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While the DuPage County Medical 
Society sponsored only two 
resolutions for the Illinois State 

Medical Society’s 2009 House of Delegates 
meeting, individual DCMS delegates 
introduced another six resolutions.  At 
the conclusion of the meeting, four of 
these resolutions originating in DuPage 
County had been adopted or amended and 
adopted, while two others were referred 
to the ISMS Board of Trustees study and 
report back to the House and one went to 
the Board for decision.  One resolution was 
rejected.

The ISMS House of Delegates is the 
policy-setting body for ISMS.  Resolutions, 
once adopted, establish policy for the 
organization or carry a directive for action to 
be implemented by the Board of Trustees.  
Some resolutions are also just public 
expressions of a view.  

Resolutions sponsored by DCMS 
(submitted to the ISMS House on behalf 
of DCMS) convey a perspective that has 
been debated and adopted by the Society’s 
Board of Directors.  Individually-introduced 
resolutions may – and often will – be 
consonant with DCMS policy, but officially 
represent only the view of the author.

Among the DCMS resolutions, the House 
of Delegates approved one that established 
policy stating that government involvement 
in the practice of medicine must not force 
the participation of physicians, allowing 
their participation to remain voluntary.  The 
resolution was amended by the House to 
stipulate further that ISMS would reject any 
attempts by the state to require acceptance 
of any private or government third party 
payments of contracts as a condition of 
licensure.

The other DCMS-endorsed resolution, 
proposing an incentive that would 
induce members to recruit other 
physicians, was referred to the Board of 
Trustees for study and report back.

DCMS Trustees Christopher A. 
Barbour, MD, and Lanny F. Wilson, 
MD, submitted another membership-
related resolution; its adoption means 
ISMS will implement, on a pilot basis, 
a continuous membership program.  
Members who join under the program 
will remain members indefinitely, with 
dues paid on a periodic schedule 
via credit card charges or electronic 
transfer from their bank account.

Manual Malicay, MD, Bolingbrook, 
authored a resolution opposing 
the unwanted and unwarranted 
participation of health care payers 
and pharmacies in patient diagnosis, 
treatment and health management.  
Following the development of a 
substitute resolution to clarify intent, it 
was adopted.

Promoting uniformity in the assessment 
of medical transport appropriateness, 
a proposal authored by delegate 
Raymond Dieter, MD, Glen Ellyn, 
was also referred to the Board.  The 
resolution seeks creation of a template 
for assessing and determining the 
optimal method of patient transport in a 
given situation.

Doctor Dieter also introduced a 
resolution seeking ISMS endorsement 
of overnight recovery for surgi-centers.  

DCMS Influences ISMS Policy

Red Flag 
Rules 
Effective 
Date 
Postponed To 
August 1

On April 30, just 
before the planned 
May 1 effective date 

of its red flag rules, the 
Federal Trade Commission 
(FTC) voted to postpone 
compliance requirements 
until August 1.  With an 
original effective date 
of November 1, 2008, 
enforcement of the red flag 
regulations was previously 
deferred until May 1, 2009, 
when the FTC realized 
last fall that the healthcare 
community remained largely 
unaware of the regulations.

The new FTC rules are 
intended to detect, prevent 
and mitigate the impact of 
identity fraud.  

The American Medical 
Association (AMA) has 
strenuously disagreed with 
the FTC’s interpretation 
of the applicability of the 
regulations to physicians 
and the organization says 
it will use the time between 
now and August 1 to press 
the case with the FTC and 
Congress that physicians 
should not be subject to the 
rule. 

As it stands, however, the 
current presumption is that 
most healthcare providers 
need to have an identity 
fraud plan in place.  

(Continued on page 5) (Continued on page 2)



Your Colleagues

David Fox, MD, a Chicago general surgeon and former president 
of the Illinois State Medical Society, died in early April at age 
87.  Doctor Fox was the father of Good Samaritan Hospital 

president and CEO, David S. Fox, Jr.

Mark M. Moy, MD, Hinsdale, won election in April to a four year term as 
a village trustee in Oak Brook.  Doctor Moy received the most votes in 
a field of seven candidates vying for three seats.

DCMS has learned that Thomas Tyszka, MD, Downers Grove, died 
last fall at age 64.  A retired cardiologist, Doctor Tyszka was formerly 
affiliated with Midwest Heart Specialists.  
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DCMS Well-Represented At 
ISMS Annual Meeting

The following members represented the DuPage County Medical 
Society at the ISMS Annual Meeting, April 24-26, 2009:

 
 
 
 
 
 

Also present, with the privilege of the floor, was former District 11 
trustee, Erlo Roth, MD.  Doctor Patel served as a member of Reference 
Committee B, Doctor Laude was a member of Reference Committee 
D, and Doctor Moy served as the on-call physician for medical 
emergencies during the session. 

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 office setting, as well as the nature and scope of the 
practice.  Making the required changes might not be overly difficult as 
offices may be able to build off HIPAA procedures already in place.

