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Harry’s 
Homilies©

Harry L.S. Knopf, MD 

THE BEST THINGS 

IN LIFE ARE FREE!

It’s the shipping costs that 

are outrageous!

do you remember the song from

porgy and bess, "i got plenty of

nothin’?" in it, porgy claims that he has

everything he wants as long as he has

the love of bess. but then, the story

goes on; he loses his bess and has to un-

dergo terrible hardships to regain her.

Sound familiar and applicable to our

lives? in order for any of us to have the

life we want and the material things we

want, it is often necessary to suffer a lit-

tle: long hours, frustration, failures. but

when you achieve that good feeling of

satisfaction and contentment, you usu-

ally will say, "it was worth it!"

�  �  �

Dr. Knopf is editor of Harry’s Homi-

lies.© He is an ophthalmologist retired

from private practice and a part-time

clinical professor at Washington Uni-

versity School of Medicine.

SCAM-Q*
* How insurance companies, hospitals, government, etc.

Slice Costs And Maintain Quality

“We Know That the Health-Care System is Broken”
By Richard J. Gimpelson, MD

Read the headline of this column carefully. Do you re-
ally believe this? Well, some people do. Most likely
some institutions also believe this. How do I know this
to be the case? In West Newsmagazine, May 5, 2010,
page 14, Denny DeNarvaez, Mercy’s regional president
at the time, has this quote attributed to her. (Editor’s note:
In June Ms. DeNarvaez became CEO of Wellmont Health
System, a multi-hospital group based in Tennessee.) For
your information, Mercy is the eighth-largest Catholic
health care system in the United States with 30 hospitals
and more than 1,300 integrated physicians in its system.
The only recommendations in the article were “kids need better control of their
eating and exercising, and we adults need better control of our weight.” 

Now, I ask you what the above recommendations have to do with our health-
care system? Nothing in the article mentions anything about tort reform or ac-
cess to or cost of medical care. There was a reference to a Harvard professor
who predicted that due to poor eating habits and lack of exercise, current
youngsters will not live to be as old as their parents will.

I am on the non-integrated medical staff of St. John’s Mercy Medical Cen-
ter (maybe they will not want me after this article), and my recommendation
for Mercy is to get rid of their entire medical staff (integrated and non-inte-
grated) and convert all their hospitals to boarding schools where proper eating
and exercise are drilled into each and every child who is enrolled. Mercy
should also make sure that their schools are accessible to every child regard-
less of economic situations, so that someone does not start claiming that the nu-
tritional and exercise system of the United States is broken.

There is nothing wrong with the quality of health care in the United States.
Every Mercy physician delivers high quality health care. The problem is ac-
cessibility, the huge financial waste from medical-legal issues and high costs
of health care. Nutrition and exercise are very important for enhancing good
health, but they have nothing to do with the quality of health care in the United
States or the health-care system.

After writing this column, I am going to start using my treadmill every day,
quit eating doughnuts, and lose 40 to 50 pounds. I do not want to be a party to
the broken health-care system in the United States.

�  �  �

Dr. Gimpelson, a past president of SLMMS, is a gynecologist in private practice.
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PRESIDENT’S PAGE

With the emergence of

large hospital systems,

the future of private

medical practice becomes more

uncertain. Doctors’ aptitude and

determination has been tested in

today’s economy and some have

found these times too difficult to

remain in their practices. Thus, the

traditional view of the medical

field has changed and the original

appeal of private practice has been

lessening day by day. With the

complexity of managerial issues in

regard to insurance fees, outstanding claims and responding to de-

nials and medical note requests, as well as electronic health records

and computerized systems, many private practice doctors are clos-

ing their doors and becoming employees rather than employers. 

Furthermore, the cost of medical education has driven numerous

young doctors out of buying into a practice. At the same time, qual-

ity of life is becoming increasingly important to these young doc-

tors. They are not willing to spend long hours on clinical and

business issues. With the opportunity of not having to deal with

the complexity of owning and running a business, doctors are able

to concentrate more time on patient care. 

The debate is ongoing and the answers are still unknown but the

decrease of private practice is a reality. However, I am sure there

will always be doctors who enjoy the autonomy of owning and

running their own practice. With this control, they are able to set

their own hours and decide how things can and should be run. In

turn, hospitals must learn to create an environment that is appeal-

ing to physicians, which includes accepting more input from doc-

tors. As a result, hospitals will be able to attract a growing number

of physicians, especially large group practices. Today, in our local

metropolitan area, we have seen a trend of hospitals recruiting or

at least talking to large groups of physicians to join their organi-

zation as employees. 

Another phenomenon is the increased number of hospitalists or

the private practice of hospital medicine. This is an attractive fea-

ture for solo practitioners who abandon their private practice and

join one of the hospitalist groups. 

As an internist in a small practice of just two doctors, am I an en-

dangered species? Perhaps not. With the growing shortage of

physicians, the services of small private practices definitely are

still needed. In a state such as Missouri, many patients still prefer

to see a single physician whether it be in the office, hospital, or

nursing home. This enables the stability of care as well as allows

patients to build a relationship of trust with their physician which

is vital to their care. With the changes in health care and multiple

players, is this all too idealistic? 

The future of private medical practice is an issue of concern to

all physicians.

�  �  �

What Is the Future of Private Medical Practice?

The debate is ongoing and
the answers are still unknown
but the decrease of private

practice is a reality. ”
“

Medical Society President 
Sam Hawatmeh, MD
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This is the time of year when

most membership organiza-

tions are counting heads and

seeing how their membership num-

bers are doing as they begin to ap-

proach the end of the fiscal year. In

the same way that we count our

money and compare it to budget,

we count members and see how

that number compares to the goals

we set at the beginning of the year.

Often these two comparisons are

inseparable, as our membership

numbers strongly affect our finan-

cial statements. 

This year we had a new challenge

in what were already challenging

times. The last couple of years have

seen our membership numbers af-

fected by a poor economy. Physi-

cians have felt a financial pinch in

their practices, and have been look-

ing for ways to improve the bottom

line. Unfortunately, some see their

support of organized medicine as a

place to trim a few dollars. However, this year we were faced with

a significant and unexpected new obstacle – a giant snowball that

began its roll downhill from meeting rooms in Chicago and Wash-

ington, D.C., and continued its trajectory through the state associ-

ations, and deep into organized medicine’s very core at the local

society level.

When the AMA expressed its support for the new health-care

reform legislation, it set off a roil in organized medicine that 

hasn’t been seen in a long time – perhaps never. No doubt there

were, and are, many members who supported the AMA position.

But there’s even less doubt that there were many who objected to

the position, and demonstrated it by NOT writing their check to

the AMA for their annual dues. Taking a controversial stance on

such a divided issue may or may not have been the right thing to

do – there are logical arguments on both sides of the debate. But I

question whether the AMA leadership had any idea how serious

the membership’s reaction would be.

Membership figures from the AMA have been a little hard to

come by, but I have it on good authority that they are down about

15% this year. I’ll be surprised if it’s not more when the final num-

bers are revealed. (Just my opinion, but that’s why this is called

an editorial!) They took their position and paid the piper. I’m not

criticizing them, but merely relating the situation because of its

impact on SLMMS. 

Many physicians are jointly billed for their AMA dues, their

state association dues and their local component society dues

(SLMMS) on one invoice. Usually there are advantages to doing

it this way, but not when one of the associations gets themselves

into a bind the way the AMA has. Many physicians were angered

with the AMA, and that anger spilled over to the state associations

and the local societies which had nothing to do with the AMA de-

cision on health-care reform. In fact, MSMA actually took an op-

posing position. SLMMS, trying to remain positive and stay above

the fray, issued statements, letters and press releases saying what

pieces of health-care reform they

did support. 

Right or wrong, the damage

done to membership rosters

around the country by the AMA

position is evident. Because of

the initial joint billing, and the

propensity of some members to

chuck the entire bill into the

trash, both MSMA and SLMMS

suffered serious collateral dam-

age. The MSMA then made a decision after this first round of

billing to discontinue billing for AMA dues, and succeeding in-

voices only requested payment of MSMA and SLMMS dues. This

helped significantly. 

Still, our list of non-renewing members is higher than it has been

in years. However, there are a lot of positive signs and we have al-

ready overcome a good part of the deficit. 

SLMMS made a special effort to let its members know that we

are NOT the AMA. Personally, I had a number of calls requesting

assurance that money paid to SLMMS would not go to the AMA.

We were able to convince most of our members that this was not

only a bad time to desert their local society, but it was the worst

possible time. With the lack of support for and depressed national

standing of the AMA, there has never been a more important time

to support state and local organized medicine. Where else is your

voice really being heard?

Some of those reading this magazine may be on our “non-paid

members” list still. If so, I urge you to reconsider the importance

of your membership.

