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Culture of Collaboration Brings Together 
Healthcare Providers and Government

Patty Sunbury, broke into tears as the 
billing clerk at a local hospital told her 
that the cost for her husband’s three-

week hospital stay would be over $300,000.  
Richard Sunbury had been intubated for 
two weeks following an allergic reaction to 
medication to control his high blood pressure, 
and needed to stay an additional week for 
observation.  Patty and Richard, of Villa Park, 
had both been laid off from their respective 
jobs; Richard as a land surveyor, and Patty 
after a 27-year career with a local company.  
Patty’s anxiety was alleviated when she 
also learned that their enrollment in Access 
DuPage meant that those charges would be 
written off by the hospital and many of the 
treating physicians caring for her husband.

“We had fallen on some very hard times,” 
Richard said.  “We had always worked hard, 
and in spite of searching for new jobs, we 
actually found ourselves at the food pantry 
for York Township.  While there, we inquired 
about some type of program that would allow 
my wife to have her yearly mammogram; 
that’s when we learned about this incredible 
organization called Access DuPage.”

Thanks to the donated services of 
thousands of local physicians, all of 
the hospitals in DuPage County, local 
government, and dozens of local social 
service agencies, Access DuPage 
coordinates high quality healthcare 
for the county’s rising number of low-
income, medically-uninsured residents.  
Established in 2001 with the help of 14 
organizations, Access DuPage began 
coordinating healthcare services in 
February 2002. Today it is comprised 
of 225 organizations, and serves some 
14,000 DuPage County residents who 
would otherwise have no access to 
affordable healthcare. 

Richard Endress, president of the 
DuPage Health Coalition, believes the 
organization’s success is due in large 
part to the culture of collaboration that 
exists among all entities involved.  “We 
can get a lot further in addressing a 
complex problem such as caring for 
the medically uninsured by working 
together rather than by working 
separately,” he said.  For every dollar 
of direct cost paid by Access DuPage, 
more than fi fteen dollars of donated 
services are provided to Access 
DuPage enrollees by generous local 
health care providers.  

“The vast majority of the services 
received by Access DuPage members 
are contributed at little or no cost 
by physicians, hospitals and other 
partners,” Endress explained.  “The 
direct cost of operating Access DuPage 
has averaged slightly less than $400 
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DCMS BOARD 
TO MEET 
FEBRUARY 17

The DuPage County 
Medical Society Board 
of Directors will meet 

at 5:00 p.m. on Wednesday, 
February 17, 2010, at the 
Glen Ellyn Bank and Trust 
building in Glen Ellyn.  The 
facility is located on the 
northwest corner of Main 
Street and Roosevelt Road.

The regular winter meeting 
of the Board focuses largely 
on the review of proposed 
resolutions for the annual 
meeting of the ISMS House 
of Delegates in April.  All 
DuPage County Medical 
Society members are 
welcome to exercise their 
voice and infl uence the future 
of the medical profession 
by proposing resolutions 
to DCMS for submission to 
ISMS and the AMA. 

The actions of organized 
medicine are directed 
by policies that begin as 
individual members’ ideas. 
These ideas, when presented 
as resolutions, are reviewed 
and acted upon by the policy-
making bodies of DCMS, 
ISMS and the AMA in much 
the same way as Congress 
considers legislation.

DCMS members wishing 
to formulate resolutions for 
submission at the annual 
meeting of the policy-making 
ISMS House of Delegates in 
April should submit them to 
the Society offi ce by 
January 31.

All members are welcome to 
prepare resolutions.  DCMS 
staff is available to provide 
help with format issues.  
Questions about the process 
can be directed to the DCMS 
offi ce at 630.858.9603, or 
e-mail dcms@dcmsdocs.org.   HAPPY NEW YEAR!

(Continued on page 6)



Julie R. Jensen, MD, Naperville, was featured in a Chicago 
Tribune story after she delivered three sets of twins in less 
than four hours on November 17, at Edward Hospital.  
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YOUR COLLEAGUES

 DCMS INSTALLS NEW OFFICERS

For the last decade DuPage County Medical Society offi cers 
have served two year terms, taking offi ce at the start of each 
even-numbered year.  

On January 1, Rashmi K. Chugh, MD, assumed the offi ce of 
president.  Immediate past president, Hythem P. Shadid, MD, became 
the Board chair, and Mark F. Daniels, MD, is the president-elect.

Umang S. Patel, MD, succeeded William B. Frymark, MD, as 
secretary-treasurer.  Doctor Frymark had held the offi ce, which has 
no term limits, for 11 years.

The complete list of 2010 offi cers and Board members is available on 
the DCMS web site, www.dcmsdocs.org. 

DCMS LOOKS TO EXPAND USE OF 
ELECTRONIC COMMUNICATIONS

Like many organizations, DCMS is increasingly looking to the 
use of electronic communications to share information with 
members in a timely and cost-effective manner.  To assure 

that you can receive information alerts promptly, please be certain 
that the Society has your email address.  DCMS does not share, 
print or sell email or fax contact information.  Update or confi rm your 
information by calling 630.858.9603, faxing it to 630.858.9512, or 
emailing it to dcms@dcmsdocs.org. 

