
In Brief
2009 MEDICARE PHYSICIAN 
PAYMENT RATES: WHAT TO 
EXPECT IN YOUR PRACTICE

Factors affecting 2009 rates

In July 2008, Congress passed a law that 
provided an average 1.1 percent increase 
in Medicare physician payment rates for 

2009.  This payment update is far from the 
only change affecting 2009 rates, however.  
Payment changes will vary by service, 
specialty and locality based on the following 
factors:

The 1.1 percent update is an across-the-• 
board increase from the 2008 payment 
rates that applies to all Medicare 
physician payment schedule services.  It 
does not apply to physician-administered 
drugs or clinical laboratory fee schedule 
services.

This year will be the third year of a • 
four-year transition to revised practice 
expense relative value units.

Updates to the geographic adjustment • 
factors or GPCIs for 2008 were phased 
in over two years, so additional changes 
in the GPCIs are occurring in 2009.  In 
addition, the Medicare Improvements 
for Patients and Providers Act (MIPPA) 
that passed last July continued the fl oor 
of 1.00 on the physician work GPCI for 
2009.

The budget neutrality adjustment that • 
was applied in 2007 and 2008 has been 
moved from the work relative values 
to the conversion factor for 2009.  This 
has the effect of increasing payment 
rates for many services and decreasing 
rates for some services, and the change 
was strongly supported by organized 
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medicine.  Although the elimination of 
the work adjustment factor leads to a 
numerical reduction in the Medicare 
conversion factor, it does not reduce 
average payment rates as it is a 
budget neutral change.

Some services will have revised • 
relative value units for physician 
work based on a review of misvalued 
services.

Some services have been added • 
to those that are subject to imaging 
payment cuts stemming from the 
Defi cit Reduction Act of 2005 which 
limits payments to no more than 
the comparable payment in hospital 
outpatient departments.

The combined impact of these various 
payment changes on your practice 
depends on your specialty, location 
and service mix.  When all of the 
changes are averaged out across all 
physicians, most physicians will see 
a net increase in their Medicare rates, 
but some will see net decreases.  
Many other payers as well as 
Medicare Advantage plans link 
their rates to the Medicare rates, so 
payment impacts from the Medicare 
changes will likely be magnifi ed. 

Physician Quality Reporting 
Initiative (PQRI)

Serious shortcomings were widely 
reported in the initial implementation of 
the PQRI program during the last six 
months of 2007.  The AMA is continuing 
to press Medicare offi cials and the new 
Obama Administration for signifi cant 
changes in the way in which the PQRI 
program is administered.

LEARN ON 
YOUR LUNCH 
HOUR WITH 
THE ISMS 
LUNCHTIME RX 
WEBINAR SERIES
 

Have questions about 
health policy topics 
but not enough time 

to research the issues? 
As a member of the Illinois 
State Medical Society 
(ISMS) you and your staff 
can take advantage of its 
new Lunchtime Rx health 
policy webinar series and 
get the answers to your 
questions.  Each webinar 
will feature a presentation 
on a topic relating to today’s 
medical practices, followed 
by a question-and-answer 
period.

 The webinars take place 
one Thursday each 
month, from noon to 1 
p.m.  Planned topics for the 
remainder of 2009 are as 
follows:

March 5 – Preventing 
Common Payor Hassles 
and How ISMS Can Help

April 16 – Health Savings 
Accounts: What Physicians 
and Staff Need to Know

May 7 – Prepare Your Front 
Staff to WOW Patients

June 11 – Maximizing the 
Use of Electronic Health 
Records

July 9 – How to Market Your 
Practice on a Dollar a Day

August 13 – Medicaid 
Billing and Compliance 
Issues 

(continued on page 12) (continued on page 5)
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YOUR 
COLLEAGUES

Sara J. Fredrickson, MD, 
Bloomingdale, has been 
appointed to chair the 

Breast Ultrasound Certifi cation 
Committee of 
the American 
Society of Breast 
Surgeons.  Doctor 
Fredrickson is a 
founding member 
of the American 
Society of Breast 
Surgeons and 

has been certifi ed in Breast 
Ultrasound since 2003.

Rahul R. Gokhale, MD, Downers 
Grove, was featured in a recent 
American Medical News article 
focused on Resident to Resident 
Real Estate, his recently started 
web-based business that helps 
match medical students, residents 
and fellows looking to sell, buy 
and rent real estate. 

AMA LAUNCHES 
REDESIGNED WEB 
SITE

In late January the American 
Medical Association launched 
a more engaging and 

interactive web site designed 
around its most important 
audience – physicians.  Offering a 
fresh look and expanded content, 
the AMA’s new site presents 
a wealth of information and 
resources in a more dynamic and 
timely fashion.

