MEDICINE
ST. LOUIS METROPOLITAN

VOLUME 30, NUMBER 6

NOVEMBER/DECEMBER 2008

Practice-Management Tips
Page 12
Cutting the Managed Care Cord
Page 4
Year-End Tax Update
Page 18

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

Harry’s
Homilies©
Harry L.S. Knopf, MD

ON LIFE

Life is not just about existing;
Life is all about living

We get up. We spend time doing
something. We eat. We sleep. We get up
again. BORING!! Hopefully, our days are
more like: We get up; we LIVE!; and then
we sleep. (Eating comes in there somewhere…) THAT is LIFE! Every day is a
small (or large) adventure. Every day we
get to do something meaningful, something to be proud of, if we put our minds to
it. Spread some love! Do some good! It is
not really hard: Live every day!

  
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.

Congratulations to President-Elect Obama
Ah, it sounds so sweet. Our new President-Elect has promised to make sure everyone
in the United States of America has health insurance. I know this
will be a great windfall for all physicians.
Now let’s see how this will work. U.S. Sen. Max Baucus (Democrat-Montana), chair of the Senate Finance Committee, has a
great plan. The plan includes universal coverage, incentives for
preventive care and wellness programs, and of course, sharing the
burden of health system reform.
We need to take a close look at these measures:
Universal coverage – I believe the options are Employer
Pays or Employer Doesn’t Pay. The Employer Pays plan is straight
forward, but how does the Employer Doesn’t Pay plan work? If the Richard J.
employer doesn’t pay, there will be financial penalties. If the Gimpelson, MD
penalties are too high, the employer will just employ fewer workers, raise the cost to the consumer, or close up and move business overseas. If the penalties are too low, the employer will just pay the penalty and let the government provide
insurance. President-Elect Obama has said people can even get the same insurance that he
and other members of Congress enjoy. I have had a difficult time trying to find the premium for that kind of coverage, but I know that insuring myself and two employees and
our families (a total of seven people) costs my practice almost $60,000 per year with increases expected next year. I do not believe for one minute that the government will provide the same insurance as Congress enjoys. Most likely it will be a combination of
Medicare and Medicaid (at least until they both go broke).
Incentives for preventive care and wellness programs – This is just another way
of saying “Slice Costs and Maintain Quality.” I believe this has been covered in depth
over the past 10 years. Two recent front page headlines in American Medical News show
how well these measures will be accepted by physicians. “Medicare pay-for-reporting effort draws fire from frustrated doctors” (10/6/2008). “Doctors decry payment delays after
Medicare overhauls carrier system” (10/13/2008). This leads us to the last measure.
Sharing the burden of health system reform – In other words, “let’s see how much
we can squeeze from physicians before we have to increase taxes on those making less
than $250,000 a year.”
Actually I do hope President-Elect Obama is able to solve our medical care problems
and I do wish him well.
Oh, one more thing, President-Elect Obama. I think I can still manage insurance for
my employees, but a recent visit to the veterinarian for my dog’s eye infection cost me $93.
Can you please work on Universal Pet Health Insurance next?

  

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

Cutting the Managed Care Cord
Physicians gain leverage by going out of network or providing non-covered services

hysicians, especially those in
primary care, are being
squeezed by declining managed care reimbursement as well
as a stagnant Medicare fee schedule on the one hand, and continuing escalation in practice costs,
onerous unfunded government
mandates and managed care contractual demands on the other. This
Medical Society President toxic combination leads many
George J. Hruza, MD, MBA doctors to become disenchanted
with their practice. Some retire
early and others become employees of large organizations that
take care of some of the regulatory burdens. Physicians in solo
and small group practice have no significant leverage with managed care plans to negotiate favorable contract terms. Individual
practice associations (IPAs) have not been successful due to antitrust considerations. However, one can always “Just say no.”
A fully-booked schedule with patients having to wait several
weeks or even months to get non-emergency appointments can
be translated into leverage. Dropping the plan(s) with the worst
contract terms, reimbursement and/or bureaucratic hassles can
have a very salutary effect for a practice’s patients, staff and
physicians. Dropping a plan will cause some patients to leave the
practice, thus alleviating the backlog and improving timely service to the remaining patients. The staff will be less frazzled dealing with irate patients, juggling patient appointments and dealing
with the dropped plan’s bureaucratic requirements. The physicians
will be less stressed as they can provide care in a less hurried manner. The practice bottom line may improve as the reimbursement
for care to patients from the dropped plan will now be paid at the
higher out-of-network rate. This can lead to a virtuous cycle of
more patients being attracted to the practice due to less wait for
appointments; as the backlog builds up again, the worst remain-

