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Focus SHIFTS IN LIABILITY REFORM

denied an appeal for a rehearing of

elements of the case leading to the courts
striking down the state s 2005 medical liability
reforms.

I n late May the lllinois Supreme Court

Several organizations, including the lIllinois
State Medical Society (ISMS) and ISMIE
Mutual Insurance Co., supported a rehearing,
believing important precedent was ignored
when the lllinois Supreme Court declared
lllinois comprehensive medical liability reform
law unconstitutional in February. Rehearing
advocates maintain that the Supreme Court
ignored precedent established in the 1960
case of Siegall v. Solomon, when the court
found that similar limits on pain and suffering
damages were permissible when applied
under the Alienation of Affection Act.

On February 4, 2010, the Supreme Court
rendered its 4-2 decision that pain and
suffering limits in medical liability cases are
not permissible. The denial indicates the
court will not reconsider its position.

While we are disappointed, lllinois
physicians arent really surprised the court
failed to recognize the inconsistency, said
ISMS President Steven M. Malkin, MD.

ISMS Board Chair, Craig A. Backs, MD,
added that the current composition of the
court and the political climate in lllinois
means caps on non-economic damages are
off the table for now.

Some observers think the next battle will not
be in the legislature, but on the campaign trail
and aimed at changing the composition of the
lllinois Supreme Court.

James Nowlan, a senior fellow in the Institute
of Government and Public Affairs at the
University of lllinois, suggests that Justice
Thomas Kilbride s retention bid might prove
the opening round in the November election.
Following his vote against the 2005 reforms,
the tort law reform groups have Kilbride in

their crosshairs right now, Nowlan said,
suggesting they will funnel resources into
the race in hopes of unseating him.

Kilbride, a Rock Island Democrat,
represents the Third Judicial District

in northwestern lllinois. Unlike other
candidates on the fall ballot, Kilbride will
not face an opponent, but is running for
retention essentially running against his
record.

Medical malpractice has been the focal
point of previous judicial races, including
one of the nastiest and most expensive
in history. In 2004, Republican Lloyd
Karmeier and Democrat Gordon Maag
vied for a position on the Supreme Court
in southern lllinois, which had been
historically sympathetic to victims in
medical malpractice suits.

Karmeier, who relied on support from
medical groups, defeated Maag, who
relied on trial lawyers. In all, the two
candidates raised a combined $8.5
million, smashing previous fundraising
records.

If Kilbride s race sees that kind of money;,
it could get heated, says Kent Red eld,
political scientist at the University of
Illinois Spring eld. If youre going to go
after Kilbride s record, its going to have
to be negative. To keep his seat on the
high court Kilbride will need 60 percent of
the vote.

Meanwhile, the lllinois State Medical
Society is looking at other ways of
addressing the lawsuit crisis. While

that includes health courts, medical
review panels, patient compensation
funds, loser pays programs, safe
harbors, and other innovative solutions,
Doctor Backs noted that the organization
is also, exploring options for November s
legislative and judicial elections.

ANNUAL
MEETING

TOo EXPLORE
MEDICAL
LiaBILITY
REFORM
ALTERNATIVES

he 2010 DuPage
County Medical
Society Annual

Meeting will feature

an exploration of new
approaches for medical
liability reform.

The polarized debate over
medical liability issues
tends to be driven by
proponents and opponents
of capping noneconomic
damage awards. With the
lllinois Supreme Court this
year again overturning
caps, its clear that in this
state we need innovative
reform proposals that can
enhance quality of care,
promote consistency

in justice, and facilitate
improved compensation
for injured patients. DCMS
has been advocating

the creation of health
courts  special courts for
medical injury cases as
a promising alternative
and that will be the topic
of the Annual Meeting
presentation.

Featured speaker for this
important DCMS program
is Michelle Mello, JD,
PhD, professor of Law
and Public Health at

the Harvard University
School of Public Health.
Doctor Mello is a leading
authority on alternate
medical litigation solutions,
including health courts.

(continued on page 6)
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Your COLLEAGUES

nthony F. Altimari, MD, Wheaton, has
been elected to the DuPage Medical Society
Foundation s Board of Trustees.

Altimari
Richard J. Wiet, MD, Hinsdale, has been reappointed
co-chair of the Acoustic Neuroma Association Medical
Advisory Board, and is President of the Otosclerosis Study
Group for 2011.

Wiet

VERIFY YOUR DATA oN PHYsICIAN LOCATOR

data listed provided in the Physician Locator section of the DuPage

D CMS members are encouraged to check and verify their personal
County Medical Society web site  www.dcmsdocs.org.

The Physician Locator provides patients and prospective patients with
contact information, of ce address(es), specialty, hospital af liations 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 of ce. Please
call 630.858.9603, or e-mail dcms@dcmsdocs.org, if you discover that
corrections need to be made.

Fax AND EMAIL ALERTS

alerts to member physicians, but we can do that only if we have
your current fax number and/or email address. Please keep the
Society of ce informed when your contact information changes.

O ccasionally the DuPage County Medical Society sends important

We also send occasional alerts to of ce managers, but again only if the
appropriate contact information is available.

