 
one life,” says Linda Lipsen, senior 
vice president of public affairs 
at the American Association for 
Justice, formerly the Association 
of Trial Lawyers of America.  

Meanwhile, the American Medical 
Association says curbing the 
lawsuits is an absolute must for 
them in any health bill.  “If the 
bill doesn’t have medical liability 
reform in it, then we don’t see 
how it is going to be successful 
in controlling costs,” said James 
Rohack, MD, president-elect of the 
AMA. 

Medical liability reform is a wedge 
issue in politics, and observers 
note that the emergence of it 
in an already delicate debate 
over healthcare could touch 
a nerve that has been raw for 

years.  This time, however, both 
President Obama and Democratic 
lawmakers who control Congress 
have signaled some willingness 
to consider medical liability as 
part of the broader healthcare 
package.

“The cost issue is the thing that 
we actually think is the big driver 
in this whole debate,” President 
Obama recently told business 
leaders.  “Research, prevention 
and medical liability issues – I 
think all those things have to be 
on the table,” he said.

The president and lawmakers 
are looking to change the way 
physicians practice medicine by 
basing pay on quality rather than 
the quantity of tests or procedures 
performed.  Physicians, however, 
want to know how they will be 
protected from lawsuits; absent 
that, they will continue to practice 
defensive medicine. 

At the AMA’s recent National 
Advocacy Conference, Ezekiel 
Emanuel, a top health care 
adviser to White House budget 
director Peter Orszag, took 
questions from the audience 
of physicians.  Medical liability 
dominated the white index cards 
passed to AMA president Nancy 
Nielsen, MD.  

“I am not going to give you any 
details because I can’t,” Emanuel 
said.  “I have been thinking long 
and hard about that. I think I have 
some ideas about that.  It hasn’t 
gone unnoticed, so stay tuned.”

“Ah, we will,” Nielsen responded.

Senate Finance Committee 
Chairman Max Baucus (D-
Montana), has proposed providing 
states grant money to develop 
alternate litigation models, such 
as encouraging disclosure and 
compensation in the case of error, 
or establishing health courts 
where judges have health care 
expertise.

Obama rarely talked about 
malpractice reform on the 
campaign trail, but he co-
wrote an article on the issue 
with Hillary Rodham Clinton 
in the May 2006 issue of 
the New England Journal of 
Medicine.  They argued for a 
comprehensive approach built 
around the idea of reducing 
preventable medical errors, 
rather than capping jury awards.  
“Capping malpractice payments 
may ameliorate rising premium 
rates, but it would do nothing 
to prevent unsafe practices 
or ensure the provision of fair 
compensation to patients,” 
Obama and Clinton wrote.

Sen. Ron Wyden (D-Oregon), 
who has a bipartisan health 
bill that includes incentives to 
get states to enact malpractice 
reforms, has said that changing 
medical malpractice is key to 
overhauling the health care 
system.  “I think it’s an essential 
piece for there to be enduring 
reform, reform that will stick and 
will get a signifi cant bipartisan 
vote in the United States 
Senate.”

“We’re encouraged to see that 
lawmakers from both sides of the 
aisle and a growing number of 
key stakeholders recognize the 
need for liability reform,” noted 
the AMA’s Doctor Neilsen.

Medical liability is but one of 
numerous mini-battles within 
the massive negotiations over 
health care reform.  But if no 
compromise can be reached, 
it almost surely will complicate 
plans to pass a health care 
reform bill this – or any – year.  



 

Health Care Provider Calendar of Events 
A National Report Card on Vaccine-Preventable  

Diseases and Immunization   
Rear Admiral Anne Schuchat, MD (RADM, USPHS), Assistant Surgeon General 

Director for the National Center for Immunization and Respiratory Diseases (NCIRD)  
Interim Deputy Director for Science and Public Health Program 

Centers for Disease Control and Prevention (CDC) 

Tuesday, April 28, 2009 
8-9 AM Bilateral Pediatric Grand Rounds—Rush University Medical Center 
  Hektoen Institute, 2100 W. Harrison St., Chicago, IL 

 
Wednesday, April 29, 2009 

12-1 PM Primary Care Grand Rounds—Edward Hospital 
  Edward Hospital Education Center, 801 S. Washington, Room 303, Naperville, IL 
 
5:30-7 PM  Special Session—Central DuPage Hospital 
  Hospital Café, 25 North Winfield Road, Winfield, IL 
 