Both the Illinois State Medical Society (ISMS) and the AMA have 
compliance resources available for members on their web sites.   
Easy access to both is available from the DCMS web site,  
www.dcmsdocs.org. 

Manuel A. Malicay, MD

Patricia A. Merwick, MD

Mark M. Moy, MD

Umang S. Patel, MD

Hythem P. Shadid, MD

Lanny F. Wilson, MD

Christopher A. Barbour, MD

Rashmi C. Chugh, MD

William B. Frymark, MD

Chenni C. Indiraraj, MD

Gopal G. Lalmalani, MD

John W. Laude, MD

(Red Flag,  Continued   	
 from page 1)
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President’s Message

Hythem P. Shadid, MD
DCMS President

Doctor Shadid has invited John W. 
Laude, MD, a nuclear medicine physi-
cian and member of the DCMS Execu-
tive Committee, to provide a guest 
perspective this month for the Presi-
dent’s Message.  Following are Doctor 
Laude’s remarks:

Private Practice, 
Physician Strike 
– Two Future 
Oxymorons?	

An oxymoron is defined 
generally as a figure of speech 
producing an incongruous and 

self-contradictory effect.  Examples: 
military intelligence, business ethics, 
slow code blue.

Now and then I get 
nostalgic for the 
“old” days.  When 
I discuss the fact 
that my income as a 
physician maxed out 
in 1992, my 83-year-
old mother reminds 
me that physicians 

during the Depression did not live a 
wealthy life.  “They lived in modest 
houses in neighborhoods like the rest 
of us (southside Chicago).”  She then 
launches into a diatribe about greed 
and a lack of physician housecalls and 
I tune out.  But she gets me thinking – 
how did we come to be paid as we are 
now?

True, physicians did not make a 
lot in the 1930s and in many parts 
of the world, they still don’t make 
much.  American physicians are 
lucky.  For a long time we set our 
fees proportionally to the ability of 
our clientele to afford and pay the 
fees.  Some physicians worked for 
only a word of thanks, or maybe a 
load of firewood.  Most took cash at 
the time the service was rendered.  
This continued until after World War 
II, when increasingly, health insurance 
was part of a worker’s compensation.   
Eventually, insurance companies 
screened doctors’ fees against a list 
of “usual, customary, and reasonable 
(UCR)” charges.  If it was customary 
to roll post-op care for a few days 
and a few office visits after elective 
surgery into a “global” fee, then that’s 
how services were bundled together 
and paid.  Reasonable, no?  To help 
physicians set fees, they talked among 
themselves (as do any professionals) 
and referred to books, such as one 
published by McGraw-Hill, on relative 
value of services.  

Two things happened in the 1960s.  
First, electronic data processing 
became practical for all businesses, 
including insurance companies.  
Insurance companies could look 
at physician claims submitted and 
conclude with ease what was UCR.  
Second, President Johnson signed 
legislation creating Medicare.  While 
the AMA spoke against “socialized” 
medicine, Medicare was a boon to 
medical practice generally.  Persons 
retired, without insurance and on a 
fixed income, could afford medical 
care they otherwise would forego.  
Hospitals benefited similarly.  A 
hospital building boom, subsidized 
somewhat by Federal money, started 
in earnest.  All was well, and the 
insurance companies still used UCR.  
Many now-retired physicians and 
hospital administrators consider the 
time period 1965 to 1983 to be the 
“Golden Age.”

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. Laude

(Continued on page 8)
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Early in its history, a primary 
role of the DuPage County 
Health Department (DCHD) 

was to assure the safety of milk 
from the dairy farms in DuPage 
County.  Fast forward 50 years 
or so and the cows are gone, 
but DCHD continues the work 
of protecting the health of area 
residents.

In a recent meeting with the 
DCMS Governmental Affairs 
Committee, DCHD executive 
director Maureen McHugh 
stressed that one of the 
Department’s strengths over time 
has been this ability to evolve and 
change with the community.  That 
process continues today as the 
Health Department undertakes 
a new IPLAN assessment and 
planning effort.  The Illinois Project 
for Local Assessment of Needs 
(IPLAN) is conducted every five 
years as part of the certification 
process for health departments 
in the state and guides a 
department’s effort to strategically 
meet its mission.

Over the last five years, the 
Department has focused 
particularly on the IPLAN-
identified areas of access to care, 
mental health, and obesity.  

Today the Health Department 
is serving 20 percent more 
mental health clients than it did 
five years ago.  This has been 
achieved by devoting more money 
to direct services, rather than 
infrastructure.  Some 50 percent 
of the Department’s budget goes 
to serve chronically mentally ill 
clients.

DuPage County has one of 
the lowest suicide rates in the 
nation, indicating that the focus 
on behavioral health issues is a 
success.  Recently, the economic 
downturn has led to a 50 percent 
increase in calls to the crisis line 

Health Department Evolves  
To Meet Changing Needs

with an average of two or three 
suicide saves per week.  These 
economy-based callers are 
bringing a huge increase and 
change in the client base.