Of course DCMS does not share, print or sell email contact information.
Update or con rm your information by calling 630.858.9603, faxing it to
630.858.9512, or emailing it to dcms@dcmsdocs.org.
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President’s Message

Rashmi K. Chugh, MD
DCMS President

Doctor Chugh has invited John W.
Laude, MD, a Nuclear Medicine
specialist and member of the DCMS
Executive Committee, to provide a guest
perspective this month for the Presidents
Message. Following is Doctor Laude s
column:

IPV: A HIDDEN
HEALTHCARE SCOURGE

rowing up in Chicago, | often
G read the late Mike Royko s
column in the now-defunct
Chicago Daily News. Royko told
of humorous times growing up in a
Chicago working class neighborhood
and alluded to dark things, such as the
drunken neighbor who would regularly
beat his wife on
Friday nights. Royko
passed little judgment
about such an event,
seemingly considering
it routine, albeit morally
repugnant. That time is
long past. Oris it?

Laude . .
Lest you think the title

of this piece is about another acronym

for a new virus, please read on. IPV

stands for Intimate Partner Violence

aka Domestic Violence, aka wife beating
and the pervasiveness, morbidity,

mortality, and healthcare cost of IPV is

staggering.

On May 7th, lllinois Health Cares/Family
Shelter Service of DuPage County and
Advocate Healthcare presented a four
hour course on IPV, opening my eyes to
the following statistics:

Lifetime risk of being a victim
of IPV is circa 24 percent for
women, (and amazingly) 11.5
percent for men

IPV in the USA is associated
with homicides yearly of 1700
female victims, 600 males

An estimated 10 percent of
all females seen in an ER
in urban settings have been
abused

47 percent of the female IPV
homicide victims were seen
in an ER within one year prior
to death

IPV affects all social strata
although women of color and
lower socioeconomic status
have a greater incidence

In recognition of these statistics,
the Joint Commission on
Accreditation of Healthcare
Organizations (JCAHO) has
made IPV and other family
violence issues a new focus.

It does not take a lot to imagine
the risk factors for being a
perpetrator of IPV. Growing

up in an abusive home is a
major correlate. For males,
unemployment and substance
abuse are major risk factors.
Presently abusive females, while
young, more often witnessed IPV
against other females.

Acute traumatic injury of the
face, thorax, and extremities
with fractures (broken mandible,
malar/orbital bones, ulna without
radius fracture, ribs), dental
pain/infection, brain contusions
(aka Traumatic Brain Injury, TBI)
are seen in the ER, but the late
sequelae of these injuries may
persist for a lifetime. Stroke

and presenile dementia may

be caused by choking (leading
to hypoxia) or TBI. Chronic
localized pain syndromes (in

the neck, back, or abdomen),
arthritis, and bromyalgia may
occur imagine how you would
feel if you were slammed against
the kitchen cabinets a few times
a month!

(continued on page 12)
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UNINSURED Do NoTt Go 10 THE ER MoORE THAN INSURED

hose with health insurance are just as likely to use the emergency room as people without insurance,
according to a new report by the Centers for Disease Control and Prevention (CDC).

The aim of Emergency Department Visitors and Visits: Who Used the Emergency Room in 2007, was to
determine the types of visitors who use hospital ERs. The results may surprise some who believe that ERs mainly
serve uninsured people, according to Amy Bernstein, chief of the Analytic Studies Branch in the Of ce of Analysis
and Epidemiology for the CDC and the National Center for Health Statistics.

We were trying to show characteristics of people who use the ER. There are some perceptions. A lot of people
think its predominantly used by uninsured people because they dont have a normal source of primary care, but this
particular brief shows this is not the case, Bernstein says.

Among the study s key ndings are the following:
ER visits by the uninsured were no more likely to be triaged as non-urgent than visits by privately insured
patients or those with Medicaid coverage.
Older adults, African-Americans, poor people and those on Medicaid were more likely to have had at least one
visit in a 12-month period than others.
Medicaid-covered patients were more likely to have multiple visits in a 12-month period than privately insured
and uninsured patients.
People with and without a usual source of medical care were equally likely to have had one or more ER visits in
one yeatr.

The ndings that older, sicker people are more likely to use the ER and that insurance or lack of insurance doesn t

matter are not surprising, says Angela Gardner, president of the American College of Emergency Physicians.
People come to the ER when they need to come to the ER, she says.

One of the factors that drives people to an ER that has nothing to do with insurance is an impatience to have a
non-severe problem evaluated, says Robert Fuller, clinical chief of emergency medicine at John Dempsey Hospital,
University of Connecticut Health Center and School of Medicine. ERs offer same-day service, he says.

But sometimes a doctor may have malpractice concerns, Fuller says, which also can send patients to the ER:
Primary-care doctors can be risk-averse and have a tendency to send more patients to emergency departments
rather than triage and advise over the phone.

That Medicaid patients use the ER more regularly is predictable, says Frank McGeorge, a senior staff physician
in the ER at Henry Ford Hospital in Detroit. High Medicaid utilization is no surprise, many patients have dif culty
nding primary-care providers who take Medicaid, so the ER is the only alternative.

Gardner says there is one major caveat to the new report. All of this is 2007 data, before the market crashed,
before the economy went south, and before health (system) reform.

DatAa SHow H1N1, SEasoNAL FLu VAcCCINES EQUALLY SAFE

H1N1 u vaccination presented no greater threat than the seasonal u shot in regards to a paralyzing nerve

The U.S. Centers for Disease Control and Prevention (CDC) has released a report that indicates that said the
disease.

