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SCAM-Q*
* How insurance companies, hospitals, government, etc. Slice Costs And Maintain Quality

The Frustration of Sequestration easily Solved 
by decimation
By richard J. gimpelson, Md

I am amazed at the paralysis that permeates our federal govern-

ment leaders. It has taken 18 months to accomplish nothing but con-

fusion, name calling, blaming and ridiculous suggestions. The

solution is so simple, and was first documented nearly two thousand

five hundred years ago by the Roman army.

For those of you unfamiliar with the term “decimation,” it was a

form of military discipline used by officers in the Roman army to pun-

ish mutinous or cowardly soldiers. The word decimation is derived

from Latin meaning “removal of a tenth.” A unit selected for punish-

ment was divided into groups of 10, with each group drawing lots.

The soldier on whom the lot fell was executed by his nine fellow sol-

diers. Note that the leadership was usually executed independently

of the one in 10 deaths of the rank and file.

Now, I am not suggesting execution of anyone, but it would not be

so bad to see many in the federal government sent back to work in

the private sector.

I know you, my colleagues, are now asking “What are you talking

about?” Let us take a look at the numbers. The requested federal ex-

penditures for 2013 are $3.803 trillion. The expected revenue is $2.902

trillion. Obviously, at this rate, the government goes bankrupt. The

current proposed solution is a reduction of $85 billion this year and

a goal of reducing the proposed expenditure by $1.2 trillion over the

next 10 years. It appears that the budget needs to be reduced by ap-

proximately 3.2% a year for 10 years.

My solution:

Since 3.2% of $3.803

trillion is approximately

$122 billion, I suggest

that every department and division of the federal government look

at their budget and choose where to reduce it by 3.2%. Problem

solved, and everyone is helping reduce the deficit. The President

and all senators and representatives could reduce their budget 3.5%

and speed up the process. This is comparable to President Obama

asking the wealthiest American to pay just a little more in taxes,

and should make him and all members of Congress feel good about

sharing their budget reduction for the betterment of all.

Problem solved – send this article to the President and all mem-

bers of Congress. 

Soon we can all sing, “Happy Days Are Here Again.”

• • •

Dr. Gimpelson, a past SLMMS president, is co-director of Mercy Clinic
Minimally Invasive Gynecology. He shares his opinions here to stimulate
thought and discussion, but his comments do not necessarily represent
the opinions of the Medical Society or of Mercy Hospital. Any member

wishing to offer an alternative view is welcome to respond. SLMM is open
to all opinions and positions. Emails may be sent to editor@slmms.org.
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richard J. gimpelson, Md

Are you one of those who is curious? Not as a descriptive adjective, but more of
a character trait: You have a smartphone so you can Google anything, anytime.
Well, I guess that makes you one of the ‘need to know.’ You will forever be curious
about something: Who won the 1948 world series? How many species of fish are
there in the world? Who won the Nobel Prize last year? … Your ‘need to know’ pow-
ers your life and keeps you interested and interesting. And when that curiosity is
gone, it will be as though something turned off the pilot light in your stove. Not only
will you be unable to cook, but you may cease to exist.

• • •

dr. Knopf is editor of Harry’s Homilies.© He is an ophthalmologist retired 
from private practice and a part-time clinical professor at 

washington University School of Medicine.

Harry’s 
Homilies©

Harry L.S. Knopf, MD 

on 
KnowLedge      

All you need to know is 
that you need to know.
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Correction

In the photo caption on page 25 of the February/March issue,
Bob Bondurant’s title was listed incorrectly. He is executive
director of the Missouri Physicians Health Program.
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We are all quite aware that the

basis of the practice of med-

icine is that of the physi-

cian-patient relationship. In this

relationship, the patient is more than

just a customer; the physician has a

fiduciary responsibility to act in the

patient’s best interest. We also must recog-

nize that the practice of good medicine, and

that which is in the patient’s best interest,

may not always directly align with what the

patient wants. This is when communication

becomes critical. In days past, communica-

tion often resulted in the patient being told

what they needed to do (or not do, as the

case may be). Today in our society, an in-

creasingly larger majority of patients seek to

understand not only the how behind the

treatment for their condition, but to also

consider the why of this treatment rather

than another.

Unlike the past, care for a patient today is

most often delivered with the larger milieu

of the health-care industry. While it is true

that the administrative and management

people working with physicians (and other

allied professionals) want to deliver good

care, it is limited by what makes good busi-

ness sense. As physicians, we must do what

is right for the patient. Now that medicine

has become a business, the actions of

physicians in opposition to what the patient

(“customer” or “client” to use the latest buzz-

words) wants, are suspected by many to

simply reflect the physician trying to protect

their bottom line. As an example, it is un-

fortunately surprising to find out how often

others (especially in the higher levels of gov-

ernment, insurance and administration) fail

to understand the efforts that many physi-”

SLMMS Pres ident ’s  Page

Medical Society President 
david L. Pohl, Md, FACr

Physician-Patient Relationships — 
Communication and Advocacy

Educating and advising patients is required today

“Today in our soci-

ety, an increasingly

larger majority of

patients seek to un-

derstand not only

the how behind the

treatment for their

condition, but to

also consider the

why of this treat-

ment rather than

another.

cians undergo to try to avoid a needless sur-

gery or to avoid a needless medical treat-

ment. 

Whether we like it or not, physicians are

the face of the health-care industry and may

be called upon to work within systems which

are structurally and functionally organized to

optimize profit and efficiency. However, this

does not alter the physician’s role which is to

help the patient receive the care they need

and not what the insurance company (or

soon-to-be-formed ACO) is willing to

allow—patients still trust their physicians to

honor that basic fiduciary relationship. 

There is also a corollary principle to this

advocacy role. The physician also needs to

educate the patient as to what is necessary

and useful as well as to avoid that which is of

limited and/or marginal value (or which may

even be potentially harmful). The modern

snake-oil salesman has expanded into areas

such as vitamins, hormones, scans and tests

for which no documented evidence exists as

to their utility and which may prove harmful

given the increased risks of additional follow-

up testing and procedures. These profiteers

are quite willing to give the patients what

they want without regard to consequences. 

Physicians are interested in providing good

and appropriate medical care to their pa-

tients, and not just out to achieve high sat-

isfaction scores by delivering what the

patient wants. Many studies are now begin-

ning to show that satisfaction does not nec-

essarily correlate with, and at times will

actually have an inverse relationship to,

good medical care. Consider the patient

seeking medication but isn’t given the drugs

they want—they certainly won’t be giving the

doctor a high satisfaction score. An interest-

ing website to visit is ChoosingWisely
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(www.ChoosingWisely.org), in “Things Physicians and Patients

Should Question” for a multitude of examples by specialty

(shown under ‘Lists’ on the top menu).

Physicians provide individualized care to their patients.

Health-care systems work to improve their bottom lines by em-

phasizing algorithms in which the system is rewarded for pro-

viding a uniform “standard (of) care.” The new buzzword is

“population health” in which a patient’s health and well-being

are simply considered to be the by-products of following and

meeting newly developed metrics but which quite often are pre-

dominantly formulated around the need to control costs. As

proof, we need only look at the multiple physician rating sys-

tems developed over the years, the near-uniform majority in

which the only good or “star” physicians were those who also

had lower costs. 

While it is true that high cost does not necessarily mean good

care, the idea that good care can always be obtained at low cost

does not follow—you will never obtain a Cadillac if you are only

willing to pay for a Yugo. The role of the physician is to care for

one’s patients—not to serve as their health-care benefits manager

or to restrict their treatment to that permitted by an algorithm.

In the modern health-care climate, a responsible physician is

now called upon to educate and advise their patients. To ac-

complish this means a physician has the obligation to under-

stand what the patient truly desires which necessitates active lis-

tening. Once this two-way avenue of communication has been

established, the productive discussion of available options in

terms of cost/benefit and of “quality versus quantity of life” can

then be effectively undertaken. This is a role which a dedicated

physician will be quite willing to accept since it reflects our most

basic and traditional responsibility to our patients.
• • •

| | | | | April / May 2013 | ST. LoUIS MeTroPoLITAn MedICIne 5

”
“once this two-way avenue of 

communication has been 

established, the productive 

discussion of available options 

in terms of cost/benefit and of

“quality versus quantity of life” 

can then be effectively undertaken.



SLMMS execut ive Vice Pres ident

Imagine how boring lifewould be if we all knew ex-

actly what the future holds

for us. Now my wife would

argue that I would be perfectly

content with an accurate crys-

tal ball in my hands, but even

with one I could not have pre-

dicted such good fortune would come to

me in the appointment as your new Ex-

ecutive Vice President. Nor would I have

known that after just a few weeks on the

job it already feels like a great fit for me.

Let me begin by saying how humbled I am by the

confidence the Society has placed in me by offering

me this leadership role. I am grateful for the oppor-

tunity, and just as excited by the challenge and the

capacity for growth and development.

Professionally, I grew up in and around the world

of health care. I worked in hospital administrative

roles, primarily in the areas of marketing, communi-

cations, community education and physician rela-

tions, for nearly a quarter century. Seven years ago,

my career went in a new direction with a role in in-

dependent school administration. But it’s great to be

back in the exciting and ever-changing world of health

and medicine and working closely with physicians

once again.

It’s an uncanny coincidence that my first issue of St.

Louis Metropolitan Medicine is centered on the theme of

Doctor-Patient Communications given the fact that I

have spent the major part of my career in marketing

communications. But it’s no coincidence that strong

communications will be critical to my objective of

maintaining and building membership in the St.

Louis Metropolitan Medical Society (SLMMS).

In addition to building membership, my vision as

your new EVP includes member engagement, com-

municating the benefits of Society membership, and

executive Vice President
david M. nowak

Advancing the Society with Energy 
and Enthusiasm

advocating for the physician-patient relationship. I

also hope to fully utilize my background in promo-

tion and public relations to positively elevate the

profile of SLMMS in the St. Louis community, and

my extensive contacts in the local health-care mar-

ket to engage in meaningful dialogues about part-

nerships with the Society.

Health care is an industry of new ideas and rapid

change; our lawmakers are making quick decisions

about issues that ultimately impact all of us. It is my

belief that physicians have the experience, insight

and the best perspective on such issues, and are

uniquely qualified to provide input into the legisla-

tive process. That is why it is important that the

physician voice be heard. They know best how spe-

cific legislation can impact their profession and the

day-to-day practice of medicine. Again, effective com-

munications of this knowledge will be important.

Above all else, I am quick to recognize the tradi-

tions and efforts of a society that has been in contin-

uous existence for more than 175 years! But it is my

hope that I can bring a new sense of energy and ex-

citement to SLMMS, to help move forward in today’s

ever-changing world. I hope you will share with me

your vision and ideas, and that you will heed the call

of your Society to get more involved, recruit new

members, and enable your voice to be heard.

I would be remiss if I did not express my gratitude

to Drs. Pohl, Craft, McMahon, Applewhite and

Thomasson for their time and input in selecting me

for this leadership role. I am forever indebted to

Tom Watters for his patience and assistance during

the transition process, and I am both excited and

energized to work with the Council, committees,

membership and of course the dedicated SLMMS

staff who approach their work with knowledge, pro-

fessionalism, and joy. It feels great to be here.

• • •
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Who would you 
be without your 

reputation?
When you protect your reputation,  

you protect your livelihood. Switch  

to Reputation Insurance from  

PSIC: It’s a whole new way to  

look at malpractice protection.

For more information, call  
1-800-788-8540 or visit  
www.psicinsurance.com.

Malpractice insurance is underwritten by Professional Solutions Insurance Company.
14001 University Avenue | Clive, Iowa 50325-8258  ©2013 PSIC  NFL 9459

REPUTATION INSURANCE
A New Way of Looking at Malpractice Protection.
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David M. Nowak Appointed 
SLMMS Executive Vice President

The St. Louis Metropolitan Medical Society is pleased to an-

nounce the appointment of David M. Nowak as executive vice

president. He succeeds Thomas A. Watters, CAE, who retired

Feb. 28 after holding the position for seven years. 

Nowak most recently served as marketing and communica-

tions director of Mary Institute and Saint Louis Country Day

School (MICDS). He previously held marketing and communi-

cations management positions for 18 years with BJC Health-

care and its affiliated hospitals. His hospital background and

industry contacts are qualities especially valued by the Society

as it seeks to increase membership among a physician base

where a growing number are employed by health systems.

“We are very pleased to have an individual with Dave’s mar-

keting expertise and knowledge of the health-care field to lead

our Medical Society moving forward,” said David L. Pohl, M.D.,

Medical Society 2013 president. 

“I also congratulate Tom Watters for his service and contri-

butions to the Medical Society for the past seven years,” Dr.

Pohl added. “He has served the Society well and strengthened

our operations in many ways.”

Nowak was chosen through a national search process which

attracted many qualified candidates. Applicants were screened

and interviews conducted by a search committee including Dr.

Pohl along with President-Elect Joseph Craft III, MD, and past

presidents Robert McMahon, MD; Thomas Applewhite, MD;

and Jeffrey Thomasson, MD.

Nowak holds a master’s degree in marketing from Webster

University and a bachelor’s degree in communication from Illi-

nois State University. A resident of Chesterfield, he has served

as a United Way campaign coordinator; a member of the com-

mon marketing initiative for the Independent Schools of St.