Collateral Damage
Negative reaction to AMA support of health-care reform legislation sets off membership losses

Medical Society
Executive Vice President 
Thomas A. Watters, CAE

With the lack of support for
and depressed national standing
of the AMA, there has never 
been a more important time to

support state and local organized
medicine.    ”

“
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Now, the good news. Our president

this year, Sam Hawatmeh, MD, made

it clear from the time he was elected

that his primary goal as president

would be to increase our membership.

His personal goal was 100 new mem-

bers and it looks like he will achieve

that goal. And, I don’t expect him to

stop there. Because of a strong effort on his part, we have been

able to significantly offset the negative effects of a continuing

weak economy and the spill-over from the AMA debacle. We have

also been helped by the continuing membership campaigns of the

MSMA which bring us new members as well.

This year we have already added 97 new members, and, we have

five months to go. That is a significant number, and if it weren’t for

higher than usual losses, I’d say we were having a great year in

membership. However, we’ve been working hard – writing, call-

ing – on our list of non-paid members. We’ve had 44 members tell

us unequivocally to drop them,

and we still have about another

110 who will soon be dropped

if we don’t hear from them. So,

in spite of a lot of hard work

and a great year in adding new

members, we will soon be in

the red again. But then, we still

have those five months remaining. 

We could use your help. If you have a friend or colleague who

is not a member, urge him or her to join. It’s as simple as asking

them to go to our website (www.slmms.org). If you happen to be

one of those members who has not renewed for 2010, please do so.

And most importantly, if you’re a paid-up member, remain so. We

need you, and you need us, more than ever.

�  �  �

We could use your help. If
you have a friend or colleague

who is not a member, please urge
him or her to join.  ”

“
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To be a hospital employed physician, 
or not to be? That is the question.

By Steven R. Stout, MBA

Physicians and hospitals need

each other – it is truly a symbi-

otic relationship. However, is it

ever advisable for a physician to

leave private practice to enter an em-

ployment relationship with a hospi-

tal? To help answer that question, this

article will explore three areas of core

differences between hospitals and

medical practices. They are: 1) goal

incongruency, 2) operational and cul-

tural environments, and 3) payment

mechanisms. Additionally, a listing of

22 questions will be offered to assist physicians who are con-

templating employment within a hospital organization.

Admittedly, this is not a scientific paper based on research or

survey data. It is more of a commentary based on empirical and

experiential evidence. Nevertheless, it may be somewhat in-

structive in any consideration of becoming (or being) an em-

ployed physician.

Goal Incongruency
Experience suggests that many hospital/physician conflicts

stem from incongruent goals. In some cases, goals can actually

be mutually exclusive. It continues to be a challenge to resolve

this basic conflict.

For example, it is widely reported that hospitals, on average,

have operating margins of only about 2%. This places tremen-

dous pressure on hospital administrators to carefully manage ex-

penses and operate efficiently. There are many techniques to do

so, but perhaps most common is the use of “standardization.”

Standardization enables structure, predictability, economies of

scale and other valuable, cost containment results. It also pro-

vides consistent rules and etiquette to be observed by hundreds,

or perhaps thousands, of employees. Economically speaking,

inventory control for two brands of sutures is more efficient than

six. Purchasing and stocking one generic drug and one brand

name drug is better than seven brand name drugs. Scheduling

and staffing operating rooms for maximum efficiency is better

than doing so for each surgeon’s personal time availability. And

so forth. Furthermore, from a quality perspective, there are many

aspects of hospital patient care that lend themselves well to stan-

dardized practices.

From the physicians’ viewpoint, service customization, not

standardization, may be preferred. Physicians and patients have

individualized needs. An internist’s experience might suggest

that, in some cases, a specific drug brand is superior to other

brands typically maintained in a hospital’s inventories. A sur-

geon’s time may be more productive if two or three operating

rooms are available simultaneously to him or her. More nursing

staff to attend patients’ subjective needs might yield greater pa-

tient (and family) satisfaction, thus resulting in fewer complaints

to their physicians. Consequently, physician preferences may

require resources that are less efficient and more costly than

what the hospital’s standard fare allows. Additionally, hospital

administrators and all members of the medical staff may not

agree that standardized practices yield better quality, service and

cost outcomes. 

There will always be some degree of give and take between

“standardize” versus “customize” practices; yet, it is desirous

for hospital administrators and physicians to work together to

resolve their differences, to identify best practices and, ulti-

mately, to collaborate and achieve the best results for everyone’s

benefit. To do so requires a good understanding of, and positive

attitude and respect for, the other party and its needs. Accord-

ingly, it is wise to choose partners carefully.

Operational and Cultural Tendencies
Most reasonable people would agree that a hospital’s opera-

tional and cultural environment is dramatically different than

that of an independent medical practice. When comparing these

environments, it is apparent why they are, and perhaps must be,

different. Table 1 illustrates examples of this great contrast.

One might further describe these environments as follows:

hospitals are generally “corporate” and medical practices are gen-

erally “entrepreneurial.” Neither term is intended to be pejora-

tive. Both have positive and negative attributes.

Hospital administrators occasionally encounter situations when

physicians do not understand, or at least cannot tolerate, the hos-

pital’s sometimes rigid, decision-making bureaucracy. Standard-

ized operations require structured policies and procedures in

order to minimize risk, control costs and optimize quality. Step-

ping outside of these structures can be contrary to a hospital’s fi-

Is it ever advisable for a physician
to leave private practice to enter
into an employment relationship
with a hospital?

Steven R. Stout, MBA
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nancial goals or risk management strategies, and in some cases

can lead to very costly results. Consequently, hospital adminis-

trators are not inclined to make exceptions for physicians, thus

giving the appearance of being indifferent, obstructive or acting

contrary to physicians’ best interests. Of course, this is a much dif-

ferent environment than that of a medical practice.

No doubt, hospital bureaucracy sometimes gets in the way of

efficient and sensible solutions, thus frustrating the medical staff.

It is also true that physicians sometimes over-simplify complex

issues that, without the benefit of a thoughtful approach, can re-

sult in undesirable consequences for hospital administrators. Un-

derstanding and tolerating each others’ environments can be

helpful in attempts to forge better relationships, especially within

an employment model. It just isn’t always easy to do so.

Payment Mechanisms
Hospitals and physicians have different revenue components.

Hospitals operate in a world of DRGs, RUGs, DSH payments

and other facility-oriented payment mechanisms. Physician

compensation is determined by RVUs, RAF scores, capitation

payments or other factors. Table 2 lists examples of payment

components used in hospital and physician reimbursement

mechanisms.

Both reimbursement worlds are complex, sometimes over-

lapping and sometimes apart. It is not possible in this brief arti-

cle to sufficiently describe each of these components and their

inherent implications. Nevertheless, experience suggests that

many hospital administrators do not truly understand medical

practice payment components, and many physicians do not truly

understand hospital payment components. Accordingly, it would

be helpful for hospital administrators and physicians to contin-

uously educate one another on their respective reimbursement

mechanisms. It could lead to greater insight as to how one might

better help the other.

Twenty-Two Questions for Physicians 
Considering Employment

Given the contrasts between hospitals and medical practices,

physicians considering employment opportunities within a hos-

pital or with a hospital-sponsored medical group might find it

helpful to first make an honest assessment of the institution. The

following 22 questions are intended to aid such an assessment.

1. What do I want from hospital-sponsored employment (e.g.,

income guarantee, fewer administrative responsibilities,

better technology, access to more affordable health insur-

ance coverage, strategic advantage, etc.)? It is helpful to

make a list, carefully evaluate each entry and clearly define

the primary reasons for seeking employment. Prioritize the

Table 1. Examples of Contrasting Operational and Cultural Environments

Environmental Components Hospital Medical Practice
Governance Board of Community Volunteers Owner(s)/Partners

Administration Senior Managers with Advanced Degrees Practice Manager, Degree Optional

Sources of Revenue Diversified Across Multiple Services Mostly Professional Fees

Decision Making Process Group Oriented, Analytical Self Oriented, Instinctive

Approval Processes Structured & Elongated Informal & Rapid

Sources of Capital Multiple Few

Purchasing Large Buying Consortiums Local Suppliers and Retailers

Written Policies and Procedures Comprehensive Minimal but Adequate

Accounting and Finance Sophisticated Simplified

Technology and Support Extensive Limited

Income Tax Exempt, Pay Nothing* Earn More, Pay More

Operating Margin 2% 50% (Before Physician Earnings)

Magnitude of Liability Risk $50,000,000 $1,000,000

* Non-profit hospitals only. 