The worrisome link between swine u vaccine and the disease called Guillain-Barre syndrome was heightened in
1976, when dozens of cases broke out during a swine u vaccination campaign, prompting the federal government
to shut down the effort. The new CDC analysis revealed that about the same rate of people contracted Guillain-
Barre syndrome after receiving this recent swine u vaccine as have historically contracted it from seasonal u
vaccine. CDC spokeswoman Rosa Herrera said, Ongoing CDC research continues to show that the 2009 HIN1 u
vaccine is safe, reported CDC spokeswoman, Rosa Herrera.

Researchers also noted that swine u vaccines given to children during last year s pandemic have mostly minor side
effects and provide good protection against infection.

DuPage County Medical Society, June/July 2010
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HEeALTH INSURERS
PrRocEssING PAYMENTS
FASTER

.S. health insurers are paying doctors
l l seven days faster, on average, and

denying 12 to 18 percent fewer claims
than last year, according to Athenahealth s
recently released fth annual ranking of payers,

but the claims reimbursement system remains
saddled with inef ciency.

The majority of back-of ce operations at
hospitals, physician of ces, and insurers is slow
and disorganized because the fragmentation

of the health care industry makes it dif cult

to establish standards for technology and
transactions. Its mind-boggling how much
waste there is, said Jeremy Delinsky, senior
vice president at Athenahealth. Health care
transactions in the United States are not done
in real time the way transactions are done in
almost every other industry. Even in the fastest
cases, it can still take three weeks for doctors to
get paid.

Although most private insurers have made
progress in using technology to accelerate
medical claims processing, state-run Medicaid
programs across the country continue to lag, the
report shows.

Medicare-B continues to have solid performance,
though its rate of improvement lags behind that
of its national commercial payer peers. This may
be attributed to the fact that Medicare, as the
federally funded payer, is expected to exemplify
the standards a role that often means it
absorbs a performance decline as it invests

in upfront transition costs. Across all payer
groups, Medicare continues to exhibit the most
consistent performance despite shouldering the
burden for enforcing industry standards.

The most ef cient insurer overall was Humana,
Inc., based in Louisville, KY.

ABoUT ONE IN Six GENERAL
INTERNISTS LEAVES PRACTICE
BY MIDCAREER

bout one in six general internists leaves practice
Aby the middle of his or her career, according to a

study recently published in the Journal of General
Internal Medicine.

The survey of 2,058 internists who became certi ed in
general internal medicine or its subspecialties between
1990 and 1995 showed that among general internists,
17 percent were no longer in internal medicine a decade
after their original certi cation, while four percent of
subspecialists left the eld.

Notably satisfaction was higher among internal medicine
subspecialists (77 percent) than among general
internists (70 percent). The researchers note that it is
not clear whether greater levels of job dissatisfaction

led more general internists than subspecialists to leave
internal medicine. Instead they posit that it is more
likely that the wide-ranging skills gained in general
internal medicine make the specialty a starting point for
other medical careers.

(Liability Reform,
continued from page 1)

The DCMS Annual Meeting will be held on Wednesday,
October 6, at Maggiano s Little Italy in Oak Brook.

The event begins with a Board of Directors meeting
that afternoon at 4 p.m., followed by the Vendor s
Fair/reception at 5:30 p.m. and dinner at 7 p.m.
Reservations must be made in advance. There is no
cost for DCMS member physicians; non-member and
guest fee is $45.

The event is generously supported by program sponsor
ISMIE Mutual Insurance Co.

Do not miss this opportunity to interact with your
colleagues and select vendors, enjoy a delicious
dinner, and advance medical litigation reform. Reserve
October 6 on your calendar today!

DuPage County Medical Society, June/July 2010
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SHouLD You BE ORDERING THAT TEsST?

(ACP), plans to publish a series of papers that

will tell America s doctors what they should and
should not order in diagnostic tests and therapies, a
guideline that strives to lower costs while eliminating
unnecessary care.

This summer, the American College of Physicians

We feel it s our responsibility to be developing some
recommendations as to what our physicians should be
doing to keep costs down, says Steven Weinberger,
MD, ACP s deputy executive vice president. Although
the organization will be looking at diagnostics as well
as therapies, its rst target will be the former.

To start, Weinberger says, will be a paper examining
the needless yet expensive tests such as MRl and CT
scans ordered for simple low back pain when simpler
and much less expensive x-rays would suf ce.

If we look at the things that are overused and misused,
there s a fairly large amount of low-hanging fruit,
Weinberger says. There are patients who get much
more in the way of MR or CT scans [expensive tests]
than are needed or indicated, or follow-up scans that
should be done as x-rays. And we re going to say to
our physicians, these are the ways to practice medicine
most effectively. Look at the numbers that are so high:
the Congressional Budget Of ce put the number at
$700 billion thats annual spending on unnecessary
care, care that doesntimprove outcomes.

The ACP is calling its effort, High-Value, Cost-
Conscious Care Initiative. Weinberger says part of the
goal is to break the bad habits some doctors get into.

There s plenty of things that physicians do when there
is really no evidence they should do it, but its become
part of the culture, he says. This is not rationing,

but if strategies like this aren t initiated to reduce
unnecessary, rationing of those medical interventions
that are necessary may become more likely when
money really does start to run out, he explains.

Another aspect of the effort will involve educating
patients, and teaching physicians how to say no to
patients who ask for tests and treatments that arent
indicated. Doctors may point out that the test doesn t
do any good, but too often they dont want to ght their
patients on the issue. In the end, they give in. Thats
the type of practice Weinberger says should stop.