Members are also urged to visit the DCMS web site at                 
www.dcmsdocs.org for regularly updated news.  The main page 
newsticker always offers quick reference briefi ngs on important 
developments with links to more detailed information.  The site also 
contains archived issues of the In Brief newsletter.

As a physician member on Facebook, you can get automatic Society 
updates through the social networking site.  Just search “DuPage 
County Medical Society” and then become a fan.  

As always, please keep the Society offi ce informed when any of your 
contact information changes – address, phone, fax, email, etc.  We 
also send occasional alerts to offi ce managers, but again only if the 
appropriate contact information is available. 
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President’s Message

Rashmi K. Chugh, MD
DCMS President

WHO ARE WE, AND 
WHERE ARE WE 
GOING?

The DuPage County Medical 
Society has been and continues 
to be engaged at local, state, 

and federal levels in representation 
and advocacy for patients and 
physicians of DuPage County.  As 
we begin a new year and a new 
decade, particularly during these 
times of health system reform and 
fl ux, this may be an opportune time 
to review and understand who we are 
organizationally, and where we would 
like to go.

Who Are We?  

As of year-end 2009, DuPage County 
Medical Society (DCMS) membership 
consisted of 794 members (199 
Emeritus and Retired and 595 Active 
members).  Of our total membership, 
25 percent are female and 75 percent 
are male (consistent with Illinois State 
Medical Society percentages).  

Twenty-two percent have been 
members for fi ve years or less, 23 
percent have been members for six to 
15 years, and 55 percent have been 
members for 16 years or more.  

Twenty-two percent identify 
themselves as primary care physicians 
(pediatrics, internal medicine, and 
family medicine), and 78 percent as 
specialty care physicians.     

We are fortunate to exhibit many 
strengths through our membership:  a 
stable base with professional diversity 
– multi-specialty, from various 
practice settings and populations 
served.  Our rotating leadership 
has provided vast experience and 
forward-thinking expertise and vision, 
facilitated by our knowledgeable and 
resourceful DCMS staff.  We follow 
a democratic, substantive policy 
formation process with infl uential 
public policy involvement.  We 
have developed many collaborative 
community relationships and promote 
and support medical education 
opportunities and an environment 
of professional camaraderie and 
exchange.

Where Are We Going?

DuPage County, with nearly one 
million residents, is commonly 
perceived to be one of the wealthiest 
counties in the nation, yet the 
proportion of DuPage County 
residents enrolled in public benefi ts 
surpassed 10 percent in 2009.  
Though we are able to provide 
excellent care to many, DCMS 
continues our partnership with the 
DuPage Health Coalition toward 
addressing health disparities and 
providing greater access and care to 
our growing community, particularly 
during diffi cult economic times.  

The ongoing challenges of medical 
liability reform, health system reform, 
and physician payment reform 
underscore the urgent need to 
augment our strengths:  organized 
medicine needs to truly organize 
and advocate for physicians, by 
physicians, now more than ever.  
With each additional member, our 
professional society representatives 
may be better informed with individual 
insight, perspective, and experience.  
Being vocal and passive at the 
sidelines may provide transient 
catharsis, but likely no productive 
outcome.  Physicians need to place 
the proverbial oxygen mask on the 
face of our profession, if we hope to 
continue to provide quality care for our 
patients and communities.  

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. 

(Continued on page 12)
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HEALTH SYSTEM REFORM STILL FAR FROM FINISHED

While the Senate worked to pass health system reform legislation in December, the American 
Medical Association (AMA) remained deeply involved, advocating for important changes.  As a 
result, the Senate bill contained the following signifi cant changes:

• The 10 percent payment bonus for primary care and general surgery in underserved areas will no 
longer be offset by cuts in other physician services to maintain budget neutrality. 

• The proposed tax on elective cosmetic surgery and medical procedures has been eliminated. 

• The proposed enrollment fee for physicians who participate in Medicare and Medicaid has been 
eliminated. 

• The proposed one-year, 0.5 percent patch to Medicare’s sustainable growth rate (SGR) formula that 
calls for a 21.2 percent cut in 2010 has been eliminated.

The latter is intended to keep the focus on a permanent SGR repeal early next year.  A provision in a 
separate Department of Defense appropriations bill would avert the January 1, 2010, cut by extending 
the 2009 conversion factor for 60 days.  Senate Majority leader, Harry Reid (D-NV) has stated his intent 
to promptly pass legislation permanently repealing the SGR formula after the holidays.  In addition, Sen. 
Max Baucus (D-MT), the Finance Committee chair, spoke on the Senate fl oor regarding the need and 
intent to pass legislation to permanently repeal the SGR.

“Before any health reform effort, including this one, will prove successful, Congress must address 
Medicare’s fatally fl awed physician reimbursement formula,” the AMA reminded members of Congress in 
a letter from Michael Maves, MD, AMA executive vice president.  “This bill relies heavily on the Medicare 
program to drive changes in provider and patient behavior in the health care system as a whole.  
However, delivery reforms and incentive policies will not effectively function while the SGR is still in 
place.  Physicians, and increasingly patients, are rapidly losing faith in the ability of Congress to address 
this critical issue.”