The new Web site features:

More content and resources • 
accessible directly from the 
home page, meaning fewer 
clicks to get to information

Dedicated sections – for • 
physicians, residents and 
fellows, students, and 
patients  – that provide quick 
and easy access to content 
most important to each group

News pages updated daily• 

Related links that direct • 
readers to other information 
and resources that may be of 
interest 

Questions or comments 
related to the redesigned site 
should be directed to the AMA 
Member Relations Center at 
800.621.8335.  As before, the 
AMA web site address remains 
www.ama-assn.org. 

DUES 
DEDUCTIBILITY

The portion of your annual 
membership dues that does 
not fund lobbying efforts is 

deductible as a business expense.  

As you prepare 2008 tax returns, 
please keep in mind that DuPage 
County Medical Society dues are 
100 percent deductible.  Illinois 
State Medical Society dues 
are 88 percent deductible and 
the deductible portion for the 
American Medical Association is 
50 percent.  These percentages 
are adjusted each year.  Political 
Action Committee contributions 
may not be deducted. 

For applicability to your specifi c 
circumstances you should check 
with your tax advisor. 

Fredrickson



President’s Message

DCMS 
MISSION 

STATEMENT

The DuPage 

County Medical 

Society is 

committed to 

advancing quality 

health care 

delivery, 

improving access 

to care, 

promoting 

education and 

professional 

collaboration 

among physicians, 

fostering improved 

physician-patient 

relationships, 

and enhancing 

public health.  

Hythem P. Shadid, MD
DCMS President
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“INCESSANT EFFORT” 
BY ISMS

On December 5, 1908, an 
article appeared in the 
Journal of the American 

Medical Association (JAMA) entitled 
“The Advance and Retreat of Medical 
Standards.”  This is how it began: 
“It is often assumed that practical 
advances, once secured, will be easily 
maintained, and, indeed, that the law 
of progress is practically automatic 
and irreversible in its workings.”

The article went on to describe 
standards of medical practice from 
the middle of the thirteenth century in 
Europe.  Four years of medical study, 
three years of preliminary education, 

and a year with 
a physician were 
required before 
regular practice 
could begin.  This 
was required for the 
“honor and dignity 
of the medical 
profession.”  Today, 

we would add that it is required for the 
safety of our patients.

Those of us who follow the politics of 
medicine know all too well how diffi cult 
it is to achieve and maintain progress 
in this sacred profession.  A prime 

example took place in Springfi eld, 
Illinois during the month of January.  
Many of you received notifi cation that 
“certifi ed” midwives wanted to provide 
unsupervised home birthing services.  
Unlike nurse midwives who have their 
nursing degrees and work under the 
supervision of physicians, “certifi ed” 
midwives do not consider obstetrical 
care to be medical nor do they 
consider themselves to be medical 
providers.

Senate Bill 385 was designed to allow 
“certifi ed” midwives to take histories, 
perform physicals, provide prenatal 
care, dispense and administer drugs.  
This could have proven to be life-
threatening to mothers and their 
babies.

Thanks to the diligent work of 
the Illinois State Medical Society 
(ISMS) – not the American College 
of Obstetricians and Gynecologists 
– this bill was tracked into the House 
committee where it was to be heard.  
There, our lobbyists talked to the right 
people and pulled the appropriate 
political strings to assure that this 
fl awed bill never made it out of 
committee.  They knew that obstetrical 
care should be provided through 
appropriate education – not legislation.

The 100-year-old article from JAMA, 
referred to above, concludes with this 
paragraph: “Medical men [and women] 
are sometimes inclined to think that 
this generation has accomplished 
enough, and that too much attention 
is being devoted to the uplift of the 
profession.  Yet they, better than any 
others, should know that incessant 
effort is the price, not only of progress, 
but of existence itself.”

This message needs to be shared 
with physicians who are not members 
of ISMS.  Incessant effort is being 
provided by the ISMS organization.  
All physicians in the state, and 
their patients, benefi t from the work 
of ISMS.  If physicians of good 
conscience understood the “incessant 
effort” expended by ISMS, they would 
not sit idly by.  They would want to be a 
part of this incredible organization. 

Doctor Shadid has invited Lanny 

F. Wilson, MD, a past president of 

DCMS and ISMS District 11 Trustee, 

to provide a guest editorial for the 

President’s Message in this issue.  

Following is Doctor Wilson’s article:

Wilson
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Five years after President 
Bush announced plans 
for Americans’ medical 

records to be maintained in 
digital format, only one in fi ve 
doctors has converted from paper 
to electronic record keeping.  
The slow transition, observers 
note, is largely due to the Bush 
Administration’s failure to provide 
funding for the change.

With Barack Obama in the White 
House, that might change.  During 
his campaign for president, 
Obama promised a $50 billion 
investment to store patient records 
electronically.  His economic 
stimulus package is expected 
to contain two year’s worth of 
funding, or about $20 billion.

The money would be distributed 
to hospitals and doctors through 
grants and through higher 
reimbursement rates when 
serving Medicare patients.   For 
doctors who still resist adoption of 
electronic medical records, switch, 
Obama will propose lowering 
reimbursements from government-
subsidized health care programs.