P

ing plan is dropped and so on. The logical conclusion is that the
practice may ultimately drop all of the managed care plans while
increasing revenues and providing better patient care. If a physician has a unique skill, suchas surgical resection of complex congenital vascular malformations, that only a select few physicians
can do, then he/she can charge his/her usual charge and be paid in
full without any managed care plan participation.
The managed care plans are fighting back against the out-ofnetwork trend by mispricing out-of-network reimbursement rates.
The rates are supposed to be based on usual and customary reimbursement (UCR), which, to the uninitiated, would seem to be an
average of the physician fees in a given area. However, to some
of the managed care plans, it means an average of what discounted
fees physicians are willing to accept from managed care plans. In
February of this year, the New York Attorney General, Andrew
Cuomo, started an investigation into this practice and intends to
sue United Healthcare as it is United Healthcare’s wholly owned
subsidiary, Ingenix, that calculates the UCR rates used by many
managed care and insurance companies. This is an issue that
SLMMS and MSMA are following closely as the problem is not
only confined to New York.
The benefit for a practice to drop participation in Medicare is
less clear. Becoming a non-participating Medicare provider allows the practice to bill for up to 109.25% of the participating
physician fee schedule (115% of the non-par fee schedule, which
is 95% of the par fee schedule). However, the patient will have a
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“

An increasing number
of physicians are converting part or
all of their practice to providing
services not usually covered
by health insurance.

”

higher out-of-pocket cost even if they have a Medigap policy.
Also, the Medicare payment on unassigned claims will go directly
to the patient and the practice will have to collect its allowed fee
from the patient. If a non-participating practice accepts assignment on a given claim, it is limited to the Medicare allowable as
payment in full, which is 95% of the participating physician rate.
If the practice collects all money due from patients, then the
break-even point for being a non-par physician occurs at about
65% of claims being assigned and 35% of claims billed to the patient at the limiting charge. An alternative for participating practices is to limit the number of new Medicare patients the practice
accepts.
A more drastic option is to opt out of Medicare entirely and to
have private contracting arrangements with patients. This option
would only work for a physician who has a very small Medicare
patient population as one has to agree not to bill Medicare for any
non-emergency services one provides to any Medicare patients
for two years at a time. So far, this option has caught on only in
Manhattan, N.Y. It is unlikely to be a practical option in St. Louis
unless the rules are changed to allow private contracting with individual patients, which is highly unlikely with the current political climate in Washington.
Boutique practices combine the out-of-network approach with
provision of additional personal health care services for an annual
fee. The practice limits the number of patients it will see so that
patients can receive extensive unhurried personal attention from
and access to their physician. The fees start at $1,500 per year and
up depending on the extent of the additional services offered. With
deductibles for many insurance plans in excess of $1,000, these
retainers are not that far out of line. Physicians who have taken the
plunge into boutique practice find that they are able to return to
care driven by the doctor and patient working together with less
third-party interference. This practice model has grown ten-fold
over the last ten years to 5,000 physicians today.
An increasing number of physicians are converting part or all
of their practice to providing services not usually covered by

health insurance. This helps to eliminate third-party interference
in patient care. Some specialties have an easier transition than
others. Ophthalmologists can offer LASIK or premium intraocular lenses to their patients. Plastic surgeons, facial plastic surgeons, oculoplastic surgeons and dermatologists can offer
cosmetic surgery, laser surgery for cosmetic indications and various minimally invasive cosmetic procedures. Primary care physicians can get into executive physicals. Radiologists can offer
screening body scans. Vascular surgeons can offer unsightly leg
vein treatment. However, for most physicians, moving into the
non-covered services arena can be more challenging as they may
have to reorient their thinking and training to outside of their primary specialty. There are family practice physicians, internists,
anesthesiologists, emergency room doctors, gynecologists and
even cardiovascular surgeons that have successfully moved into
cosmetic services by developing and operating medispas. However, free-standing medispas have a very high failure rate due to
the intense competition. A more successful approach is to gradually introduce non-covered services to existing patients in a practice, thus eliminating the very high cost of marketing to the
general population. Also, this gives physicians an opportunity to
decide if taking care of cosmetic patients is really what gives them
job satisfaction.
As we are buffeted by government mandates, reimbursement
cuts and managed care run-around, it is good to know that one
can “Just say no” and explore some of the numerous options available. If enough physicians “Just say no” we may learn that we
have far more leverage with the insurance industry and government than we thought possible.
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FROM THE EXECUTIVE VICE PRESIDENT