Louis (ISSL), and on the boards of the American Cancer Soci-

ety (Riverbend Unit) and Dramatic License Productions. His

wife, Jill Nowak is director of finance and administration for the

St. Louis-based American Association of Orthodontists, and

they are the parents of one daughter, Maritt, 16.

• • •
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Key Provisions Under the
American Taxpayer Relief
Act

On January 1, 2013, the American

Taxpayer Relief Act of 2012 was

passed. The Act resolves some of

the tax questions at issue during the “Fiscal

Cliff.” It permanently extends (or at least until

Congress acts again) portions of the so-

called Bush-era tax cuts for a large segment

of the American public. However, it also

adds considerable complexity, as many of

the tax increases are applicable only at

varying levels of income, affecting some

taxpayers and not others. There are many

more provisions within the Act than those

outlined below (including provisions relat-

ing to business owners, energy credits, education planning and

charitable planning); however we have chosen to highlight

those provisions with the broadest impact. They include:

•  The top marginal income tax rate increases to 39.6% from

35% for joint filers with more than $450,000 of taxable income

($400,000 for singles). 

•  For those individuals in the 39.6%

threshold (noted above), long-term cap-

ital gains and qualified dividends will

be taxed at 20%. If you are below the

$450,000 (or $400,000) threshold, long-

term capital gains and qualified divi-

dends remain at 15%. The zero percent

tax rate continues to apply for joint fil-

ers with income under $72,500 ($36,250

for singles).

•  The Alternative Minimum Tax (AMT)

patch is permanently “fixed” and in-

dexed for inflation annually, signifi-

cantly reducing its impact. It would’ve

applied to an estimated 30 million tax-

payers in 2012.

• Estate, Gift and Generation-Skipping

Transfer (GST) Tax – $5 million exemp-

tion extended permanently and indexed

for inflation. The exemption amount is

$5.25 million in 2013. 

• Top rate for estate, gift and GST permanently increased from

35% to 40%.

• “Portability” was permanently extended. Portability allows

the estate of a decedent who is survived by a spouse to make

an election to permit the surviving spouse to apply the dece-

dent’s unused exemption amount in addition to their own. 

• Gradual reduction in personal exemptions deduction and

itemized deductions for married persons in years when joint

income exceeds $300,000 ($250,000 for singles). For exam-

ple, a married couple with $500,000 of income will see an 80%

reduction in their $3,900 per person exemption deduction

and a $6,000 reduction in itemized deductions allowable.

Note that the Act does not affect the new 3.8% Medicare Tax on

investment income that was passed as part of the 2010 Afford-

able Care Act. Taxpayers will be subject to the 3.8% tax on in-

vestment income to the extent of the lesser of: 1) the amount of

their net investment income or 2) the amount by which Modified

Adjusted Gross Income exceeds $200,000 (single persons) or

$250,000 (married joint filers).

With passage of the Act there are many opportunities regarding

investment planning, income tax planning, retirement and estate

planning. If you have specific questions regarding a provision in

the Act we recommend contacting your financial advisor.

New Missouri Law Provides Financial
Planning Flexibility for Married Doctors
Missouri enacted legislation in 2011 aimed at combining the

asset protection benefit of joint property with the estate tax

maximization benefit of revocable trusts. Why should you care?

A wise physician educates him or herself about asset protection

strategies as a shield from potential creditors as well as from

missing out on every opportunity to preserve his or her estate.

The new Missouri law may be of interest to you when consid-

ering your estate plans. 

In the past, the most likely solution for married couples has

been to vest ownership jointly between husband and wife (also

referred to as “Tenants by the Entirety”), because in Missouri,

the law requires that to have any chance to seek legal relief

through the jointly-titled assets, one must be a creditor of both

husband and wife.

Joint property is effective as an asset protection strategy in the

scenario above, however, it does not always result in the most

effective method for shielding assets from estate taxes at death.

Each joint owner-spouse has an undivided interest in the prop-

erty designated as such, which means that the assets are not in-

cluded in the first-to-die spouse’s estate and so pass to the

surviving spouse automatically. As a result, the first-to-die

spouse may not have maximized use of their individual estate

Income Tax and Estate Planning Update
By Michael T. Carpenter, JD, CPA, CFP® & Robert L. Hehmeyer, JD, CFP® The Moneta Group

Robert L. Hehmeyer, 
JD, CFP®

Michael T. Carpenter, 
JD, CPA, CFP®
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tax exemption—a missed estate tax savings opportunity.

Instead, revocable trusts can be used to maximize use of the es-

tate tax exemption amount for each spouse; however, the

assets in revocable trusts are not protected from creditors

until becoming irrevocable at the death of the Grantor. 

To better understand how the first-to-die spouse’s estate

may miss the maximum allowable exemption, it’s impor-

tant to understand the current federal estate tax law. Here

is a quick summary: For 2013, the Federal Unified Credit Ex-

emption Equivalent Amount (“Exemption”) is $5,250,000,

with a 40 percent estate tax rate on assets in excess of the

Exemption. That means each individual can shield up to

$5,250,000 of assets from the federal estate tax. In addition,

the current law provides for “portability” between spouses; if

the first spouse to die is unable to use the full $5,250,000

Exemption at death, the unused portion may be claimed by

the surviving spouse at their subsequent death, in addition

to their own $5,250,000. 

The new law allows a husband, and wife to transfer their

jointly-owned property to a specific type of revocable trust,

known as a Qualified Spousal Trust (QST). If a trust is con-

sidered a QST under the law, the trust assets will be pro-

tected from the separate creditor claims of either spouse,

which is similar to the protection given to “Tenants by the

Entirety” property in Missouri. However, unlike Tenancy by

the Entirety, the QST can also be designed to protect the

trust assets when one spouse predeceases the other. In

other words, if there is a legal judgment against Husband,

and Wife predeceases him, the assets in the QST remain

protected from Husband’s creditors at the death of Wife.

Further, the QST can be designed to use each Grantor’s

(husband and wife) estate tax exemption at their passing.

End result – the best of both worlds when it comes to asset

protection and saving taxes!

Through the American Taxpayer Relief Act, Congress ex-

tended the favorable exemption amounts, so it might not

make sense to uproot your current estate plan in favor of

the new QST. Further, in the spirit of full disclosure, the QST

is in its infancy and is yet to be tested in the courts of law.

However, if the benefits outlined here resonate with you, we

recommend contacting your estate planning attorney for

more information.

Michael T. Carpenter, JD, CPA, CFP® & Robert L. Hehmeyer,

JD, CFP® are Certified Financial Planners with Moneta Group

in Clayton. They can be reached at 314- 244-3327.

• • •



With apologies to Elton

John, who sang the above

title phrase in his hit song

of the same name, shortly after

lamenting “what have I got to do to

make you love me?”, physicians may

feel the same way. Despite their best

intentions, they often have a rather

fluid relationship with their pa-

tients, some of whom love them,

some of whom dislike them, and

some of whom have thoughts that

tend to change with the wind. While

many recognize that they owe their lives or their good health to

the capable care of their physicians, others have less compli-

mentary thoughts about their physicians for a variety of reasons,

whether because of personality clashes, difficulty obtaining office

visit times that meet their particular needs, health insurance is-

sues (for which they mistakenly blame their doctors), etc. Given

this potential love/hate situation, a physician who makes some

type of technical treatment mistake or diagnostic error faces a

wide spectrum of possible reactions from his patients. Not sur-

prisingly, one common response, often devastating to the physi-

cian, is the filing of a lawsuit.

While we firmly believe and have long espoused the notion that

physicians who communicate openly and thoroughly with their

patients are more likely to avoid some suits, we admittedly have

no empirical data to support that. After all, trying to prove a neg-

ative seems counterintuitive. It is similar to trying to prove that

the United States has avoided one or more terrorist attacks on

our soil because of aggressive questioning of suspected terrorist

cell members. After all, short of an actual admission that they

were just about to detonate a device somewhere, we usually have

no direct evidence that the information gleaned from such inter-

rogations truly prevented an attack … yet our government fun-

damentally believes that to be the case. 

Likewise, we tend to believe that open dialogue with patients

after a surgical or treatment misadventure tends to mitigate harsh

patient reactions and likely deflects some away from the filing of

suit. For example, in a vast majority of medical malpractice cases

that we have defended over the past several decades, litigating

plaintiffs frequently claim in their depositions that they had little

or no helpful communication with their physicians about their

care, diagnosis or treatment, and often will say they “just wanted

answers” and couldn’t get any. Rare is the plaintiff who files suit

yet states that they loved their doctor because he/she fully ex-

plained everything that was going on.

Growing Trend to Apologize for Errors
Over the past several years, the medical profession has seen a

growing trend to suggest apologizing to patients for medical er-

rors. Various studies suggest that suits can often be avoided by

saying “I’m sorry” to patients. Likewise, “apology laws” are being

enacted to encourage physician-patient discussion under the

general theory that physicians would be more likely to apologize

to patients for adverse outcomes but for the prospect of inviting

suit. Not surprisingly, however, some argue that encouraging

physicians to apologize to patients will actually convince some

patients, who may be otherwise unaware, that a mistake actually

occurred and may therefore lead to suits being filed. 

With the increasing discussions in the medical community

about the potential benefit of apologizing to patients, we have

talked to some physicians who mistakenly believe that the “Sorry

Works! Coalition” simply supports the concept of offering apolo-

gies and suggests that doing so leads to suit avoidance. What

must be understood, however, is that the “Sorry Works! Coalition”

(an organization of doctors, lawyers, insurers and patient advo-

cates, launched in 2005) “believes that apologies for medical er-

rors, along with up-front compensation, reduce anger of patients

and families, which leads to a reduction in medical malpractice

lawsuits …” (See “The Sorry Works! Coalition: Making the Case

for Full Disclosure,” Joint Commission Journal on Quality and Patient

Safety, June 2006). Therein lies the rub … payment of upfront com-

pensation. It effectively advocates settlement when medical mis-

takes occur, to minimize suit. 

But what if your “mistake” is not truly a deviation from the

standard of care? How many physicians want to settle over

known risks and complications of surgery, or misdiagnoses

based upon confusing presentations, or adverse responses to

one of multiple treatment alternatives? While no doctor wants

to face a suit if it can be avoided, very few really want to settle

cases where they feel they did not actually violate the standard

of care. In these cases, can an apology be effective in prevent-

ing law suits?

Caution Advised
Missouri, like the majority of states, has now enacted legislation

SLMMS Cover Feature: Physician-Patient Communications
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to prevent statements of apology or other benevolent gestures

expressing sympathy from being admissible in court (section

538.229 RSMo). This statute was enacted along with some of the

other sweeping “tort reform” provisions of 2005. It remains in

place today, despite a slow evisceration of other parts of that law,

most notably, non-economic caps. 

However, in spite of this statute, before engaging in any type of

apology to a patient, we recommend great caution. While both

medical and legal journal articles exploring apology statutes on

a national scope have trumpeted the benefit of apologizing to pa-

tients, keep in mind that apology statutes vary from state to state.

Some are considered “full” apology statutes, which protect

against the admission of essentially all statements made by way

of apology to patients, including explanation about the mistakes,

fault and even liability. 

The wording of our Missouri statute notes that benevolent ges-

tures expressing sympathy “shall be inadmissible as evidence of

an admission of liability in a civil action,” but goes on to state,

“However, nothing in this section shall prohibit admission of a

statement of fault.” This constitutes a “partial” apology statute.

To that end, in Missouri, while you may very well be protected

from the admission at a subsequent trial of your statement to a

patient that you are sorry about their particular problem, unto-

ward outcome or surgical complication, one must be aware that

going further, i.e., explaining what happened, who did what, why

things turned out as they did, etc., are all potentially admissible

in evidence. 

No reported case in Missouri to date has taken up the issue or

otherwise attempted to define the parameters of what may be a

protected “benevolent gesture” statement or what may be ad-

missible as an “admission of fault.” The savvy plaintiff’s attorney

will undoubtedly claim that anything a health-care provider may

say beyond “I’m sorry” constitutes the latter, or at the very least,

constitutes a non-benevolent discussion of the patient’s medical

condition and is therefore not protected. Without any judicial

guidance on these issues to date, you should approach any po-

tential benevolent conversations with patients with great caution,

and watch your words carefully.

Another potential quagmire in which a physician may find him-

self with regard to his/her patients is when hospitals or other

health-care providers make plans to approach the patient with

an apology for an untoward outcome or problem. Should they

offer any information or an explanation about what happened

and why he suffered this complication or injury, that may prove

problematic for others. Their account of what happened and

where fault may lie could be rather different from your own per-

spective. 

Would attending such a meeting and offering your own apology
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In real estate, we have alwaysheard the three factors of success
are: location, location, and loca-

tion. In patient safety, it seems obvi-
ous that three important factors of
success are: communication, com-
munication, and communication.

While most of the clinical studies on

patient safety and communication

have been in the inpatient setting,

there are many opportunities to apply

the lessons learned to any interaction

between physicians and patients’.

Everyone wants patients to be safe, so what causes the prob-
lem? Dr. Michael Woods identified six risk factors that can stifle
communication.1

1)Culture/ethnicity—Interaction with the caregiver can be af-
fected by the patient’s cultural history. I remember hearing sto-
ries from the nurses in the immigrant clinics that certain groups
did not want the word “cancer” used when discussing illnesses
because of the belief that the very mention would bring a curse
on the patient. Difficulties with the language, by either the pa-
tient or the physician, can also lead to misunderstandings and
miscommunication.