New AMA past president J. James Rohack, MD, is on
board with the idea. Physicians need tools to help
them identify and provide appropriate medical care.

In many cases, the needed tools will be used across
settings and by many different specialties, and the
AMA-convened Physician Consortium for Performance
Improvement has developed a cross-cutting process

for developing measures on coordination of care and
appropriate use, Rohack says.

Weinberger, a pulmonologist, says he sees many
patients undergoing lung function tests prior to surgery,
on orders from their physicians, when they dont have
lung disease and there s no reason for them to have
these tests. But its part of that physician habit.

Weinberger was asked whether the ACP is prepared
for criticism from other providers, such as radiologists,
who may perceive the guidelines as an effort to take
business away from them, or perhaps insinuate
themselves into areas where they have no expertise.
He says ACP is not worried. Our rst responsibility

is to patients and society, to provide the best possible
care that keeps costs in line, he explains. We have
no interest in cutting down those procedures or tests
that should be done and done appropriately. There will
still be plenty of business for the radiologists plenty of
appropriate diagnostic work that needs to be done.

Other areas that are ripe for the initiative s scrutiny
include cardiology studies such as exercise testing;
some of those tests involve imaging studies. Also
included will be non-indicated blood tests that are done
routinely prior to surgical operations.

The use of certain drugs may be unnecessary but

are prescribed by doctors out of habit. Take the
tuberculosis drug Isoniazid. When patients are taking
that medication, Weinberger says, their doctors usually
order liver function tests routinely when they dont
necessarily need to be done routinely in all patients.

The ACP also will be recommending numerous ways in
which physicians can communicate with their patients
other than through of ce visits, such as greater use of
e-mail. More physicians will be working with payment
models that involve the patient-centered medical home,
rather than relying on income from those patient visits.

How does Weinberger think physicians will take

these recommendations, especially if they challenge
decades worth of practice? He ifeels con dent they
will understand and do the right thing once they see the
evidence.

I m not sure there is going to be that much controversy,
he says. The physicians we ve spoken to agree
that there s a lot of overuse and misuse of care. And
the overwhelming sentiment is that it really is the
responsibility of physicians to address this and take
control of this. Its a lot better if we do it than if the
insurance industry does it.

Prepared by Cheryl Clark and reprinted with permission from The Doctor s Of ce
published by HCPro, Inc. For more information call 800.650.6787 or email
customerservice@hcpro.com.
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RepPoORT SEcoND-GuUEsses HEALTH REFORM LAws
BUT FINDs Goob BANG FOR THE Buck

differently to enable more than 28 million

people to become newly insured by 2016,
and spend less federal money? Yes, say RAND
Health researchers in a new report. But the
consequence, it goes on to say, would have been
politically messy and infeasible.

Could health reform laws have been structured

In order to ensure four million more people, the
government would have had to increase individual
mandate and company penalties for not purchasing
insurance. For example, annual penalties assessed
people who were supposed to buy health insurance
but who did not would have to be raised from about
$750 in the new law to $1,200 per person.

What it would have taken would have meant
doubling the penalties and other activities, that would
have been untenable, given the political debate that
we watched, says Elizabeth McGlynn, the study s
lead author and RAND Health senior researcher.

What we found was that we ended up in a pretty
good space; we aren t completely breaking the
bank of the government spending while we are
maximizing the number of people that are covered,
she says.

RAND researchers analyzed about 2,000 scenarios
that adjusted the many variables in the equation.
For example, they looked at Medicaid income
eligibility, adjusted the size of companies that are
required to cover their employees, and maneuvered
the amount of penalties to be assessed companies
for not meeting those requirements.

They also evaluated penalties imposed on the
uninsured for not purchasing health insurance under
the individual mandate as well as variations on who
would qualify for government subsidies and looked
at varying age-related rate restrictions for premiums
in exchanges.

Enacted health reform legislation can be improved,
McGlynn and fellow authors wrote. For example,
the number of newly insured people could be
increased by four million without increasing
government cost, or the government cost could be
reduced by $20 billion a year without decreasing the
number of newly insured people.

However achieving these results would require
enacting policy options that would place a higher
burden on the lowest segment of the population.
These would include less generous subsidies,
higher individual penalties and a less generous
Medicaid expansion.

Robert Zirkelbach, spokesman for America s
Health Insurance Plans, suggested that the
study s ndings may be too simplistic, and don t
factor in the number of people who will avoid
purchasing health insurance and risk the chance
they will get caught.

More could certainly be done to incentivize
people to purchase health insurance and
participate in the healthcare system, he
said. For starters, he suggested that for those
individuals who wait until they get sick and

are on their way to the hospital before buying
premiums, there would be late enrollment
penalties.

Another problem deals with the new provisions
to take effect that impose limits on the amount
health insurance companies can charge for
premiums for older people, which can be no
more than three times what they charge younger
enrollees. This could increase the cost for
young adults by 50 percent, Zirkelbach said.

Lastly, the formula in the report does not
consider what will happen if healthcare costs
continue to soar. There is nothing in health
reform legislation that does anything to bend the
cost curve, he says.