A 2008 Retrospective
Accomplishments include CME programs, advocacy,
expanded member benefits and more

online “Find A Physician” service went live on the SLMMS Web
ince this is the last issue of
site and has received much attention and use from the public and
St. Louis Metropolitan Medpotential patients of our member physicians.
icine this year, and we are at
On another positive note, I want to mention our overall finanthe end of 2008, it’s a good time to
cial picture. For a long time, the Society has been benefiting from
look back on our accomplishments.
the earnings on its endowment. For many years our annual operFor the most part, it’s been a proating costs have exceeded our operating income, but we have been
ductive, successful year for the Socomfortable knowing we could offset the deficit using income
ciety and our members have much
from our investments. Last year, striving to achieve one of the
of which to be proud.
major objectives of our strategic plan, we significantly reduced
We conducted three successful
this operating deficit. This year, we’ve done even more, and as we
and meaningful educational
near the end of 2008, we are within striking distance of a balanced
CME events, beginning with the
Medical Society
budget. And, judging from the state of the investment markets,
seminar on Electronic Medical
Executive Vice President
we’ve done it just in time.
Records in February, followed by a
Thomas A. Watters, CAE
Our journal – the very one you have in your hand at the moPractice Management symposium
ment – has continued to make improvements in both its content
in November and last, but certainly not least, another outstanding
and presentation, and we’ve been able to make these changes withHippocrates Lecture this month featuring AMA Executive Vice
out cost increases to the Society. One of the ways we’ve been able
President and CEO Michael Maves, MD, at which he discussed
to do this is to increase our ad sales. This year (after a record sethow the outcomes of this year’s political elections might affect the
ting year in 2007) we sold another record amount of advertising.
future of medicine. All of these events were provided at no cost to
In fact, after initial concerns that our ad revenue would signifiSLMMS members, and CME credits were presented.
cantly decline when we cut our
We represented all of our
production from twelve to six
members’ interests actively
All things considered, it’s been
issues per year, we have been
throughout the year by working
selling more than twice the dolwith the ongoing Anthem BCBS
a good year. Best of all, we’re
lar volume of advertising per
Consultative Committee, the
issue this year than when the
CMS Missouri Carrier Advisory
looking forward to another.
magazine was published each
Committee and the St. Louis
month. The magazine continues
Area Business Health Coalition.
to
be
an
important
benefit
of
membership,
and now is also part of
Representatives of the Society met with U.S. Secretary of Health
the
SLMMS
Web
site
where
key
articles
are
regularly posted.
& Human Services Michael Leavitt and consulted with former
Even while reducing costs, we have been able to increase our
House Speaker Newt Gingrich regarding model health care initiaservice to others. With the help of our foundation, the St. Louis
tives. As always, we represented St. Louis area interests in JefferSociety for Medical and Scientific Education, we were able to proson City by working with and through the MSMA, and saw our
vide a $10,000 grant to the Missouri Physicians Health Program,
own Jeffrey Thomasson, MD, elevated to the office of MSMA
helping them in their quality work with physicians not only in the
president. We presented three resolutions to the MSMA House of
St. Louis area, but throughout the state. We also provided financial
Delegates on behalf of SLMMS members, all of which passed and
support to the SLMMS Alliance and the Greater St. Louis Science
became part of MSMA’s work agenda.
Fair (to which we also provided judges).
Interfacing with the public, our Peer Review committee was

S

“

”

busy receiving and reviewing a number of patient/physician disputes, and resolving them with a minimum of acrimony. Our new
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A 2008 Retrospective

(continued)