2)Socioeconomics—Levels of education, literacy, and behaviors
can vary tremendously across both the patient population and
the caregivers, leading to additional opportunities for commu-
nication errors.

3)Literacy—How well does the patient understand the medical
terms that you use? Health care is notorious for its use of
acronyms, and unfortunately, many of them vary in meaning,
depending on the setting where they are encountered. Can the
patient understand and perform follow-up activities?

4)Gender—Gender differences can certainly influence the rela-
tionships between caregivers and with the patients.

5)Personality/behavior—Our personalities impact how we be-
have, and how we are perceived. Numerous studies have re-
ported on the influence of body language and speech patterns
on the effectiveness of communications.

6)Time/urgency factor—A rushed communication may be
viewed as curt or incomplete, and at the same time discourag-
ing follow-up questions.
So given all these barriers to effective communication, what can

be done to address the problem? Many of the efforts focused on
improving patient safety have focused on standardizing processes
and procedures. These same lessons can be applied to patient
interactions. Developing a mental checklist for patient inquiries

can help to prevent overlooking key items, and adopting the prac-
tice of open-ended questions can often reveal items that would
be missed with questions requiring simple “yes or no” answers. 

Many practices are now taking advantage of new technologies
to enhance physician/patient communications through patients’
electronic health records (EHRs). Capabilities can include request
for appointment scheduling, review of test results, documenta-
tion of medical history and opportunities to send electronic mes-
sages to the physician or the office.  This type of messaging is
very helpful for minor and routine questions that are non-urgent.
While speed and convenience can certainly be an enhancement,
responsibility for clarity and completeness lies with both patient
and provider, since neither party has the benefit of face-to-face
communication and interactive feedback.

Helen Osborne2   identified several suggestions that could be
used to help improve communications:

Patients to Providers 
The key opportunity is to teach patients how to ask ques-

tions. By helping them to prepare for their interactions, the ef-

ficiency and completeness of the communication can be greatly

improved. After a visit, each patient should be able to answer

the following:

What is my main problem?
What do I need to do?
Why is it important for me to do this?

Another practical suggestion is to encourage patients to keep

a current list of medications and procedures. This is especially

helpful for patients with a complicated medical history. Many

patients go to multiple providers, and seeing an unfamiliar

medication on the list could be the key to finding out about a

pertinent medical condition.

Providers to Patients 
Organize in advance what you are going to say. Having a

verbal communication plan will help you make sure that all im-
portant points are covered. 

Reconcile discrepancies and correct omissions. Patients are
often confused about the communication interaction between
various providers. I have heard reports from numerous physicians
about patients who happened to mention that they had been ad-
mitted to the hospital for a procdure and assumed that the physi-
cian would have known all about it, even if it occurred out of the
area. Again, reviewing medication lists may provide a clue about
other care issues. Asking direct questions about other care
providers may also open up the communication stream.

Use the teach-back method. Having the patient repeat back
your assessment and instructions can be invaluable in confirm-

Improving Patient Safety Through Effective 
Physician Communication Techniques

By John P. McGuire, FACHE, FHFMA, Anders Health Care
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ing that the patient understands the scope and content of your
communication. Many of the electronic medical record systems
now provide the opportunity to produce a written summary of the
visit. While this is a convenient tool, it is still important for some-
one to review the information with the patient, again giving them
the chance to ask questions and clarify any items that are con-
fusing to them.

Provider to Provider
Given the growing complexity of the health-care delivery sys-

tem, miscommunication between providers can also have a
negative impact on patient safety. A report on patient safety
prepared by HealthGrades3 noted a significant increase in over-
all patient safety events for those hospitals where communi-
cation scores were low for nurses and doctors.  Establishing
standards for provider to provider communications is a key re-
quirement of improving patient safety.

One of the communication protocols that is being used for
provider to provider communications is referred to as SBAR. This
acronym stands for Situation, Background, Assessment and Rec-
ommendation, and can be used either as a reporting mechanism
or to guide a structured inquiry:

Situation—What is going on with the patient?
Background—What is the clinical background or context?
Assessment—What do I (you) think the problem is?
Recommendation—What do I (you) think needs to be done
for the patient?

Using such a protocol will help ensure the completeness of

the communication and allow all the providers to share their

information and expertise.

Summary
Communication can be complicated, patients can be diffi-

cult, and time may be short, but the importance of good com-
munication cannot be overstated. Reduction in medical errors,
improvement in patient satisfaction, and improved efficiency
in practice can all result from a focused, organized effort on im-
proving communications. Establishing processes for standard-
izing your interactions with your patients, your colleagues, your
referrals and other clinicians will only help to improve these
crucial aspects of your practice.

John Mcguire is a senior health care consultant with Anders
Health Care.  John works with physicians and hospitals to
improve their operations and financial bottom lines.  If you 

have questions about this article or Anders Health Care, you 
can contact John at 314-655-5596, jmcguire@anderscpa.com,

www.andershealthcare.com. 

• • •

Sources:
1 Michael S. Woods, M.D. “How Communication Complicates the
Patient Safety Movement,” Patient Safety and Quality Healthcare,
May/June 2006.

2 Helen Osborne, M.Ed., OTR/L as reported in the Boston Globe On
Call Magazine, October 2005.

3 As reported in Nurse.com News, May 28, 2012.
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The Confidence Conundrum
By Kevin B. Jones, MD, University of Utah

Dr. Jones is assistant professor of orthopaedics
at the University of Utah and author of What
Doctors Cannot Tell You: Clarity,
Confidence and Uncertainty in Medicine.
Raised in St. Louis, he is the son of St. Luke’s
Hospital orthopedic surgeon and SLMMS
member Bruce Jones, MD. His website is
www.DoctorsCannotTellYou.com.

A cornered, frightened cat instinc-
tively spreads its claws, arches its spine,
stands its fur on end. The smaller it
feels, the larger and more imposing it

tries to appear; the more threatened, the more it strives to threaten.
In my personal study of human psychopathology—five years of sur-
gical residency—I concluded that people are no different. 

Individual insecurity often manifests itself with claimed confi-
dence and bravado. Diffidence drives belittling of trainees and as-
sistants, throwing of instruments and insults. We wax dogmatic
about the opinions we can support with the least evidence. Chal-
lenge a surgeon's suture preference, for example, and you may as
well throw the gauntlet; you'll be answered with fisticuffs. We min-
imize healthy skepticism and promise bigger results than we can
predictably deliver. The surgeon least secure in his surgical prowess
finds the most fault with everyone else in the OR, but also refuses
point-blank to acknowledge his own faults. 

Lurking Insecurity
Convinced of a relationship between them, I watch for the lurking

insecurity beneath any overconfidence I observe in medicine. Blus-
tering physician arrogance usually masks some level of self-deceit.

A friend recently explained in dismay her experience in an oph-
thalmologist's office, where her aging father was the patient. Left
eye tearing and goopiness prompted the visit. The physician diag-
nosed a clogged tear duct without delay. 

My friend's astonishment began a few minutes into the physician's
attempt to cannulate the duct with a wire to clear it out. Her father,
the ever stoic Korean War vet, received the prodding and poking with
little more than a groan. After a few minutes' struggle, the ophthal-
mologist stepped away from the chair, tore off his gloves and ex-
claimed that he could not continue because the patient was clearly
not tolerating the discomfort and was not holding still.

"Do you think the doc was just having a bad day?" my friend asked
me.

"Maybe," I replied. "Had the visit gone well before the procedure?"

"Certainly," she said. "Which is why the sudden outburst made no
sense. He refused to continue, but didn't really offer an alternate
plan. I hate to say it, but it was almost a tantrum. Dad felt chastised,
as if he had let the doctor down. I don't know; maybe the guy had
just quarreled with his wife or filed his taxes, or something else ex-
tremely unpleasant."

"Or maybe," I offered, "he was just unsure of himself."

"In a little procedure like that?"

"Well, was it proceeding as successfully as you first imagined it?"

"No."

"Maybe it wasn't fulfilling the ophthalmologist's imagination ei-
ther."

Consult Guesses Wrong
Surgeons and proceduralists are not the only populations vul-

nerable to this malady. A patient of mine recently developed a se-
vere rash almost a week following a major surgery to remove a
sarcoma and reconstruct the knee with a metallic implant. My team
asked a dermatologist to consult.

Before I received the consultation report, I heard from my pa-
tient's wife. She called my cell phone later that afternoon.

"Dr. Jones, you won't believe what that skin doctor told us," she
began. "Well, we don't believe it, anyway."

"What did she say?" I asked, curiosity piqued by the intensity in
her voice.

"She said that Bob's metal knee wasn't cleaned properly before
you put it in."

"Wow," I said, flatly.

"She said the rash is an infection from the bad knee."
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Clarity, Confidence and Uncertainty in Medicine

"Really?" I asked, somewhat less flatly.

"Bob and I didn't think that quite added up. We assured her that
you would have told us if anything like that had gone wrong." She
continued less confidently, "Nothing like that did happen, did it?"

"Not that I know," I answered. "I'll make a few calls to be sure I
haven't missed something, but improper processing of an implant
generally prompts a mountain of nursing reports and telephone
calls from the OR staff. I'd be very surprised if the dermatology team
found out about it before I did."

I checked. There were no problems with sterile processing. 

The rash looked increasingly like a drug reaction over the next few
days, then resolved. 

No implant infection developed.

Why in the world would a dermatologist stray into a discussion of
implant processing with an orthopaedic patient? It wasn't just dis-
cussed; the physician wrote it in her note. I've never seen the like.
Or have I?

Sure I have.

So have you, most likely.

She was stumped—uncomfortably stumped—by the rash. In re-
sponse, she set her claws, arched her back, stood her hair on end
and spat out a guess. She may have guessed wildly, but she guessed
with as much apparent confidence as she could muster.

We've all done it at some point. 

For example, I'm convinced that at least half of the physical ther-
apy referrals I've provided during my years in orthopaedics derived
primarily from a desire to do something for a patient's inexplicable
pain. I only guessed that time and a therapist's attention might help. 

Including the Patient
We all guess in the face of medical uncertainty. We have to.

When we guess, do we guess with humility or hubris? The answer

to this critical question may be found in the answer to another ques-

tion: Do we include our patients in our guessing?

A brave young woman, survivor of an early childhood cancer, came

to see me to sort out her knee pain. Radiographs identified a small

lesion of no consequence on her tibia, but nothing more. 

Her mother insisted something was wrong.

I was a little stumped.

I radiographed her hip, too, just in case. Nothing there. Normal.

Knowing that time can help clarify diagnoses, we paused our search

for a couple of weeks of rest and anti-inflammatories. The pain did

not subside. It actually worsened.

It also moved, settling more in the hip than the knee. She was also

feeling worse overall, missing school and no longer enjoying her fa-

vorite pastime, reading. She hurt too much to be still and focus.

For her return visit, I arranged a bone scan as a general screen for

skeletal problems that radi-
ographs might miss. The bone
scan wasn't normal. It wasn't
dramatically abnormal either.

"What do you think?" her
mother asked me in the clinic
room.

"I don't know," I said, frankly.
"The changes are extremely
subtle."

"But there's something
there?" she asked.

"Just this wisp of activity

here," I pointed to a bright

shadow on the scan, "around

the connection between her

pelvis bone and the base of her

spine, called the SI joint."

"Does that mean there is something in my SI joint?" the patient

joined in.

"Not necessarily," I reasoned. "With all of the problems from your

prior cancer near this area, I can imagine that this little whiff of signal

might appear from altered walking balance alone."

Her mother interjected, concern suddenly filling her face, "It's not

her cancer back, is it?"

"I don't think so," I said with measured words. "This doesn't have

the appearance of a tumor growing in the bone. Further, she's more

than 10 years cancer-free at this point. It's not impossible, but rare for

her type of cancer to return after being in remission so long."

I turned to the patient again. "And you say you haven't had any

fevers or chills or sweats or anything like that?" 

"None of those," she said. "Why do you ask?"

"The SI joint, the area where your bone scan lights up a little, can be-

come infected through the blood stream. It isn't common, but it can

happen. When it happens, one usually gets fevers and chills as well."

"I really haven't had any fevers, as far as I can tell. I've been feeling

tired and really sore in the leg, but no fevers. I haven't even had a cold

this winter."

“Something Is Definitely Wrong With My
Daughter”
I ordered some blood tests and promised to call with the re-

sults that evening. She stopped by the hospital lab on the way
out of clinic. 

"That's right," I answered her mother on the telephone that night.

"None of the labs jump out and declare this to be an infection some-

where in her body. Everything is near borderline, but on the normal

side of borderline."
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"Dr. Jones, something is definitely wrong with my daughter." Her

voice was full of emotion.

"I know. I agree," I stuttered back. There was something wrong.

Nothing about the adolescent or her mother led me to suspect any

motive beyond a sincere concern for a worsening condition. I was

nonetheless unable to explain the normal radiographs and mini-

mal change on the bone scan. Even the nuclear medicine team

thought it could be a normal variant.

"Is there anything else we can check?" she pled.

"There is always something else to check," I said. "The question is

what to check. You need to understand that I'm guessing at this

point."

"We're okay with guessing, but we need to check something."

"Then I think we should get an MRI of her pelvis, to rule-out an in-

fection in that SI joint," I said. "It's an expensive test and may tell us

nothing, but at least it chases down the only slightly abnormal find-

ing we have so far."