The Health Department is a 
partner in Access DuPage, a 
collaborative effort whose mission 
is to provide access to medical 
services to those people in 
DuPage County who lack access 
because of economic reasons.  
The Department is also fully 
invested in the DuPage Health 
Coalition, a collaborative effort 
of many area organizations 
working together to develop a 
health safety net system that is 
a model for others to follow in 
managing the health of a defined 
low-income population effectively 
and efficiently across the entire 
continuum of care.

The 2001 terrorist attacks added 
first responder to the roles of 
the Health Department, which 
is now poised to be able to 
get medications deployed to 
all county residents within 48 
hours.  In a recent Centers for 
Disease Control and Prevention 
(CDC) public health emergency 
preparedness technical 
assistance review, the Health 
Department was one of just 
four in the nation to receive a 
100 percent rating, the highest 
possible rating.

The Health Department’s 
prescription drug disposal 
program debuted its community 
disposal sites in late April.  The 
effort is intended to help residents 
safely dispose of expired or 
unused prescription medications.  
Meanwhile lobbyists hired by the 
Department are helping advance 
prescription drug depository 
legislation in Springfield that will 
provide disposal opportunities to 
healthcare facilities that currently 
have limited alternatives.

A 1944 referendum created 
the DuPage County Health 
Department as a free-standing 
entity.  It receives its own tax levy 
and is bound to serve the health 
needs of the county’s residents 
under the leadership of an 
independent Board appointed by 
the County Board chair.  Through 
services provided by the staff 
of the Environmental Health, 
Community Health Services, 
and Behavioral Health Units, 
the Health Department directly 
touches the lives and affects the 
safety of all of DuPage County 
residents. 

The many implications of the 
proposal generated much 
discussion among delegates 
who ultimately decided that more 
detailed study was warranted 
and referred the matter to the 
Board.  As is the case with all 
matters referred to the Board, 
an ISMS Council or Committee 
will thoroughly explore the 
issue before  making an action 
recommendation to the Trustees.

All told, the ISMS House of 
Delegates addressed about 70 
resolutions and reports from 
the Board of Trustees during 
its 2009 meeting which was 
held April 24-26, in Oak Brook.  
Complete information on the 
DuPage County Medical Society 
resolutions is available on the 
DCMS website, www.dcmsdocs.
org.  The Illinois State Medical 
Society website, www.isms.
org, contains information on the 
full compliment of resolutions 
considered during the Annual 
Meeting. 

(ISMS Policy,  Continued   	
 from page 1)



INCIDENCE OF LYME DISEASE MAY BE INCREASING

Identifi ed in 1976 in a group of children in Lyme, CT, Lyme disease is now the most common 
tick-borne infection in the USA, with 27,444 cases reported to the Centers for Disease Control 
and Prevention (CDC) in 2007, up from fewer than 10,000 cases in the early 1990s.  That trend 

may eventually be exacerbated by global warming, according to a Yale University study.  Dramatic 
temperature changes “could change the ticks’ feeding patterns in cold regions, resulting in more 
persistent strains of bacteria and more severe infections,” researchers hypothesize.

The signifi cance of increased incidence is stirring debate.  While the illness is severe, some contend 
that it is easily curable and more cases are not a cause for great concern.  Others, including the 
International Lyme and Associated Diseases Society, assert that Lyme disease is not always readily 
cured and can cause long-term and ongoing illness.  

To try to shed light on some of the questions about Lyme disease, a Connecticut hospital is launching a 
community registry that will collect information about patients who have had Lyme disease and continue 
to have symptoms.  Neurologist John Murphy, vice president of the Danbury Hospital where the registry 
is being created, says the hospital takes no position on whether Lyme disease is responsible for chronic 
health problems, but aims only to gather data and make it available to researchers. 

Come Back Now
Get Tail Coverage Credit

Rated A- “Excellent” by A.M. Best ¸ Endorsed by Medical Societies 
www.apassurance.com

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

Dependable Coverage, Competitive Rates, Superior Value
In addition to the credit you gain from our Welcome Back! program, you will enjoy all the benefits of 
American Physicians’  standard-setting coverage:

¸  Committed to Illinois physicians since 1996
¸  Consistently competitive rates
¸  33% higher annual aggregate limits
¸  Free on-site risk management assessment (a $1,500 value)
¸  Claims-free discounts of up to 15%
¸  Enhanced tail coverage

Don’t Miss Out . . .
Your welcome will never run out at American Physicians, but this Welcome Back! program is only avail-
able for a limited time. To ensure that you get credit for your past coverage, call 800-748-0465 now.
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As frustrating and infuriating 
as patients report medical 
care can feel these days, 

it turns out that the people 
dispensing the care often feel the 
same way about patients.

A recent study, published in the 
Archives of Internal Medicine, 
found that doctors with relatively 
high numbers of problematic 
patients were 12 times as likely 
to report burnout as physicians 
whose patient encounters were 
less troublesome.