The AMA also secured modifi cations to various policy proposals in the original bill and in amendments 
ultimately included in Sen. Reid’s compromise that pertain to quality improvement and cost containment 
initiatives, as well as comparative effectiveness research.  Also added was a provision authorizing the 
Secretary of Health and Human Services to pursue demonstration programs on alternative liability 
reforms.

Negotiating a fi nal compromise bill that can win support of both houses of Congress will likely be tricky.  
While both versions of health system reform share many features, there are some signifi cant differences 
too.  Still House negotiators will remember one important thing: the Senate’s margin for error is zero.  
Any single Senator who says no can stop the entire effort in its tracks. 

The AMA notes that in addition to fi xing the SGR, other outstanding issues that physicians believe must 
be resolved in conference committee include:

• Additional refi nements to proposals to release Medicare data and other quality improvement initia-
tives to ensure that they produce accurate, scientifi cally valid, and verifi able information for patients 
and physicians. 

• Modifi cations to the Independent Payment Advisory Board, formerly known as the Independent 
Medicare Advisory Board, to ensure transparency and accountability of the policy-making process 
and to prevent cost savings burdens from being borne disproportionately by any one sector of pro-
viders. 

While important improvements have been made to the bill, there is still work to be done.  “The AMA will 
stay engaged in the process to ensure that the fi nal bill that goes to President Obama for his signature 
will improve the health care system for patients and physicians,” said AMA president-elect, Cecil B. 
Wilson, MD. 
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per member, with approximately 
52 percent of these costs going 
toward the purchase of prescription 
medications from the organization’s 
pharmacy benefi t manager, CVS 
Caremark.  Additionally, 26 percent 
of the direct cost underwrites 
the operations of the various 
clinics and practices that serve as 
medical homes for Access DuPage 
members and 22 percent operates 
the program,” he said.

Thanks to its coalition of partners, 
Access DuPage provides a fairly 
comprehensive range of medical 
services to each member, including 
assigning each a medical home, 
and then providing access to 
a continuum of more intensive 
services, if required. 

A person is eligible to become a 
member of Access DuPage if he or 
she has resided in DuPage County 
for at least 30 days; is under age 
65; has a household income below 
200 percent of the Federal Poverty 
Level ($21,000 annually for a family 
of four); has no medical insurance; 
and is not eligible for public health 
insurance programs such as 
Medicaid or Medicare.  

Qualifi ed applicants are enrolled in 
the Access DuPage program for a 
period of one year, after which they 
must reapply and their eligibility 
criteria must be re-verifi ed. Patients 
are also asked to pay a modest 
portion of their care, with co-pays 
for medical services ranging in most 
cases from $5 to $50 for medical 
visits, diagnostics, hospital-based 
treatment, and medications.

Patty Sunbury has found a part-
time job and is still an Access 
DuPage member.   Richard Sunbury 
broke his back in 2005 and is now 
permanently disabled.  As soon as 
he began receiving Social Security 
Disability, he returned his Access 
DuPage member card, with much 
gratitude.  “They always treated me 
with respect and showed so much 

compassion and caring.  There 
are some places where people 
look down on you because you 
need this kind of help, but not at 
Access DuPage.  No question 
goes unanswered, and they really 
take the time to make sure that 
you are well taken care of,” he 
said.  “Nothing is too insignifi cant.”

Access DuPage Executive 
Director Kara Murphy is quick 
to point out that Mr. Sunbury’s 
praise belongs to the volunteer 
physicians and health care 
providers who make Access 
DuPage possible.  “This program 
could not accomplish the smallest 
fraction of its aims were it not for 
the dedication and commitment of 
our partners.  Across the country 
there are humbling examples of 
local programs addressing our 
national health care crisis.   But 
with absolute candor, I can tell 
you that I have yet to see any 
initiative that impresses me 
as much as the efforts of our 
local medical and social service 
community.  Time and time 
again, I hear stories of providers 
advocating for their clients by 
reaching out to their colleagues 
and vendors – securing the 
care their patients need.  Those 
efforts improve the program 
immeasurably.”

Sometimes there is a presumption 
that lower income patients take 
advantage of the resources made 
available to them.  While there are 
always situations of inappropriate 
utilization, the statistics reveal 
that on balance, Access DuPage 
patients are not abusive of 
their health care access.  “We 
are often asked about the cost 
effectiveness of our program,” 
said Endress.  “Both our age-
adjusted hospitalization rates 
and our use rates of Emergency 
Rooms are about 70 percent 
of national rates, and our total 
cost of care, if we were paying 
typical managed care rates for 
our donated services, is about 
20 percent less than the average 
cost of individual employer-

sponsored health care 
premiums.  Those numbers 
speak for themselves.”  

The recent economic downturn 
has resulted in substantial 
growth in Access DuPage 
enrollment.  Current enrollment 
of almost 11,000 patients 
has strained the safety net 
of services provided through 
Access DuPage.  Growth 
in enrollment has resulted 
in scarcity in primary care 
resources, and much longer 
than desirable waits for 
specialty care.  

“We thank the providers that 
have been with us for so long – 
since Access DuPage began,” 
Murphy stressed.  “We also 
hope that new providers might 
continue to fi nd it in their hearts 
to join the Access DuPage 
collaboration, volunteering their 
services to patients in their 
private offi ces or at the DuPage 
Community Clinic’s facilities in 
Wheaton, Carol Stream, Villa 
Park, and soon, Westmont.” 