Table 2. Examples of Reimbursement Components and Methodologies

Hospitals Medical Practices
Diagnostic Related Groups (DRGs) Relative Value Units (RVUs)

Resource Utilizations Groups (RUGs) Geographic Practice Cost Index (GPCI)

Ambulatory Payment Classifications (APCs) Conversion Factors (CF)

Per Diems Capitation

Disproportionate Share (DSH) Payments Physician Quality Reporting Initiative (PQRI)

Surgical and Global Case Rates Risk Pooling

Average Wholesale Price (AWP) Gain Sharing

continued on page 21
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The St. Louis health-care mar-

ketplace is buzzing between

hospitals and physicians. With

recent and upcoming changes at the

state and federal level, we face many

questions:

•  To be employed or not to be em-

ployed? 

•  To sell or not to sell? 

•  To merge or not to merge?

•  To contract for services or stay

entirely independent? 

The days of Marcus Welby-era

medicine are a distant memory. Today’s physicians are respond-

ing to an incredible amount of change. Some doctors are react-

ing passively with an “I’ll wait and see what’s going to happen”

attitude. Others are reacting with a more proactive “Let’s evalu-

ate some options and be prepared” stance. This article will illus-

trate some of the alternatives for St. Louis-area physicians that

will dictate the practice of medicine for years to come.

What are the options?
There are several options for practice structure, management

and financial viability available to physicians. Unfortunately,

there is no single solution that fits everyone – that would be too

easy! The good news is that there are options available to meet

each doctor’s needs. While there are many options; here are some

of the more common:

1. Stay entirely independent.

2. Merge with other medical group(s).

3. Contract yourself and/or components of your practice with a

hospital/health system (collectively referred to as hospital in

this article).

4. Become an employee of a hospital/health system.

Stay Entirely Independent: This statement says it all. If you’ve

selected this option, you’ve decided your independence is worth

potential risks in the marketplace, including risks of lower com-

pensation or “crowding out” by larger groups/hospitals. When

would you consider this? Perhaps if you’re nearing retirement or

if you aren’t nearing retirement but rely very little on hospital in-

teractions. An example is an internist who assigns inpatient care

to the hospitalists after hours. 

Merge With Other Medical Group(s): In this scenario,

you’ve made the decision that remaining on your own isn’t fi-

nancially feasible, but you aren’t comfortable with being an em-

ployee. Merging with one or more medical groups of similar size

helps to form a “mega” group, depending on the number of

physicians. There are significant advantages to joining with other

groups including marketplace power, influence with payers, buy-

ing power, and economies of scale. Major disadvantages include

a loss of autonomy and the culture change from “my practice” to

“our practice.”

Contract Yourself and/or Components of Your Practice: This

concept is generally referred to in current literature as a Purchased

Service Agreement (PSA). With a PSA, the doctor enters into a

lease arrangement with a hospital to provide a specific scope of

professional services. In return, the practice is paid a negotiated

value for providing those services. The arrangement can be as

limited as the physician services of the group or as broad as leas-

ing all the functions of the practice, including facilities. There is

no sale of assets in this transaction. Most experts view this

arrangement as an alternative to selling the practice to the hospi-

tal and entering into an employment arrangement.

There are several variations in the St. Louis marketplace today.

Most of the hospitals present this option to the physicians, stat-

ing if the physicians don’t like the arrangement in two years, they

can go right back to what they’re doing today. This is a risky

premise under which to enter into this agreement for several rea-

sons:

• First of all, there is no “going back.” During the two-year-

period, there will be many changes as to how you do business

that could make it difficult to cut ties later.

• Secondly, there is significant personal capital invested when-

ever an organization undergoes a major change. You and your

staff will both feel this impact. 

• And, thirdly, what about the impact on your patients? Hope-

fully, there would be little if any, but don’t discount the poten-

tial. This article is not discouraging consideration of this

option, only that it should be considered as a long-term course

of action, not a two-year plan.

Become an Employee: This alternative provides the least au-

tonomy of the four. It’s pretty straightforward – the doctor dis-

continues practicing as an independent doctor and joins the

employed medical staff of the hospital. (The physician could also

be employed by another group, as well.) This scenario may or

may not include an actual purchase of the practice by the new

employer. 

The same cautions under a PSA arrangement are reinforced

here. Don’t be tempted to go into employment thinking if it

doesn’t work out, you can always go back to your private prac-

tice. The health-care landscape will have changed during that

period of employment and you aren’t assured what type of eco-

nomic conditions we will be experiencing.

How do you evaluate the options?
There is a right and wrong answer as to which option is best in

Where Do I Go From Here?
The Private Practice Physician’s Dilemma

By Jerrie K. Weith, FHFMA

Jerrie K. Weith,
FHFMA
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a particular situation, but that answer is unique to each situation.

What’s right for Dr. Jones may be the opposite of what is right for

Dr. Smith. It takes quite a bit of soul-searching to know what’s

right for you and your practice. Here are some concepts and ques-

tions to consider while you’re making the decision:

• Culture – Whenever a physician has regretted a decision to

change from private practice to something else, the usual reason

has been the “culture shock.” The importance of an environ-

ment’s culture should not be downplayed. If Dr. Smith enjoys a

laid-back and staff-friendly environment and joins a regimented

style of practice, he’ll be miserable and so will his staff! It won’t

take the patients long to feel the tension either. 

• Financial – Consider all of the financial aspects. Think about

the new compensation structure, economic advantages of the

new group, allocation of expenses and overhead. Try to think

past the sale price of your practice if you’re considering selling

and staying in practice; also think about the ongoing financial

implications. 

• Independence – Doctors who excel in private practice are en-

trepreneurial by nature. They’re used to making business deci-

sions and living with them. If your personality is one that enjoys

analyzing the opportunity, making a decision, and moving on,

then some of the four options won’t fit you very well.

• Time Frame – Determine when this decision works best for

you. If you are interested in options 2-4, pursue that option so

you allow yourself the most opportune entry point into the dis-

cussion. For example, if you’re a cardiologist and interested in

joining the biggest medical group in town, don’t wait until that

group has already brought on five other cardiologists before

making your move. Once you’re in the negotiation, don’t hurry

it nor drag it along. There will be a pace to the negotiations that

should feel comfortable.

• Reputation – You have devoted your practice to quality med-

ical care and ethical business decisions. Be sure that your fu-

ture business “partners” are as dedicated to these concepts as

you are.

• Fear – The health-care industry is scary right now. Who knows

how we’ll get paid, when, and by whom. But avoid making de-

cisions about your and your practice’s future out of fear. Good

business decisions are not made from fear, but rather from an-

alyzing the data and executing decisions based on that analysis. 

• Help – Ask for help from others who have been involved in

these decisions. You might check with colleagues who have

made the choice you’re considering. Ask them if they would do

it again, what went well and what didn’t. Consult with your

practice advisors such as attorneys, accountants and consult-

ants. They can draw on experiences with similar clients.

Yes, the practice of medicine has surely changed. We can lament

the impact of past changes, but we will be better positioned if we

look forward to the changes as they are developing in front of us.

Now is the time to decide which of the four options in this article

fits you best and then develop an action plan to position yourself

in the best place possible.

Jerrie Weith is Director of Health Care Services with Anders

Minkler &Diehl LLP. Jerrie’s health-care team specializes in

physician practice success, including analysis and implemen-

tation of integration models. You can contact Jerrie at 

(314) 655-5558 or jweith@amdcpa.com. 

�  �  �
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Hospitalist Medicine 
Increases Impact
As numbers grow, supporters cite results in patient
safety, coordination and cost savings

Agrowing number of hospitalist physicians are working

in the St. Louis area and nationally. Hospitalist med-

icine calls itself the fastest-growing medical specialty.

Nationally, more than 30,000 hospitalists are practicing in

more than 3,300 hospitals, including 80 percent of hospitals

with over 200 beds, according to the Society of Hospital

Medicine. Most hospitals in the St. Louis area employ hos-

pitalists to some degree.

Supporters of hospitalist medicine say it improves patient

safety, reduces length of stay and improves coordination

among the health-care team. Others express concern that

hospitalist medicine lessens the role of the traditional pri-

mary-care physician. This St. Louis Metropolitan Medicine

feature includes commentary offering these various perspectives.

Background
The hospital medicine movement was spawned in the United

States in the early 1990s out of growing concerns about patient safety

and rising costs, increasing demands on primary care physicians to

spend more time at their offices, and the lack of any single hospital-

based provider to coordinate the entire care of a hospitalized patient,

according to the Society of Hospital Medicine.

The term “hospitalist” was first used in a 1996 New England Jour-

nal of Medicine article by two physicians at the University of Cali-

fornia, San Francisco, Department of Medicine, Robert Wachter, MD,

associate department chair, and Lee Goldman, MD, department chair

and editor of the American Journal of Medicine.