Thursday, April 30, 2009 
8-9 AM  Pediatric Grand Rounds—University of Chicago 
  Billings Auditorium, 5841 S. Maryland, Room P117, Chicago, IL 

Childhood Immunization Update:  
Intersection of the Past, Present and Future 

Larry K. Pickering, MD, Senior Advisor to the Director 
National Center for Immunization and Respiratory Diseases  

Executive Secretary, Advisory Committee on Immunization Practices  
Centers for Disease Control and Prevention 

Friday, May 1, 2009 
8-9 AM  Pediatric Grand Rounds—Children’s Memorial Hospital 
  Bigler Auditorium, 2300 Children’s Plaza, Chicago, IL 

 

For more information, contact Jeanine Solinski, IL Chapter, American Academy of Pediatrics  
at 312/733-1026, ext 206 or jsolinski@illinoisaap.com   

Sponsored by Chicago Department of Public Health, DuPage County Health Department,  
Illinois Department of Public Health, Illinois Chapter of the American Academy of Pediatrics,  

American Medical Association, Illinois Academy of Family Physicians  
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QUOTABLE

“Distrust of justice dramatically 
skews incentives, towards self-
protection instead of doing 

what makes sense.  Doctors almost 
universally distrust the malpractice 
system, causing them to squander 
billions in defensive medicine.  When 
one out of four baseless malpractice 
claims results in payment, it’s no 
wonder they work with as much an eye 
to their own legal protection as to their 
patients’ physical health. 

“A broad coalition has come 
together behind doing pilot projects 
of specialized health courts with 
specially trained judges, neutral 
experts, and consistent damages 
valuations.  Supporters include AARP, 
most patient safety organizations 
and virtually all healthcare providers.  
Hospitals such as Johns Hopkins and 
NY Presbyterian have volunteered 
to be the pilot.  The goal is not only 
to achieve fairness and reliability in 
medical injury adjudication, but to 
restore the trust needed to make 
other needed reforms in healthcare, 
including cost containment. 

“The corrosive effects of the current ad 
hoc malpractice system go far beyond 
defensive medicine.  It has negatively 
impacted Americans’ access to health 
care, driving doctors out of high-risk 
fi elds such as obstetrics, and has 
repercussions for the quality of the 
care we do receive.  Doctors and 
other health care professionals are 
reluctant to discuss errors and near 
misses openly, hampering efforts that 
would allow problems to be identifi ed 
and resolved.  Major improvements in 
patient safety will only be possible if 
health care providers can work without 
legal fear.  And reducing avoidable 
errors has the potential to save tens of 
billions of dollars annually.”  

Philip K. Howard, Founder and Chair of Common Good, 

advocating Health Courts at the Republican Senate Policy 

Committee’s Conference on Legal System Reform, 

March 16, 2009 

Permanent Medicare physician payment reform is 
needed this year to ensure long-term access to care 
for seniors, and the realistic forecast of future Medicare 

spending on physician services in the federal budget makes 
the reform economically feasible, according to the American 
Medical Association (AMA).

“The administration made clear in its budget that it does not 
expect Medicare physician payment cuts to occur, and we 
encourage Congress to seize this opportunity for permanent 
action to fi x the physician payment formula,” said AMA Board 
Chair Joseph M. Heyman, MD in recent testimony to the 
House Committee on Small Business.

“By appropriately forecasting future spending on Medicare 
physician services, the administration has paved the way for 
permanent action,” said Doctor Heyman.  “Congress should 
also adopt a similar forecast in its 2010 budget resolution 
so they can work on permanent reform of the Medicare 
physician payment formula, which continues to project cuts 
as the health care needs of seniors grow.”

The Medicare physician payment formula has been fl awed 
from its inception and since 2002 Congress has had to 
intervene on a yearly basis to avert projected payment cuts 
in order to preserve seniors’ access to care.  Organized 
medicine continues to maintain that it is time for Congress 
to stop implementing incremental reform and replace the 
current payment formula with one that ties payments to the 
increasing cost of caring for patients.  “Putting a band-aid on 
the problem has helped in the short-term, but it’s time for real 
reform,” Doctor Heyman stressed.

“A shortage of 85,000 physicians is predicted by 2020 and 
the baby boomers reach age 65 in just two years,” said 
Doctor Heyman.  “We need to fi nd ways to keep practicing 
physicians caring for seniors and encourage the best and 
brightest students to become physicians – permanent 
Medicare physician payment reform will help us achieve that 
goal.”  