Prepared by Cheryl Clark, senior editor at HealthLeaders Media Online.
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ETFs: MutuaL FunDs IN Stocks” CLOTHING

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

s their name implies,
A Exchange Traded Funds
(ETFs) are baskets of

securities traded, like individual
stocks, on exchanges such as
the NYSE and the NASDAQ.
Unlike regular open-end mutual
funds which are priced once a
day at the market close based
on the value of the underlying
holdings, ETFs can be bought
and sold throughout the trading
day at the current market price.
In addition, since ETFs trade
like common stock, they can be
bought on margin, allowing you
to borrow funds and leverage
your investment. Margin buying
can prove very bene cial if the
security price is rising, but can
be quite a disadvantage if the
price of the security goes down,
thus necessitating a margin call
from the broker. If on the other
hand, you do anticipate a falling
security price, you can sell
short (selling rst, then buying
back the shares in the future)
your ETF shares, which is not
possible with a regular mutual
fund.

Investing in an ETF provides
investors with the ability to invest
in index-type portfolios that
replicate the returns of many
widely known indexes. SPDRs
(Spiders) track the S&P 500
index, while the QQQQ tracks
the Nasdag-100 Index. Other
ETFs focus on a speci c global
geographic region, commodities,
or even speci ¢ industry sectors.

The popularity of ETFs has
increased dramatically since
their introduction in 1993,

and while much of the growth
is attributable to institutional
investors, individuals have
played a signi cant role as well.

For the individual investor, the
advantage of ETFs over mutual
funds centers around two issues:
lower annual expense ratios
and tax ef ciency. With open-
end mutual funds, regardless

of whether they are purchased
ona load or no-load basis,
there are internal fund expenses
absorbed by the shareholder.
However, investors must keep in
mind that, while ETFs may have
lower internal expenses, the
investor must pay a brokerage
commission for each transaction
just like with any common

stock. If you are going to invest
on a regular basis, as many
mutual fund shareholders do,
commission costs over time can
negatively impact performance.

Tax ef ciency is provided
through the index focus of

ETFs. Since they are not
actively managed, securities
are only bought or sold based on
changes in the underlying index
being replicated, which is the
same as with passively managed
index mutual funds. Index funds,
whether purchased via an ETF
or a mutual fund, generally are
more tax ef cient than mutual
funds whose managers make
many changes in the portfolio,
causing an income tax liability

to be passed through to the
shareholders.

While ETFs can provide certain
advantages, investors should
realize that, unlike regular mutual
funds, their pricing in the market
is subject to supply and demand
of the issued shares. Although

the price of the ETF is closely
tied to the value of the
underlying index securities,
prices may be at a premium
or a discount to the actual net
asset value of the portfolio.
This differs from open-end
mutual funds where the daily
price is exactly that of the
underlying assets. Despite
gaining investors attention,
ETFs are not for everyone
and remain best suited for
those who would like to invest
in index funds but want the
same active trading scenario
as stocks. &=

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 or paprocki@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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When It Comes To Health Insurance

Being A Physician
or Dentist Gives
You A Distinct
Advantage ...
Now More - it

Than Ever X% ;
Before

benefit you!

Because you can get your health insurance from Physicianse
Benefits Trust, including two new individual health plan options!

Offering a diverse portfoli o of health ins urance plans to
meet the needs of individual physicians, denti sts, their
families, and group practices.

Our coverage is designed exclusively for physicians and dentists, so we know what
youere looking for in your health insurance. Take advantage of our:

M COMPETITIVE RATES ... lacked by an initial 12-MONTH RATE GUARANTEE*
PROMPT AND COURTEOUS SERVICE
PORTABLE COVERAGE for physicians and dentists

Thates not all! To find out more:
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
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From the American Medical Association

How RErForM LaAaw INTEGRITY
ProvisioNns IMPACT YOUR PRACTICE

he Patient Protection and
Affordable Care Act and the
Health Care and Education

Reconciliation Act, signed into law by
President Obama, contain a number of
key provisions intended to increase the
governments ability to:

1.

Ensure only legitimate health
care providers and suppliers are
enrolled in federally funded health
care programs

Reduce improper payments
Curtail activities that undermine
the nancial integrity of Medicare,
Medicaid and the State Childrens
Health Insurance Program.

tomography that the patient may
obtain these services elsewhere.
They must also provide the patient
with a written list of those who fur-
nish such services in the area where
the patient resides. The new law
speci es that this requirement may
also apply to any other designated
health services that the Health and
Human Services (HHS) secretary
determines appropriate. The HHS
secretary has not yet speci ed ad-
ditional services, and the AMA is
seeking clari cation on how physi-
cians can comply with this provision
for referrals made prior to the new
law s enactment.

The maximum period for submit-
ting Medicare claims is reduced to

the state, an intermediary, a car-
rier, or a contractor, as appropri-
ate, at the correct address. As
part of the noti cation, the phy-
sician is required to specify in
writing the reason for the over-
payment. An overpayment must
be reported and returned within
60 days after it was identi ed.
The statute de nes the term
overpayment to mean any
funds that a person receives

or retains under Medicare or
Medicaid to which the person,
after applicable reconciliation,
is not entitled. Clari cation has
not been provided by the HHS
secretary on the process for
returning overpayments or on
the meaning of the statute s
phrase applicable reconcilia-
tion. However, failure to comply
with this provision could result in
signi cant liability. As a result,
physicians should consult with
legal counsel, if appropriate.