“They’re talking about real dollars 
that will make a big impact on 
adoption,” said Kara Calvert, 
director of government relations 
for the Information Technology 
Industry Council, a trade group.

Instead of broadly subsidizing 
the conversion to digital records 
on a broad scale, the Bush 
administration relaxed federal 
regulations so that hospitals, 
insurers and others could provide 
equipment and software to 
physicians without fear of violating 
anti-kickback laws.  The Bush 
administration also set standards 
to ensure that computer systems 
can exchange important patient 
data, a lengthy and complex 
task involving negotiations with 

equipment and software vendors, 
health care providers and 
government offi cials.

Health and Human Services 
Secretary Mike Leavitt said that 
spending tens of billions of dollars 
before the appropriate standards 
are in place would have been 
wasteful.  “The system was not 
ready for it,” Leavitt maintained.  

Senate Health Committee 
Chairman, Edward M. Kennedy 
(D-Mass.) said that although the 
Bush administration has made 
progress, particularly with its 
appointment of a national policy 
coordinator, it has not done 
enough.  “The administration’s 
follow-up was too weak and 
too poorly funded to achieve 
widespread adoption of electronic 
records,” he said.

Catherine DesRoches, who 
led a government-funded study 
on electronic record keeping, 
said doctors in large practices 
are most likely to do away with 
the paperwork.  With practices 
containing 50 or more doctors, 
half currently use computerized 
record-keeping.  “That number 
just falls dramatically after that,” 
said DesRoches, an instructor 
in medicine at Harvard Medical 
School and senior scientist for 
health policy at Massachusetts 
General Hospital.

DesRoches said nearly half of 
all U.S. doctors practice in one 
or two-person offi ces.  They tend 
to focus on primary care and are 
less likely to have converted to 
electronic record keeping.  “When 
we are talking about providers 
in large group practice, that’s 
one kind of story, but when we 
talk about individual doctors, 
their margin of profi t is probably 
slimmer than we think,” she said.  
As a result, grants, low-interest 

MORE FUNDING MAY SPEED SWITCH TO EMR

loans and higher reimbursements 
from government programs like 
Medicare are necessary to speed 
up the use of electronic health 
records.

The federal government took a 
similar approach this year when 
encouraging doctors to issue 
prescriptions electronically.  
Doctors who regularly use 
electronic prescribing will get a 
slight boost in Medicare payments 
over the next fi ve years.  Doctors 
who do not switch to “e-prescribing” 
could see cuts in their Medicare 
reimbursement rates beginning in 
2012.

While progress has been made in 
setting standards for sharing data, 
it remains common for doctors to 
have computers that cannot share 
data with their local hospital.  “We 
are sort of in this strange phase 
right now,” said DesRoches.  “There 
are a lot of systems out there, but 
they don’t talk to each other and it 
is cumbersome to use them.” 

September 10 – Strategies for 
Working with Multiple Physicians 
and Leadership Styles

October 8 – Disaster Readiness 
For Physician Practices

November 5 – Business 
Intelligence and the Secrets of 
Best Run Practices

December 10 – Stark Law and 
Hospital Technology Subsidies:  
What Physicians Need to Know

To access the webinar you will 
need an internet-connected 
computer to view the presentation 
and a phone to hear the 
presentation.  Visit www.isms.org/
lunchtimeRx or call 800.782.4767, 
x 1625, to register. 

(Lunchtime RX,
 continued from page 1)
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The following people make up the 2009 DuPage County Medical Society Board of Directors, 
representing you, their physician colleagues.  Please familiarize yourself with this list and then, 
should you have questions, problems or simply need additional information about the Society or a 

professional issue, don’t hesitate to make contact with one of these representatives, or the DCMS staff by 
calling 630.858.9603 or e-mailing dcms@dcmsdocs.org.