And that can hurt the quality of 
medical care.  Doctors weary of 
dealing with tiresome patients 
were more likely to report that 
they had provided suboptimal 
care or that they expected 
to make future errors in their 
practice, according to the study, 
conducted by researchers at 
Newton-Wellesley Hospital in 
Newton, Mass., which surveyed 
442 doctors across the country.

As a result, medical educators 
and physician groups have begun 
efforts to better prepare doctors 
to deal with the toughest patients, 
training doctors in how to resolve 
conflicts, conduct more sensitive 
interviews and listen to patient 
grievances, while sticking to their 
guns on sound medical advice.

Physicians say that among 
the most difficult patients are 
those with multiple unexplained 
symptoms and those who 
demand drugs or medical 
treatments to solve a lifestyle-
induced health problem -- such 
as an overweight patient who 
refuses to diet or exercise.  
Doctors may feel so beleaguered 
that they withdraw from 
relationships with the most vexing 
patients, which can leave patients 

Difficult Patients Lead To  
Physician “Burnout”

feeling misunderstood, abandoned 
and angry.  That is not a desirable 
outcome for either party.

John Prescott, chief academic 
officer at the Association of 
American Medical Colleges, says 
the aim of new communication 
training programs is to get doctors 
to step back and say, “what’s going 
wrong with this discussion, and 
how can I change that?”

Instead of recoiling from difficult 
patients, doctors should find 
ways to praise them for their 
competencies. They should 
express sympathy with how 
frustrated patients must feel and 
look for some common ground, 
coaching patients toward the right 
course of action.  At the same 
time, physicians need to clarify 
what patients can expect from 
them and avoid the trap of trying to 
meet a need that is impossible to 
satisfy.

Many patients viewed as difficult 
simply are not good at expressing 
their problems.  Experts suggest 
that physicians let patients speak 
uninterrupted for three minutes, 
ask open-ended questions like 
“How can I be helpful to you?” and 
end visits with “Is there anything 
else you wanted to talk about 
today?”  Doctors are also advised 
to be honest with patients about 
their feelings, saying “I feel this 
situation is frustrating, too; how do 
you think we can move forward in 
finding a solution?”  

President 
Establishes 
White House 
Office Of 
Health Reform

On April 8, President 
Obama signed an 
Executive Order 

establishing the White House 
Office of Health Reform within 
the Executive Office of the 
President.

In the Executive Order, 
President Obama identifies 
ten functions for the new 
office, including providing 
leadership for and to coordinate 
the development of the 
Administration’s policy agenda 
across executive departments 
and agencies concerning 
the provision of high-quality, 
affordable, and accessible 
health care and slowing the 
growth of health costs.

According to the Executive 
Order, the White House Office 
of Health Reform will be headed 
by the Director of the Health 
Reform Office and will be 
supported by staff members.  As 
previously announced, Nancy-
Ann DeParle will serve as 
director. 

The Executive Order also 
establishes an Office of Health 
Reform within the Department 
of Health and Human Services, 
which will coordinate with the 
White House Office of Health 
Reform. 
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(President’s Message,   	
 Continued from page 3)

No good thing lasts forever.   
Dire forecasts of a lack of 
money, Medicare abuses 
causing overpayment, beds 
filled with patients not needing 
the intensity of inpatient services 
(Example: “Doc, we’re going 
on vacation.  Can you please 
hospitalize Grandma for a few 
weeks for tests while we’re 
gone?”), a boom in medical 
malpractice claims, and cutting 
edge medical imaging occurred.  
Enter DRGs for hospital 
payments in 1984, followed by 
Maximal Acceptable Charges 
for physician Medicare fees, 
and a racheting-down of the 
differential between Medicare 
pay for participating versus non-
participating physicians.  This is 
how things looked by the end of 
the 1980s.

In 1985, Medicare 
commissioned William Hsaio, 
PhD, of Harvard, to study and 
report on the relative value of 
various components of physician 
fees, called the Resource Based 
Relative Value Study (RBRVS).  
From this came the Relative 
Value Units (RVUs) that we 
know today.  RVU for every 
CPT code (standardized Code 
of Procedural Terminology) 
was developed based on 
consideration of the actual 
work done by physicians, 
expense of training in various 
specialities, practice (office) 
expenses, malpractice insurance 
expense, and regional variation 
in expenses.  Multiply an RVU 
for a CPT code by the pay per 
RVU unit and a regional modifier 
and you get what should be paid 
to a physician.  Not everybody 
agreed on RVUs, of course.  
Some RVU calculations flatly 
contradicted UCR charges.  
Some specialties felt slighted 
by Hsaio’s study and stated 
they were underpaid unfairly 
(examples: anesthesiologists, 

general surgeons).  Add in the 
sense of Congress that there 
must be a lid on growth in 
Medicare spending (the SGR, 
or sustainable growth rate), 
combined with more high tech 
imaging, more malpractice 
expense, and a burgeoning 
Medicare beneficiary population, 
and you have a “Perfect Storm.”