AMA SAYS PHYSICIAN PAYMENT 
REFORM NEEDED THIS YEAR
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(Views, continued 
 from page 1)

Mr. Schillerstrom 
advised members of the 
Governmental Affairs 
Committee to remain in close 
contact with members of both 
political parties and reminded 
them that knowing politicians 
before they address a 
specifi c issue is important.  
He applauded the Society’s 
ongoing efforts to meet 
and converse with elected 
representatives.

After noting that the next 
few years are likely to “bring 
some jockeying among the 
state’s Constitutional offi cers,” 
Schillerstrom declined to 
comment substantively on 
whether he aspires to higher 
offi ce.  “We’ll see,” he said.   

But, as you know, getting kids in 
for that fourth dose of DTaP at 
15-months can be challenging. 
Many healthcare providers are 
offering parents the chance to use 
sick visits with mild illness as an 
opportunity for immunization. We 
have also heard from providers 
who make sure new dads and 
moms get their pertussis boosters 
before they take their newborns 
home from the hospital. Are you 
reminding parents and pre-
teens to get a pertussis booster 
to protect their health and the 
health of vulnerable newborns 
and infants? Join your colleagues 
and the CDC April 25-May 2, 
2009, as we share vaccination 
strategies, tips, and educational 
activities to keep infants safe and 
healthy during National Infant 
Immunization Week (NIIW). 

Consider this week an 
opportunity to spread the word 
and educate your patients 
about the importance of timely 
immunization. Resources are 
available from CDC online at  
www.cdc.gov/vaccines to provide 
you with current immunization 
recommendations, patient 
communication and education 
resources, and proven strategies 
to increase immunization rates, 
including recall/reminder systems 
that can work for your offi ce. 

Research has demonstrated 
what we already knew: providers 
are the single biggest infl uences 
for parents when making 
immunization decisions. You are 
vital in the protection of your 
patients and your community. 
Every year, vaccinations 
save billions of dollars and 
prevent countless deaths and 
immeasurable suffering. You are a 
part of this immense achievement. 

I have gratitude for all you have 
done, and confi dence that you 
will continue to be a crucial part 
of our ongoing success against 
vaccine-preventable diseases. 

Note: National Infant 
Immunization Week (NIIW), 
April 25-May 2, 2009, is an 
annual observance established 
14 years ago by the U.S. 
Department of Health and 
Human Services and the 
Centers for Disease Control 
and Prevention to remind 
parents, health professionals, 
and the public that children 
deserve a healthy start to life 
by immunizing them against 
vaccine-preventable diseases. 
Hundreds of educational 
activities and media events 
are expected to take place 
nationwide to celebrate and 
promote this important issue. 
The theme for this year’s 
campaign is “Love them. Protect 
them. Immunize them.” For 
more immunization information 
visit www.cdc.gov/vaccines or 
call 1-800-CDC-INFO.  

(President’s Message,   
 continued from page 3)
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To provide fl exibility of payout 
options, insurance companies 
tie distributions to a variety 
of guaranteed time periods.  
Examples of payout options 
include: 

Lump-sum withdrawal:  An 
annuity owner can actually 
withdraw all of the accumulated 
funds within the policy without 
having to spread the payments 
over a certain amount of time.  A 
complete lump-sum withdrawal 
is considered by the issuing 
company to be a surrender of 
the policy thus terminating any 
remaining annuity benefi ts. 

Partial withdrawals:  Many 
annuities allow partial 
withdrawals without a surrender 
charge or penalty in order to 
allow policy owners limited 
access to their accumulated 
funds without having to 
terminate the contract.  The 
amount allowed to be withdrawn 
is generally limited to 10 percent 
to 15 percent of the annuity 
value, either on an annual, 
cumulative, or absolute total 
basis.

Life only annuity:  Regular 
payments are made for as 
long as the annuitant lives.   
Payments completely cease 
upon the annuitant’s death, and 
benefi ciaries receive no benefi ts 
even if the annuity owner 
received less than their initial 
investment.

Life with term certain:  In order 
to avoid the potential loss of 
principal associated with the life 
only option, a term certain option 
can be selected.  If the annuitant 
dies before the specifi ed time 
certain period, typically 10, 
15 or 20 years, the annuity 
payments continue to be paid to 
the benefi ciary for the remainder 
of the term.  If the annuitant 

LOOK AT ANNUITY TERMS BEFORE YOU LEAP

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

does not die within the term 
certain time period, payments 
will continue for as long as the 
annuitant lives. 