The following enrollment, referral and
ordering, and payment provisions in
the new law may have an immediate
impact on your practice and your
patients. The American Medical
Association (AMA) is actively seeking
clari cations from the Centers for
Medicare and Medicaid Services
(CMS) on how it intends to implement
these provisions. Ongoing updates
providing clari cations and information
on other provisions that may have

a longer timeframe before they take
effect will be provided as information

Those who believe they have re-
ceived an overpayment should,
at a minimum, immediately
contact their contractor to obtain
additional guidance, preferably
in writing.
The anti-kickback statute has
been amended to remove the
intent standard, so it is no
longer necessary to prove
that an individual knew of the
prohibitions contained in the
statute and intended to violate it.
Also, the new law provides that

no more than one calendar year
from the date of service, subject to
exceptions yet to be speci ed by the
HHS secretary. Also, all bills and
requests for payments for services
furnished before January 1, 2010,
must be led by December 31, 2010.

Physicians must conduct a face-
to-face encounter with a patient
within six months prior to certifying
their eligibility for Medicare Part B
home health services. A similar
requirement applies to durable
medical equipment certi cations and

becomes available.
Effective Jan. 1, 2010

Although the Patient Protection and
Affordable Care Act and the Health
Care and Education Reconciliation Act
became law in March, the following
program integrity provisions are
effective as of January 1. Itis essential
that your practice take immediate

steps to comply with them, including
consulting with legal counsel (as
appropriate), since failure to implement
these provisions can result in denial of
payment, civil or criminal liability, and/or
exclusion from federal health programs:

Physicians who rely on the in-of ce
ancillary services exception to the
prohibition on physician self-referral
are now required to inform patients in
writing at the time they order mag-
netic resonance imaging, computed
tomography, and positron emission

Medicaid, but an effective date has

not yet been speci ed. In addition,

clari cation is being sought on how
to comply with this provision for cer-
ti cations made prior to enactment

of the new law.

Physicians are required to maintain
and provide access to documenta-
tion for seven years relating to writ-
ten orders or requests for payment
for durable medical equipment and
certi cations for home health ser-
vices. The HHS secretary has the
authority to expand this requirement
to other items or services. Failure to
maintain and provide access to such
documentation could result in a per-
missive exclusion from the Medicare
program for up to one year.

Effective March 24, 2010

A physician who has received a

Medicare or Medicaid overpayment
is required to report and return that
overpayment to the HHS secretary,

a violation of the anti-kickback
statute constitutes a false or
fraudulent claim under the
False Claims Act. The AMA will
continue to work with Congress
to address its concerns with this
change and others made to the
intent standard of other health
care-related fraud statutes.

The health care provisions of
the mail fraud statute (a criminal
statute) have been amended so
that it is no longer necessary for
prosecutors to prove an individ-
ual had actual knowledge of the
health care fraud statute or had
the speci c intent to violate the
statute for liability to be estab-
lished. The de nition of health
care offense has been amended
to include violations of the anti-
kickback statute, the Food Drug
and Cosmetic Act, and certain
Employee Retirement Income
Security Act provisions.
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(President’s Message,
continued from page 3)

The stress of these injuries and the post
traumatic stress disorder (PTSD) arising in
victims leads to increases in depression, irritable
bowel syndrome, autoimmune disease, obesity,
substance abuse, and smoking. Predictably,
adjusted odds ratios for myocardial infarction,
hypercholesterolemia, and being disabled are
increased compared to persons not victimized by
IPV.

The chance for depression/suicide as part of
PTSD from IPV is 10.4 times greater in African
American women victims versus non-victims.
Furthermore, abuse during the pre- and postnatal
periods can result in low birthweight babies, child
abuse, and post partum depression. One study
noted low birthweight was prevalent when middle
class mothers were abused prenatally.

What is this costing us? Mental health problems
are estimated to consume the most dollars,
workup/treatment of GI symptoms and chronic
pain consume a lot also. A study at Johns
Hopkins University found average yearly
healthcare costs in the mid-1990s nearly doubled
for women abused in the year prior to assessment
(to nearly $7000) compared to women who were
not IPV victims. Insurance companies noted

this and often canceled the insurance of victims.
While we can surmise the increased costs of IPV
today being well in excess of $7000 yearly, note
that such insurance cancellation cannot take
place post Congressional Health Care Reform,
but as taxpayers, care for IPV sequelae may often
be on our dime.

How are we dealing with IPV? Not terribly well.
Jacquelyn Campbell, PhD, RN, chaired professor
at Johns Hopkins and featured presenter at the
May 7 session, related a number of anecdotes
where ER caregivers just didnt getit while
seeing IPV victims.

Abused women will often give misleading histories
or will be guarded by abusive husband/boyfriends.
Goofy explanations for injuries (I fell down the
stairs, causing two black eyes), unusual injuries
such as an isolated mid-shaft ulna fracture
(sustained while fending off a baseball bat attack),
inability to remember how an injury was sustained
(due to unconsciousness secondary to TBI or
choking), contusions about the neck, etc., etc.,
should all raise red ags for IPV. The patient may
avoid eye contact, act fearful, and show multiple
bruises in various states of resolution.

Dr. Campbell noted a case where an IPV victim
was shot, rendered paraplegic, and the chart
noted that the husband did it. After a dif cult and
prolonged hospital stay and rehab, the victim was
released back to the husband who shot her!
While the victim has the right to determine her
fate, no one inquired as to whether she wanted
to return to the abuser s home, no one offered an
alternative living arrangement.