Providers interested in learning 
more about Access DuPage, or 
signing up to participate, can 
get more information by calling 
630.510.8720 ext. 201, emailing 
kmurphy@accessdupage.org, 
or signing up via the web at 
www.accessdupage.org.  The 
website also provides additional 
resources about the program, 
opportunities for non-medical 
voluntarism, and a link for tax 
deductible donations in support 
of Access DuPage.

“It is imperative to note, that 
this program works because 
all of the players came to the 
table ready to work together,” 
Endress said.  “They came to 
give and take, and to create 
the culture of collaboration that 
allows Access DuPage to take 
care of those individuals in our 
communities who are most in 
need.”  

(Healthcare,          
 Continued from page 1)
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Other Voices

PUSHING AHEAD ON MALPRACTICE REFORM – WITH OR 
WITHOUT CONGRESS

Philip K. Howard, founder and chairman of Common Good, writes about establishing 
special health courts as a way to reform the medical liability system.

Health care reform gives the sense of a ship tossed about in stormy seas, with political decisions to 
steer here or there in reaction to the uncertain winds of public opinion and a gale of special interests.  
The fact of a partisan mutiny makes the destination very uncertain.  Will reform capsize altogether, will 

it wash us onto the shoals of unaffordability, or will it lead us towards a new social contract?  

The area in which I’ve been most involved is trying to improve our system of medical justice.  The basic goal 
is to create a reliable system of justice that will provide the transparency and openness needed to improve 
patient safety, the trust in justice needed to reduce defensive medicine, and a reduction in adversarial 
process needed for quick and fair compensation for injured patients. 

It’s hard to fi nd anyone in health care who doesn’t support some version of this change – patient safety 
experts, consumer groups, providers, as well as editorial boards and the public at large, all overwhelmingly 
support trying to create a reliable foundation of justice.  (See here, here, and here.) 

Yet even our efforts to authorize pilot projects for special health courts – seemingly the easiest and most 
impactful of all reforms – are buffeted by all of these forces.  The health courts project, led by Common 
Good and the Harvard School of Public Health,  with funding from the Pioneer Portfolio at the Robert 
Wood Johnson Foundation, is a win-win for all constituents.  But it has a powerful opponent in America’s 
trial lawyers, who prefer the status quo.  And they happen to be very well organized politically and major 
contributors on Capitol Hill.

The House devotes only a few pages of its 1990-page health reform bill to liability reform, encouraging “early 
offer” programs, which are designed to induce quick settlements by limiting attorneys’ fees, But the same 
provision then forbids any limitation on attorneys’ fees.  It’s hard to characterize a proposal like this – it’s not a 
Trojan horse, because the deception is transparent.  Maybe a Trojan stick pony.

The Senate bill contains a general “sense of the Senate” that “Congress should consider establishing a 
State demonstration program to evaluate alternatives to the existing civil litigation system with respect to the 
resolution of medical malpractice claims.”  In effect, this is a placeholder for some deal to be worked out on 
the fl oor. 

What are the chances of a constructive liability reform by Congress?  Former Sen. Bill Bradley has suggested 
that special health courts are a perfect inducement for Republican support for health care reform.  But 
Republicans seem broadly in the mode of “Just Say No,” perhaps hopeful that the reforms will pass and be 
so unaffordable that the electorate will desert the Democrats.  Democrats could pre-empt this strategy by 
including health courts and other mechanisms for containing costs. 

The good news is that, whatever happens in Congress with health courts, the Obama Administration has 
signaled that it wants to fund pilot projects for liability innovations.  A broad cross-section of health care 
experts and providers came together in early December under the auspices of Common Good and with 
support from the Robert Wood Johnson Foundation, to discuss how to organize and implement pilot projects 
for reliable justice in healthcare.  

The support for change was overwhelming.  As Marty Hatlie, President of the Partnership for Patient Safety, 
put it: the question is not whether healthcare justice will change, but when.  A reliable foundation of justice 
is an essential part of the broader effort to improve the delivery of health care,  including as a foundation for 
containing costs. 
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Talk continues about even 
more tax rate changes in the 
future, specifi cally lower taxes 

for the majority of Americans, but 
higher tax rates for high income 
earners.  As physicians contemplate 
the impact of potentially higher 
taxation, it is imperative to compare 
investment yields or returns on an 
after-tax basis.

While every type of investment 
is unique unto itself, one thing 
generally separates municipal 
bonds (“munis”) from other fi xed 
income investments, and that’s 
taxes.  Specifi cally, munis have 
three distinct tax advantages over 
most other comparable fi xed income 
investments. 

First, muni interest is generally 
exempt from federal income tax.  
So while a muni may yield a lower 
return than a comparable taxable 
bond investment, the real return of 
the muni may actually be greater.  
As an example, for a taxpayer in the 
28 percent tax bracket, a municipal 
bond with a yield of six percent 
is the equivalent of a taxable 
investment with a yield of 8.33 
percent. 