The SHM says hospital medicine is a medical specialty dedicated

to the delivery of comprehensive medical care to hospitalized pa-

tients. Practitioners engage in clinical care, teaching, research and

leadership related to hospital care. They help manage patients through

the continuum of hospital care, often seeing patients in the ER, fol-

lowing them into the critical care unit and organizing post-acute care.

Patients also may be referred to the hospitalist by their primary-care

physician or a specialist.

In October 2006, the American Board of Internal Medicine an-

nounced plans to recognize hospital medicine as a distinct field of

internal medicine.

About 82 percent of practicing hospitalists are trained in general in-

ternal medicine, while 6.5 percent are trained in general pediatrics,

and another 3-4 percent each in an internal medicine subspecialty,

family medicine and internal medicine pediatrics.

Locally, hospitalists typically are employed by the hospital or by

one of several companies that provide staffing for hospitals. St. John’s

Mercy Medical Center employs 37 hospitalists for adult patients and

14 for pediatric patients; St. Luke’s Hospital employs eight full-time

hospitalists.

One of the largest staffing companies is IPC The Hospitalist Com-

pany which employs 65 practicing hospitalists and physician exten-

ders working in the St. Louis metropolitan area. Their physicians

manage over 700 patients per day in 14 different hospitals, including

various SSM hospitals such as DePaul, St. Mary’s, St. Clare and St.

Joseph, as well as the BJC HealthCare’s Barnes-Jewish St. Peters,

Christian and Progress West HealthCare Center hospitals.  St. An-

thony’s Medical Center utilizes several staffing companies including

IPC for its 15-20 hospitalists. 
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Q & AQuality of Care Improves With Use of Hospitalists

Editor’s Note: Following are responses from Philip Vaidyan, MD,

FACP, practice group leader for hospitalists at SSM St. Mary’s

Health Center. He and his group are employed by IPC The 

Hospitalist Company.

What are the benefits and
advantages of hospitalists to
the practice of medical care?

Dr. Vaidyan: Patients benefit from hav-

ing a hospitalist manage their care in the

hospital in many ways. First, you have a

physician in charge of all aspects of their

care while in the hospital. The hospitalist

is available all day long to manage any is-

sues that arise during the patient’s hospi-

talization. They also become experts in the

hospital systems and are therefore able to bring the physician’s

perspective to designing systems which will provide an efficient

and high-quality hospital experience for the patient. 

Many studies show that the quality of care improves with use of

hospitalists. The Modern Healthcare list of Top 100 hospitals had

one consistent theme when looking at why a hospital made the Top

100 list. All of the hospitals had a hospitalist program. Many other

studies show that core measure compliance increases and

quality metrics are improved. 

What is the response from primary care 
physicians?

Dr. Vaidyan: Primary care physicians are very support-

ive of hospitalists. The demands of managing a patient’s

experience in the hospital are growing more and more in-

tense. This places a significant burden on a primary care

physician who has a busy office practice to manage. The

primary care physicians who utilize hospitalists con-

stantly tell us that they are able to spend more time man-

aging their office practice and their practice income

actually increases. This is because they are able to be

more productive in their office and not have the unpro-

ductive time associated with going to and from the hos-

pital and interruptions in their office day due to demands

of managing their inpatients.

Does this provide better care to the patient?
If so, how? 

Dr. Vaidyan: All patients benefit from having a hospitalist man-

age their care. Patients with many co-morbid conditions and med-

ical issues see significant benefit because the hospitalist acts as the

quarterback on the case. While the specialists are managing their

specific area of expertise, the hospitalist is able to manage the en-

tire patient’s care and bring it all together for the patient. In many

hospitalizations, as many as 100 different caregivers may come

into contact directly or indirectly with the patient. The hospitalist

is the clinician in charge of all these care givers and who directs the

overall care. Hospitalists are now also managing or co-managing

many surgical cases. The surgeons utilize the hospitalist for pre-

surgical or post-surgical care, or both. Many of the post surgical is-

sues require ongoing medical management, and hospitalists are

uniquely qualified for this.
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Hospitalist Medicine 
Increases Impact (continued from page 17)

Hospitalists Do Not Lower Hospital Costs
By Arthur Gale, MD

According to a 1998 American

Medical Association report, the

hospitalist model was first intro-

duced at Kaiser Permanente hospitals, the

Park Nicollet Clinic in Minnesota, and

CIGNA HealthCare of Baltimore Mary-

land in the mid 1990s. All of these organ-

izations were strong advocates of

managed care. 

The intent of the hospitalist movement

was to decrease hospital utilization and

costs without jeopardizing quality of care and patient satisfaction.

Initial studies of the hospitalist model were favorable. However,

these studies were limited in scope and were largely observational.

In 2007 the first large study comparing the effect of internists,

family physicians and hospitalists on lowering hospital costs was

published in the New England Journal of Medicine. There were

77,000 patients in this study. It showed that the hospitalist model

had little or no effect in lowering hospital costs. 

The study’s conclusions were:

“For common inpatient diagnoses, the hospitalist model is asso-

ciated with a small reduction the length of stay without an adverse

effect on rates of death or readmission. Hospitalist care appears to

be modestly less expensive than that provided by general internists,

but it offers no significant savings as compared with the care pro-

vided by family physicians.” 

A 2007 AMA report offers some interesting insights and facts on

the hospitalist movement:

• Hospitalists are the fastest growing specialty in medicine. There

were 15,000 hospitalists in 2007 up from 1,500 ten years earlier.

The number of hospitalists is expected to grow to 30,000 in the

near future. Hospitalists are present in 70% of U.S. hospitals

where they care for over two-thirds of hospitalized patients. 

• About 64% of hospitalists are subsidized with a median subsidy

of $60,000 per year. (This means that hospitalists’ income is not

solely dependent on third-party reimbursement as is the case with

most U.S. physicians.)

• The median total compensation package of hospitalists was

$168,000.

• There is a high turnover rate among hospitalists. It appears that

the greatest weakness of the hospitalist model is burnout. 

The AMA report notes that there are six hospital employment

models. An example of a publicly owned for-profit employment

model that has a significant presence in St. Louis is IPC The Hos-

pitalist Company. Key financial numbers for the fiscal year ending

December 2009 were: sales $310.5 million; one-year growth

23.6%; net income $18.6 million.

In my view the rise of the hospitalist movement has contributed

to the collapse of primary care. As more internists and family physi-

cians become hospitalists fewer enter primary care. The likely rea-

son is that the pay is better and there may be less hassle. 

Managed care created the hospitalist movement with the primary

goal of lowering hospital costs. The New England Journal of Med-

icine study has clearly demonstrated that this goal was not achieved.

Like most other managed care strategies to lower health care costs,

it has been a failure. But, despite its ineffectiveness, as long as man-

aged care is in the driver’s seat in setting health care policy, the

hospitalist movement is here to stay.

Dr. Gale is a past president of SLMMS and frequent contributor

to this magazine.

Do patients have shorter lengths of stay and
lower costs when cared for by a hospitalist? If
so, why?

Dr. Vaidyan: Frequently, patients managed by hospitalists have

a lower length of stay and lower costs. There are several reasons for

this. One is that because hospitalists are in the hospital all day, they

are able to work closely with case management and social workers.

They know what needs to be done to get things done quickly and

efficiently. They are available to review test results throughout the

day and make timely decisions based upon these results rather than

wait until the following day. Hospitalists are also aware of the many

post-acute care options available for patients, including home care,

nursing home, acute rehab, long-term acute care, etc. IPC hospi-

talists manage patients in many of these sub-acute settings provid-

ing for even more consistency and continuity of care. Hospitalists

also are able to work with the hospital to manage costs and utiliza-

tion of services. They actively participate in various committee

structures and provide valuable clinical insight into the manage-

ment of the hospital.
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Hospitalists Fill a Void
By Lawrence O’Neal, MD

In medicine, as in the mercantile world,

what is paid for is what is supplied. The

third-party payment policies have re-

shaped physician demographics. Proce-

dures and tests are finite and identifiable

and are paid. The value of advice and

counseling is not so easily determined.

Though levels of care in office visits to in-

ternists are roughly defined, payment to

them has become basically for time. The

internist is paid the same for an office visit

when an MRI is recommended, as when it is decided that the patient

doesn't need an MRI. The cognitive services, once so valued, are

now discounted. 

One result of the payment policies has been the rupture of conti-

nuity of care. Hospital rounds for many internists have become un-

rewarding. In a study last year in NEJM, only 30 percent of the

patients in hospital were seen by a physician who had attended them

during the previous year. Don't expect any more that your doctor

will see you in the hospital, let alone skilled nursing units or nurs-

ing homes. The recent sub-specialty of hospitalists not only fills a

void but a need. Competent physicians are on site to offer efficient

management and response to changes in course.

The recent health-care legislation attempts to revive the incen-

tives for general internists to practice, but have come too little, too

late.