"Fine. I'll call your office to schedule it in the morning."

I know what you are thinking. I was thinking it too. Everybody

wants an MRI. We order way too many of them, in general. I get con-

sulted all the time to explain some odd signal in the bone marrow

of someone with pain who happened to get an MRI. Was I just suc-

cumbing to the same impulse?

Maybe. I believe an MRI was the next step in our search for an-

swers for this young lady. I might have delayed it a couple of weeks,

but her condition was worsening too quickly to wait longer than

that.

I was operating a couple of days later when the page came from

radiology. The OR circulating nurse answered it.

"Kevin, this is a radiologist who wants to talk to you about an MRI

you ordered," she said to me, holding her hand over the receiver

mouthpiece.

"Fine. Write down the number, and I'll call when I finish here," I an-

swered.

After relaying my message through the phone to the radiologist,

the circulator stopped, listened, then waved from the desk for my at-

tention again. "The radiologist said he really needs to talk to you

now," she said.

"Okay," I said. "Give me a second to come over closer, and you

can put it on speaker."

She pushed the button.

"Is this Dr. Jones?" The hollow, speaker-sound voice came from

the console.

"Yes," I answered. "I can hear you. You're on speaker."

"Great," the voice replied. "Your patient's waiting in our lobby. She

needs to talk to you. You won't believe what we found in her pelvis."

"Is it a bad SI joint infection?" I asked, hoping it wouldn't be some-

thing worse.

"No way. She has a grapefruit-sized mass growing from the pelvis

itself. It looks like a bone sarcoma."

In my silence, the

voice continued, "We

went back and looked

through the bone scan

and radiographs. Even

with retrospection, we

don't see it on anything

else, other than that

tiny hint of signal on

the bone scan. Crazy,

huh?"

"Yes," I said. "Crazy."

"What do you want

us to do with her? Do

you want to come talk

to her? You're a bone

sarcoma guy, aren't you?"

"Yeah. I'll be down to talk to her in about 20 minutes. Tell her I'll

be on my way as soon as I finish this case."

Humility Pays Off
There I was—a surgeon whose entire practice focuses on the

diagnostic work-up and treatment of sarcomas—and I had al-
most missed one, or at least almost delayed diagnosis for an-
other couple of weeks. As personally embarrassing as that felt,
the saving grace was that the patient and her mother knew I
was guessing, knew we were proceeding with no confident al-
gorithm to guide us. As humbling as I found that MRI result, at
least I had approached the conundrum with humility from the
beginning. I had included the patient in my guess. 

Confident bravado scores many patient-satisfaction points,
especially for surgeons, when the guesses turn out to have been
correct. When wrong, dogmatic dictums handed down from
above can devastate the fragile physician-patient relationship. 

The ophthalmologist in the first story might have acknowl-
edged before starting the procedure that tear duct cannulation
can be challenging and uncomfortable. He might have planned
ahead of time to abort the procedure if difficulty arose part-way
through. He might have humbly told the patient this plan be-
fore beginning, before frustration set in.

The dermatologist from the second example should have in-
cluded peri-prosthetic infection on her differential diagnosis.
She should have discussed this with the patient. Had she in-
cluded in that discussion acknowledgment of other possibili-
ties on the list of rash explanations, however, the patient might
not have begrudged her the consultation bill.

I have no doubt that I will guess wrong again in the future,
probably the very near future. Here's hoping that when I do, the
patient also knows that I'm guessing.

• • •

The Confidence Conundrum (continued)
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April May

SLMMSCalendar

The ABC's of
Hematology (Ane-

mia, Bleeding, Clotting),
Eric P. Newman Educa-
tion Center. CME cred-
its. For more
information,
http://cme.wustl.edu.

26

Geriatrics
Board Review

and Update, Holiday Inn Oak
Brook Terrace, Chicago Sub-
urb. CME credits. For more
information, http://med-
school.slu.edu/cme.

1st Annual Acute Pain Medicine and Regional
Anesthesia Course, University of Maryland School

of Medicine, Baltimore. CME credits. For more information,
http://medschool.slu.edu/cme.

26-27

20-21 16th Annual Saint
Louis University Ob-

stetrics and Gynecology Spring
Conference and Residents’ Re-
search Symposium, Kohler Audi-
torium, SSM St. Mary’s Health
Center, St. Louis. CME credits.
For more information, http://med-
school.slu.edu/cme.

26-27

Care for the Hospitalized
Patient 2013, Eric P. New-

man Education Center. CME
credits. For more information,
http://cme.wustl.edu.

27

Update on Osteoporosis
and Fracture Prevention,

Eric P. Newman Education
Center. CME credits. For
more information,
http://cme.wustl.edu.

4

SLMMS Council,
7 p.m.14

Memorial Day, SLMMS
office closed.

27

June

Inflammatory Bowel Dis-
ease: A Combined Medical

and Surgical Symposium, Eric P.
Newman Education Center. CME
credits. For more information,
http://cme.wustl.edu.

8

SLMMS Executive 
Committee, 6 p.m.11

Liver Cancer Update, Eric P.
Newman Education Center.

CME credits. For more informa-
tion, http://cme.wustl.edu.

15

AMA Annual 
Meeting, Chicago.15-19

Transitioning from Active
Oncology Treatment to

Primary Care: Important Med-
ical and Psychosocial Issues
Related to Cancer Survivor-
ship, West Campus Confer-
ence Center. CME credits. For
more information,
http://cme.wustl.edu.

3Congenital Heart Disease in the Adult: Evaluation and
Management, Eric P. Newman Education Center. CME
credits. For more information, http://cme.wustl.edu.

20

List your events: Please send listings of continuing education
programs, organizational meetings and other events related
to the practice of medicine, to St. Louis Metropolitan Medicine
by e-mail editor@slmms.org, by fax to (314) 989-0560, or by
mail to Editor, St. Louis Metropolitan Medicine, 680 Craig Rd.,
Suite 308, St. Louis, MO  63141.

“Sorry” seems to be the hardest word… (continued from page 11)

but a different explanation be “protected”? Would a “debate” about

those details defeat the goal of trying to avoid a suit by suggesting

the health-care providers are at odds? Would your absence from

such a meeting be viewed by the family as a lack of care or concern

on your part? And in an effort to avoid any conflict, should the ad-

ministration and health-care providers meet in advance to discuss

their planned apology and any potential explanation? 

We suggest not—such a meeting, and anything discussed

therein, are clearly NOT benevolent statements that would be pro-

tected, and would be unquestionably discoverable and admissible

in subsequent litigation. Evidence that the providers are “getting

their stories straight” before approaching a patient can look even

more suspicious.

Honesty and Openness Are Best Approach
We surmise that when expressing sympathy of any sort to a

patient, he or she (or the family) is very likely to ask WHY this

outcome occurred, and for more of an explanation. In other

words, simply saying “I’m sorry” is very rarely going to be enough.

If a physician does apologize for the complication or problem

but then sidesteps offering any explanation, especially if directly

asked for one, that may lead to even more skepticism about the

sincerity of the apology itself. 

As noted above, we think a constant open and honest dialogue

with patients is ultimately the best approach, and is the type of

“bedside manner” that patients strongly seek from their physi-

cians. Therefore, should a complication or problem arise, we

suggest that it be discussed proactively and promptly by the

physician, and that all questions be answered honestly and with-

out reservation, but care should be taken to avoid suggesting

that the problem is anyone’s particular “fault.” 

In short, while we continue to believe that most patients ap-

preciate communication with their physicians, and in the long

run, that may prevent some suits, physicians should not pre-

sume that “fessing up” will not be used against them; but hon-

esty and openness rarely hurt as much as avoidance and

evasiveness. Moreover, while “sorry” may very well work, we sim-

ply recommend that physicians be aware that Missouri’s “Apol-

ogy” statute is not carte blanche protection for all that you might

choose to say.

J. Thaddeus eckenrode practices with the Clayton-based firm 
of eckenrode-Maupin, Attorneys at Law. He can be reached at 

314-726-6670 and www.eckenrode-law.com. 

• • •
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If you’ve ever received a noticefrom your bank, broker or health-

care provider that your informa-

tion “may have been accessed and

they are changing your account

number or updating your password,”

you know the feeling shared by mil-

lions of Americans each year. If

you’ve ever had to write that letter,

you know the disruption, turmoil

and financial hardship it can create

in an organization.

Omnibus Rule Updates
HIPAA and HITECH

The 2013 Omnibus Rule released on Jan. 17 is the next step

in over 16 years of protected health information (PHI) regula-

tion. With this update—also known as the “Final Rule”—the

Department of Health and Human Services provided clarifica-

tion on what covered entities, business associates and sub-

contractors must do to secure PHI. In addition to other items,

the Final Rule covers:

• Organizations no longer have as much flexibility in judging

“financial or reputational harm.” Health-care organizations

must now assume harm is done and execute incident response

and risk assessment in response to exposures. Higher breach

reporting is expected.

• Liability associated with business associates has been ex-

panded to more clearly include sub-contractors that have ac-

cess to health information. Business associates must comply

with the security rule. Covered entities and business associates

alike will be looking for assurances from their business associ-

ates and sub-contractors, including but not limited to audit re-

ports, policies and the results of risk assessments.

• Civil monetary penalties—HIPAA enforcement rule incor-

porates penalties in a four-tier structure.

These clarifications joined with the completion of the 2012

contracts with KPMG and Booze Allen & Associates to create

audit protocols, identify audit candidates and perform audits.

This puts the Office of Civil Rights in a position to expand en-

forcement of the HIPAA and Health Information Technology

for Economic and Clinical Health (HITECH Act) regulations

for the widest set of health-care organizations to date. 

While enforcement is a stated focus, the underlying goal is

to improve privacy. The Department of Health and Human Serv-

ices - Office of Civil Rights Director Leon Rodriguez told an au-

dience this year, “Breaches will happen. It’s the ‘willful neglect’

that could lead to trouble for a covered entity or business as-

sociate.”

“The real purpose of breach notification is for covered entities

to identify the vulnerabilities that resulted in the breach, rem-

edy those vulnerabilities in an immediate and decisive man-

ner,” said Rodriguez.

Legislative History of HIPAA and HITECH

Financial Risks Beyond Regulation
Data privacy has a long history in the United States, and

Americans expect information they entrust to service providers

to be protected. In addition to fines, protecting patient and cus-

tomer data is a very practical concern based on wider poten-

tial financial impact and overall patient expectations.

Regulatory requirements and associated penalties provide a

compelling framework for protecting patient data. With civil

monetary penalties levied by the Department of Health and

Human Services Office of Civil Rights (OCR) ranging from $100

per violation (interpreted as individual records exposed) up to

$50,000 per violation in the case of willful negligence without

corrective actions, a loss of even a few records can present a

meaningful financial burden on an organization. In addition to

penalties from the OCR, 48 U.S. states have individual privacy

breach laws and an organization can find itself the focus of legal

action from several state’s attorneys general.

1996 Health Insurance Portability and Accountability Act of 1996 
(HIPAA) 

• Release of Final Privacy Rule – December 2000  
• Compliance with the Privacy Rule – April 14, 2003  
• Final Security Rule – February 2003 

 
2009 Health Information Technology for Economic and Clinical 

Health (HITECH) Act “Interim Rule” 
• Issued Feb. 17, 2009 
• Compliance by Nov. 30, 2009 

 
2012 Department of Health and Human Services 

• Contracts for audit protocol development 
• Contract for candidate identification 
• Audits performed 

 
2013 Omnibus Rule – “Final Rule” 

• Issued Jan. 17, 2013 
• Effective Mar. 6, 2013 
• Compliance by Sept. 23, 2013 

 

Cyber Security and Electronic Protected
Health Information
The Omnibus Final Rule and what it means

By Dennis King, Working Security
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Patient Expectations
Health-care organizations are also subject to competitive

forces and may lose patients and future revenue based on a

loss of trust. According to a survey by Fairwarning®, “97.2% of

patients believe providers have a legal and ethical obligation to

protect their private information.” When privacy breaches occur,

76% of customers state they will “stop dealing with that organ-

ization.” In health-care breaches, patient attrition is highly re-

lated to timely breach notification and risk mitigation. In one

study of over 1,200 survey respondents that experienced a

breach of private health information, 61.4% changed providers

if that provider didn’t inform them before the news became

public. In cases where the provider “came clean” quickly and

took corrective action, the attrition rate fell to 19.1%. Even in

the best case, a loss of 20% can be significant.

In the same survey, responses indicate the top three conse-

quences from medical record exposure:

• Patient became victim of medical identity theft (28%)

• Individual required credit monitoring (32.5%)

• Sensitive issue was no longer private (38%)

While the costs of credit monitoring can range from a retail

price of $100 per year per individual down to $30 per year (in a

recent Veterans Administration case), the potential cost of of-

fering credit monitoring to thousands of individuals after a

breach is just a start.

Bloomberg.com’s TechBlog article, “One Year of Your Life and

$100,000: Growing Cost of Medical ID Theft,” shows that cases

of medical identity theft in the U.S. continue to grow in num-

ber and average cost. Between 2011 and 2012, the average cost

per victim of identity theft increased 10% to $22,346; and in 6%

of cases, the costs exceeded $100,000. While every lost or ex-

posed medical record doesn’t result in a case of medical iden-

tity theft, a small number of cases in a larger record breach can

drive up costs quickly.