What to do? Reading this is a start, raising your
consciousness. Use of the RADAR mnemonic
helps: R for routinely assess patients privately,
A for ask direct questions, D for document

ndings, A for assess patient safety, and R for
review options and social welfare referrals with
the patient.

The Family Shelter Service of Dupage County has
started the Bathroom Project , placing informative
posters in the stalls of women s restrooms where
a victim may obtain information in a very private
setting. Contact them at 630.469.5650

(24-hour hotline). If you are a primary care
resident, residency preceptor, or seasoned
practitioner, seek further information/literature/coat
pocket assessment cards at lllinois Health Cares
(217.558.6570) or the lllinois Coalition Against
Domestic Violence (217.789.2830,

www.ilcadv.org).
I doubt we will wipe out IPV soon, but asking a

patient may save a life. £f
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From the DuPage County
Health Department

SYPHILIS

yphilis is a sexually transmitted disease (STD)

caused by the bacterium Treponema pallidum.

It has often been called the great imitator
because so many of the signs and symptoms are
indistinguishable from those of other diseases.!
Preventing syphilis is especially important because
persons infected with the disease are at increased
risk for acquiring and transmitting HIV, the virus
that causes AIDS. Once the cause of devastating
epidemics, syphilis now can be effectively controlled
by appropriate antimicrobial therapy.?

Syphilis is a systemic disease caused by T. pallidum.
Patients who have syphilis might seek treatment for
signs or symptoms of primary infection (i.e., ulcer or
chancre at the infection site), secondary infection (i.e.,
manifestations that include, but are not limited to, skin
rash, mucocutaneous lesions, and lymphadenopathy),
or tertiary infection (e.g., cardiac or ophthalmic
manifestations, auditory abnormalities, or gummatous
lesions). Neurosyphilis (CNS involvement) can occur
during any stage of syphilis. Latent infections (i.e.,
those lacking clinical manifestations) are detected by
serologic testing. Latent syphilis acquired within the
preceding year is referred to as early latent syphilis;
all other cases of latent syphilis are either late latent
syphilis or latent syphilis of unknown duration.®

In addition to appropriate clinical evaluation,
diagnostic testing, and appropriate treatment and
follow-up for syphilis, all patients who have syphilis
should be tested for HIV infection. In geographic
areas in which the prevalence of HIV is high, patients
who have primary syphilis should be retested for
HIV after 3 months if the rst HIV test result was
negative.® Sexual transmission of T. pallidum occurs
only when mucocutaneous syphilitic lesions are
present; such manifestations are uncommon after
the rst year of infection. However, persons exposed
sexually to a patient who has syphilis in any stage
should be evaluated clinically and serologically and
treated with a recommended regimen.®

DuPage County has experienced a recent increase
in reported syphilis cases. In 2008, 18 cases of
early syphilis (less than one year s duration) were
reported. To date, we have received reports of

33 cases from 2009, representing an 83 percent
increase in early syphilis cases. The DuPage County
Health Department is requesting the assistance of
community physicians, practitioners, and laboratory
staff at local hospitals to counteract this recent
increase in early syphilis cases.

* www.cdc.gov/std/Syphilis/
2 www.idph.state.il.us/public/hb/hbsyph.htm 4www.cdc.gov/std/sam/default.htm

Recent studies indicate that many men who have sex with

men (MSM) with STDs remain undiagnosed due to inadequate
STD testing. Since 2002, CDC has recommended that
sexually active MSM be tested at least annually for syphilis,
chlamydia and gonorrhea at all anatomic sites of reported
STD exposure (oral/pharyngeal, anal, and/or urethral). CDC
also recommends at least annual STD testing for all individuals
with HIV infection.®

To assist in rapid identi cation of syphilis and prompt
intervention:

Be alert to possible cases of syphilis and test sexually active
clients who have been diagnosed with another STD and/or
HIV and those who have an infected sex partner.

Also perform a serologic test for syphilis on patients with
signs/symptoms of early syphilis (e.g., single or multiple
genital or oral lesions, palmar/plantar or body rash, enlarged
lymph nodes and patchy hair loss).

Test all pregnant women, as is required by lllinois statute, for
syphilis at the rst prenatal visit and again during the third
trimester. Effective prevention and detection of congenital
syphilis depends on the identi cation of syphilis in pregnant
women.

Persons who were exposed within the 90 days preceding the
diagnosis of primary, secondary, or early latent syphilis in a
sex partner might be infected even if seronegative; therefore,
such persons should be treated presumptively.

Report all reactive syphilis serology results (RPR, FTA-ABS,
EIA, VDRL, TP-PA, etc.) or presumptive diagnoses within
24 hours by calling the DCHD Disease Control Program at
630.682.7979, x 7553. Laboratory reporting should include
the test result and date of collection; the patients name,
address, race, gender, and date of birth; the name and
phone number of the physician who ordered the test; and
treatment status (when known).

Immediately alert both DCHD Disease Control Program
(630.682.7979, x 7553) and IDPH STD Program
(217.782.2747) of positive reportable STD test results
(syphilis, chlamydia, and gonorrhea) in children <12 years
of age.

In addition to clinical evaluation, diagnostic testing, and
appropriate treatment and follow-up for syphilis, all patients
who have syphilis should be tested for HIV infection.

Every person being evaluated or treated for an STD, who is
not already vaccinated, should receive hepatitis B vaccina-
tion. In addition, some persons (e.g., MSM and illegal-drug
users) should receive hepatitis A vaccination.