Dr. O’Neal is a past president of SLMMS and retired chief of sur-

gery at St. John’s Mercy Medical Center.

Websites

Society of Hospital Medicine

www.hospitalmedicine.org

IPC The Hospitalist Company

www.hospitalist.com
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most important entries and ask yourself if employment will

get you what you want.

2. Why does the hospital want to employ me?

3. Do I have a trusting relationship with a high-ranking hos-

pital administrator who will advocate for me, my practice

and my ideas, and who will guide me through the hospital’s

corporate processes?

4. Can I prepare myself mentally to accept the probability that

approval processes will take longer than I am accustomed

and not always result in my desired outcome?

5. Does the administrative team understand my concerns and

needs and will they help me address those concerns and

needs?

6. As an employee, how much autonomy and decision-making

authority do I require for contentment and will those levels

consistently be granted to me?

7. What will be my accountability to a budget, if any, and who

will prepare that budget?

8. Will my employment place me in the company (and the col-

lective identity and reputation) of professionals whom I re-

spect?

9.   Do I truly understand how I currently get compensated

and how that might change in the employment model?

10. How will my medical practice be managed, and by whom?

11. How will my office staff be selected, evaluated, hired or

fired?

12. What policies, procedures, accreditation requirements or

other formalized standards will I be expected to observe?

13. Who will have long-term custodianship of my patient

records?

14. Is my prospective employer financially stable and capable

of honoring my employment contract for its duration?

15. Do I clearly understand the implications of any restric-

tions or covenants that I must honor during and after my

term of employment?

16. What technology, both hardware and software, will I be

expected to use and how will it impact me and my practice?

17. Is there a well-defined mechanism for resolving disputes?

18. What are the barriers or penalties for leaving employment

if I later find I do not like it?

19. Have I received appropriate legal and tax advice for the pro-

posed employment arrangement?

20. Do I have a strategy to return to private practice, or other al-

ternative, should the employment arrangement come to an

end?

21. If my patient base is too small or too large, will the hospital

help me address it?

22. Do I have enough information regarding how health-care re-

form legislation might impact my practice, employed or not?

Physicians who are able to arrive at honest and accurate an-

swers to these questions are to be commended. It is a difficult ex-

ercise, but then again it should be given the importance of the

decision at hand.

Parting Comments from the Author
From time to time, a physician will ask my opinion about an

employment opportunity. My usual response is, “it depends.” It

depends on what a physician is seeking. I believe that question

number one from the above list is the most important question. If

hospital-sponsored employment satisfies a physician’s most im-

portant needs, then it most definitely is worth consideration.

Unfortunately, I am aware of too many physicians who are not

happy in their hospital-sponsored employment arrangements. In

many cases, they did not have a clear understanding of what they

were seeking. Some had unreasonable expectations. Others did

not consider the operational and cultural environments they were

entering. Some have expressed regret for agreeing to “exit barri-

ers” that make it very difficult to leave employment. A few con-

fessed they hastily entered into employment agreements because

their practices were in trouble and they didn’t know what else to

do. Be careful not to make those same mistakes.

It is possible to find suitable employment in a hospital organ-

ization, but it is unlikely one will get everything wanted in an

employment arrangement. Compromises will have to be made,

and personal expectations will have to be realistic. 

I have supported physicians in starting practices, building prac-

tices, closing practices, selling practices, merging practices, en-

tering hospital employment and leaving hospital employment.

Each situation had its own unique circumstances. Yet, there was

one common thread in all situations: change. Each of these physi-

cians determined it was necessary to undergo change in order to

get to the next stage of their professional careers. If you are con-

sidering making a change by entering hospital-sponsored em-

ployment, I recommend you first carefully consider the

contrasting operational and cultural environments and then an-

swer the 22 questions. Whatever choice you make, I wish you all

the best.

Steven R. Stout is co-owner and partner at KASS-MSO, Inc.,

a St. Louis-based firm specializing in administrative support

for medical practices. Previously, he served as an executive

at Deaconess Incarnate Word Health System and Tenet St.

Louis. Responses to this article are welcomed. Mr. Stout

may be contacted at (636) 225-5445 or through 

www.webkass.com.

�  �  �

To be a hospital employed physician, or not to be? That is the question.
(continued from page 11)
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Alliance Officers for 2010-11 Announced

The AMA Alliance held its annual meeting in conjunction

with the AMA annual meeting June 11-15 in Chicago. 

Missouri delegates to the AMA Alliance were Allene Wright,

Michele Kennett, Mary Shuman, Anne Turnbaugh, Jackie Remis

and Barbara Hover. Sandra Murdock served as a delegate from the

National Medical Association Alliance. Mary Shuman of St.

Joseph was elected as AMA Alliance director for a three-year term. 

Delegates passed three important bylaws changes: 

• An AMA Alliance Regular Member is now defined as a spouse,

widow or domestic partner of a physician who is a member of

AMA. An Associate Member is defined as a spouse, widow, di-

vorced spouse (not remarried) or the domestic partner of a physi-

cian not a member of AMA. This also applies to the spouse or

domestic partner of resident physicians or medical students. This

means that domestic partners are now accepted as members of

the AMA Alliance when they pay dues.

• By a vote of 123-32, the AMA Alliance has instituted an annual

meeting format allowing any eligible AMA Alliance member to

become a voting member of the meeting upon registration. There

will no longer be delegates elected from each state. 

• To be eligible for AMAA president-elect or any office you no

longer have to have served as a state president.

The AMA Alliance installed its 2010-2011 officers: Susan Todd

of Texas as president; Emma Borders of Louisiana as president-

elect; Sarah Sanders of Indiana as secretary and Pat Hyer of Texas

as treasurer.

Also featured at the conference were educational workshops,

award presentations, national headquarters report, and a presenta-

tion by Barbara Hannah Grufferman, nationally acclaimed author

of The Best of Everything After 50.

The general AMA conference theme was Helping Doctors Help

Patients. Cecil B. Wilson, MD, from Orlando was installed as the

165th AMA president. 

�  �  �

AMA Alliance Adopts Bylaws Changes 
By Sandra Murdock
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Minutes of the SLMMS Council
(Abridged) 

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. 

May 11, 2010

Call to Order. The meeting was called to order by Dr. Sam

Hawatmeh at 7:00 p.m. in the conference room at the West County

Radiology Office.

Approval of Consent Agenda. The Consent Agenda consisted

of April SLMMS Council and SLSMSE Trust minutes and the

Membership Report with five new members. Dr. Michael Hatlelid

moved to approve the Consent Agenda and the motion carried.

Spring CME Symposium. Dr. Elie Azrak gave an update on

the CME conference, ‘Managing and Protecting Your Assets,’ that

took place on Saturday, April 17. He said the 13 people who at-

tended participated in a great seminar. He also said it might be

time to readdress the tradition of having two CME programs on

Saturday (one in the spring and one in the fall) because of the lack

of attendance. 

Greater St. Louis Science Fair Update. Drs. Donald Blum,

Edward Burns, Beverly Kraemer and James Perschbacher repre-

sented the Medical Society in judging the Greater St. Louis Sci-

ence Fair. Project in the Health, Medical and Biochemistry

categories were judged for grades 6-12 plus Honors. Border’s gift

cards were given to the top project in grades six through nine with

checks given to grades ten through twelve.

Fall CME Program. Topics and details of the fall CME pro-

gram were discussed at length. Dr. Michael Stadnyk thought peo-

ple were reluctant to attend programs on the weekend. It was

decided to schedule the fall CME program for Wednesday, No-

vember 17 at 7:00 p.m. in the hopes of increasing attendance. Dr.

Elie Azrak was asked to serve as program chairman. The follow-

ing topics were suggested: where is health-care reform going

(needs to be realistic and practical); delivering accountable care

for physicians and patients; EMR or e-prescribing; current opera-

tion regulations or requirements; medical homes; global fees and

comparison of Canadian and European socialized medicine.

City Pseudoephedrine Bill Update. Mr. Tom Watters reported

that the bill proposed concerning banning pseudoephedrines did

not get out of committee for the last session of the St. Louis Board

of Aldermen. The bill may be re-introduced during this session. If

that happens, a letter will be written and testimony will be given

at the committee meeting in opposition to the bill.

Date & Location of 2011 Installation. The installation banquet

will be Saturday, January 15, 2011, at the Hilton St. Louis Fron-

tenac Hotel.

Report of Finance & Endowment Committee Meeting.

Treasurer David Pohl reported on the meeting with the auditors

from Conner Ash. They have expressed an unqualified opinion on

our report and find that our statements represent fairly the finan-

cial conditions of SLMMS and SLSMSE. The Council asked that

they be provided copies of the audit electronically after the meet-

ing so it could be reviewed in more detail, and a vote for accept-

ance will take place at the next meeting.