Meanwhile, the insurance 
business figured out how to 
exploit physicians’ inherent 
incohesive nature – “like herding 
cats!”  Managed care came into 
the DuPage County market in 
a big way in 1992-93, just as 
Hillary Clinton was unveiling her 
health care reform plan.  Hillary’s 
plan was justifiably shot down, 
but it scared many physicians 
into accepting whatever the 
insurance companies wanted 
contractually and abuses 
occurred.  

“Blind PPOs,” a clause in an 
insurance contract allowing the 
insurance company to assign 
(sell) the preferred provider 
status of a physician to other 
insurance companies, meant that 
while physicians thought they 
were only giving a fee break to 
a small number of patients, they 
could be surprised by insurance 
companies they never contracted 
with who, through assignment, 
now demanded PPO fee rates.  

Antitrust suits, with treble 
damages, were won by 
insurance companies against 
doctors who discussed fees 
and “conspired” to be paid fairly 
or withhold their labor.  Three 
doctors couldn’t discuss fees and 
not be accused of conspiring to 
restrain trade!  Most docs I know 
saw at least a 30 percent decline 
in gross income during the mid-
1990s.

Office expenses increased.  
Labor costs, data processing 
costs for billing and medical 
records, rents, malpractice and 
employee health insurance 

costs, and licensed special 
medical waste disposal costs 
all went up.  The Clinical 
Laboratory Improvement Act 
(CLIA) increased costs or made 
it prohibitively expensive to 
perform many office lab tests.  
Reimbursement for physician 
private practice has not kept up. 

 Many insurance companies 
now pay a multiple of RBRVS.  
We’re lucky today if we get 150 
percent of Medicare pay now 
from insurance.  Two decades 
ago, Medicare paid 50-60 
percent of UCR.  It isn’t any 
better, comparatively, today.  Ex-
governor Blagojevich’s stillborn 
Illinois Covered plan wanted 
to pay about 75 percent of 
Medicare fees for all physician 
services.  What will the Obama 
plan offer?  It is a safe bet it 
won’t be as good as Medicare 
fees.  Medical imagers and 
procedure-based specialists are 
ripe targets for a sharp drop in 
pay.  On the good side, primary 
care physicians will likely be 
valued a little better.  I doubt 
we’ll see much medical tort 
reform come out of the Obama 
administration, however.

More young physicians come 
out of training unprepared 
for the economics of medical 
practice, much less private 
office practice.  Chiropractors 
get business law and economics 
training, why not physicians?  I 
accuse a confined-to-the-ivory-
tower attitude in our medical 
schools and residencies that 
ignores the fact that the majority 
of physician/fellow trainees will 
practice outside of academia 
and are woefully unprepared to 
withstand the cheating efforts 
of the real world regarding 
physician pay.  We should 
demand better training in this 
regard!

(Continued on page 11)
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As trustees of their practice’s 
retirement plan, physicians 
often find themselves in the 

position of having to select from 
among a variety of investment 
alternatives that could be utilized for 
the plan.  It is important to be aware 
of the general arrangements – often 
referred to as platforms – available 
for investment management, and the 
various methods of compensation 
for those parties involved:

Transaction based.  In the 
transaction based model, plan 
assets are held in a brokerage 
account, and the broker earns 
commissions from every transaction 
that occurs in the account.  These 
types of arrangements typically, 
but not always, provide a large 
number of investment alternatives.  
This arrangement can create an 
inherent conflict of interest, since 
transactions may occur that benefit 
the broker but not necessarily the 
plan participants.  For this and 
other reasons, fewer employers are 
utilizing this investment platform. 

Closed platform.  The plan assets 
are held in an account with a limited 
number of investment offerings 
under the closed platform model.  
These offerings are often proprietary 
products of the platform sponsor.  
Once again, commissions may be 
paid to the representatives who have 
responsibility for the account.  These 
commissions are often generated 
from the higher management fees 

associated with the investments.  
Examples of such plans include 
plans sponsored by insurance 
companies (offering a limited 
number of accounts), wrap 
programs at brokerage firms 
(offering a limited number of 
investment managers) and 
plans at proprietary mutual fund 
companies (usually offering a 
limited selection of their funds).  
Occasionally, providers with 
closed platforms may also provide 
administrative services.  This 
can help control costs for smaller 
plans.  Closed platforms may 
be appropriate for small plans 
with limited assets.  However, 
there may also be a conflict 
of interest with the limited 
number of investment offerings, 
provider bias regarding the 
investment offerings, uncertain 
payments to financial company 
representatives, etc.

Open platform.  With the open 
platform, the plan assets are held 
in a brokerage account that has 
extensive investment alternatives, 
not restricted by a particular 
mutual fund company, brokerage 
firm, or insurance company.  
Proprietary products are usually 
not involved (if so, usually for 
index fund purposes only).  Open 
platforms are frequently used by 
fee-only investment advisors, who 
receive their only compensation 
from the client rather than from a 
particular fund company, bank or 
brokerage company.  The open 
platform provides an environment 
free of transaction-based conflicts 
and free of closed platform 
limitations or bias.