Board Chair - 
Christopher A. Barbour

President - 
Hythem P. Shadid 

President-elect - 
Rashmi K. Chugh 

Secretary-Treasurer - 
William B. Frymark 

Peer Review Chair - 
Patricia M. Martin

ISMS Trustees - 
Christopher A. Barbour

  Lanny F. Wilson 

AMA Alternate Delegate - 
Gopal G. Lalmalani

District #1 - Northwest

Alan S. Brown

Mark F. Daniels

Eileen M. Mahoney

Thomas F. Morris

Jeffrey E. Oken

Paul K. Rosenberg

Lawrence J. Schouten

District #2 - Northeast

Barbara R. Bellar

David J. Hale

Peter W. Hui

John W. Laude

Michael Martirano

Andrew A. Roth

Carl N. Zenz

ISMS ALTERNATES

Vincent J. Bufalino

Chenni C. Indiraraj

John M. Laude

Eileen M. Mahoney

Karenmarie K. Meyer

Mark M. Moy

Umang S. Patel

Talmage J. Raine

Vedantham Srinivasan

2009 DCMS DIRECTORS SERVE AND REPRESENT YOU

District #3 - Southwest

Oscar L. Alonso

Donald R. Bennett

Vincent J. Bufalino

Emilio C. Cabana

Daniel F. DeBartolo

Margaret Kirkegaard

Frank C. Madda

Karenmarie K. Meyer

Umang S. Patel

Diane E. Wallis

District #4 - Southeast 

Robert A. Battista 

Samuel J. Girgis

Robert P. Kazan

Mark M. Moy

Talmage J. Raine

James E. Rejowski

ISMS DELEGATES

Rashmi K. Chugh

Raymond A. Dieter

William B. Frymark

William P. Gibbons

Gopal G. Lalmalani

Manuel A. Malicay

Patricia A. Merwick

Stuart A. Morgenstein

Thomas F. Morris

Hythem P. Shadid
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OPPORTUNITY TO 
SERVE ON ISMS 
COUNCILS AND 
COMMITTEES

DCMS is seeking members 
to nominate for 2008-2009 
service on Illinois State 

Medical Society councils and 
committees as described below. 
These councils and committees 
generally meet three to fi ve 
times per year, usually at ISMS 
headquarters in Chicago. Please 
contact DCMS at 630.858.9603 
or dcms@dcmsdocs.org if 
you wish to be nominated or 
renominated for service.

The Medical-Legal Council shall 
be concerned in the areas of:

Liaison with the Illinois Bar • 
Association

Liaison with courts, • 
particularly where impartial 
medical testimony is involved

Implementation of the • 
Impartial Medical Testimony 
Rule

Legal aspects of medical • 
practice other than in the area 
of mental health

Licensing and standard of • 
practice

Quackery• 

Anatomical gifts and organ • 
transplants

The Council on Governmental 
Affairs shall be concerned in the 
areas of:

Federal and state legislation • 
analysis and communication

Legislative liaison, both state • 
and federal

Political education• 

The Council on Education 
and Health Workforce shall be 
concerned in the areas of:

• Liaison with medical schools, 
curricula, etc.

• Health workforce and training 

• Internships, residencies, etc. 

• Scientifi c assembly

• Student loans

• Continuing medical education

• Such other duties as 
assigned by the Board

The Council on Economics shall 
be concerned in the areas of:

Ongoing relationships with • 
third parties

Health care cost and • 
utilization

Reporting to the Board on • 
matters of socioeconomic 
import which are assigned by 
the chairman

The Council on Medical Service 
shall be concerned with:

The provision of medical care • 
and health services in the 
public and private sectors

Emergency medical services• 

Health care of the poor, aged • 
and those in rural areas

Maternal and child health• 

Nutrition• 

Worker’s compensation• 

Environmental and • 
community health

Rehabilitation• 

Health care facilities and • 
delivery systems

Liaison with Department of • 
Human Services’ offi ces of 
mental health and alcoholism 
and substance abuse

Legal aspects of commitment, • 
etc.

Narcotics and dangerous • 
drugs

Alcoholism• 

The Council on Membership & 
Advocacy shall be concerned in 
the areas of:

• New member orientation 
and membership benefi t 
explanation

• Monitoring and overseeing 
programs and policies to 
maintain and enhance the 
value of membership in ISMS 

• Advocacy of physician interests 
in matters of professionalism, 
patient care, and physician 
rights

The Council on Communication 
shall be concerned with:

• Maintaining and enhancing 
the exchange of information 
of benefi t and importance to 
physicians, patients, and the 
community at large by utilizing 
the means and methodology 
deemed most advantageous 
to foster this exchange of 
information and communication 
to the public, physicians, 
the media and other key 
constituencies of ISMS.

Committee on Drugs and 
Therapeutics. 
The committee shall:

• Meet periodically to refi ne the 
drug list contained in the Drug 
Manual

• Work with the Illinois 
Department of Public Aid in an 
effort to keep the Drug Manual 
current and effective

• Review suggestions and 
comments submitted by 
members to the committee 
and present them to the Illinois 
Department of Public Aid when 
necessary

• Consider other drug matters 
affecting the policy of the 
medical society

Peer Review Appeals Committee. 
This committee shall:

• Serve as an appellate body for 
state peer review by considering 
cases appealed from local or 
district peer review committees

• Peer review involves the medical 
review of cases concerning the 
utilization and quality of medical 
services, as well as patient 
relation issues

•    Serve as liaison to local peer     
   review committees

•    Monitor activities around the     
   state

(continued on page 8)
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A growing number of workers 
in 2009 will pay more for 
health benefi ts – and in 

some cases receive less coverage 
– as their employers grapple with 
the fi nancial fallout of rising medical 
expenses and diminished revenue 
and profi ts, recent surveys of 
human resource offi cials show.