Joint and survivor:  This option 
allows for the regular annuity 
payments to be made over 
the lives of two individuals.  
At the death of either of the 
individuals, annuity payments 
will continue to be paid to the 
survivor.  Depending on the 
specifi c annuity, the payments 
may be made at the same or at a 
reduced level.  

Period certain:  Annuitants who 
do not wish to tie their payouts 
to life expectancy can choose 
to have regular payments made 
over a certain set period of years.  
Once the payout period ends, 
no further lifetime benefi ts are 
available.  If the annuitant dies 
before the end of the specifi ed 
period, payments continue to be 
paid to the named benefi ciary for 
the remainder of the pre-selected 
time period.    

  It is important to understand 
that fi xed annuities are neither 
insured nor guaranteed by the 
FDIC, and that they may actually 
decline in value if surrendered 
prior to maturity due to related 
charges.  The guarantees are 
based on the claims paying 
ability of the issuing insurance 
company.   

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.

Investors seeking a tax deferral 
strategy, or those who wish 
to create an income stream 

during retirement which they cannot 
outlive, often look to tax-deferred 
fi xed annuities since taxation 
on the interest is deferred until 
distributions are made.  The tax 
benefi ts of fi xed annuities, however, 
do come with restrictions:  Payouts 
must begin after you reach age 
59½ or earnings may be subject 
to a 10 percent federal income tax 
penalty.   

Annuities were fi rst created in 
response to investors looking for an 
alternative investment which offered 
guarantees for their principal and 
interest, as opposed to fl uctuating 
investment vehicles such as stocks 
and bonds.  

When purchasing an annuity, it 
is important to understand some 
defi nitions of terms as they relate 
to the policy.  The “policy owner” 
is the individual who makes the 
investment, and has all of the rights 
of ownership, including terminating 
or transferring the annuity to 
another insurance company, and 
changing benefi ciaries.   The 
“benefi ciary” is the individual 
who will receive any potential 
proceeds payable upon the death 
of the owner or the annuitant.  The 
“annuitant” is the individual whose 
life is used to determine the amount 
of the payments made during the 
annuity payout periods.   
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CONDUCT AN 
EFFICIENT AND 
CONSTRUCTIVE 
SWOT ANALYSIS

Many doctors would classify 
the current economic 
downturn as a threat to their 

business.  But others, even within 
the same practice, might view the 
fi nancial climate as an opportunity 
for growth.  In the end, the important 
fact is not how the situation is 
labeled, but that physician leaders 
are talking about it.  And they are 
more likely to discuss what is going 
on in- and outside their offi ce if 
their practice conducts an analysis 
of its strengths, weaknesses, 
opportunities, and threats (SWOT).

The purpose of a SWOT analysis 
is for a business to scrutinize these 
elements as it begins to create 
a strategic plan.  Strengths and 
weaknesses refer only to internal 
factors, while opportunities and 
threats can refer to internal and 
external factors.  It is important for 
practices to conduct regular SWOT 
analyses because it helps physician 
leaders take a step back from day-
to-day diffi culties and understand 
the larger picture.

“Many times practices work in a 
vacuum and operate based on the 
crisis at hand, so doing a SWOT 
assessment really helps you take 
the pulse of your organization, in 
that you determine what you do 
well, what you can improve on, and 
what’s happening both in the group 
and externally that’s going to impact 
your future,” says Nick Fabrizio, 
PhD, principal at Medical Group 
Management Association Health 
Care Consulting Group. 

Physician practices should conduct 
a SWOT analysis each year, and 
they do not always have to start 
from scratch.  If the prior year’s 

analysis is still relevant, practice 
managers may decide to review 
and update it for the coming 
year.

Larger organizations often 
focus on developing various 
components of the strategic 
plan on a rotating schedule, 
says Jennie Campbell, CMPE, 
chief operating offi cer of Summit 
Medical Group in Knoxville, TN.  
“If you want to look at practice 
growth and you’ve got a multiple-
location practice, you can look 
at that every few years,” she 
says.  “And then on other years, 
look at things like physician 
compensation strategy, etc.”