There are many options to 
consider when comparing 
and ultimately implementing a 
qualified retirement plan for a 
medical practice.  While the tax 
laws are constantly changing 

Which Platform Best Supports  
Your Retirement Plan?

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

and evolving, they have 
historically been beneficial 
relative to specific retirement 
plan funding limitations and 
deductions.  If structured in the 
proper manner, a retirement 
plan will help you attract and 
retain key employees, while 
at the same time provide 
you with a substantial tax-
advantaged savings plan to 
assist you in reaching your 
financial independence goals.  

The work does not end with 
the selection of the investment 
platform, however, as the 
responsibility continues 
until an employee leaves 
the plan.  You will also need 
to know the required steps 
to take when an employee 
requests a distribution upon 
retirement or termination of 
their employment.  Trustees 
or administrators are required 
to give participants about to 
receive a distribution a written 
explanation covering the 
following:

Any special tax treatment 1.	
for lump sum distributions 
that may apply.

The potential 10 percent 2.	
IRS early withdrawal 
penalty for employees 
under age 59½.

The Regular Rollover 3.	
Rules.

The new mandatory 4.	
withholding rules and the 
preferred alternative.  

This report prepared for DCMS by Joel M. 

Blau, CFP, and Ronald J. Paprocki, JD, CFP, 

MEDIQUS Asset Advisors, Inc.  They welcome 

readers’ questions and may be reached by calling 

800.883.8555 or e-mailing blau@mediqus.

com.  Securities offered through Joel M. Blau, 

CFP, and Ronald J. Paprocki, JD, CFP, registered 

representatives of Waterstone Financial Group, 

Member FINRA/SIPC.
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(President’s Message,   	
 Continued from page 8)

As non-employee physicians, we cannot strike without being accused of conspiring to restrain trade.  We 
do not have to take lousy contracts because of insurance company scare tactics (“Sign here, Doctor, or 
we’ll take all of our patients down the road to the other physician.”).  If we are smart enough to memorize 
and regurgitate the Krebs cycle four or five times during undergrad or medical school, then we can read a 
contract and comprehend it, or ask a reasonably-priced attorney (another oxymoron?) to assist us.  

I know of a nationwide insurance company – well known for paying one of its top officers in excess of 
a billion dollars a few years ago – that presented me with a contract containing a clause stating the 
company could change the rate of pay for my work at any time and without prior notice.  Apparently this 
kind of “medical sharecropping” works sometimes.  I filed the contract appropriately, in the trash.  

We docs cannot conspire to not work.  But we can individually educate ourselves and decide on our own 
to not support insurance companies and their bloated fat-cat top execs who maltreat us.

Colleagues occasionally bring up the topic of a physicians’ strike.  This is generally illegal, as a restraint 
of trade, and medically (as opposed to business-wise) unethical.  If you are an employed physician, i.e., 
you get a W-2 statement from your employer, you have the right to unionize.  You are secure against 
surveillance, punishment, intimidation, or threatening actions on the part of the employer against you for 
unionizing, by federal law.  Know also that a report issued jointly by the Federal Trade Commission and 
Department of Justice based on hearings in 2003 concluded that physicians should not be allowed to 
collectively bargain because it would compromise patient care and not improve quality. 

There have been a number of successful physician unions, mostly connected with employment in county 
hospitals in New York, Chicago, and Los Angeles.  The AMA helped establish a union in 1999, called 
Physicians for Responsible Negotiation (PRN), after much rancorous debate.  The AMA funded it with 
more than $2 million, and stipulated that PRN would never strike.  PRN helped housestaff at Lutheran 
General Hospital obtain a contract.  But PRN did not prosper.  In 2002, the AMA rejected a PRN request 
for up to $1.6 million additional funding.  PRN broke with the AMA in 2004. Shortly afterwards, PRN 
became an affiliate of the Service Employees International Union (SEIU) and today represents 15,000 
docs.  

SEIU has earlier doctor-union affiliates:  Doctors Council, Committee on Interns and Residents, and the 
Union of American Physicians and Dentists.  Another organization, the Federation of Physicians and 
Dentists, tried not so much to be a union as a middleman in negotiation for individual docs with insurance 
companies.  A Federal Trade Commission/Department of Justice lawsuit settlement stopped their attempts 
in July, 2007 to negotiate for 120 OB/GYN docs in Cincinnati.  

Health systems (i.e. hospitals) in DuPage County are crafty:  to avoid having physician employees as 
much as possible, they contract with large physician groups.  If these groups unionize, the physicians 
have a union contract with the physician group, not with the health system.  See where this is going?

Yep, private practice and physician strike, a couple of future oxymorons.  But we physicians can start 
bettering our lot.  Read every contract and understand it.  Show this editorial to every med student, 
resident, fellow, or new colleague you can.  Educate yourself by reading American Medical News and 
being active in the AMA/Illinois State Medical Society/DuPage County Medical Society. FIGHT FOR 
WHAT WE DESERVE!