The Corporate Executive 
Board found in its survey that 
a quarter of offi cials from 350 
large corporations said they had 
increased deductibles an average 
of nine percent in 2008.  But 30 
percent of the employers said they 
expected to raise deductibles an 
average of 14 percent in 2009.  
Mercer, a global benefi ts consulting 
fi rm, surveyed nearly 2,000 large 
corporations in a representative poll 
and found that 44 percent planned 
to increase employee-paid portion 
of premiums in 2009, compared 
with 40 percent in 2008.

The economic slowdown, according 
to analysts, is making it more 
diffi cult for many employers to 
subsidize health care costs at 
previous levels.  On average, 
experts say, benefi t packages 
contain the biggest increases for 
workers since the recession of 
2001.  Workers’ health costs are 
rising much faster than wages.

The cost-shifting is one more piece 
of bad news battering consumers, 
analysts said, reducing their 
spending power and giving them 
one more reason to hold on to 
their money.  Adding to consumers’ 
fi nancial squeeze is the plummeting 
stock market, which has crushed 
retirement funds.  Many companies, 
including Sears, Starbucks, FedEx 
and GM, have stopped matching 
workers’ 401(k) contributions.

To cut costs, employers 
increasingly are introducing 
high-deductible “health savings 

accounts” and focusing on 
wellness programs aimed at 
keeping workers healthy through 
diet and exercise.

Ten years ago, employers on 
average paid about 90 percent of 
their workers’ health costs, said 
Shub Debgupta, senior director 
of the Benefi ts Roundtable at the 
Corporate Executive Board.  That 
is down to 73 percent, Debgupta 
said, and is expected to drop to 70 
percent over the next few years.

Some small businesses, which lack 
fi nancial reserves to offset revenue 
losses and have fewer workers 
to spread the insurance risk, are 
shifting even more to employees.

Premiums for employer-sponsored 
plans over a decade on average 
have risen to $12,680 a year from 
$5,791, according to the Henry 
J. Kaiser Family Foundation.  The 
median deductible for the plans 
was $1,000 in 2008, compared 
with $500 from 2001 to 2007, 
according to a survey of 2,900 
employers conducted by Mercer.

To cut costs, employers 
increasingly are offering health 
savings accounts.  The plans, 
which were pushed by the Bush 
administration, allow workers to set 
aside up to $5,950 tax free to cover 
medical expenses in exchange 
for an insurance plan with low 
premiums and a deductible as high 
as $3,000.

Unlike money in fl exible spending 
accounts, which workers can 
lose annually if not used, leftover 
contributions to health savings 
accounts can be rolled over from 
one year to the next.

Last year, eight percent of U.S. 
employees were using a health 
savings account, up from four 
percent a decade ago, according to 
the Kaiser foundation. 

Committee on CME 
Accreditation. It shall be 
the responsibility of this 
committee to:

Adopt necessary • 
procedural rules and 
prescribe forms to be 
used in the conduct of 
CME accreditation

Review sponsor • 
applications and 
survey team reports 
for intrastate CME 
sponsors

Make decisions on grant • 
of initial accreditation 
and continuation of 
accredited status.

Committee on CME 
Activities. 
This committee:

• Plans and approves 
the Society’s continuing 
education activities. 

EMPLOYERS INCREASING 
HEALTHCARE PREMIUMS

(Serve, continued 
 from page 7)



DuPage County Medical Society, February 2009
Page 9

The Committee Report for the 
Act makes it clear that the new 
relief applies both to otherwise 
required lifetime distributions 
to employees and IRA owners, 
as well as to after-death 
distributions to benefi ciaries.  
However, for purposes of 
applying the RMD rules after 
2009, the required beginning 
date is determined without 
regard to the temporary waiver 
rule.  The hope is that those 
taxpayers whose retirement fund 
values deteriorated substantially 
during 2008, and who can 
afford to wait, can defer their 
withdrawals and allow their 
investments additional time to 
recover.  In addition, the Act also 
is benefi cial to those who have 
other investments to live on and 
would prefer not to pay taxes on 
IRA distributions they don’t need. 

The Committee Report 
specifi cally states that the relief 
provision will not apply to a 
taxpayer who attained age 70½ 
in 2008 but chose to delay their 
fi rst minimum distribution for 
2008 until April1, 2009.  That 
individual still must take that fi rst 
distribution by April 1, 2009, but 
will not have to take the regular 
required minimum distribution for 
2009. 

Regardless of age, distributions 
from qualifi ed employer plans 
may not be required in certain 
circumstances, if you are still 
employed.  There are also no 
required minimum distributions 
from a Roth IRA, with the 
exception being a non-spouse 
benefi ciary, or a spouse 
benefi ciary who has not rolled 
over the account into their own.  