Muni interest may also be exempt 
from state income tax.  If an investor 
pays a combined tax (federal and 
state) of 38 percent, a six percent 
muni that is free from both State and 
Federal tax equates to a taxable 
equivalent return of 9.68 percent. 

Certain itemized deductions and 
personal exemptions are phased 
out for high income taxpayers, 
depending on their adjusted 
gross income (AGI).  However, 
tax-free interest does not count 
toward your AGI, so investing 
in munis can help minimize or 
avoid the reduction.

There are, however, some 
disadvantages associated 
with munis that should be 
considered.  The interest earned 
on a certain class of municipal 
bonds called “private activity” 
bonds is exempt from regular 
income tax but is treated as a 
tax preference item for purposes 
of the alternative minimum 
tax (AMT).  Such investments 
could effectively increase your 
overall tax liability.  The new 
stimulus law suspends this rule 
for 2009 and 2010.  During 
these two years, investments 
in any type of municipal bonds, 
including private activity bonds, 
are excluded from the AMT 
calculation.

Another concern relates to 
the impact on Social Security 
benefi ts.  Up to half of an 
individual’s Social Security 
benefi ts is subject to tax if half 
of the benefi t plus modifi ed 
AGI (MAGI) exceeds certain 
thresholds.  For this purpose, 
MAGI includes municipal bond 
income, meaning that owning 
municipal bonds can actually 
increase the tax owed on Social 
Security benefi ts.

Most munis have call provisions 
that allow the issuer to redeem 
the bonds before maturity.  The 
exact provisions can differ 
signifi cantly between bonds, so 
carefully review these provisions 
before purchasing a bond.

TAX ADVANTAGES OF A MUNI ARE FAR FROM MINI

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

From a pricing standpoint, bond 
values move inversely with 
interest rates.  If rates go down 
after your purchase, the bond 
may increase in value.  Consider 
the possibility that you may have 
to pay capital gains taxes on a 
municipal bond when you redeem 
it if you bought the bond at a 
discount from par value, or if you 
sell it at a higher price than what 
you paid for it.

If you are interested in 
investing in munis, be sure to 
conduct a careful review of the 
authority issuing the bonds to 
ascertain their creditworthiness.  
Remember also to keep 
your municipal bond portfolio 
diversifi ed to reduce the risk 
associated with any individual 
holding.  

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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Streptococcus pneumoniae 
(pneumococcus) remains a 
leading cause of vaccine-

preventable illness and death in 
the U.S.  Infl uenza predisposes 
individuals to developing bacterial 
community-acquired pneumonia.  
During each of the infl uenza 
pandemics of the 20th century, 
secondary bacterial pneumonia was 
a frequent cause of illness and death 
and S. pneumoniae was reported as 
the most common etiology.  These 
fi ndings also apply to seasonal 
infl uenza.  Recently, pneumococcal 
infections have been identifi ed as an 
important complication in severe and 
fatal cases of 2009 H1N1 infl uenza 
virus infection.  A key difference 
between this pandemic and those 
of the past is that now we have two 
pneumococcal vaccines that may 
help to prevent these infections.1

During the 2009-2010 infl uenza 
season, in addition to vaccines 
against seasonal infl uenza and 2009 
H1N1 infl uenza, pneumococcal 
vaccines can be useful in preventing 
secondary pneumococcal infections 
and reducing illness and death 
among those infected with infl uenza 
viruses.1

The Centers for Disease Control 
and Prevention’s (CDC’s) Advisory 
Committee on Immunization 
Practices (ACIP) recommends 
a single dose of pneumococcal 
polysaccharide vaccine (PPSV) for 
all people 65 years of age and older 
and for persons 2 through 64 years of 
age with certain high-risk conditions.  
For those 19 through 64 years of 
age, these include: having asthma or 
smoking cigarettes.

For those 2 through 64 years of age, 
high-risk conditions include: chronic 
cardiovascular disease (congestive 
heart failure and cardiomyopathies), 
chronic pulmonary disease (including 
chronic obstructive pulmonary 
disease and emphysema), diabetes 
mellitus, alcoholism, chronic liver 
disease (including cirrhosis), 

From the DuPage County Health Department

STREPTOCOCCUS PNEUMONIAE

cerebrospinal fl uid leaks, cochlear 
implant, functional or anatomic 
asplenia including sickle cell 
disease and splenectomy, 
immunocompromising conditions 
including HIV infection, leukemia, 
lymphoma, Hodgkin’s disease, 
multiple myeloma, generalized 
malignancy, chronic renal failure, 
nephrotic syndrome; those 
receiving immunosuppressive 
chemotherapy (including 
corticosteroids); and those who 
have received an organ or bone 
marrow transplant, and residents 
of nursing homes or long-term care 
facilities.1

Among those with high-risk 
conditions for pneumococcal 
disease, most are also at high 
risk for severe complications from 
infl uenza.  A single pneumococcal 
revaccination at least fi ve 
years after initial vaccination 
is recommended for people 65 
years and older who were fi rst 
vaccinated before age 65 years.  A 
single pneumococcal revaccination 
is also recommended for people 
at highest risk of disease, such 
as those who have functional 
and anatomical asplenia, 
immunocompromising conditions, 
or malignancy and have at least 
fi ve years elapsed from receipt of 
fi rst vaccination.1,2