Reported Breaches: 2009-2012
Nationally DHHS records show 543 breaches in the last three

years, accounting for over 21 million individual records. The top

100 breaches average over 200,000 records per incident, while

the next 443 average 2,680 records. 

In the past three years, 12 organizations in Missouri and 24 in

Illinois reported breaches of over 500 records. Missouri’s aver-

age over three years is 2,276 records with a high of 9,309 for a

single DDS practice and a low of 768. These breaches occurred

in large and small covered entities, and two included business

associate involvement. 

These breaches were reported under the more lenient require-

ments before the 2013 Omnibus Rule. Reports are generally ex-

pected to increase under the new guidance, and penalties are

expected to follow. In a sign of what will likely become more nor-

mal, the OCR levied their first fine against a small Idaho hospice

for a breach of fewer than 500 records this past January.

While there are several models used to estimate potential

breach costs, a basic approach combining credit monitoring,

civil monetary penalties and a low percentage of identity theft

resolutions with even below average record counts yields

seven-figure results. The average cost of a health-care-related

breach in the U.S. to date is approximately $1.2 million. 

Leading Causes of Breach
The Ponemon Institute reports that insider negligence con-

tinues to be the leading primary cause of breaches with theft or

loss of devices (46%) leading unintentional employee actions

(42%) and third-party mistakes following (42%) close behind.

Outside attackers have moved from 20% to 33% of breaches

over the past two years.

While outside threats are numerically lower than other

causes, it’s not for lack of interest by identity thieves. In Syman-

tec’s 2011 Threat Report, health-care firms top the list of

breaches reported and come in third place based on the num-

ber of identities exposed. Large companies (2,500+ employees)

continue to attract the highest number of attacks, but small

companies (1-250 employees) come in second with 18% of all

reported attacks.

These types of metrics clearly demonstrate an interest from

outsiders to access protected health information, billing infor-

mation and other data that may be used to perpetrate fraudu-

lent transactions. While the black-market value of non-medical

ID data continues to fall, medical identification and specifically

billing related information maintain a value considerably

higher than social security numbers and credit cards (50:1).

Often It’s Personal
One of the most popular attacks launched against compa-

nies of all size are phishing attempts. As defined by

Wikipedia.com, “Phishing is the act of attempting to acquire in-

formation such as usernames, passwords, and credit card de-

tails (and sometimes, indirectly, money) by masquerading as a

trustworthy entity in an electronic communication.”

In a typical phishing effort, the attacker will craft email, text

or social media messages that will appear to come from a

trusted business organization like a shipping company (UPS,

FedEx) or other legitimate organization (IRS, Better Business

Bureau). In a growing number of cases, attackers will craft mes-

sages nearly identical to a company’s likely business partners.

In health care, that can include fake messages from covered en-

tities and business associates.

The most frequently targeted people in an organization are

executives (25%), followed by shared accounts like customer

continued on page 23
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Psychologist Diane Sanford, Ph.D., had it right with the title
of the book she co-authored, Life Will Never Be the Same: The Real
Mom’s Postpartum Survival Guide. For all those who have had a
baby know that nothing is truer than those few proverbial
words. Despite the fairy tale images some may have of bring-
ing home baby and living happily ever after, the actual post-
partum adjustment is normally intensely different and far more
overwhelming than one could have ever envisioned. 

Life’s Ingredients for New Moms
Breast pumping, bottle washing and additional laundry, topped

off with sleep deprivation and sometimes random spurts of cry-
ing, are just a few ingredients to a recipe that all new moms have
to adjust to quickly. Thank goodness for relatives and friends
who are willing to pitch in and alleviate some of the
extra chores so Mom can catch a few extra hours
of sleep. Conversely, though, for some moms,
fine-tuning the adjustment of a new baby
is not as simple as taking a nap and suc-
cumbing to a new schedule.

Immediately after giving birth, most
every woman will experience a nor-
mal bout of mood swings or the
“baby blues,” which typically resolves
on its own within a few weeks; but a
small percentage of women will de-
velop a more moderate to severe form of
depression or anxiety. Most commonly re-
ferred to as Postpartum Depression but now
classified as Perinatal Mood Disorder or PMD, the
onset of this illness manifests soon after delivery but can also
occur up to 12 months postpartum. Symptoms of PMD can
vary but often include trouble sleeping, inability to cope, fear
of being alone with the baby and psychosis. PMD has been as-
sociated with absence of maternal bonding, marital difficul-
ties, child abuse and death as well as maternal suicide.

Help for Managing Mommy Stress
Moms may know something is wrong but are often ashamed to

admit it and unsure how to fix it. Armed with a list of symptoms,
many seek help from their obstetrician or pediatrician. However,
these physicians often refer their patients to psychiatrists. De-
spite the doctor’s good intentions, getting an appointment with
a psychiatrist can take weeks or even months, and getting insur-
ance approval can delay things further. To manage symptoms
and expedite recovery, it is imperative that someone addresses
the woman’s issues quickly. Mother to Mother, a St. Louis-based
nonprofit organization, can assist moms and their families in

dealing with emotional challenges
during pregnancy and postpartum. 

Mother to Mother, based in
Maplewood, provides peer support
via telephone or group setting, free
of charge, to moms and families af-
fected by emotional challenges dur-
ing pregnancy and postpartum. Dr. Diane Sanford, the
aforementioned author who also is clinical advisor for Mother to
Mother indicates, “The conservative estimate of those who will
experience a form of perinatal mood disorder is 10-12%. With
high-risk groups, like moms on bed rest or those experiencing a
pregnancy complication, it may be as high as 1 in 3 women.” 

History and Mission of Mother to
Mother 

Designed and founded by Darcell Scharff,

Ph.D., in 1995, Mother to Mother serves the

St. Louis community and neighboring

areas through a unique program that of-

fers a valued source of support. Mother

to Mother evolved from a mother in

need of assistance that was not avail-

able. “I learned firsthand that the St.

Louis community had little, if any, sup-

port for women with pregnancy or post-

partum mental health issues,” said Scharff.

“There were groups for new moms but not for

those struggling with postpartum depression.” 

Mother to Mother’s objective is to support, encourage
and empower mothers on their path to recovery. Nurtured by a
medley of educated and trained volunteers, focused on improv-
ing the emotional health of women during pregnancy and post-
partum as well as increasing awareness to the community of the
severity of these issues, Mother to Mother is a breezeway of sup-
port and encouragement during a difficult time. The staff and
volunteers are expedient and adept at providing emotional sup-
port. In addition, the website (www.mothertomothersupport.org)
provides both local and toll-free contact information and an
abundance of information, references and resources. 

While Mother to Mother is not a hotline, the staff is devoted to
returning calls within 24 hours. Mother to Mother matches the
mother in need with a trained phone volunteer, one who has ex-
perienced similar PMD circumstances. The relationship between
the volunteer and the mother will continue as long as needed.
The main goal is to provide support, encouragement and em-
powerment to each mom. Karyn Fowler, MD, FACOG, obstetri-

Mother to Mother: A Vital resource for new Moms 
Volunteers support and encourage new mothers in overcoming postpartum stress
By Charli Craven, Mother to Mother

Charli Craven
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cian/gynecologist with SSM Health Care St. Louis, praises Mother
to Mother. “I think Mother to Mother’s value stems from its own
existence,” Dr. Fowler said. “The fact that there is a whole program
dedicated to only postpartum issues and motherhood gives
women the message that this is a very common issue, very real,
and it justifies to many women that they aren’t alone. What
they’re feeling is worth paying attention to.”

Valued Volunteers Who Understand
The individuals who volunteer for the Mother to Mother or-

ganization are not professional counselors, but more impor-
tantly, are ones who have personally experienced a degree of
PMD. “These non-professional counselors are even more valu-
able in this setting,” said Dr. Fowler. “You don’t always need
professional training to support someone, especially when per-
sonal experience and true sympathy can be so effective with
these issues.” All volunteers receive extensive training prior to
becoming a phone volunteer. Training is held twice a year and
emphasizes communication skills, assessment and informa-
tional support. 

In addition to the telephone support there are also support
group meetings, similarly, hosted in open and welcoming at-
mospheres by the same well-trained support moms. There are
three group venues: Creve Coeur and St. Peters in Missouri as
well as Collinsville in Illinois. Mother to Mother holds their
support group meetings two times per month at the Missouri
locations and once per month at the Illinois location. More-
over, infants up to 12 months are welcome. Mother to Mother
outreach volunteers also provide community education, infor-
mation and classes through local conferences, workshops, hos-
pitals and health fairs.

This is a unique program with a calling to proffer heartfelt
personal attention via advocate connections and to help en-

courage and restore maternal emotional health. Nothing else
mirrors it in the St. Louis area. Kristin Groetsch-Giezentanner,
a supporter and past participant of Mother to Mother, suffered
with PMD after her first child was born in the fall of 2006. “As
with all support groups, for medical issues, the person-to-per-
son connection can’t be overestimated,” she said. “I know
Mother to Mother was a critical component to my recovery.” 

Partnering with Medical Providers
If moms need more help than what Mother to Mother is

equipped for, they are referred to clinical or health-care
providers for additional assistance. “If moms are experiencing
moderate to severe PMD, medication is usually required,” said
Dr. Sanford. 

Mother to Mother is a familiar name to several local hospitals
and many practitioners; however, its goal is to work in tandem
with health-care professionals. “(It) fills in the gaps that doctors
and nurses can’t,” said Groetsch-Giezentanner. “I started feeling
better in March 2007, and it was the combination of medica-
tion plus the social support of Mother to Mother.” 

Mother to Mother believes that everyone deserves access to
care and support; that’s why all services are free of charge. Mother
to Mother survives on individual donations, fundraisers and
grants. The two main fundraising events are the “Celebration of
Motherhood” Benefit Luncheon on April 27, and an annual Trivia
Night on October 18. Additional information can be found on the
group’s website: www.mothertomothersupport.org or by email-
ing them at mothertomotherinfo@yahoo.com. 

Charli Craven of Arnold is a volunteer with Mother to Mother.

• • •
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MD News
•  Michael Handler, MD, (SLMMS), vice
president of medical affairs and chief medical
officer for SSM St. Joseph Hospital West, has
been appointed medical director for the Cen-
ter for Patient Safety, a Missouri-based, not-
for-profit corporation dedicated to fostering
change throughout the nation’s health care
delivery systems and across the continuum

of care. A graduate of the  University of Missouri-Kansas
City School of Medicine, he is a fellow of the American Col-
lege of Physician Executives.

• Previous Chesterfield Pediatrics physicians Jane DeFalco,
MD; Darryl Cohen, DO; and Glenn Cheng, MD, have
joined Mercy Clinic, forming Mercy Clinic Pediatrics
Chesterfield.

• Physicians of the Division of
Neurology have joined Mercy
Clinic: Barbara Green, MD;
Ksenijo Kos, MD; K. Phillip
Lee, MD; William R. Logan,
MD; and Lee W. Tempel,
MD; the practice will be
known as Mercy Clinic Neu-
rology Tower B.

• Shane H. Peng, MD, has been named to
the newly created position of president of
the SSM Health Care – St. Louis Physicians’
Organization. His responsibilities include
working with physicians and staff on contin-
ued improvement in quality, safety and
growth of the Physicians’ Organization
through exceptional services, as well as

strengthening patient, physician, and employee satisfac-
tion. He will help lead the alignment of affiliated physicians
toward effective value-based care.

• Mercy Clinic added the following physicians: Mirha
Avdagic, MD, family medicine physician, joins Mercy Ur-
gent Care locations in St. Charles County; she previously
served as a general practice physician in her home country
of Bosnia before moving to the U.S. and completing her res-
idency in family medicine at University of Texas South-
western Medical Center in Dallas. Pamela L. Buchanan,
MD, family medicine physician, joins Mercy Clinic Family
Medicine Zumbehl; she most recently served as family
physician at urgent care centers in the St. Louis area.
Christina Gesmundo, MD, pediatric psychiatrist, joins
Mercy Clinic Child and Adolescent Psychiatry.
Otha Myles, MD, infectious disease physician,
opens a new practice called Mercy Clinic In-
fectious Disease; he most recently served as
assistant professor of medicine at University of
Maryland School of Medicine and infectious
disease attending physician at University of
Maryland Medical Systems. Sanjay Subra-
manian, MD, critical care and neurocritical care physician,
joins Mercy Clinic Adult Critical Care and will also support

Mercy SafeWatch; he most recently worked as a staff inten-
sivist in Washington state at Multicare Good Samaritan
Hospital and The Everett Clinic. Ashalatha Tatineny, MD,
emergency medicine physician, joins Mercy Urgent Care lo-
cations. 

• Timothy Schloss, MD, interventional cardiologist with
Mercy Clinic Heart and Vascular in Fenton, was selected as
section chief of Interventional Cardiovascular Medicine for
Mercy Heart Hospital in St. Louis. Dr. Schloss will be re-
sponsible for the Cardiac Catheterization Lab and will help
drive growth in other areas. He will continue seeing pa-
tients at his office in Fenton.

• Thomas B. Kibby, MD,MPH, CIME, FACOEM,
has been elevated to the status of fellow of
the American College of Occupational and En-
vironmental Medicine. He earned this recog-
nition through his active participation in the
organization and through his contributions to
the field of occupational and environmental
medicine. Dr. Kibby is the lead physician for
BarnesCare and is board certified in occupational medi-
cine, certified as a Medical Review Officer and is a certified
professional supervisor by the Council for Accreditation in
Occupational Hearing Conservation.