A GOOD THING COMES TO THOSE WHO CAN AFFORD TO WAIT

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

In these situations, where a RMD 
is typically required, those account 
holders will not be subject to the 
RMD rules for 2009.   Roth 401(k) 
plans do have RMDs, which also 
are waived for 2009, but can be 
completely avoided by rolling over 
the funds into a Roth IRA.   Be 
sure to contact your tax advisor 
to determine which rules apply to 
your own specifi c situation. 

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.

The Worker, Retiree, and 
Employer Recovery Act of 
2008, signed into law at the 

end of last year, has a dramatically 
positive impact on individuals 
subject to minimum distributions 
from their individual retirement 
accounts (IRAs).  Previously, the 
Internal Revenue Service (IRS) 
had required that distributions be 
made from an IRA after the owner 
turned age 70½, and prescribed a 
method and table for determining 
the amount of the annual required 
minimum distribution (RMD).  Once 
you reached that age, in order 
to avoid IRS penalties, you had 
to take the required minimum 
distribution each year by December 
31st.  Failure to take the RMD would 
have subjected you to a 50 percent 
penalty on the amount that should 
have been withdrawn, but was not.

Under the newly passed Act, 
however, there is no required 
minimum distribution for calendar 
year 2009 from IRAs, retirement 
annuities, or employer-provided 
defi ned contribution retirement 
plans, including Keoghs, 
Individual 401(k)s and 403(b) 
plans.  Distributions, however, will 
be required again in 2010, and 
beyond, assuming there are no 
other changes or modifi cations 
within the Act.  
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our quality Medicare Supplement Insurance.

All Physicians’ Benefits Trust health plans offer:
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12-Month Rate GUARANTEE

NO managed care requirements 

(except for organ transplant benefits)

Portable coverage for physicians

Prompt, courteous, experienced service
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or visit us online at: www.pbtinsurance.com 
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CREATE THE RIGHT 
GOVERNANCE 
STRUCTURE FOR 
YOUR PRACTICE

Although some private 
practices might think 
of business strategy in 

immediate terms, it is important 
to think about the long-term 
goals, or governance, of the 
organization.  Not doing so could 
prove disastrous to a practice’s 
future business, experts say.  One 
of the fi rst things a private practice 
should do is understand the 
difference between governance 
and management.

“What you are asking governance 
to do is to set a strategy that will 
factor in to the next 10 years, and it 
will also shape your organization,” 
says Michael Dugan, vice 
president of Health Directions, 
LLC, a Chicago-based healthcare 
strategy and operations consulting 
fi rm.  “The management of that is 
the actual follow-through.  I guess 
you can say governance is what 
you want the organization to be, 
and management is how you want 
the organization to get there.” 

Governance, in other words, is 
providing direction toward the 
goals or mission of the business, 
whereas management is 
implementing that direction.

“When I’m talking governance, I’m 
really looking at two things.  One 
is setting the tone, setting the 
direction, that sort of thing; and 
then number two is making sure 
that all of the tools are in place to 
make sure that that direction can 
work,” says Owen J. Dahl, FACHE, 
CHBC, president of Owen Dahl 
Consulting in The Woodlands, TX.

The fi rst, and perhaps most 
important, aspect of establishing 
governance is to establish a 
mission, a vision, and a culture 
for the organization.  To do so, the 

organization’s governance needs 
to be responsive to and aware 
of the resources necessary to 
achieve these goals.  For example, 
it is important to specifi cally 
outline what type of treatments 
the offi ce will offer, what type of 
patients it will see, and what short- 
and long-term goals it hopes to 
achieve.

“What the management needs is 
to understand what is important, 
and what the governance needs is 
to clarify that,” Dahl says.  “It’s not 
adequate for a doctor to open a 
practice and say ‘I just want to see 
patients.’  That gives no guidance 
to the management folks as to 
how to make it happen.”

Another important factor is 
identifying which roles offi cials will 
play in planning the governance 
of the organization, which can be 
diffi cult.  “Physicians who are more 
fi nancially adept, for example, 
should head up the fi nance 
committee, do the contracting 
for the group, and serve on the 
committee for next year’s budget,” 
Dugan says.

“I think the toughest thing to do 
for physicians is to identify their 
strengths and weaknesses and 
to identify the strengths and 
weaknesses of their colleagues, 
then to honestly and effi ciently 
assign the right people to the 
right positions,” he says, adding 
that there really is no blueprint to 
hand a practice and say, “Get this 
person and that person, and you’ll 
be fi ne.”

“There is a political aspect to it 
and a personality aspect to it that 
if you’ve got the right team they 
will integrate like a jigsaw puzzle 
and it’s a beautiful thing to work 
with,” Dugan says.  “If they don’t, 
it is a horrible, horrible situation to 
be around.”

Dugan uses the hypothetical 
example of a surgeon who is not 
group-oriented but concerned 
with his individual practice or 
fi nancial gain.  If that surgeon 
is on the practice’s fi nance 

committee, his compensation plan 
recommendation and approval 
are going to be based on high-
dollar, high-ticket items, and 
shortchanging primary care.