All people who have existing 
indications for PPSV should 
continue to be vaccinated 
according to current ACIP 
recommendations during 
the 2009 H1N1 infl uenza 
pandemic.  Importantly however, 
approximately 70 million persons 
with existing pneumococcal 
polysaccharide vaccine (PPSV) 
indications are unvaccinated 
(National Health Interview Survey, 
2007).3  Special emphasis should 
be placed on vaccinating adults 
under 65 years of age who have 
established high-risk conditions 
for pneumococcal disease; PPSV 
coverage among this group is low 

and this group may be more 
likely to develop secondary 
bacterial pneumonia after an 
infl uenza infection.  PPSV is 
available for ordering through the 
usual process; ordering PPSV is 
not linked to placing orders for 
monovalent 2009 H1N1 infl uenza 
vaccine.1

Use of PPSV among people 
without current indications for 
vaccination is not recommended 
at this time.

All children younger than 5 years 
of age should continue to receive 
pneumococcal conjugate vaccine 
(PCV7) according to existing 
recommendations.4

According to existing 
guidelines, the use of a 
commercially available urine 
antigen test (Binax NOW®) is 
recommended for the diagnosis 
of pneumococcal pneumonia in 
adults.  Such testing, along with 
blood cultures and testing for 
infl uenza infection, can assist 
clinicians in determining whether 
secondary pneumococcal 
pneumonia is occurring.1

In communities where 2009 
H1N1 infl uenza is circulating, 
treatment with infl uenza antiviral 
agents is recommended for 
all hospitalized patients with 
confi rmed, probable or suspected 
2009 H1N1 or seasonal infl uenza 
and for outpatients who are at 
higher risk for infl uenza-related 
complications.  Empiric treatment 
of patients hospitalized with 
community acquired pneumonia 
should include both infl uenza 
antiviral agents and appropriate 
antibiotic therapy.1   

For more information on treatment of 
infl uenza, see www.cdc.gov/h1n1fl u/

recommendations.htm.

References:

1www.cdc.gov/H1N1fl u/HAN/111609.htm

2www.cdc.gov/mmwr/PDF/rr/rr4608.pdf

3www.cdc.gov/h1n1fl u/vaccination/
provider/provider_pneumococcal.htm

4www.cdc.gov/vaccines/vpd-vac/
pneumo/default.htm
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OSHA HORROR 
STORIES 
HIGHLIGHT 
SAFETY MISTAKES

For those who have a particular 
focus on OSHA training 
and regulations, keen eyes 

pick out even the smallest and 
most innocent violations on an 
often routine basis.  But the more 
egregious violations – like those 
that follow – serve as a powerful 
reminder that employee safety 
regulations are no joke. 

Mercury rising

Currently, there is a strong push 
for facilities to become mercury 
free.  More than 4,000 healthcare 
facilities in the United States 
have already pledged to become 
mercury free. 

Only a few years ago, mercury was 
a big part of healthcare facilities, 
being used in thermometers 
and pressure gauges such as 
barometers, manometers, and 
vacuum gauges. Most facilities 
have commercial mercury spill kits 
available for small spills, which are 
relatively easy to contain and clean 
up, but larger spills require much 
more attention and can be costly 
and destructive.

Bruce E. Cunha, RN, MS, 
COHN-S, manager of employee 
health and safety at the Marshfi eld 
(WI) Clinic, remembers a time 
in 1998, before the facility had 
completely removed mercury 
manometers from the system, 
when a 17-year-old patient caused 
more damage than he could have 
guessed.

The patient was waiting for a 
provider in an exam room and 
began playing with the blood 
pressure cuff, infl ating it and 
squeezing it to see how high he 
could get the mercury to rise.  He 
quickly decided he could get the 
mercury to go much higher if he 
infl ated the cuff and jumped on it.  
He was right.

“What he did not know is that 
there is an air vent at the top of the 
manometer,” Cunha says.  “The 
jump had the expected results but 
also created enough pressure that 
the mercury column turned into 
a fountain and sprayed all over 
the room.”  The clinic had to call 
a hazardous waste cleanup crew, 
dressed in full protective suits and 
breathing apparatuses, to come in 
and clean the room.

Because the mercury sprayed all 
over the room, everything from the 
exam table, chairs, and countertops 
had mercury in the seams and 
edges.  The total damage cost more 
than $4,000.

One good reason for PPE

Margaret S. Lebo, RN, infection 
control and quality improvement 
coordinator at Martha Jefferson 
Outpatient Surgery Center in 
Charlottesville, VA, relays a 
story from a previous facility that 
even she could hardly believe.  
Lebo witnessed an “ornery” and 
“somewhat scatterbrained” surgeon 
perform a colonoscopy while 
wearing gloves but no gown or 
mask.  For this procedure, he should 
have been wearing a gown and 
mask as well.

While attempting to biopsy the 
patient’s colon, the long, fl exible 
forceps began swinging around, 
hitting the surgeon and tracking 
feces on his scrubs and arms. The 
surgeon, becoming increasingly 
frustrated, eventually held the long 
arm of the biopsy forceps in his 
mouth to stabilize it, says Lebo.