Hospitals
•  Joan Magruder was named
president of St. Louis Chil-
dren’s Hospital. John Antes
succeeded her as president of
Missouri Baptist Medical
Center. He previously was
president of Barnes-Jewish St.
Peters Hospital and Progress West HealthCare Center.

•  Jefferson Health System Board of Directors voted unani-
mously to approve an agreement for Jefferson Regional
Medical Center to become part of Mercy. Jefferson Re-
gional is now Mercy’s third hospital in eastern Missouri,
joining Mercy hospitals in St. Louis and Washington, and
the 32nd hospital across Mercy’s four-state area.

•  The Heart and Surgical Pavilion at St. Anthony’s Medical
Center was recently renamed The John K. Pruellage Heart
& Vascular Center in honor of John K. “Jack” Pruellage, who
served as a dedicated member of the medical center’s
board of directors from 1996 until his death in May 2012.
Pruellage practiced law for 42 years at Lewis, Rice & Fin-
gersh, L.C., and served as chairman of the firm for 22 years.

•  Mercy has entered into a long-term partnership to serve
as official medical provider of the St. Louis Cardinals.
Mercy also announced a partnership with the St. Louis
Blues to promote heart health.

•  SSM Cardinal Glennon Children’s Medical Center un-
veiled its new $8.7-million, nearly 10,000 square-foot im-
aging center. The space provides new interactive features
for children including a large-screen television. The new
suite offers the lowest dose of radiation available for pedi-
atric imaging.

NewsmakersSLMMS

Michael Handler, MD

Ksenijo Kos, MD

Shane H. Peng, MD

Otha Myles, MD

William Logan, MD

Thomas Kibby, MD

Joan MagruderJohn Antes

continued on next page
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Research
•  A survey of tanning salon operators in Missouri shows that
65 percent would allow children as young as 10 to 12 years
old to use tanning beds. That’s despite evidence that any tan-
ning bed use increases the risk of all skin cancers. The survey,
part of a study led by dermatologists at Washington Univer-
sity School of Medicine, also found that many tanning salon
employees across the state said indoor tanning had no as-
sociated risks or would prevent future sunburns – both false
claims, according to the study’s authors. The findings appear
online in the Feb. 25 Pediatrics.

• Scientists have found that distinct niches exist in bone mar-
row to nurture different types of blood stem cells. The re-
search, by a team at Washington University School of
Medicine, is reported Feb. 24 in the online edition of Nature.

• In the weeks, months and years after a severe head injury, pa-
tients often experience epileptic seizures that are difficult to

control. A new study in rats conducted at Washington Uni-
versity School of Medicine suggests that gently cooling the
brain after injury may prevent these seizures. The researchers
reported their findings in Annals of Neurology.

• New evidence suggests that an otherwise promising class of
drugs may actually increase the risk of tumors spreading to
bone, according to researchers at Washington University
School of Medicine. The drugs, IAP antagonists, block sur-
vival signals that many cancer cells rely on to stay alive.
Working in mice, the investigators found that targeting the
same protein that makes tumors vulnerable to death also
overactivates cells called osteoclasts, which are responsible
for tearing down bone. The research appears in the February
issue of Cancer Discovery.

• • •

service (23%) and sales (12%). In each case the attackers…

• Misrepresent themselves in order to gain some level of trust.

• Get the target to take an action like following a link or reply-

ing with information.

• Exploit the target either remotely by accessing data or mis-

using provided responses.

Safeguarding Electronic PHI
While current practices, policies and technologies support-

ing compliance with the Privacy and Security Rules will still be
useful within the context of the “Final Rule,” organizations will
need to take steps to update their Notice of Privacy Practices,
Business Associate Agreements and organizational policies to
reflect the changes just published. Key steps include: 

• If not already present, incident response plans should be up-
dated to include an incident response assessment process at
the front end of any identified breach or exposure. Unlike the
past, organizations must now assume a worst-case scenario
and document any cases where the breach is judged to be low-
probability or impact.

• Performing an annual risk assessment against both the Privacy
Rule and the Security Rule should become more important as
business partners are likely to ask for the results of this annual
exercise to demonstrate that individual covered entities, busi-
ness associates and sub-contractors are meeting the standards
defined in business associate agreements.

• From a technical standpoint, update practices and policies
to support risk-avoidance measures including, but not lim-
ited to, the use of encryption; safe use of tablets, laptops and
smartphones; issuing warnings about targeted attacks like
phishing, and setting expectations about social media use.

Summary
While no silver bullet exists to ensure 100% security, organiza-

tions of all sizes can achieve Security Rule compliance with a

practical approach appropriate for their size and complexity. Stan-

dards from the American National Standards Institute (ANSI) and

National Institute of Standards and Technology (NIST) provide

detailed guidance on processes and technology.

Implementing consistent policies, using appropriate technol-

ogy controls, training staff and removing high-risk items from pa-

tient data workflows can minimize an organization’s exposure.

Identifying and avoiding low-value activities that present high

risk, working from a prioritized risk assessment and focusing on

the movement of data will provide any organization with a sus-

tainable and repeatable process for securing data today and ac-

commodating changes tomorrow.

Dennis King is founder and president of Working Security, a 

St. Louis-based independent provider of information security 

risk management, compliance, and governance services to health

care, accounting, and financial firms. Dennis is a Certified Chief

Information Security Officer (CCISO), Certified Information Sys-

tems Security Professional (CISSP) and Project Management Pro-

fessional (PMP), and holds a qualification in IT Management (ITIL

v3).  For additional information, visit www.workingsecurity.com

or call 314-632-6334.

• • •

Cyber Security and Electronic Protected 
Health Information  (continued from page 19)



EDITOR’S NOTE: The following are
provided in abridged form. For a copy of the
full minutes, please contact Liz Webb at the
SLMMS office, (314) 989-1014 or e-mail
lizw@slmms.org. 

Council Meeting, January 15, 2013

Call to Order. The meeting was called
to order by Dr. David Pohl at 7:00 p.m.
in the conference room in the St. Louis
Metropolitan Medical Society office.

New Officers, Councilors and MSMA
Delegates and Alternates. Dr. Pohl
welcomed everyone to a new year, and
asked everyone to introduce
themselves with specialty and hospital
affiliation. The officers and councilors
were installed at the Installation
Banquet held on Saturday, January 12,
2013 with the exception of Dr. Gordon
M. Goldman.

Installation of Gordon M. Goldman,
MD. Dr. Pohl installed Dr. Gordon M.
Goldman as Secretary. Dr. Goldman
was unable to attend the Installation
Banquet.

Review of Council Information Pack-
ets. Mr. Tom Watters reviewed the
packet of Council information for the
coming year. The budget summary
pages were from 2012 and will not be
updated until the new EVP has a
chance to participate in the budget
discussions. Insurance coverage was
explained to the Council. Any Council
member not in attendance will receive
their packet via mail.

Appointment of Treasurer. Dr. Pohl
announced that Dr. Vikram Rao has
agreed to serve as Treasurer for 2013.
The appointment was approved by
acclamation.

Election of Senior and Junior Coun-
cilor. Ballots were distributed to fill the
positions of Senior Councilor and
Junior Councilor to serve on the
Executive Committee. Dr. Robert A.
Brennan Jr. was elected to the position
of Senior Councilor and Dr. Jay Meyer
was elected to the position of Junior
Councilor. 

Appointment of Committees. Dr. Pohl
announced the Committee
appointments would be updated after
he has an opportunity to review new
assignments with the new Executive
Vice President. A copy will be
distributed later for approval.

Approval of Consent Agenda. The
Consent Agenda consisted of
December SLMMS Council and
SLSMSE Trust minutes and the
Membership Report with three new
members. The Consent Agenda was
approved.

Delegates’ Assessment Approval. The
Delegates’ Meeting will be Tuesday,
February 5 at the Mercy Medical Center
vonGontard Conference Center at 7:00
p.m. It was agreed to keep the
Delegates’ fee at $50 to cover the
meals. Resolutions to be submitted to
the MSMA by SLMMS will be discussed
at this meeting in order to be
submitted by February 18. Proposed
resolutions that are not submitted in
time may be submitted direct to MSMA
by the individual proposing the
resolution.

Soft Steering By Insurance Compa-
nies. Dr. Michael Stadnyk reviewed
some recent developments. At least
one large group is filing a complaint
regarding this practice, and would like
our support. Dr. Robert McMahon
made the motion to refer the matter to
the Physician’s Grievance Committee.
The motion passed with an abstention
by Dr. Alan P.K. Wild.

MSMA Annual Convention. The MSMA
Annual Convention will be April 5-7 at
the Westin Crown Center in Kansas
City. If you are attending, please let the
SLMMS office know by March 22.

Invitation to Keystone Mutual Board
Reception. All SLMMS members are
invited to the Keystone Mutual Board
Reception on March 16. Invitations will
be forthcoming.

Approval of Auditors. Following some
discussion, Connor Ash was approved
as auditors for 2013. It was suggested

that bids be solicited in July or August
for auditors.

Executive Session. An Executive
Session was called to discuss the
retirement of Mr. Watters.

Financial Update. Mr. Watters
reviewed the financial reports for
SLMMS and SLSMSE. The Medical
Society lost 74 members last year.

Upcoming CME Events for 2013. Dr.
Robert Brennan asked if any CME
events were being planned. He
especially requested one with an
emphasis on hospitalists or hospital
employees. Nothing is being planned
at this point.

Adjournment. There being no further
business, the meeting adjourned at
8:05 p.m. 

Attendance. Present were Drs. David L.
Pohl; Joseph A. Craft III; Michael J.
Stadnyk; Gordon M. Goldman; Robert
McMahon; Gregory E. Baker; Robert A.
Brennan Jr.: David F. Butler; Karen F.
Goodhope; Jay Meyer; Vikram A. Rao;
Jason K. Skyles; Jessica N. Smith and
Alan P.K. Wild. Excused were Drs.
Samer W. Cabbabe; J. Collins Corder
and Olumide Ogunremi. Also in
attendance were Dr. Elie A. Azrak, Mr.
Tom Watters and Mrs. Liz Webb.

Council Meeting, February 12, 2013

Call to Order. The meeting was called to
order by Dr. David Pohl at 7:00 p.m. in
the conference room in the St. Louis
Metropolitan Medical Society office.

Introduction of New Executive Vice
President. Dr. Pohl introduced Mr. David
M. Nowak, the Medical Society’s new
Executive Vice President. Mr. Nowak
provided a brief description of his
background.

Approval of Consent Agenda. The
Consent Agenda consisted of January
SLMMS Council and SLSMSE Trust
minutes and the Membership Report
with 26 new members. The Consent
Agenda was approved.

Review of Council Schedule. An
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updated copy of the Council Meeting
schedule was distributed indicating the
March Council meeting is scheduled for
March 19th (the third Tuesday) and the
Executive Committee Meetings will be
scheduled for June, July and August with
the General Society meeting in
September.

Approval of President’s Committee
Appointments. The list of committee
appointments was distributed following
review by Dr. Pohl and Mr. Nowak. The
appointments are as follows:

NOMINATING (3 most recent past
presidents plus 9 additional members):
Ravi S. Johar, Chair; Robert McMahon;
Thomas A. Applewhite; Sam Hawatmeh;
Elie C. Azrak; Joseph A. Craft III; Norman
S. Druck; Arthur H. Gale; Gordon M.
Goldman; George J. Hruza; Jay Meyer and
Jeffrey L. Thomasson.

PUBLICATION (7 or more): David Nowak,
Chair; Erol Amon; Gregory R. Galakatos;
Arthur H. Gale; Richard J. Gimpelson;
Harry L.S. Knopf; and Michael J. Stadnyk.

FINANCE AND ENDOWMENT (5 by
virtue of office): Michael J. Stadnyk, Vice
President, Chair; David L. Pohl, President;
Joseph A. Craft III, President Elect; Vikram
A. Rao, Treasurer and Robert McMahon,
Immediate Past President.

PEER REVIEW (Immed. PP, PE, Sec’y
plus 6 additional members) (Formerly
Patient Grievance and Ethics): Robert
McMahon, Chair; Joseph A. Craft III;
Gordon M. Goldman (ex-officio); Edward
L. Burns, Jr.; Norman S. Druck; Richard J.
Gimpelson; Laurence A. Levine; Herluf
G. Lund, Jr.; Jay Meyer and Jeffrey L.
Thomasson.

PHYSICIAN GRIEVANCE (VP Chair by
virtue of office; plus 6 additional
members) (Deals with physician issues
with insurance, third party payers, etc.):
Michael J. Stadnyk, Vice President, Chair;
Gordon M. Goldman; George J. Hruza;
Ravi S. Johar; Wayne W. Meyer; Eli R.
Shuter and Stephen G. Slocum.

CONTINUING MEDICAL EDUCATION
(5): Elie C. Azrak, Chair; Robert Brennan;
David Pohl; Vikram Rao and Janet
Ruzycki.

MEMBERSHIP (5 or more): Stacey S.

Tull, Chair; J. Collins Corder; Sam
Hawatmeh; Raymond F. Mohrman and
Garry M. Vickar.

POLITICAL ADVOCACY (9): Norman S.
Druck, Chair; Elie C. Azrak; Al A.
Elbendary; David F. Butler; Jeffrey L.
Thomasson; Sam Hawatmeh and
Stephen G. Slocum. 