Sometimes, the practice’s 
physicians might strictly provide 
leadership and direction and 
ensure that the resources are there 
for the organization, Dahl says.  In 
addition, physicians might want to 
stay away from the management 
or daily operation of the practice 
and delegate that responsibility to 
management.

The physicians can then 
provide management with the 
commensurate authority to 
accomplish what needs to be done, 
he adds.  But there is a muddy part 
to the equation.

“Because it is the doctor’s 
business, and because it is their 
business, they want to be involved 
as much as they can,” Dahl says.  
“So we end up with the governance 
and management being clouded 
with micromanagement or lack of 
either awareness or understanding 
of how important it is for the 
doctor to be the producer and the 
caregiver, of what is needed to be 
done in the practice, and that there 
should be adequate and competent 
management to fulfi ll the overall 
direction or objective of the practice 
that is set by the governance 
model.”

Some offi ces do not take the time 
to develop a strategy in relation 
to governance or to regularly 
review its business operations.  
When mistakes are made in 
regard to governance, Dugan 
suggests starting at the top and 
making an honest assessment of 
previous decision-making so the 
organization can learn from its 
mistakes.  The organization needs 
to sit down and determine what to 
spend money on and what it needs 
to grow, as well as the areas in 
which it wants to grow, he says.  
Not taking the time to properly plan 
could be disastrous.

  (continued on page 12)
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“They might be doing 
great fi nancially and doing 
great today, but if you don’t 
have a structure for future 
success, it is really nearly 
impossible,” Dugan says.  “In 
just about every facet of the 
organization, if you do not 
have control of the group and 
a strategic direction, success 
is going to be coincidental at 
best.” 

Sources: 

   Michael Dugan, vice 
president, Health Directions, 
LLC, 541 North Fairbanks 
Court, Suite 2740, Chicago, 
IL 60611, 212/290-5204; 
Mdugan@healthdirections.
com.

  Owen J. Dahl, FACHE, 
CHBC, president, Owen 
Dahl Consulting, 87 Lennox 
Hills Drive, The Woodlands, 
TX 77382, 281/367-3364; 
odahl@comcast.net.

This article is reprinted, 
with permission, from The 
Doctor’s Offi ce, published 
by HCPro, Inc.  For 
subscription information, 
call 800.650.6787 or e-mail 
customerservice@hcpro.com.

During 2008, physicians who successfully reported on quality measures 
included in the PQRI became eligible to receive a bonus of 1.5 percent 
of their total Medicare allowed charges for that year.  The bonus 
payments will be made as a lump sum payment in mid-2009.

The MIPPA law passed by Congress extended this program and 
increased the bonus payment for 2009 (payable in 2010) to two percent.  
Physicians who participate in the PQRI from January through December 
2009 will be eligible to receive a bonus of two percent of their total 
Medicare allowed charges for the year 2009 as a lump sum payment 
sometime after February 2010.  Information about the measures used in 
the PQRI program and how to report them is available at the AMA Web 
site at:

www.ama-assn.org/ama/pub/category/17432.html.

Incentive payments for electronic prescribing

Starting in 2009, Medicare will also offer eligible physicians incentive 
payments when they use an electronic prescribing (e-prescribing) 
system to prescribe for Medicare patients.  The Electronic Prescribing 
Incentive Program was authorized by the MIPPA law.

For 2009 and 2010, e-prescribing incentive amounts will be two percent 
of a physician’s total estimated allowed charges for covered professional 
services during the reporting period (one calendar year).  The incentive 
amount decreases to one percent in 2011 and 2012 and fi nally to 0.5 
percent in 2013.  Detailed information about the e-prescribing incentive 
payments, including a frequently asked questions document, is available 
on the AMA Web site at: 
www.ama-assn.org/ama/pub/category/20298.html. 

Future outlook

Under current law, severe Medicare physician pay cuts would begin 
in January 2010.  The AMA is working closely with the Obama 
Administration and Congress to seek enactment of a long-term solution 
that will avert all of the pending pay cuts and provide for payment 
updates that refl ect increases in practice costs.

Information provided by the American Medical Association, 
January 2009.  

(Medicare Rates,
 continued from page 1)

(Health Reform,
 continued from page 11)
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MORE AMERICANS 
HAVING OUTPATIENT 
SURGERY

More patients than ever 
before are having 
surgery without staying in 

the hospital overnight.  Outpatient 
operations now make up two-
thirds of all surgeries, according 
to a report from the National 
Center for Health Statistics at the 
Centers for Disease Control and 
Prevention (CDC). 

The report shows that the rate 
of visits to free-standing surgical 
centers tripled from 1996 to 
2006, to 15 million surgeries and 
other procedures a year.  Data 
also indicate that surgeries at 
free-standing centers now make 
up 42 percent of all outpatient 
operations. 