One area of concern expressed by the auditors was the low pro-

portion of the overall income for the foundation coming from con-

tributions. Because we have a reasonably large investment

portfolio, most of our income has been coming from investment

earnings rather than contributions. Anytime the proportion of in-

come from contributions drops below 33 percent, it can be a red

flag for the IRS, and possibly expose us to an audit. There are a

couple of ways to solve this problem, which the Council will ad-

dress in the coming months.

Rare Book Collection Agreement Revision. Mr. Watters re-

ported that the rare book collection agreement is being updated. He

is working with an attorney from Armstrong Teasdale.

Form 990 Review. The Council reviewed the Form 990 in its

entirety, and approved its filing.

Review of Dues. Mr. Watters reminded the Council that a small

dues increase was enacted last year. A policy was also adopted re-

quiring the Council to review the amounts of our dues each year.

It was decided that a dues increase is not needed at this time.

Unpaid Members List. A list of 221 unpaid members was dis-

tributed. All Council members were asked to contact any unpaid

members and encourage the members to maintain their member-

ship in the Medical Society. Personal contact from a colleague dur-

ing this tumultuous time might mean the difference in maintaining

membership or dropping membership. Mr. Watters reported that

other societies are down in membership numbers. MSMA’s mem-

bership numbers are down about 10 percent.

Metropolitan St. Louis Psychiatric Center Closing. Dr.

Thomas Applewhite reported that severely mentally ill patients are

being taken to Metropolitan Psychiatric Center (MPC) instead of

the old Malcolm Bliss. Due to state cutbacks, the facility will be

closing with no plans for the patients. Patients will be forced to go

to other facilities not prepared to deal with the severity of mental

illness (including those diagnosed as criminally mental ill) or the

patients will just be on the street. A letter will be written to the

governor and additional efforts will be made to contact the media

regarding this closing.

Treasurer’s Report. Dr. Pohl gave the Treasurer’s report. The

invoices for May totaled $15,771.48, with $3,080 transferred to

MSMA for dues, leaving $12,691.48 in miscellaneous bills. Dr.

Janet Ruzycki moved to approve the payment of the invoices. The

motion carried. There were no SLSMSE invoices.

Utilization Review Resolution Update. Dr. Azrak reported his

resolution on utilization review was referred to the MSMA Coun-
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cil. He received a phone call from United Healthcare and they are

anxious to cooperate on this issue. The MSMA Council has not

yet taken up the resolution.

MSMA Consumer-Driven Medicine Committee Meeting. Dr.

Stephen Slocum will chair an MSMA committee meeting at the

Medical Society office. Also attending will be Mr. Pat Mills of

MSMA, Drs. Elie Azrak, Ravi Johar and Laurence Levine along

with Congressman Todd Akin, Debbie Cochran, his aide, and Julie

Eckstein, Center for Healthcare Transformation. They will be dis-

cussing consumer-driven medicine.

BJC Learning Institute. Dr. Hawatmeh and Mr. Watters at-

tended the BJC staff symposium on April 21 to distribute infor-

mation and membership applications.

St. Louis Area Business Health Coalition Midwest Health Ini-

tiative (MHI). Dr. Collins Corder gave an update on the Midwest

Health Initiative (MHI). On June 11, letters will be sent to primary

care physicians explaining the core measures by which they will be

judged. The core measures have been reviewed and some criteria re-

moved. It is hoped that the core measures are not regarded as puni-

tive. The emphasis is on quality, value and cost. Physicians should

review the reports carefully and respond to any errors or inaccuracies

as soon as possible so the reports can be corrected. In one and a half

to two years, the reports will be available to the public so it is im-

portant that corrections be made now rather than later.

Adjournment. There being no further business, the meeting ad-

journed 8:30 p.m.

Attendance. Present were Drs. Sam Hawatmeh, Thomas A. Ap-

plewhite, Robert A. Brennan Jr., David L. Pohl, Jay Meyer, Joseph

A. Craft III, Elie C. Azrak, Donald A. Blum, Edward L. Burns, J.

Collins Corder, Michael Hatlelid, Beverly B. Kraemer, James M.

Perschbacher, Janet M. Ruzycki, Michael J. Stadnyk, Stacey S.

Tull and Mark D. Wittry. Excused was Dr. Martin Vollmar. Also in

attendance were Dr. Laurence Levine, Mr. Thomas Watters and

Mrs. Liz Webb.

June 8, 2010

Call to Order. The meeting was called to order by Dr. Sam Hawat-

meh at 7:05 p.m. in the conference room at the West County Radiol-

ogy Office. 

Approval of Consent Agenda. The Consent Agenda consisted of

May SLMMS Council and SLSMSE Trust minutes and the Mem-

bership Report with five new members. Since a quorum was not pres-

ent, no actions requiring a motion were taken and the consent agenda

will be approved in October.

Fall CME Program. The Fall CME Program is scheduled for

Wednesday, November 17. A request will be made to have the pro-

gram at St. John’s Mercy Medical Center. Dr. Elie Azrak, CME Chair,

stated the topic will be Health-care Reform and its direct effects on

physicians. This will include short- and long-term effects, accounta-

bility and the meaning of the bill.

Metropolitan St. Louis Psychiatric Center Closing Update. A let-

ter was written by Dr. Thomas Applewhite to Governor Jay Nixon

expressing concerns about the closing of Metropolitan Psychiatric

Center (MPC). A response was received from Governor Nixon’s

office. A news release was issued, and Dr. Hawatmeh’s letter ap-

peared in the St. Louis Post-Dispatch and was quoted in an article

in the St. Louis Beacon.

Acceptance of the Audit. The audit was e-mailed to the Council

following the May meeting to give sufficient time for review. The

consensus of those in attendance was to accept the audit as presented.

Change in Magazine Publication Dates. Mr. Tom Watters ex-

plained that the St. Louis Metropolitan Medicine magazine is pub-

lished bi-monthly starting with the January/February issue. The

publication date is the fifth of the second month (i.e. the January/Feb-

ruary magazine is published February 5th). This gives an appearance

of lateness to advertisers who may be trying to reach their target au-

dience. The proposed solution is to redate the magazine but leave the

publication dates the same. So the first magazine of 2011 will be the

February/March issue published February 5th. The proposed change

was accepted following discussion.

President’s Report. Dr. Hawatmeh reported on the following

items. Dr. Hawatmeh and Mr. Watters attended the BJC staff sym-

posium on April 21 and the Des Peres Hospital staff meeting on May

20 to distribute information and membership applications. The up-

dated list of those members who have not paid their membership dues

was distributed. Dr. Hawatmeh thanked those Council members who

have approached colleagues to encourage them to pay their mem-

bership dues. Dr. Hawatmeh reminded everyone that the focus of the

May/June issue of the SLMM magazine is membership. An applica-

tion is included with each magazine. Members were encouraged to

see that copies get into the hands of non-members.

Special Thank You to West County Radiology. Dr. Hawatmeh

presented Dr. Applewhite with a plaque thanking him and West

County Radiology for hosting the Council meetings at their offices.

Treasurer’s Report. Dr. Pohl gave the Treasurer’s report. The in-

voices for June totaled $11,451.88, with $6,080 transferred to MSMA

for dues, leaving $5,371.88 in miscellaneous bills. There was one

SLSMSE invoice for $1,432.10. This was a pass through to MPHP

for book sale funds collected for Dr. Arthur Gale’s book.

EVP Update. Mr. Watters reported on the following items. The

quarterly update from Mason Road Wealth Advisors (MRWA) indi-

cates 32 members are participating in the investment program.

Upcoming Dates. MSMA Council meeting will be July 17-18 in

Jefferson City. The Fall CME program will be November 17. The In-

stallation Banquet will be January 15, 2011.

Adjournment. There being no further business, the meeting ad-

journed 7:35 p.m.

Attendance. Present were Drs. Sam Hawatmeh, Thomas A. Ap-

plewhite, Robert McMahon, Robert A. Brennan Jr., David L. Pohl,

Jay Meyer, Elie C. Azrak, Thomas A. Davis, Janet M. Ruzycki and

Mark D. Wittry. Excused were Drs. Joseph A. Craft III, Donald A.

Blum, Edward L. Burns, J. Collins Corder, Beverly B. Kraemer,

James M. Perschbacher, Michael J. Stadnyk, Stacey S. Tull and T.

Martin Vollmar. Also in attendance were Drs. Ravi Johar and John

Laird, Mr. Thomas Watters and Mrs. Liz Webb.

�  �  �
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Calendar
August 10
SLMMS Executive Committee, 6 p.m.

August 14
Saint Louis University Physician Assis-

tant Annual Updates for Primary Care.

Presented by Saint Louis University

School of Medicine. CME credits. For

more information, call 314-977-7401 or

e-mail cme@slu.edu.