BYLAWS (Ad hoc – meets as needed):
David Nowak, Chair; Stephen G. Slocum;
Ravi Johar; Robert McMahon; Michael J.
Stadnyk; Thomas A. Applewhite; George
J. Hruza and Sam Hawatmeh.

RAPID RESPONSE COMMITTEE:
Thomas Applewhite; Elie Azrak; Richard
Gimpelson; Sam Hawatmeh; Jay Meyer;
Jim Perschbacher; Michael Stadnyk and
Jeffrey Thomasson.

Bylaws Referrals. Dr. Jay Meyer
distributed proposed changes regarding
the position of Treasurer. Dr. Pohl added
there were a number of other possible
changes that need to be made including
(but not limited to): reducing the size of
the Council structure, reviewing the
membership descriptions to include
those physicians employed by hospitals
and combining the positions of
Secretary and Treasurer. Dr. Pohl also
indicated an interest in establishing a
three to five year strategic plan. Another
issue to be discussed at the planning
meeting would be ways to get younger
physicians involved.

MSMA Delegates’ Meeting. The
SLMMS and SLSMSE meetings were in
recess to discuss matters pertaining to
the MSMA Delegates’ Meeting.

One resolution (Peer-to-Peer Appeals
Process in Missouri) will be sent to
MSMA prior to the February 18th
deadline. Two volunteers are needed to
serve on Reference Committees, and Dr.
Elie Azrak and Dr. Robert Brennan Jr.
have volunteered.

Several other members are needed for
positions at the MSMA Annual
Convention. These were discussed but
no action would be taken until the
Leadership Meeting to be held on March
19 at Ces & Judy’s.

The SLMMS and SLSMSE meetings

were reconvened to continue the
Council meeting.

Review of Council Attendance.Dr. Pohl
reviewed the attendance at Council
meetings going back to January 2012.
According to the Bylaws, attendance at
Council meetings is required. Members
who respond that they are unable to
attend a meeting are excused while
those who do not respond are
unexcused. Two members of the Council
have been unexcused for more than the
three successive unexcused absences
that are allowed before action is taken.
They will be contacted to make sure they
still wish to serve, and they understand
the need for their attendance. The issue
is Council members are needed to
conduct the business of the association.

Audit Process. Mr. Watters stated the
audit process was progressing and every
effort was being made to complete the
audit before his retirement to ensure the
new EVP wasn’t left to answer questions
for activities that took place before he
started with the Medical Society. If the
audit is completed in time, the Finance
Committee will meet with Mr. Bob
Klutho of Conner Ash to review the
audit. A complete report will then be
presented to the Council at the April
meeting since there is additional
business to be conducted at the March
meeting.

Investment Update. Mr. Watters
reviewed the investments and reported
a good start for the first quarter of 2013.

Adjournment. There being no further
business, the meeting adjourned at 7:55
p.m.

Attendance. Present were Drs. David L.
Pohl; Gordon M. Goldman; Vikram A.
Rao; Robert A. Brennan Jr.; Karen F.
Goodhope; and Alan P.K. Wild. Excused
were Drs. Joseph A. Craft III, Michael J.
Stadnyk and Samer W. Cabbabe. Also in
attendance were Drs. David F. Butler; J.
Collins Corder; Robert McMahon; Jay
Meyer; Jason K. Skyles; Jessica N. Smith;
Mr. Thomas Watters; Mr. David M.
Nowak and Mrs. Liz Webb.

• • •
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SLMMS obituar ies

george Sato, Md
George Sato, MD, a board-certified pediatri-

cian, died February 5, 2013, at the age of 90. 

A native of California, Dr. Sato cared for St.
Louis children and their families for several gen-
erations. 

In 1942, Dr. Sato had been attending college at
UCLA during World War II when he and his fam-

ily were forced into an internment camp. However, he was able to leave
the camp to attend Washington University and then graduate from
medical school in 1947. Dr. Sato completed his internship at Detroit
Receiving Hospital and his residency at St. Louis City Hospital. He
served in the U.S. Air Force from 1952-54 as a captain at Mitchell AFB
in Hempstead, N.Y.

Dr. Sato served as a president of St. Louis Children’s Hospital’s Med-
ical Staff Society and on many of the hospital’s committees. He was
also on staff at Mercy Hospital,  Barnes-Jewish Hospital and St. Luke’s
Hospital. He was an associate professor at Washington University
School of Medicine and was awarded the school’s Alumni Association
Award for dedicated service.

Dr. Sato joined the St. Louis Medical Society in 1950. 

The St. Louis Metropolitan Medical Society extends its condolences
to Dr. Sato’s wife Marjorie, children Steve Sato, Nick Sato, Nancy Ya-
suda, Randy Sato and seven grandchildren. 

A public celebration of Dr. Sato’s life will be held on June 22, 2013,
during a dedication ceremony at the Missouri Botanical Garden.

Mary Lou wahlert 
Thomasson, Md
Mary Lou Wahlert Thomasson, MD, a board-

certified radiologist, died February 20, 2013, at
the age of 86. Dr. Thomasson was the mother
of past SLMMS and MSMA president Jeffrey
Thomasson, MD. 

As one of the first women in Missouri to be
board-certified in radiology, Dr. Thomasson

served the St. Louis community at Lutheran Hospital, SSM DePaul
Health Center and St. Francois Medical Center in Florissant.

Dr. Thomasson attended Normandy High School then earned both
her bachelor’s and medical degrees from Washington University. She
completed her residency at St. Louis City Hospital (1951-52) under
L.R. Sante, MD, where she drew diagrams of congenital heart disease
for Dr. Sante’s textbook Principles of Roentgenological Interpretation. 

She also enjoyed volunteering at the Bible Study Fellowship, DAR
and Covenant Presbyterian Church. 

Dr. Thomasson joined the St. Louis Medical Society in 1956 and
became a Life Member at her retirement.

The St. Louis Metropolitan Medical Society extends its condolences
to Dr. Jeffrey Thomasson as well as her daughter Susan Wienstroer
and four grandchildren. She was preceded in death by her husband of
47 years, Robert Edgar Thomasson, MD.

A memorial service will be held at a later date. 

warren M. Lonergan, Md
Warren M. Lonergan, MD, a gastroenterologist,

died February 26, 2013, at the age of 97. 

A St. Louis native, Dr. Lonergan graduated from
Beaumont High School and Westminster College;
then he attended Vanderbilt University School of
Medicine and graduated in 1940. 

Following his internship at Barnes-Jewish Hospi-
tal (1940-41), he entered the U.S. Army Air Corps in 1941 as a flight sur-
geon, serving in the 8th Air Force Bomber Command in Europe during
World War II.

Then in 1945, Dr. Lonergan returned to St. Louis and established his
practice. He was on staff at Barnes-Jewish Hospital, St. Luke’s Hospital
and Missouri Baptist Medical Center. 

Dr. Lonergan closed his practice in 1990, and dedicated the rest of his
career to practicing in a clinical setting until his retirement in 2000. He
was also a faculty member at Washington University School of Medicine
and member of Phi Delta Theta National Fraternity.

Dr. Lonergan joined the St. Louis Medical Society in 1948 and became
a Life Member at his retirement. 

The St. Louis Metropolitan Medical Society extends its condolences to
Dr. Lonergan’s children Lynn Enslin, Douglas Lonergan, Diane Creamer,
Todd Lonergan, seven grandchildren and three great-grandchildren. Dr.
Lonergan was preceded in death by his wife Allene Lonergan.

ervin Lipschitz, Md
Ervin Lipschitz, MD, a psychiatrist, died March

14, 2013, at the age of 86. 

For over 50 years, Dr. Lipschitz served St. Louis
by practicing and teaching psychiatry.

He obtained his undergraduate and medical
degrees from Washington University in 1949. 

He spent his career as an instructor in clinical
psychiatry at Washington University and Saint Louis University and
attending physician in neuropsychiatry at the Veterans Administra-
tion Office in East St. Louis. Dr. Lipschitz was also on staff at the for-
mer Jewish Hospital and at the former David P. Wohl Memorial
Institute.

In 1999, Dr. Lipschitz was among 20 St. Louis physicians who were

awarded the Missouri State Medical Association’s “50-Year Physician Pin.” 

Dr. Lipschitz joined the St. Louis Medical Society in 1955.

The St. Louis Metropolitan Medical Society extends its condo-
lences to Dr. Lipschitz’s daughter Eve Lipschitz, MD, (SLMMS), ex-
tended family and friends. He was preceded in death by his wife Sylvia
Lipschitz.

A graveside service was held at New Mt. Sinai Cemetery in St. Louis.

r. Jerome williams, Sr., Md
R. Jerome Williams, Sr., MD, an internist and civil

rights activist, died March 16, 2013, at the age of 87. A
pioneering African-American physician, Dr. Williams
was in private practice for over 50 years in St. Louis.

Dr. Williams obtained his undergraduate degree
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from Morehouse College in Atlanta and then enlisted in the U.S. Army during
World War II and served from 1944 to 1946. He completed medical school at
Meharry Medical College in Nashville, Tenn., in 1947, followed by his resi-
dency program at the former Homer G. Phillips Hospital in St. Louis. 

He operated the Williams Clinic in north St. Louis and was joined in prac-
tice there by his sons R. Jerome Williams, Jr., MD, and Wendell Williams, MD.
Although early in his career his hospital privileges were limited to two black
hospitals, he later was on staff at St. Luke’s Hospital, SSM DePaul Health Cen-
ter, SSM St. Mary’s Health Center and the former Central Medical Center,
Bethesda and Deaconess hospitals. 

Dr. Williams spoke out against racial prejudice. He was among the physi-
cians and business professionals protesting discrimination in hiring practices
at Jefferson Bank and Trust Co. in 1963. He helped to found Gateway National
Bank in north St. Louis. Later, Dr. Williams was asked to serve as the first
African-American member of the Veiled Prophet organization. 

He also served on the Missouri Board of Registration for the Healing Arts,
the Mound City Medical Forum, the Missouri State Board of Education, the St.
Louis Police Board, and the boards of the St. Louis Symphony, St. Louis Com-
munity College, the Missouri Botanical Garden and the Urban League of St.
Louis.

Dr. Williams joined the St. Louis Metropolitan Medical Society in 1963. He
was made an Honor Member in 1995 at his retirement. 

The St. Louis Metropolitan Medical Society extends its condolences to Dr.
Williams’ wife Carol Williams, children R. Jerome Williams Jr. MD, Wendell
Williams MD, Carol Powell, Kathy Jo Williams, 15 grandchildren and three
great-grandchildren.

A memorial service will be held April 13, 2013, at Pilgrim Congregational
Church in St. Louis.

• • •

SLMMSobituar ies (cont inued)

Sean M. Breit
Kevin D. Bucol
Paul E. Buse
Frank T. Patrick
Anita Stiffelman 

Timothy T. Brady
Richard Johnston
William B. Mill Jr.
Sylvia A. Steiling

William C. Chapman
Kumaran Chinnappan
Marvin A. Cook
Gilbert E. Corrigan
Jose A. Ramirez
Enrico J. Stazzone
Albro C. Tobey Jr.

Helen Gelhot
James L. Littlefield
Linda M. Tsai 

Eric S. Baggstrom
Aaron M. Bernstein
Emil F. Miskovsky 

William G. Bowen
Thomas B. Ferguson
Joseph M. Forand
Caroline A. Morgan 

James A. Bartelsmeyer
Anjali M. Bhorade
Michael G. Gabel
Joseph J. Hurley
Saiama N. Waqar

Charles A. Crecelius
Zoltan Cseri Jr.
Mark F. Herbers
Bernard S. Loitman
Mary Ann Morley 

Nicholas E. Engelbrecht
Wyatt L. Hadley
K. Lynne Moritz 

Moisy Shopper
Narendir T. Soorya
David M. Stamilio 

Robert M. Heaney
Vincent J. Proskey
Paul Santiago
Joshua C. Smith
Paul M. Vandivort Jr.
Susan H. Westfall 

Martin Bergmann
Donald A. Blum
Gihan A. Kader
Ashutosh H. Patel
H. James Wedner

Ira C. Gall
Michael R. Handler
Dennis A. Popp
Diane Rankin
Wallace E. Stuart 

Donald S. Levy
Charles R. Nathan
Sumati Rao
Jacqueline S. Turner

Margaret M. Rich
Paul N. Selvadurai
David M. Sheinbein 

John E. Del Rosario
Friederike H C Kreisel
Paul J. Sheehan
Kanjiripallil 
George Thampy
Sara S. 
Woodward Dyrstad 

Edward Cohen
Richard A. Jones
David G. Kennedy
Malcolm H. Stroud
Francis S. Walker 

Ira J. Kodner
David J. Stansfield 

M. Richard Carlin
Rand E. Dankner
Joshua S. Glaser
David A. Hardy
Ronald E. Hoffmann
Milton Kardesch

Robert E. Cuddihee
Farrokh 
Dehdashti-Shahrokh
Jerome D. Sachar 

Harry G. Greditzer III

Frank R. Mohs
Leonard N. Piccione
Bernard C. Randolph Sr.
Stephen G. Slocum
Robert H. Sueper
Katherine N. Weilbaecher

Mariano N Floro Jr.
Robert E. Fox
David M. Kipnis
Stanley E. Thawley

Proceso T. Arenos Jr.
George H. Dowell
Richard L. Kofkoff
Sam L. Page
Edwin H. Schmidt III 