Failure to do these things will produce a third oxymoron: “Fairly Paid Physician.” 
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In mid-April the American Medical 
Association sent a letter to President Barack 
Obama offering physicians’ support for the 

administration’s eight principles for health care 
reform and outlining the association’s framework 
for action.

“The ongoing emphasis on health care from the 
White House signals that the administration is 
seizing this historic opportunity to improve the 
system,” said AMA president Nancy Nielsen, 
MD.  “The American Medical Association is 
committed to health care reform that improves 
access to high-quality, affordable health care 
for all patients.  Expanding access to care for all 
Americans will ensure that people can get the 
preventive care they need, which will keep them 
healthy and keep the nation’s long-term health 
care costs down.”

In the letter, the AMA highlighted the importance 
of building on the current employer-based 
system to promote individual choice and 
ownership of health insurance, the impact that 
liability pressure has on health care costs, and 
the need to remove antitrust barriers to quality 
improvement efforts.  The AMA also voiced its 
support for health information technology, for 
efforts to improve the value the nation gets from 
its health care spending, and for greater care 
coordination.

The administration’s eight principles are as 
follows: 

protecting families’ financial health1.	

making health coverage affordable2.	

aiming for universality3.	

providing portable coverage4.	

guaranteeing choice5.	

investing in prevention and wellness6.	

improving patient safety and quality7.	

maintaining long-term fiscal sustainability8.	

“We look forward to continuing our work with the 
administration and Congress to develop health 
care reform policies within the President’s eight 
principles,” said Doctor Nielsen. 

AMA Supports Obama’s  
Principles For Health  
Care Reform 

Administration Worries 
About Shortage Of 
Doctors

Obama administration officials, alarmed at 
growing doctor shortages, are looking for 
ways to increase the supply of physicians 

to meet the needs of an aging population and 
millions of uninsured people who would gain 
coverage under legislation championed by the 
president.	

The need for more doctors comes up at almost 
every Congressional hearing and White House 
forum on health care.  “We’re not producing 
enough primary care physicians,” President 
Obama said at one forum.  “The costs of medical 
education are so high that people feel that they’ve 
got to specialize.” 

Federal officials are considering several proposals. 
One would increase enrollment in medical schools 
and residency training programs. Another would 
encourage greater use of nurse practitioners and 
physician assistants. A third would expand the 
National Health Service Corps, which deploys 
doctors and nurses in rural areas and poor 
neighborhoods.

Some of the proposed solutions, while advancing 
one of President Obama’s goals, could frustrate 
others; increasing the supply of physicians, for 
example, could improve access to care while 
simultaneously making it more difficult to rein in 
costs.

Meanwhile family doctors and internists are 
pressing Congress for an increase in their 
Medicare payments, while medical specialists 
are lobbying against any change that would cut 
their reimbursements.  Rather than redistributing 
the dollars allocated to physicians, they advocate 
finding additional money to pay for primary care.  
That will be a tough sell given the government’s 
huge budget deficits, but the Medicare Payment 
Advisory Commission has recommended payment 
increases of up to 10 percent for many primary 
care services, including office visits. 



DuPage County Medical Society, May 2009 
Page 14

In these tough economic times 
many physician practices are 
struggling with layoffs and 

decreased revenue.  It doesn’t 
have to be that way.  Innovative 
and creative ideas can help 
practices avoid or relieve the 
economic struggles that so many 
others are facing.

Gail Eminhizer, practice 
administrator at Digestive Health 
Associates of Northern Michigan, 
PC, located in Traverse City, has 
developed several strategies to 
cut costs and avoid layoffs.  For 
starters, overtime work has been 
eliminated from the practice.   
Eminhizer notes that her practice 
had been spending an average of 
$2,000 per month on overtime.  It 
may not sound like a lot, she says, 
but any money the practice can 
save helps.

Under its new policy, Digestive 
Health Associates’ staff members 
are expected to watch their time 
in the office so as not to go over 
their regularly scheduled hours.  
If employees need time off or to 
work late for any reason, they 
must work with fellow employees 
to fill that time while making 
sure their total allotted hours are 
not exceeded.  Besides saving 
money, “this makes employees 
responsible for their own actions 
and helps them work as a team,” 
Eminhizer says.  

Digestive Health Associates has 
also implemented policies that 
have helped the practice avoid 
layoffs or the need to reduce work 
hours.  For example, Eminhizer 
has made it a requirement that 
employees use their paid time off 
before taking any unpaid time.

She says one of her staff 
members wanted to start leaving 
early two days per week to take 
courses at a nearby college, 
but wanted to do so without 
eating up any of her paid time 
off, such as personal days, or 
reducing her regular hours.  The 
employee ultimately worked 
out an arrangement in which a 
fellow employee filled that time.  
However, the staff cannot make 
up that unpaid time, Eminhizer 
says.  Instead, the woman’s 
hours were cut accordingly.