The number of people involved 
in a SWOT analysis depends on 
the practice size.  For a smaller 
practice, the analysis meeting 
should consist of four to six 
people, including the physicians, 
practice manager, and practice 
administrator, Campbell says.  
SWOT analysis meetings for 
larger practices should include 
the board of directors or strategic 
plan committee.

The group mentality is as 
important as the staff members 
involved, Fabrizio says.  “You 
have to ensure that you have 
a group who can be open and 
honest,” he says.  “You should 
be getting information from 
your staff and, if you have a 
large medical group, all your 
physicians.  It should be an 
inclusive process.”

The facilitator plays the most 
important role during a SWOT 
analysis, because he or 
she engages participants in 
discussion, settles disputes, 
and writes ideas down on 
a whiteboard or fl ip chart, 
Campbell and Fabrizio say.  
Many practices choose a staff 
member to be the facilitator, 
whereas others use an outside 
consultant.

“You want to be sure the person 
leading this doesn’t have any 
of their own pet projects that 
they are infl uencing, which 
is sometimes the case within 
groups,” Fabrizio says.   “When 
either the president of the board 
or the group’s administrator 
does it themselves, they can be 
leading something of their own or 
pushing something of their own.  
On the other hand, they could be 
defending or protecting one of 
their projects.  A neutral person 
just says everything is out on the 
table, it’s fair game.”

If a practice is preparing to 
conduct its fi rst SWOT analysis, 
one of the fi rst steps is to inform 
all of the physicians.  “If their 
physicians don’t support it, it’s 
not going to be successful,” 
Fabrizio says.  “So they have to 
make a business case in how 
SWOT analysis is important and 
that it links to different business 
objectives.”

The SWOT analysis meeting can 
last from two hours to a daylong 
retreat, depending on the practice 
size.  Physician leaders must 
commit a dedicated amount of 
time and energy to the meeting, 
and it cannot be done during 
offi ce hours or a routine board 
meeting, Fabrizio says.  “I’ve 
never seen a SWOT analysis 
done right in less than two hours, 
and that’s for a small practice,” he 
says.

Once the meeting begins, 
Campbell recommends that the 
facilitator reiterates the purpose 
of the analysis and collects 
and writes down ideas from the 
group.  “What you want to do is 
brainstorm and get everybody’s 
ideas about what can be included 
in the SWOT analysis,” she says.  
“Sometimes a threat can also 
be an opportunity if you turn it 
around and look at it another 
way.”

(continued on page 13)
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RECESSION PROMPTING MORE 
PATIENTS TO DEFER ELECTIVE 
SURGERY

As the recession deepens, physicians and 
hospitals are reporting that patients are 
increasingly deferring elective surgery.  The 

decision to postpone treatment may be based on 
fi nancial setbacks, such as unemployment and loss 
of health insurance, but many patients are basing 
the decision simply on concern about the economy.  
While they still have jobs and insurance, there is 
high anxiety about the security of their employment 
and fi nances.

A study released in November by the American 
Hospital Association found that about one-third of 
hospitals had seen either a moderate or signifi cant 
decrease in elective procedures in the previous 
three months.  More recent studies in states like 
New Jersey and Georgia have put the fi gure closer 
to 50 percent.  Ambulatory surgical centers, which 
had experienced exponential growth over the last 
decade, are also reporting a slowdown in some 
markets.

The slowdown is likely to have signifi cant fi nancial 
repercussions. Elective operations are typically 
covered by private insurance plans that tend to 
reimburse physicians and hospitals at higher rates 
than government insurance programs like Medicare 
and Medicaid.  Compromised profi t margins in turn 
reduce the resources available to provide charity 
care to the growing numbers of uninsured patients.

“Elective admissions could represent only 9 or 
10 percent of a hospital’s admissions and yet 
represent 25 percent of its bottom line,” said 
Michael A. Sachs, chief executive of Sg2, a 
health care consulting fi rm, in a New York Times 
interview.  “They’re the patients that subsidize 
the underfunding associated with Medicaid and 
Medicare patients and uncompensated care.”

The loss of revenue and growth in uncompensated 
care is conspiring with other byproducts of the 
recession – reduced giving, declining portfolio 
values and tight credit –  to force many hospitals to 
lay off workers, postpone expansions and cancel 
equipment purchases.

Serious medical consequences can stem from 
delaying elective procedures, such as colonoscopy.  
Reports are already beginning to report an 
increase in patients admitted with dire conditions 
that could have been avoided had they not deferred 
medical treatment for economic reasons.  