“It was as if he didn’t have enough 
hands to control the scope and the 
biopsy and didn’t even realize that 
he had put this feces-saturated 
biopsy forceps into his mouth until I 
screamed at him,” Lebo says.  “Then 
he denied that he had done it.”

The surgeon continued to deny 
any wrongdoing, but “would have 
seen it when he looked in the mirror 
the next time because there was 
a light brown feces streak across 
his cheeks to prove it,” Lebo says.  
“Obviously, if he had used PPE 
as recommended by our facility, it 
wouldn’t have happened.”

Extinguishing citations

Fire extinguisher training is an 
important part of occupational 
health education, but there are 
different requirements for various 
occupancies depending on the 
size of your facility.

John Schaefer, MSF, CIH, HEM, 
CPEA, associate director of 
health safety and environment 
at the Johns Hopkins University 
Hospital and Health System 
in Baltimore, shared a story in 
which he battled OSHA citations 
and won.  Schaefer says the 
Johns Hopkins undergraduate 
campus was undergoing some 
construction when a dust barrier 
fell.  Employees were excused 
for the day, but one staff member 
called Maryland OSHA and 
reported the incident.

The inspector came and found 
that one electrical plate was 
uncovered.  He explored further 
and attempted to cite the 
facility for having water-based 
fi re extinguishers in an offi ce 
that contained computers.  In 
response, Schaefer contacted 
the fi re department to verify that 
it required the fi re extinguishers 
that were in place.

But the inspector did not stop 
there.  He attempted to cite 
the facility for not training 
staff members to use the fi re 
extinguishers.  Schaefer replied 
by producing documentation 
proving that staff members 
are required to not use the 
fi re extinguishers and simply 
evacuate, which is allowed 
under the Life Safety Code®’s 
“business occupancy.”

Finally, the inspector cited the 
facility for not training staff 
members to not use the fi re 
extinguishers.  That’s when 
lawyers got involved.  “Took us 
over six months to quash that 
citation,” Schaefer says.

(Continued on page 12)
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On behalf of the DCMS Board 
of Directors, I thank each DCMS 
member for your membership, 
commitment, and participation.  

Please consider recruiting at 
least one additional DCMS 
member this year, and think about 
how you would like to become 
more invested in preserving, 
protecting, and promoting your 
professional livelihood, perhaps 
by joining a DCMS committee 
to advance medicine-supportive 
communication, policies and 
actions, helping to grow our 
membership, or serving as a 
delegate or alternate delegate at 
the Illinois State Medical Society 
House of Delegates meeting 
this spring.  Your questions and 
suggestions are invited and 
welcome – please contact Kirk 
McMurray, DCMS Executive 
Director at 630.858.9603 or kirk@
dcmsdocs.org.

I greatly appreciate the 
opportunity to serve as DCMS 
president, and look forward 
to working with you toward 
advancing our collective priorities 
in the coming year.  

(President’s Message,    
 Continued from page 3)

This example illustrates the 
importance of having the 
appropriate documentation 
when OSHA comes through, 
which saved Johns Hopkins 
from multiple citations.

Create a training room full of 
horrors

Annual OSHA training can 
become stale if you don’t 
utilize methods to elicit staff 
involvement and interaction.  
Help fulfi ll your annual training 
requirement by throwing staff 
members into a room of OSHA 
horrors.

The examples below were 
suggested by Kathy Rooker, 
safety offi cer and owner 
of Columbus Healthcare & 
Safety Consultants in Canal 
Winchester, OH.  Set up an 
exam room with the following 
mock safety disasters and see 
whether staff members can 
identify all of them:

• Plant an eyewash squeeze 
bottle in the room with a 
sign that reads “Eyewash 
station.”  Squeeze bottles 
are only approved in emer-
gencies to get the employee 
to an eyewash station, but 
they should not replace the 
eyewash station.

• Place needles without safety 
devices around the room.

• Hang up an old smoke 
detector with the batter-
ies visibly taken out. You 
can couple that with a fi re 
extinguisher with an expired 
inspection tag.

• Lay out a pair of gloves with 
the tip of the index fi nger cut 
off.  Phlebotomists some-
times cut the fi nger off to 
better fi nd a patient’s vein, 
but this does not satisfy 
OSHA standards.

• If you still have some old-
fashioned lancets that are 
not retractable, put them 
on the table.  These are no 
longer approved.

• Replace regular latex gloves 
with a box of powdered 
gloves, which OSHA does 
not permit.

• Oversaturate a gauze pad 
with ketchup or red food 
coloring – make sure it is 
dripping with the stuff – and 
leave it in the regular waste 
container.  Anything covered 
or caked in blood or other 
potentially infectious mate-
rials that can be released 
must be disposed of as red 
bag waste.

• Alternatively, you could put 
paper – or, to make it ridicu-
lously obvious, a take-out 
pizza box – in the biohaz-
ardous waste container as a 
lesson that paper should be 
in the regular waste bin to 
reduce costs. 

     Adapted from Medical              
     Environment Update, 
     October 2009.