Charlene Burgett, administrator 
at North Scottsdale (AZ) Family 
Medicine (NSFM), has similarly 
adopted procedures to eliminate 
work.  The practice has changed 
the way no-shows and last-
minute cancellations are handled.  
In addition to a “three strikes and 
you’re out” policy with patients, 
the practice now accepts walk-in 
patients to make up the revenue 
lost from missed appointments.

NSFM is typically quite busy, 
Burgett says, so if the schedule 
is full when people call for sick 
appointments, they are told 
that the physicians can try to 
work them into the schedule.  
Receptionists give these patients 
approximate appointment times 
and make it clear that they 
will be seen for one particular 
problem, such as a sore throat, 
only. Burgett says this strategy 
ultimately prevents those patients 
from turning to competing 
practices or facilities for medical 
care.  Since the practice began 
accepting walk-ins, the number 
of patients the practice works in 
has been roughly even with the 
number who fail to keep their 
appointments.

“This way, we’re not losing 
revenue,” Burgett says and the 
change in policy has “not disrupted 
the practice’s regular schedule one 
bit.”  As a result, the practice is “on 
par with what the finances were 
like” before the current recession.

Burgett also makes sure her 
team keeps up on its education, 
always learning to do things 
more efficiently.  She puts 
particular emphasis on timely and 
accurate coding and billing for 
staff members and physicians to 
ensure that the practice receives 
all the revenue it deserves.  Such 
heightened efficiency can also free 
up time for the practice to offer 
additional care services.

Similarly, employees are trained to 
follow up on and appeal all claims 
that are denied by insurance 
companies.  “Go for every penny 
you can get,” Burgett says.

Additionally, Burgett checks on 
physician requests for special 
services or tests.  She says 
these services and tests are not 
always absolutely necessary, so 
determining which ones are truly 
needed is vital to cost-saving 
measures.  Although insurance 
companies verify medical necessity 
before approving a service, the 
reimbursement amount is not 
always commensurate with the 
practice’s cost to perform the test 
or procedure.  “You really need to 
check on those things,” Burgett 
says.  “There’s not an open catalog 
where you can just order whatever 
you want.  These things cost us 
money.”

Tighten Ship To Avoid  
Economic Struggle

(Continued on Next page)
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Eminhizer is constantly looking 
at her practice’s policies and 
procedures, making changes and 
revisions as various aspects of the 
practice and the overall dynamic of 
the staff evolve.  She recommends 
that administrators create an 
employee handbook if they haven’t 
already and revise it as changes 
occur within the practice.

Burgett says hiring an office 
manager (separate from a practice 
administrator) to handle the day-
to-day operations can help keep 
the office running smoothly and 
efficiently.   This allows physicians 
and other staff members to focus 
on patients, coding, billing, and 
other such tasks.  The office 
manager can also contribute 
to the development of new and 
innovative ideas that will enhance 
the practice, staff productivity, and 
cost-saving initiatives.

It is crucial to be up front with 
your employees about policies 
and regulations, Eminhizer says, 
especially those that are new or 
have been changed or revised.  
Keep staff members informed of 
all changes and explain how they 
will be affected.  Meet with staff 
members regularly to address 
concerns and questions they 
may have about the practice’s 
policies.  This communication 
helps administrators garner 
feedback from employees about 
what aspects of the policies are 
or are not working, and it allows 
employees to be a bigger part of 
the practice by giving them the 
opportunity to offer suggestions for 
improvement.  Make sure the staff 
is as much a part of the decision-
making as possible because most 
changes to be made will affect 
them directly.

Making unilateral decisions 
without talking to the staff first 
is not popular and can create 
a negative environment.  New 
decisions and changes are 
easier for employees to take if 
administrators are honest and 
include them in the process.

“The last thing you want to do 
is make decisions impacting 
employees that they won’t be 
happy with,” Eminhizer says. 

Prepared by Justine Murphy and reprinted with 

permission from The Doctor’s Office published by 

HCPro, Inc.  For more information call 800.650.6787 

or e-mail customerservice@hcpro.com.

SGR Repeal 
Not In Budget 
Reconciliation 
Agreement 

In late April House and  
Senate conferees were 
working to finalize an 

agreement on a fiscal year 
congressional budget resolution 
for 2010 that would provide only 
a partial allowance for eliminating 
the cost of replacing Medicare’s 
sustainable growth rate, or SGR.  
While legislation still could be 
developed to eliminate the SGR 
formula and provide a long-
term solution to the Medicare 
physician payment problem, the 
budget agreement would require 
most of the associated costs to 
be offset through spending cuts 
or revenue increases. 

The American Medical 
Association (AMA) expressed 
its strong disappointment that 
the budget agreement failed to 
facilitate a complete repeal of the 
SGR and pledged to continue 
pressing Congress to scrap the 
flawed SGR formula. 

(Tighten Ship,   	  
Continued from  	  
Previous Page)
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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 

you more than just money.

MEDICUS: Medical Professional 

Liability Insurance 

(866) 815-2023 www.medicusins.com