August 20-21
20th Annual Conference, “Caring for the

Frail Elderly” and the 19th Annual Meet-

ing of the Missouri Association of Long-

Term Care Physicians, at the Holiday Inn

Select Executive Center, Columbia, Mo.

Sponsored in part by University of Mis-

souri School of Medicine. CME credits.

Web site http://som.missouri.edu/CME/.

September 6
Labor Day, SLMMS office closed.

September 11
9th Annual Symposium on Gastrointesti-

nal Cancers. Presented by Saint Louis

University School of Medicine. CME

credits. For more information, call 314-

977-7401 or e-mail cme@slu.edu.

September 14
SLMMS Executive Committee, 6 p.m.

SLMMS General Society Meeting on

Nominations, 7 p.m.

September 22
“Developing and Operating a Stroke

Center: Challenges and Opportunities,”

St. Luke's Hospital Institute for Health

Education, 5:30-8:00 p.m. at the Emer-

son Auditorium. Presented by St. Luke's

Hospital. CME credits. For more infor-

mation, call 314-542-4759 or 314-542-

4762.

September 30
The Eugene F. Williams, Sr. Memorial

Conference for Continuing Medical Edu-

cation and Annual Ethics Conference,

“Integrating Humanism and Science in

Medicine,” St. Luke's Hospital Institute

for Health Education, 5:30-8:00 p.m. at

the Emerson Auditorium. Presented by

St. Luke's Hospital. CME credits. For

more information, call 314-542-4759 or

314-542-4762.

October 7-9
6th Annual Health Ethics Conference

2010, “Redefining Death in the 21st

Century,” at the Reynolds Alumni Center

and the Holiday Inn Executive Center,

Columbia, Mo. Presented by Center for

Health Ethics, University of Missouri

School of Medicine. CME credits. For

more information, call the CME Office at

573-882-5661 or e-mail

carrk@health.missouri.edu. Website

http://som.missouri.edu/CME.

October 12
SLMMS Council, 7 p.m

October 16-17
MSMA Council, Doubletree Hotel, Jef-

ferson City, Mo.

October 29
8th Annual Missouri Health Policy Sum-

mit, at the Garden Conference Center at

Hilton Garden Inn, Columbia, Mo. Pre-

sented by Center for Health Policy, Of-

fice of Continuing Medical Education

and MU Sinclair School of Nursing, Uni-

versity of Missouri School of Medicine.

For more information, call 573-882-

3458, e-mail beckmannli@health.mis-

souri.edu or visit

http://healthpolicy.missouri.edu.

November 6-9
AMA Interim Meeting, San Diego, Ca.

November 9
SLMMS Council, 7 p.m.

November 25-26
Thanksgiving, SLMMS office closed.

December 14
SLMMS Council, 7 p.m.

December 23-24
Christmas, SLMMS office closed.

December 30-31
New Year’s 2011, SLMMS office closed.

Health Observances
September

Childhood Cancer Month, Candle-

lighters Childhood Cancer Foundation,

www.candlelighters.org/awareness/child-

hoodcancerawarenessmonth/tabid/406/de

fault.aspx.

Leukemia & Lymphoma Awareness

Month, Leukemia & Lymphoma Soci-

ety, www.lls.org.

National School Backpack Awareness

Day, September 15, American Occupa-

tional Therapy Association, www.promo-

teot.org/AI_BackpackAwareness.html.

World Alzheimer's Day, September 21,

Alzheimer's Disease International,

www.alz.co.uk/adi/wad/.

October

National Breast Cancer Awareness

Month, National Breast Cancer Aware-

ness Month Board of Sponsors,

www.nbcam.org.

National Domestic Violence Awareness

Month, Domestic Violence Awareness

Project, National Resource Center on

Domestic Violence,

www.nrcdv.org/dvam.

National Child Health Day, October 4,

Maternal and Child Health Bureau,

Health Resources and Services Adminis-

tration, U.S. Department of Health and

Human Services, www.mchb.hrsa.gov.

National Mammography Day, October

22, American Cancer Society, www.can-

cer.org.

List your events: Please send listings of

continuing education programs, orga-

nizational 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.
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John T. Johnstone Jr.,
MD

John t. Johnstone, Jr., Md, an in-
ternist, died June 3, 2010, at the age of 89.

a resident of Webster groves, dr.
Johnstone spent 45 years specializing in
internal medicine and psychosomatic
medicine at SSM St. Joseph Hospital of
Kirkwood and SSM St. Mary’s Health

center. 
He completed his undergraduate studies at Westminster

college in Fulton, Mo., and earned his medical degree in 1945
from Washington university School of Medicine.  He interned
at touro infirmary in new orleans and completed his residency
in internal medicine at Missouri pacific Hospital in St. Louis
and his residency in neuropsychiatry at barnes & McMillan
Hospitals.

dr. Johnstone joined the St. Louis Medical Society in 1952,
and published a book review of Gray’s Anatomy 36th British
Edition in the dec. 23, 1981 edition of St. Louis Metropolitan

Medicine. He was a navy veteran and was fluent in Spanish,
French and greek.

the St. Louis Metropolitan Medical Society extends its con-
dolences to dr. Johnstone’s wife of 62 years, Mary; sons, Mark
and andrew; three grandsons and a nephew. dr. Johnstone’s fu-
neral was private.

Edwin H. Schmidt,
Jr., MD 

Edwin H. Schmidt, Jr., MD, a psychia-

trist, died June 4, 2010, after a long battle with

cancer. He was 86 and a resident of South

County.

Dr. Schmidt spent nearly 35 years in pri-

vate practice in south St. Louis city and

county. He was on staff at St. Anthony’s Med-

ical Center, Deaconess Hospital, SSM St. Joseph Hospital of Kirk-

wood, Lutheran Hospital, SSM St. Mary’s Health Center, Missouri

Baptist Medical Center and Saint Louis University Hospital. Dr.

Schmidt served as director of Glenwood Psychiatric Hospital, where

under his leadership it became the first facility in St. Louis County to

integrate black and white psychiatric patients. He was chief of psychi-

atry, president of the medical staff, and a member of the board of di-

rectors at both Deaconess and Lutheran Hospitals. Dr. Schmidt also

taught at Saint Louis University, Washington University, and Dea-

coness Hospital School of Nursing. 

He completed his premedical and medical studies at Saint Louis

University, graduating from medical school in 1949. Dr. Schmidt in-

terned at Deaconess Hospital and completed a three-year psychiatry

residency at Malcolm Bliss Psychopathic Institute. Following his res-

idency, Dr. Schmidt served on active duty in the U.S. Army until his

honorable discharge after the Korean War. 

Dr. Schmidt joined the St. Louis Medical Society in 1950 and was

made a Life Member at his retirement. In 1999, the Missouri State

Medical Association awarded him a 50-Year Physician Pin for his serv-

ice to the medical profession.

Outside of medicine, Dr. Schmidt was an active member of the

United Church of Christ and as a member of the church’s Theological

Commission, he was instrumental in crafting the UCC Statement of

Faith. Dr. Schmidt also served on the board of directors at Eden Sem-

inary for 15 years, including two terms as chairman, one of only two

laymen to serve in that capacity in 150 years. Dr. Schmidt also enjoyed

traveling and fishing.

The St. Louis Metropolitan Medical Society extends its condo-

lences to Dr. Schmidt’s wife of 63 years, Elizabeth; four sons, Edwin

III (MD), Stephen (MD), James, and Martin (MD); 12 grandchildren,

Edwin IV, Matthias, Paul (MD), Sarah, Irene, Theodore (MD Class of

2011), Andrew, Elisabeth, Christine, Timothy (MD Class of 2014),

Patrick, and Nicholas; and two great-grandchildren. A memorial serv-

ice for Dr. Schmidt was held at St. Lucas United Church of Christ with

interment at Sunset Memorial Park.

Arthur W. Stickle,
MD

arthur W. Stickle, Md, a board-certi-
fied ophthalmologist, died July 19, 2010,
at the age of 91. He was a resident of
town & country.

dr. Stickle developed the former St.
Louis eye clinics and was an assistant
professor of clinical ophthalmology at

Washington university School of Medicine. the arthur W. Stickle
pediatric ophthalmology Lecture is named for him. 

dr. Stickle obtained his medical degree from the university of
oklahoma in 1943. He was certified in ophthalmology in 1952 and
had a subspecialty in ocular motility. He served in the u.S. navy in
1945 and 1946. He was on staff at St. Luke’s Hospital, SSM depaul
Health center, christian Hospital and the former barnes Hospital,
alexian brothers Hospital and SSM St. Joseph Hospital-Kirkwood.