According to the CDC report, 
the most common conditions 
treated by outpatient surgery 
include cataracts, three million 
cases; benign tumors, two million 
cases; cancers, 1.2 million 
cases; esophageal diseases, 1.1 
million cases; and diverticulosis, 
1.1 million cases.  The report 
also notes that while these 
outpatient procedures have many 
advantages, part of the push 
to them comes from insurance 
changes. 

Medicaid rolls are surging 
– in some states by 
unprecedented rates 

– as the recession tightens its 
grip on the economy.  Many 
Americans are losing their 
employer-sponsored health 
coverage along with their jobs.

Medicaid populations in a 
number of states grew by fi ve 
to 10 percent over the last 12 
months as the health of the 
nation’s economy deteriorated.  
In many states, the Medicaid 
growth rate in 2008 was at least 
double what it had been in the 
previous year.

According to state offi cials, 
because enrollment often lags 
behind job losses by several 
months, the growth in 2008 
may represent only the leading 
edge of heightened demand.  
In a nationwide survey by the 
New York Times, some states 
reported that “enrollment had 
overwhelmed social services 
agencies.”   As in any economic 
downturn, the program now 
faces a grim fi scal paradox: by 
defi nition, demand for Medicaid 
coverage is highest precisely 
when states are least able to 
afford it because of shrinking tax 
revenues.

To help states handle what 
is rapidly becoming an 
unmanageable burden, 
President Obama and 
Congressional Democrats are 
negotiating a sizable increase 
in federal aid to state Medicaid 
programs as part of their 
economic stimulus package.  
Among other initiatives, they are 
considering extending eligibility 
to those who have lost jobs that 

did not provide health benefi ts 
and who do not therefore 
have the option of continuing 
employer-sponsored coverage 
under the federal Cobra law.

Government economists expect 
the unemployment rate, which 
rose to 7.2 percent in December 
from 4.9 percent a year earlier, 
to approach double-digits this 
year.  A study conducted last 
April for the Kaiser Family 
Foundation projected that every 
increase of one percentage 
point in unemployment 
generates 1.1 million more 
uninsured and 1 million more 
recipients of Medicaid and 
the State Children’s Health 
Insurance Program.

The Center for Children and 
Families at Georgetown 
University estimated in 
November that 4.1 million 
people –  including 1.2 million 
children –  had lost employer-
sponsored health coverage in 
the previous year, and that 1.7 
million of them had enrolled in 
public insurance programs. 

STATES REPORT LARGE JUMPS IN 
MEDICAID ENROLLMENTS
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FOR LEASE

 Oak Brook Area
 Two Suites
 1100 and 2000 square feet

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

Landlord will assist with remodeling. 
 

Call 630/279-5577  
Visit website at 

www.brittanyoffi ces.com. 

FOR RENT
Offi ce Space in 

New Medical Building

2nd phase of Doctors‛ Plaza. 
Great Location in Bloomingdale, IL. 

Near Stratford Square.

Call Annette D‛Andrea at 
630/980-3366, ext. 115

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

Brothers Medical Center.

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

PHONE: 630.887.1664 or 239.597.4906

MEDICAL CONDO FOR SALE OR RENT

Position Wanted
Experienced Offi ce Manager

seeks new opportunities after 22 
years managing a busy DuPage 

County practice.

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

 References available.
 Call 630.213.2986
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Thank You Donors!
The trustees of the DuPage Medical Society Foundation thank the 

following people who have so kindly responded to the Foundation’s 

2008 annual fund-raising campaign.  Their generosity helps the 

Foundation continue its mission of promoting the education, health 

and well-being of DuPage County Residents.

 Thomas W. Andrews, MD

 Francis E. Banich, MD

 Christopher A. Barbour, MD

 E. Eliot Benezra, MD

 Donald R. Bennett, MD

 Alvaro G. Candel, MD

 Thomas R. Carver, MD

 Theodore C. Doege, MD, MS

 Eugene F. Dolehide, MD

 Peter E. Doris, MD

 James O. Ertle, MD

 Richard G. Gieser, MD

 Farouk F. Girgis, MD

 Samuel J. Girgis, MD

 Tawfi k F. Girgis, MD

 Richard A. Jorgensen, MD

 Kay P. Kelly, MD

 Margaret Kirkegaard, MD

John W. Laude, MD

Arthur P. LeBeau, MD

Eileen M. Mahoney, MD

Drs. Morgan & Carol Meyer

Susan Anderson-Nelson, MD

James P. Paulissen, MD, MPH

John L. Picchietti, MD

Thomas J. Pozen, MD

Andrew J. Schubkegel, MD

Kalavathi Shenoy, MD

Kenneth I. Siegel, MD

Garth D. Smith, MD

Vedantham Srinivasan, MD

Ronald H. Stefani, Jr, MD

Henrik Steiner, MD

Catherine M. Wigder, MD

Lanny F. Wilson, MD

Eva B. Wyrwa, MD

Michael P. Zygmunt, MD
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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.