Educate patients about syphilis, STD prevention, and the
importance of partner referral, informing them that syphilis

is a reportable disease and that the health department will
con dentially contact them to provide disease counseling and
to elicit partner information. Counseling skills, characterized
by respect, compassion, and a nonjudgmental attitude toward
all patients, are essential to obtaining a thorough sexual
history and to delivering prevention messages effectively.® E2

References:

2 www.cdc.gov/std/treatment/2006/rr5511.pdf
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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 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

FOR LEASE

Oak Brook Area
Two Suites
1100 and 3000 square feet

Closing Medical Office

Must Vacate Space Excellent location for medical offce
in modern building with atrium.
Equipment available: Landlord will assist with remodeling.

Midmark Il motorized exam table Call 630 279 5577

Mayo Stands Visit website at
Stools www. brittanyofbces.com.

Electro-Surgical Unit

Endoscopy Equipment FOR RENT

Of bce Space in
New Medical Building

Waiting Room Furniture
and more

If interested, call or e-mail
F. E. Banich, MD

630.654.1627 febl@aol.com 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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FouNDATION AWARDS SCHOLARSHIPS

he DuPage Medical Society Foundation Board of Trustees announces the
awarding of seven 2010 student scholarships.

Shauna Himashi Gunaratne of Lisle is this year s recipient of the James P. Campbell,
MD, Memorial Scholarship. A rst year student in the combined medicine and public
health (MD/MPH) program at Northwestern University s Feinberg School of Medicine,
Shauna is a Fulbright Fellow who graduated summa cum laude from the University

of lllinois-Chicago. Her Fulbright Scholarship funded studies on diabetes in Greece
where she concurrently volunteered for the NGO, Doctors of the World, in a clinic
offering care to undocumented and uninsured patients.

The James P. Campbell, MD, Memorial Scholarship was established in 1998 to honor
the memory of a distinguished DuPage County physician who for 60 years was also a
great advocate for organized medicine. He served the DuPage County Medical Society
(DCMS) and other branches of organized medicine in many ways, but most signi cantly
as the Society s secretary-treasurer for 29 years. Recipients of the James P. Campbell,
MD, Memorial Scholarship must exhibit an outstanding academic background and
extraordinary potential for a future in medicine.

Other 2010 scholarship winners include:

Theresa Rose Frawley, Itasca, Nursing

Crystin Ashley Gloude, Wheaton, Pharmacy

Mindy M. LaPearl, Win eld, Nursing

Cecilia Anne Quigley, Lisle, Nursing

Mun Wah (Isabella) Tam, Naperville, Clinical Psychology
Kayla Elizabeth Teich, Naperville, Nursing

It is great to be able to encourage and support these exceptional students through
the awarding of a DuPage Medical Society Foundation scholarship, said Foundation
president, Richard A. Jorgensen, MD, Wheaton. We are also happy to report that
again this year we awarded 100 percent of the funds we received from our generous
contributors.

The DuPage Medical Society Foundation is a non-pro t organization established to
promote the education, health and well-being of DuPage County residents. It strives
to meet this mission by providing scholarship grants to health care students. Including
this year s grants, the Foundation has awarded some $340,000.

To learn more about the DuPage Medical Society Foundation, its mission and/or its

bene ciaries, call the Foundation of ce at 630.858.9603 or email dcms@dcmsdocs.org.

To make a tax-deductible charitable donation, mail your check to the DuPage Medical
Society Foundation, 498 Hillside Avenue, Glen Ellyn, lllinois, 60137. You may also call
630.858.9603 to make a contribution by credit card.

DuPage
Medical
Society

Foundation

2010 Board
of Trustees

President

Richard A. Jorgensen, MD

Vice President

Ronald H. Stefani, Jr., MD

Secretary

James O. Ertle, MD

Treasurer

Bradley A. Goodbred

Anthony F. Altimari, MD
Francis E. Banich, MD

Rashmi K. Chugh, MD
(ex of cio)

Peter E. Doris, MD

Salil V. Doshi, MD

William B. Frymark, Sr., MD
Robert F. Girgis, DDS
Anita P. Pillai, MD

Harry Siavelis, MD

Daniel J. Yousif, MD
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MiLLioNs oF HIN1 VaccINE Doses wiLL BE DESTROYED

warehouses across the United States as the virus that once stoked fears of a devastating global epidemic
has retreated. Most of the leftover shots and nasal spray, about 40 percent of what the federal government
ordered, will be destroyed.

Roughly 65 million doses of swine u vaccine sit unused or expired in clinics, doctor s of ces, and

The purchase of so much vaccine, at a cost of $1.6 billion, was a calculated gamble made early in the epidemic,
when it was impossible to know the virus would prove less harmful than some specialists had forecast.

But the gamble may have yielded dividends nonetheless, disease trackers said: The 91 million doses that were
administered may have helped prevent a wintertime outbreak. Following the initial outbreak in the spring of 2009,
the disease rebounded in early fall. A feared third wave of swine u has not materialized. Perhaps, specialists
say, thats because enough people became immune through vaccinations and natural exposure to the virus.
Widespread campaigns admonishing people to cover coughs and sneezes and to use hand sanitizers may have
helped too.

The latest federal estimates show that 61 million people in the United States have been infected with the HIN1
virus, and about 12,000 have died.

Information on the disposal of HIN1 vaccine does is available on the DCMS website, www.dcmsdocs.org. &