MILLIONS OF AMERICANS WITH 
CHRONIC HEALTH PROBLEMS 
DELAY CARE

Millions of Americans suffering from at least one 
chronic health problem are putting off care, 
not taking needed medications, and resigning 

themselves to feelings of isolation and depression.  
Those are the fi ndings of a new poll commissioned by 
the National Council on Aging, with support from The 
Atlantic Philanthropies and the California HealthCare 
Foundation.

“This report presents a distressing picture of the 
barriers facing those most in need of ongoing care 
and support, whether or not they have insurance,” said 
Carol Pryor, policy director of the Access Project in 
Boston.  

The fi ndings reinforce those from another recent 
poll.  A Harris Interactive/HealthDay poll released 
in early March found that more than three-quarters 
of adult Americans who have health insurance say 
they still worry about paying more for their medical 
care, and almost 50 percent say they are “very” or 
“extremely” worried about the issue.  They are not fi lling 
prescriptions, skipping visits to the doctor, foregoing 
recommended treatments and doing without dental 
care.

With the economy in recession and many Americans 
losing their employer-based health insurance, these 
problems are likely to only get worse.  

“Nearly 133 million people in the U.S. have chronic 
conditions such as arthritis, high blood pressure and 
high cholesterol.  The medical care costs of people with 
chronic diseases account for more than 75 percent of 
the nation’s $2 trillion in medical costs,” said James 
Firman, president and CEO of the National Council 
on Aging.  “Despite all we’re spending, the quality of 
chronic care is not particularly good.  Forty-four percent 
of patients do not receive recommended care.  As the 
nation ages dramatically, so will our chronic needs.”

Those who have put off care suffer the consequences.  
The survey found that 45 percent of those delaying 
care are always or frequently in pain (vs. 28 percent 
of those who sought prompt care), while 49 percent 
were always or frequently tired (vs. 28 percent of their 
counterparts) and 40 percent report feeling stressed 
(vs. 17 percent of those getting care).

The new National Council on Aging poll surveyed 1,109 
Americans aged 44 and over, each of whom suffered 
from at least one chronic health problem, such as heart 
disease, diabetes, arthritis, asthma or depression.  
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After everyone’s ideas are on 
the whiteboard or fl ip chart, 
the facilitator should help the 
group narrow down the top 
three strengths, weaknesses, 
opportunities, and threats. It can 
complicate the strategic planning 
process if a practice has more 
than three items for each section, 
Campbell says.

The most common diffi culties 
during a SWOT analysis usually 
emerge in the meeting part of the 
process.  “Oftentimes, practices 
focus too much of their energy 
on opportunities and threats,” 
Fabrizio says.  “Groups spend 
a lot of time on this because it’s 
easier to talk about how you’ve 
been wronged by someone else 
than it is to focus on your own 
problems.”  To get the most out 
of the analysis, the facilitator 
should ensure that equal time 
is spent discussing strengths 
and weaknesses as well as 
opportunities and threats, he 
says.

Another common snag occurs 
when people get bogged down 
trying to categorize a certain item, 
such as whether the stagnant 
economy should be considered 
a threat or an opportunity. The 
facilitator is useful in a situation 
like this.  “You need somebody 
who can dissolve roadblocks 
that happen in the conversation 
and get something on the list 
somewhere.  At the end of the 
day, the categorization is not as 
importation as making sure that 
you’re focusing on the top areas 
that need to be considered,” 
Campbell says.  

Prepared by Marianne Aiello and reprinted with 

permission from The Doctor’s Offi ce, published by 

HCPro, Inc.  For more information, call 800.650.6787 or 

e-mail customerservice@hcpro.com.

(SWOT Analysis, continued 
 from page 10)

AMA PRESIDENT PARTICIPATES 
IN WHITE HOUSE HEALTH 
REFORM SUMMIT

On March 5, American Medical Association president Nancy 
Nielsen, MD participated in the White House Forum on 
Health Reform. Attendees included President Obama, 

senior White House offi cials, Members of Congress, stakeholders 
and Americans from across the country. 

President Obama emphasized his commitment to enacting health 
care reform this year and stated that the “status quo is not an 
option.”  He pledged an open process where stakeholders would 
participate and expressed a willingness to be open to ideas to 
achieve reform.  