He joined the St. Louis Medical Society in 1952 and became
a Life Member at his retirement.

the St. Louis Metropolitan Medical Society extends its con-
dolences to dr. Stickle’s wife of 32 years, emily; his son arthur W.
iii; daughters Marsha barker, Sandra Martin, Susan Stickle, Karen
Wood and Shannon Lemp; 17 grandchildren and 13 great-grand-
children.

a public viewing was held at bopp chapel.

�  �  �

Obituaries
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Happy Birthday
SEPTEMBER / OCTOBER BIRTHDAYS

SEPTEMBER 1
Subodh Mehra
Steven I. Plax

SEPTEMBER 2
Donald E. Arnold
Sidney Jick
W. Edwin Magee
Kenneth S. Polonsky
Phillip I. Tarr
Russell K. L. Won

SEPTEMBER 3
Holly H. Kodner
Charles S. Sherwin

SEPTEMBER 4
Orlando Cruz
Mary A. Tillman

SEPTEMBER 5
Val John Barlow
Salvador Chavez

SEPTEMBER 6
Jeffrey L. Craver
Robert McMahon
Stephen R. Smith
Robert W. Smith

SEPTEMBER 7
Steven Wm. Baak
Jamie Kay Donnelly
Barry I. Feinberg
Laurence J. Kinsella
Gary J. Schmidt
Anwar Shah
Ravindra V. Shitut
Reina C. Villareal

SEPTEMBER 8
V. Rao Devineni
Jhonson E. Flores
Ralph J. Graff
Nancy M. Holekamp
Simon Horenstein
Greg A. Jamroz
R. S. Johar
M. Emin Kiyanclar
Sandra L. McKay
George E. Thoma Jr.

SEPTEMBER 9
Joseph G. Ernst
Scott H. Hardeman
Philip L. Robbins
Alexander Rudio

SEPTEMBER 10
Richard A. Hartman
Alfred D. Shaplin

SEPTEMBER 11
George P. Ahlering
Isaac Boniuk
Cordie C. Coordes
Arthur H. Gale
Nellie N. Ghosh
Mohammed F. Majeed
Frederic A. Pugliano
Emily L. Smith
Miles C. Whitener
Danuta M. Zukowska

SEPTEMBER 12
Morris Alex
Olga M. M. Blair
Octavio R. Chirino
Alice D. Kitchen
Thomas E. Reh

D. Sankaran
Robert W. Wilmott

SEPTEMBER 13
James M. Brennan
Jonas Singer
Manish Suthar
Carol F. Williams

SEPTEMBER 14
Thomas B. Charles
Vicki J. Dorr
Joseph P. Drozda Jr.
J. Michael Hatlelid
Lorinna Shniter

SEPTEMBER 15
Daniel H. Lischwe

SEPTEMBER 16
Damon R. Broyles
Ralph V. Gieselman
Nandini S. Kulkarni
Leander K. Lee
Michael C. Murphy
Keith M. Rich
Michael J. Zerega

SEPTEMBER 17
Vernon H. Balster
Walter F. Benoist
Felicia L. Harvey
Benjamin Milder
Keith H. Nunnelee
Edward S. Weiss
Jane D. Wolfe

SEPTEMBER 18
Marshall E. Poger
Anagh A. Vora
Bruce J. Walz

SEPTEMBER 19
Norman Fishman
John W. Hubert
Sri D. Kolli
Jerome F. Levy
Martin P. Schmidt
Jason R. Wellen
Christopher J. Young

SEPTEMBER 20
Richard J. Dames
William M. Fogarty Jr.
John E. Hironimus
William P. Lampros
Muhammad A. Nyazee
Alan R. Spivack

SEPTEMBER 21
Donald R. Bassman
Labib F. Haddad
Lawrence A. Kriegshauser

SEPTEMBER 22
Susan S. Berdy
John R. Hogan
Barbra A. Horn
Anthony M. Newell

SEPTEMBER 23
Edwin C. Ernst III
Jeffrey S. Pevnick
Kevin J. Sides
Kenneth R. Smith Jr.
Irena V. Vitkovitsky

SEPTEMBER 24
Jessica N. Bowers
Ronald G. Evens
Harvey S. Glazer

Daniel S. Ring
Maria G. Streiff

SEPTEMBER 25
Abraham S. Hawatmeh
John David Pfeifer

SEPTEMBER 26
Robert C. Lander
C. Leon McGahee
Dundoo Raghunandan
E. Robert Schultz
Robert E. Ziegler

SEPTEMBER 27
John F. Donovan Jr.

SEPTEMBER 28
Barry J. Cooper
Richard E. Crandall
Douglas J. Curry
Derik K. King
William A. Peck

SEPTEMBER 29
M. Basem Abdeen
Sheldon L. Davis
Marc R. Hammerman
Thomas H. Motier
Debra D. Rosenthal

SEPTEMBER 30
Andrea A. Baxter
Mark A. Chambers
Jody T. Jachna
Michele D. Koo
David E. Perkins

OCTOBER 1
Hee Soo Jung
Barry Light
Atchawee Luisiri
Chandrakant C. Tailor

OCTOBER 2
Louis P. Dehner

OCTOBER 3
James E. Edwards
Megan M. Gau
William F. Hoffman
Beverly B. Kraemer
Marsha M. McBride
William D. Schierman

OCTOBER 4
Elizabeth M. Brunt
James R. Probst

OCTOBER 5
Robert V. Brennan
Thomas H. Hale
Jack Hartstein
J. Roger Nelson

OCTOBER 6
Robert E. Bolinske
Thomas F. Egan
Deborah Konkol
Karen A. Voegtle
Jeffrey M. Wright

OCTOBER 7
Arthur E. Baue
Barbara A. Caciolo
Robert C. Heim
Gary Kulak
Gerald T. Lionelli
David L. Weinstein

OCTOBER 8
William W. Benedict
Eugene T. Dmytryk
Ryan L. Neff
David M. Niebruegge
Larry Paskar
Gregorio A. Sicard
Wayne A. Viers

OCTOBER 9
Patricia J. Bolster
Samer W. Cabbabe
Elaine Z. Charles
Edwin J. Cunningham
M. Robert Hill
Leo Hsu
Steven R. Hunt
Elsie F. Meyers
Bryan N. Sewing

OCTOBER 10
Susan E. Adams
Kathryn Botney
David F. Butler
Michael R. Chicoine
James M. Hartman
William M. Landau
Andrew M. Luh
Scott G. Sagett
Noaman W. Siddiqi

OCTOBER 11
Catherine K. Ifune
Richard D. Rames
Robert H. Strashun

OCTOBER 12
Donald R. Judd

OCTOBER 13
John E. Codd
Toniya C. Singh
Simon M. Yu

OCTOBER 14
Brian R. Froelke
James M. Stokes
Gerald Wool

OCTOBER 15
Sean N. Higginson
Perry L. Schoenecker

OCTOBER 16
Kamal R. Demetry
Alan R. Felthous
Robert P. Margolis
Barry D. Milder

OCTOBER 17
Richard D. Brasington Jr.
Joseph A. Craft
James R. Criscione Jr.
Sandra S. Hoffmann
Heather L. Savedra
Thomas F. Scully

OCTOBER 18
Luis A. Giuffra
John A. Powell
David B. Pryor
Leyland A. Thomas
David T. Volarich

OCTOBER 19
Daniel A. Abodeely
Laura R. Hulbert
Robert F. Owen

OCTOBER 20
Donald T. Behrens
Peter G Danis
Amy A. Mosher
Gershon J. Spector
John F. Spernoga
James C. Strickland

OCTOBER 21
Juan O. Carden
Louis A. Gilula
James Wm. Ginther
Andrea R. Sample
Joseph R. Simpson

OCTOBER 22
Juan Carlos Corvalan
William G. Hart Jr.
John O. Krause
Thomas F. Lieb
Margaret A. Ogden
Frank Tull

OCTOBER 23
Anthony E. Fathman
Ronald L. Fischer
William B. Gedney
Charles C. Norland
Norman P. Steele

OCTOBER 24
David A. Caplin
Carl F. Ehrlich
Patrick C. Hogan
Molly A. McCormick
Paul A. Oberle

OCTOBER 25
Archibald M. Ahern

OCTOBER 26
Noel F. Weyerich

OCTOBER 27
Michael H. Glines
Flavius G. Pernoud Jr.
Joan M. Pernoud
Robert Potashnick

OCTOBER 28
Juan M. Alvarez
Dale M. Fletcher
Beth J. Gearhart
Richard C. Muckerman II
Dolores R. Tucker

OCTOBER 29
Joseph D. Callahan
Robert J. Gresick Jr.
Daniel T. Mattson

OCTOBER 30
Michele E. Kemp
Gary M. Wasserman

OCTOBER 31
Kenneth D. Corwin
Mark T. Houston
Rosalyn B. Miles
Geoffrey W. Miller
Thomas E. Shine
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