Aqeeb Ahmad
Daniel M. Fraser
Alexander Y. Lin
Jo-Ellyn M. Ryall
Andrew C. Spitzfaden
George C. Vournas 

Richard J. Gimpelson
Max M. Inman
Michael D. Reynolds
Richard H. Wieder 

David J. Dobmeyer
James R. Etzkorn
Carlos A. Maitz
Ranjan P. Malhotra 

Mark T. Boschert
Patrick M. D’Souza
Yo-El Sommerville Ju
Thomas K. Lee
A. Louis Ojascastro
Jessie L. Ternberg 

David S. Brink
Steven W. Cummings
Richard F. Jotte
Jose A. Lima
Robert I. Markenson
Mary O. Polk

Anita R. Schnapp
Philip Vaidyan 

Harvey E. Cantor
Gerald J. Fivian
Robert S. Kramer
Norton S. Kronemer
Caroline A. Warner
G. Natalie Wong

John J. Bonacorsi
Sreedevi Maddipati
Robert J. Perez
Daniel J. Schwarze

Benjamin M. Goldstein
Gopal Krishnan
Randal E. Walker

Alan A. Padua
Angelo A. Speno

Robert C. Frazier
David J. Prelutsky

Wilfrido C. Feliciano
Theresa E. Jones
Patricia A. McGuire 

Robert Oertli
Randall D. Roush
Robert N. Westerman

Deryk L. McDowell
Charles Silverberg
Seth E. Wissner

Michael J. Heavey
Thomas F. Reardon
Carla J. Siegfried
Hiralal T. Tekwani

John Brigham Buettner
Francisco J. Garriga

Robert M. Al-Aly
Bruce E. Brown
Quoc D. Dang
Gordon M. Goldman
William B. Hardin Jr.
Joseph J. Lauber
Amy K. Licis
Peter Yoon

Barry S. Highbloom
Albert H J Kim
Robert R. MacDonald Jr.
David L. Pohl
Percival B. Salanga

Bassam Al-Joundi
Joshua L. Dowling
Dan E. Potts
Maryls E. Schuh

Raana J. Ponstingl
John T. Porvaznik
Bradley L. Schlaggar

Kevin A. Coleman
Joseph A. Lombardo
John P. Marbarger
Edward A. Puro
Radhika Rao
Luis A. Sanchez
Robert D. Spewak

Maria V. Ganninger
Mary M. Klix
Jeffrey W. Martin
Eli R. Shuter
Julian N. Verde
Richard C. Walters

Michael N. Polinsky
Lisa V. Suffian
Kenneth W. Zehnder

Karen L. Whiteside

Richard J. Hollocher

Thomas M. Moran
James B. Shepherd
Eric H. Sincoff
Manzoor A. Tariq
Kimberly N. Wiele
Steven C. Zenisek

James W. Donnelly
Glen E. Johnson
Matthew G. Mutch
Bernard L. Shore
Jeffrey B. Thompson

Robert J. Bernardi
David J. Morton

Robert L. Becker
Anjali S. Kamat
Phillip E. Korenblat
Robert J. Stoffa
Warren J. Wimmer

David E. Bryan
William E. Gillanders
Scott A. Kirchner
Henry L. Knock
James R. Landgraf

Monette C. Coletti
James C. Corder
Toni C. Roth

Stanley C. Becker
Michael C. Chabot
Chukiat Tansuwan

Paul P. Busse
Thomas R. Forget
Julie M. Gill
Lawrence G. Lenke
Daniel G. Wagner
Paul B. Webb Jr.

Inta S. Berzins
Fred C. Chu
H. Bryan Rogers

Ping Chang
Micheal J. Chehval
Robert M. Feibel
Paul B. Vatterott Jr.
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Alliance Members Advocate for Tort reform 
By Gill Waltman, SLMMS Alliance

MSMA Alliance members made their annual

pilgrimage to the Capitol building in Jeffer-

son City in mid-February to lobby legislators

on issues pertinent to the practice of medicine. The

two primary issues on which they focused were tort

reform and a bill proposed by nurse practitioners re-

questing independent practice without physician

oversight. Due to the late-afternoon timing of the vis-

its following committee hearings, MSMA advocates

were able to make direct contact with many legisla-

tors in their offices.

While rural areas suffer from limited physician cov-

erage, Alliance members were able to persuade sev-

eral pro-nurse practitioner legislators that physician

oversight is needed.

Sen. Ron Richards (R-Joplin), Senate majority floor

leader, noted that legislators have been receiving fre-

quent visits from trial lawyers on the tort reform issue

throughout the session. Sen. Rob Schaaf (R-St.

Joseph), a physician and MSMA ally, said much more effort from the medical community is needed. All legislators encouraged

physicians to call legislators, arrange small groups to spend a day at the Capitol engaging in meaningful discussions and to par-

ticipate in a white coat day.

• • •

The MSMA Alliance Advocates: Back row from left: Carole Jean DeFeo,
Anne Turnbaugh, Debbie Schaaf, Allene Wright, Angela Zylka, Jackie Ring,

Lissa Young, Judy Corry. Front row from left: Gill Waltman, Kathy
Weigand, President Sandra Murdock, Barbara Hover, Sue Ann Greco.

Alliance Annual Movie
Fundraiser
By Gill Waltman, SLMMS Alliance

The SLMMS Alliance celebrated its fourth an-

nual movie fundraiser on Saturday, Jan. 26, at

the Hi-Pointe Theatre. Its purpose was to

raise funds to support medical student scholar-

ships and Alliance community programs. The well-

attended event was organized by Sue Ann Greco

and Angela Zylka.

Prior to a showing ofMeet Me in St. Louis, the au-

dience was treated to an introduction by long-

time entertainment reviewer Harry Hamm of KMOX radio. Harry described how the Hi-Pointe, built in 1929, remains a

St. Louis landmark. The movie was filled with unique facts about St. Louis and was filmed as the country was at war and

created a much needed diversion. It became a huge and immediate success. The movie began with an amusing preview

by author and former St. Louisan Elaine Viets.

• • •

From left: Sue Ann Greco, Harry Hamm, Angela Zylka           
and Hi-Pointe manager Brian Ross.

SLMMS Al l iance



Stella N. Y. A. Arthur, MD

660 S. Euclid Ave., #8096, 63110-1010
MD, Russian State Med Univ, Moscow, Russia, 1991
Born 1969, Licensed 2011    ACTIVE
Cert:  Ophthalmology

Anjali M. Bhorade, MD

660 S. Euclid Ave., #8096, 63110-1010
MD, University of Illinois, Chicago, 1999
Born 1973, Licensed 2004    ACTIVE
Cert:  Ophthalmology

Susan M. Culican, MD

660 S. Euclid Ave., #8096, 63110-1010
MD, Washington University, 1998
Born 1968, Licensed 1999    ACTIVE
Cert:  Ophthalmology

Mariano S. Dy-Liacco, MD

3635 Vista Ave. 11Fl, 63110-1010
MD, Medical College of Wisconsin, Milwaukee, 1992
Born 1959, Licensed 2011    ACTIVE
Cert:  Surgery

Charlene A. Ellsworth, MD

4921 Parkview Pl., #14-A, 63110-1032
MD, Washington University, 2008
Born 1975, Licensed 2010    ACTIVE
Internal Medicine

Joe E. Gordon, MD

1 Children's Pl., #4S60, 63110-1002
MD, University of California, 1988
Born 1961, Licensed 1994    ACTIVE
Cert:  Pediatric Orthopedics

Andrea R. Hagemann, MD

660 S. Euclid Ave., #8064, 63110-1010
MD, Washington University, 2004
Born 1978, Licensed 2004    ACTIVE
Cert:  Obstetrics & Gynecology

Robb R. Hicks, MD

884 Woods Mill Rd., 63011-3657
MD, Academy of Medicine, Poland, 1987
Born 1960, Licensed 1987    ACTIVE
Internal Medicine

Keith A. Kastelic, MD

2344 Hampton Ave., 63139-2909
MD, University of Illinois, Chicago, 1999
Born 1963, Licensed 1995    ACTIVE
Diagnostic Radiology

Kathryn A. Keeler, MD

660 S. Euclid Ave., #8233, 63110-1010
MD, University of Pittsburgh, PA, 2002
Born 1974, Licensed 2007    ACTIVE
Cert:  Pediatric Orthopedics

Richard J. Kozeny, MD

226 S. Woods Mill Rd., #43-W, 63017-3663
MD, Medical College of Wisconsin, 1995
Born 1968, Licensed 2012    ACTIVE
Cert:  Internal Medicine

Jacqueline J. Kraus, MD

1035 Bellevue Ave., #500, 63117-1843
MD, University of Iowa, Iowa City, 1996
Born 1952, Licensed 2011    ACTIVE
Neurology

David I. Kuperman, MD

232 S. Woods Mill Rd., #330-E, 63017-3417
MD, University of Arkansas, Little Rock, 2001
Born 1974, Licensed 2006    ACTIVE
Cert:  Hematology/Oncology

Alexander Y. Lin, MD

3635 Vista Ave., D7Th Fl 3, 63110-2539
MD, Johns Hopkins University, MD, 2002
Born 1974, Licensed 2009    ACTIVE
Plastic Surgery

Kelly R. Ludwig, MD

3555 Sunset Office Dr., #100, 63127
MD, Saint Louis University, 2000
Born 1974, Licensed 2000    ACTIVE
Cert:  Internal Medicine

Margaret S. Marcrander, MD

621 S. New Ballas Rd., #4017-B, 63141-8269
MD, Saint Louis University, 1997
Born 1970, Licensed 2001    ACTIVE
Cert:  Obstetrics & Gynecology

Jeffrey S. Mormol, MD

555 N. New Ballas Rd., #240, 63141-6849
MD, Washington University, 1991
Born 1964, Licensed 1993    ACTIVE
Cert:  Obstetrics & Gynecology

Matthew G. Mutch, MD

660 S. Euclid Ave., #8109, 63110-1010
MD, Washington University, 1994
Born 1968, Licensed 1997    ACTIVE
Cert:  Colon & Rectal Surgery

Daniel A. Osei, MD
660 S. Euclid Ave., #8233, 63110-1010
MD, Raymond & Ruth Perelman School
of Medicine, PA, 2006

Born 1979, Licensed 2011    JUNIOR
Orthopedic Surgery, Hand Surgery

David A. Parks, MD

3960 Lindell Blvd., 63108-3204
MD, Saint Louis University, 1994
Born 1958, Licensed 1995    ACTIVE
Cert:  Internal Medicine

Robin C. Ryther, MD

660 S. Euclid Ave., #8111, 63110-1010
MD, Vanderbilt University, TN, 2006
Born 1977, Licensed 2011    JUNIOR
Pediatric Nephrology

Anita R. Schnapp, MD

714 Gravois Rd., #220, 63026-7723
MD, Saint Louis University, 2001
Born 1970, Licensed 2001    ACTIVE
Cert:  Obstetrics & Gynecology

Anne R. Seyer, MD

401 Holly Hills, 63111-2410
MD, Saint Louis University, 2006
Born 1961, Licensed 2006    ACTIVE
Obstetrics & Gynecology

David M. Sheinbein, MD

969 Mason Rd., #220, 63141-6338
MD, Saint Louis University, 1995
Born 1965, Licensed 1996    ACTIVE
Cert:  Dermatology

Naseem A. Shekhani, MD

2325 Doughtery Ferry Rd., #203, 63122-3356
MD, Univ. of Karachi, Pakistan, 1982
Born 1956, Licensed 1992    ACTIVE
Cert:  Physical Medicine & Rehabilitation

Carla J. Siegfried, MD

10 Barnes West, #201, 63141-6350
MD, University of Missouri-KC, 1989
Born 1965, Licensed 1990    ACTIVE
Cert:  Ophthalmology

Annu A. Terkonda, MD

3555 Sunset Office Dr., #100-C, 63127-1015
MD, M Rampure Med College, India, 1989
Born 1964, Licensed 1997    ACTIVE
Internal Medicine

Anish J. Thomas, MD

1027 Bellevue Ave., #200, 63117-1857
MD, Christian Medical College, India, 2000
Born 1976, Licensed 2011    ACTIVE
Cert:  Interventional Cardiology

Robert W. Thompson, MD

660 S. Euclid Ave., #8109, 63110-1010
MD, University of Michigan, Ann Arbor, MI, 1983
Born 1957, Licensed 1992    ACTIVE
Cert:  Cardiovascular Surgery

Chitra R. Uppaluri, MD

6420 Clayton Rd., 63117-1811
MD, Harvard Medical School, MA, 1995
Born 1969, Licensed 2000    ACTIVE
Cert:  Internal Medicine

David E. Vollman, MD

517 S. Euclid Ave., 1St Fl, 63110-1010
MD, Ohio State University, OH, 2006
Born 1978, Licensed 2007    ACTIVE
Ophthalmology

Lindley B. Wall, MD

660 S. Euclid Ave., #8233, 63110-1010
MD, Washington University, 2006
Born 1979, Licensed 2006    ACTIVE
Orthopedic Surgery, Hand Surgery

Cami L. Watkins, MD

12255 DePaul Dr., 63044-2515
MD, University of Missouri-KC, 1995
Born 1971, Licensed 1996    ACTIVE
Cert:  Internal Medicine

Welcome New Members
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