(OSHA, Continued 
 from page 11)
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COOK COUNTY ON 
JUDICIAL HELLHOLE® 
LIST YET AGAIN

The American Tort Reform 
Foundation (ATRF) has released 
its Judicial Hellholes® 2009/2010 

report, again listing the nation’s “most 
unfair civil court jurisdictions.” At number 
three, just behind South Florida and 
West Virginia, is Cook County, Illinois, a 
perennial Hellhole.  Joining those three on 
the list are Atlantic County, New Jersey, 
the appellate courts of New Mexico, and 
New York City.

The report also cites several “Watch List” 
jurisdictions that are on the cusp – they 
may yet fall into the Hellhole category.  
The once notorious Madison County in 
southern Illinois remains on that list.

As described by the ATRF, Judicial 
Hellholes are places where judges 
systematically apply laws and court 
procedures in an inequitable manner, 
generally against defendants in civil 
lawsuits.

“Lawsuit abuse continues to have a 
negative impact on the nation’s economy, 
as well as many state economies,” 
explained ATRF president Tiger Joyce 
in a news release.  “Every dollar 
spent defending against a speculative 
lawsuit is a dollar that won’t be spent 
on research and development, capital 
investment, worker training or job 
creation.  Unfortunately for those living in 
Hellhole jurisdictions during this economic 
downturn, it can be that much harder to 
fi nd or keep a job and get critical health 
care services as employers and doctors 
are driven away by the threat of costly 
litigation.”  

PRIMARY CARE PHYSICIANS 
SPENDING LONGER TIME 
WITH PATIENTS

The number of adult visits to primary care physicians 
increased between 1997 and 2005, and the visits lasted 
longer, according to study reported recently in Archives 

of Internal Medicine.

The study examined whether a 10 percent decline in 
physicians’ net income from 1995 to 2003 might have produced 
shorter visits as physicians tried to make up for lost revenue by 
seeing more patients.  The reverse proved true.  The average 
visit increased by more than two minutes – from 18 to 20.8 
minutes – and there was greater use of quality measures, such 
as medication reviews and blood pressure screenings.

“It’s reassuring that in spite of increased pressure to be 
effi cient, it doesn’t look like primary care physicians are 
spending less time with their patients,” said lead author 
Lena Chen, MD, a clinical lecturer in internal medicine at the 
University of Michigan Health System.

For the retrospective study, researchers analyzed 46,250 visits 
to primary care physicians by adults ages 18 and older, using 
data from the National Center for Health Statistics’ National 
Ambulatory Medical Care Survey.

Researchers estimated that the number of primary care visits 
increased from about 273 million visits annually in 1997 to 
338 million visits in 2005.  Duration increased 3.4 minutes for 
general medical exams, 4.2 minutes for diabetes care, 3.7 
minutes for hypertension and 5.9 minutes for joint diseases 
such as arthritis.

Since the general population is aging, caring for more older and 
sicker patients may be responsible for longer visits, researchers 
said.  Patient participation in clinical decision-making also might 
have contributed.

“Visits are increasingly involving patients with multiple chronic 
conditions and on multiple medications,” said Joseph W. 
Stubbs, MD, president of the American College of Physicians.  
“It’s not surprising to me that the researchers found an increase 
in time per visit.  What was pleasing to see was an increase in 
quality associated with that.” 

The study points out a need for more health care professionals, 
including nurse practitioners and physician assistants, in all 
settings.  It also calls for higher payments for physicians. 

Adapted from a report by Susan J. Landers published in the 
December 7, 2009, issue of American Medical News.



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
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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 new Elmhurst  
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

 

FOR LEASE

 Oak Brook Area
 Two Suites
 1100 and 3000 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.galleryoffi ces.com 

Medical Office Available

340 West Butterfi eld Road, 
Elmhurst

•    Fully-equipped medical offi ce, 
approximately 1200 square feet, 
located on the fi rst fl oor of building.

•    Space has four examination 
rooms, private offi ce, waiting area, 
and lower level storage room.

•    Convenient parking.

•    Close to new Elmhurst Memorial 
Hospital.

Available February 2010

Please call:
630.279.5701

or
630.654.1627
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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 2009 annual fund-raising campaign.  Their 
generosity helps the Foundation continue its mission of promoting the education, health 

and well-being of DuPage County residents.

Kay P. Kelly, MD

Margaret A. Kirkegaard, MD

John W. Laude, MD

Arthur P. LeBeau, MD

Francis S. Lichon, MD

Eileen M. Mahoney, MD

Kirk G. McMurray

Drs. Morgan & Carol Meyer

James P. Paulissen, MD, MPH

Richard J. Ready, MD

Andrew J. Schubkegel, MD

Ronald H. Stefani, Jr, MD

Henrik Steiner, MD

Harold N. Walgren, MD

Lanny F. Wilson, MD

Carl N. Zenz, MD 

Thomas W. Andrews, MD

Terence R. Anthoney, MD

Francis E. Banich, MD

Christopher A. Barbour, MD

Eugene J. Bartucci, MD

E. Eliot Benezra, MD

Donald R. Bennett, MD

Dan P. Butcher, MD

Alvaro G. Candel, MD

Thomas R. Carver, MD

Michael J. Collins, MD

Peter E. Doris, MD

James O. Ertle, MD

William B. Frymark, MD

Robert F. Girgis, DDS

 Tawfi k F. Girgis, MD

Richard A. Jorgensen, MD
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