Forum attendees participated in breakout sessions to discuss three 
key issues: health care costs, expanding coverage, and improving 
quality.  In her breakout session, which was chaired by Nancy Ann 
DeParle, Director, White House Offi ce of Health Care Reform, 
Doctor Nielsen pledged that the AMA would play a constructive 
role in the reform.  She also urged the White House to reach out to 
receive input from medical specialty societies. 

Key Members of Congress were also in Doctor Nielsen’s breakout 
group, including Senate Finance Committee Chair Max Baucus 
(D-MT) and Ranking Member Charles Grassley (R-IA), House 
Energy and Commerce Committee Chair Henry Waxman (D-CA) 
and Ranking Member Joe Barton (R-TX).  The Committee Chairs 
pledged to move quickly on health reform bills with a goal of 
sending enacted legislation to President Obama by August.

According to the White House, the Forum was the fi rst of a series 
of meetings that will be held with key stakeholders to engage them 
in the reform process. A meeting with the medical community, 
including specialty societies, is being planned.    
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FOR LEASE

 Oak Brook Area
 Two Suites
 1100 and 2000 square feet

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

Landlord will assist with remodeling. 
 

Call 630/279-5577  
Visit website at 

www.brittanyoffi ces.com. 

FOR RENT
Offi 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

SPACE AVAILABLE
Burr Ridge medical building with 

14,000 square feet available for renovation.

Office time-share opportunities also available.

Two health care practices currently in building.

Contact Pat Munro  630.371.1559

Position Wanted
Experienced Offi ce Manager

seeks new opportunities after 22 years 
managing a busy DuPage County practice.

Strong administrative abilities, capably • 
overseeing all front desk functions and 
managing staff.  
Comfort and ability with current    • 
technology.
Fully versed in billing and collections.• 

 
References available

 Call 630.213.2986
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Cigarette smoking in the United States results in an estimated 443,000 premature deaths and 
$193 billion in direct health-care expenditures and productivity losses each year, according 
to the Centers for Disease Control and Prevention (CDC).  During 2007, an estimated 19.8 

percent of adults in the United States were current smokers.

To update 2006 state-specifi c estimates of cigarette smoking, CDC analyzed data from the 2007 
Behavioral Risk Factor Surveillance System (BRFSS) survey and examined trends in cigarette 
smoking from 1998-2007.  Results indicated substantial variation in current cigarette smoking during 
2007, ranging from 11.7 percent to 31.1 percent among the 50 states.

The data show that smoking prevalence decreased in 44 states while six states had no substantial 
changes in prevalence after controlling for age, sex, and race/ethnicity.  No states experienced an 
increase in prevalence, but only Utah met the Healthy People 2010 target for reducing adult smoking 
prevalence to 12 percent.  Utah was the fi rst state to meet the target in 2003 and has continued to 
meet the target each year since. 

In 2007, smoking prevalence was highest in Kentucky (28.3 percent), West Virginia (27.0 percent), 
and Oklahoma (25.8 percent).  Smoking prevalence was lowest in Utah (11.7 percent), California 
(14.3 percent), and Connecticut (15.5 percent). 

Despite declines in smoking prevalence during 1998-2007, cigarette smoking continues to cause 
large numbers of deaths each year across all states.  From 2002 to 2005, states cut funding for 
tobacco prevention and cessation programs by 28 percent (approximately $200 million).  In fi scal 
year 2009, no state is funding comprehensive tobacco control programs at CDC-recommended 
funding levels, and only nine states are funding at least half of the recommended amount.  In contrast, 
tobacco industry marketing expenditures nearly doubled from 1998 ($6.9 billion) to 2005 
($13.4 billion).

The single largest federal tobacco excise tax increase in history was scheduled to go into effect 
on April 1, raising the excise tax for cigarettes to $1.01 from the current rate of $0.39.  The CDC 
says the increase likely will prompt some smokers to make an attempt to quit and reminded health-
care providers to ask all patients about their use of tobacco, advise tobacco users to quit, assess 
their willingness to quit, assist in their quit attempt by offering medication and providing referrals to 
telephone-based quitlines or other counseling services. and arrange for follow-up. Telephone-based 
quitlines are available in every state through a toll-free access number, 800-QUIT-NOW.  

SMOKING PREVALENCE DECLINING
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“No one knows like another doctor the wound 

that medical malpractice issues can create.  I 

joined MEDICUS to provide personal attention 

to our insured doctors as well as to help them 

lower their rates and practice better medicine.”

—Bill Bailey, M.D., J.D.

Call us today to find out how Medicus can save 
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