Our member benefits package has been supplemented several
times recently, first with a discounted membership opportunity in
the AAIM Management Association, then with the member investment program with Mason Road Wealth Advisors, and most
recently, an opportunity for SLMMS members to join the MedjetAssist travel assistance program at a special discounted rate.
Each of these programs provides a “value added” benefit for
SLMMS members.
Internally, we’ve made business improvements. As a result of
recommendations from our new auditors, we upgraded our accounting procedures, increased our transparency and strengthened
our internal controls. We developed and implemented a risk assessment plan and a disaster plan for business survival in the event
of a “worst case” scenario. We have worked hard at documenting
what we do on a routine basis, developing an annual planning calendar for our staff and an organizational policy manual to ensure

consistency in our business practices. With improved technological efficiency, we again reduced our staff size, and, of course,
costs, without reducing services.
We made a few improvements to our offices in Creve Coeur,
and if you haven’t visited your Society’s “digs,” you should stop
by some time. We’d love to give you a tour – it is your office. As
you may already know, the Society sublets space to the Missouri
Physicians Health Program and to the MSMA Insurance agency.
This past year we were happy to renew our leases with both
groups, and look forward to sharing our space with them for more
years into the future.
All things considered, with the exception of the ill effects of the
investment markets on our endowments, it’s been a good year. Best
of all, we’re looking forward to another.
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F E AT U R E

Speakers Offer Practice-Management Tips
Speakers at the SLMMS Practice Management Symposium on Nov. 8 offered a variety
of tips and ideas to help members sharpen the business side of their practices.
Following are summaries of the speakers’ presentations.

Avoiding Malpractice
Robert S. Thompson,
JD, MBA
MLA/Healthcare
Services Group
he best way to avoid costly and lengthy malpractice litigation
is quite simple – maintain good communication with your
patients, Mr. Thompson told those in attendance.
“Patients don’t sue doctors they like and communicate with,” Mr.
Thompson said. “When I first heard this I was skeptical. But in my
experience it has proven true.” Establishing positive relationships
with patients is not just the job of the doctor, but of the entire staff,
he added.
Some basic tips on building rapport with patients include:
 Make eye contact
 Shake hands
 Introduce yourself
 Use the patient’s name in conversation
 Smile and be pleasant
 Make small talk
The physician can make notes in the patient’s chart about personal interests as a reminder to ask follow-up questions in future
visits.
Another tip for the physician is to take a seat rather than remain
standing. “The patient’s perception of the time spent doubles when
the doctor is seated,” Mr. Thompson said.
Also important is giving the patient time to talk. He cited data
showing that the average amount of time a physician lets a patient
talk is 15 seconds; if the patient is allowed to talk they will continue for an average of two minutes.
A recent trend in patient communication is that patients tend to
come to an appointment with a self-diagnosis they arrived at over

T

the Internet, he said. “This requires more time of the physician because you have to back the patient out of the self-diagnosis before
explaining yours.”
Physicians also can aid communication by providing an orientation to the practice through a brochure or other means. This should
tell patients what to expect and how long it should take.
Good communication by the physician should not stop with patients. It also means good communication with the staff and building teamwork, he said.
“Your nurses and other staff are your best risk-management
tools,” he said. In virtually every malpractice claim, there is some
sort of staff communication or teamwork issue.
He told the story of United Flight 173 which crashed in December 1978 in Portland, Ore., killing 10 people. The plane ran out of
fuel while circling over the city for an hour as the pilot and crew assessed a relatively minor landing gear issue. The crew was aware
that fuel was running low, but was afraid to question the pilot.
The lesson for physicians is to create an environment of approachability, where staff members are encouraged to speak up. A
policy can be set to express the physician’s desire to be informed of
any situation where the staff has a concern. Staff can be instructed
to use a “code” phrase, such as, “Doctor, I need some clarification…,” to avoid the appearance that a staff member is questioning
the physician’s judgment in front of a patient.
“Where there is good quality of teamwork, the quality of care
goes through the roof and claims go to the floor,” he said.
Mr. Thompson also summarized the current malpractice environment and recent trends in malpractice. Nationally, the number of
malpractice claims is declining but the dollar amount of those
claims is rising. Rates are decreasing.
In Missouri, premiums have stabilized and have dropped since
2005 when tort reform legislation was enacted. Total premiums in
Missouri declined from a peak of $142.7 million in 2004 to $125.9
million in 2007.
At the end of 2007, some 15 companies were actively selling professional liability coverage in the state versus four at the end of
2001.
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Preventing and Detecting Fraud
Cindy Smith, Certified
Fraud Examiner
Bender, Weltman,
Thomas, Perry & Co.,
PC, CPAs
raud is a growing problem, with some 50-80 percent of medical practices having been affected. Ms. Smith offered a set of
simple steps that can help practices significantly reduce the
likelihood of embezzlement.
The person who is stealing from a practice typically is an otherwise dependable co-worker who does not appear to be a thief. “In
90 percent of the cases, they are considered good hard-working
people,” she said.
She named three essential elements behind a fraud scheme:

F

 Pressure – “A perceived need in one’s life.” For some, this might

be large bills; for others it might be hobbies or desires such as home
décor or classic cars.
 Rationalization – “At first they think they are borrowing just a little and will pay it back. No one notices so they take more and
more.”
 Opportunity – The individual has access to large amounts of money
without oversight by others.
Some red flags to spot an embezzler include an employee who
works long hours when others are not in the office, and who rarely
takes vacations or lives beyond their means. “If someone suddenly
is driving a nicer car or wearing nicer clothes than they should seem
to be able to afford, that may be a warning sign.”
Practice financial indicators of potential fraud include expenses
unusually high, accounts payable or receivables climbing or large
or unusual adjustments on bank reconciliations. And, there may be
the sense that you’re working harder and making less money than
is otherwise explainable.
Fraud schemes most often involve pocketing cash or checks intended for the practice, or forging or misdirecting disbursements
from the practice.
Several suggestions on reducing embezzlement of receipts include:
 Compare the receipts to the bank deposit receipt every day

 At the end of the month, compare total deposits on the bank
statement to the total posted on the computer
 Segregate duties so no one employee handles funds alone

 Lock up payments until deposit is made, or consider using a lock

box or remote deposit
On the payment side, her suggestions include:
 Owner or upper management should sign checks; when signing
checks, make sure all supporting documentation is attached
 Have bank statements sent to home address or other alternative
 Bank reconciliation should be prepared by someone other than
the check writer
Some general suggestions for fraud reduction include enforcing
mandatory vacations and maintaining regular office hours. The
practice can show zero tolerance by establishing an employee dishonesty policy.
“The things I’m recommending take just a few minutes each day.
In one case, if the physician had looked at the bank statement once
a month, a $75,000 theft would have been caught.”

Common Human Resource Issues
for Physicians
Dianne Muccigrosso,
JD, General Counsel
& Director of
HR Consulting
AAIM Management
Association
uggestions for effective human resource management were
offered by Ms. Muccigrosso.

S

Today’s employees are looking for meaning in their work and
seek autonomy in decision-making, she said. They want variety and
chances to learn, and seek mutual support and respect from the doctor and co-workers.
Physicians should be thoughtful in their comments to staff. What
the physician regards as an off-hand remark may be interpreted by
the employee as a comment, direction or judgment. “Never write a
memo to staff when you are angry, tired, stressed or hungry. Give
yourself time to think about it,” she said.
Physicians also should be aware of potentially illegal comments
or directives. Employment claims are now being heard in state
courts, and this is leading to a rise in these claims, she said.
Every office should have an employee handbook that outlines
basic expectations, a code of conduct and disciplinary measures.
Newer issues that should be incorporated into the handbook include
rules regarding business and personal use of electronic communi-
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Speakers Offer Practice-Management Tips
(Continued from page 13)
cations such as e-mail, Internet, computer systems and cell phones.
Job descriptions are essential to guiding recruitment, compensation, training and performance measurement. She encouraged
physicians to have employees help write job descriptions for their
positions.
In hiring, she suggested looking for people with skills that complement those of existing staff. That enables the team to broaden
and diversify its capabilities.
Job offers should be made contingent on successful passing of
background checks and drug screening, she said. The 90-day probation period is important because it enables the employer and employee to determine if the hire is a good fit.

Making Your Practice More Profitable
Rosemary Bishop,
Vice President &
Healthcare Business
Banking Officer
National City

checks to the bank. As a result, deposits are made each day and staff
time is saved by eliminating trips to the bank. Remote deposit also reduces the opportunity for fraud.
Another way to speed deposits is by use of a lockbox. This essentially outsources the processing of receivables to the bank; payment
checks are directed to the lockbox address rather than the physician’s
office. Benefits include freeing staff time, reducing check float and
protecting against fraud. Lockbox systems provide useful data files
and reports. Lockboxes are most beneficial to smaller practices that
have fewer specialized staff, Ms. Bishop said.
Ms. Burns described the healthcare sweep account as a tool for
maximizing earnings from funds on hand. In such an account, funds
not being used for immediate withdrawal to clear a check are “swept”
into an investment account to earn a rate of return. As funds are needed
to clear checks, monies automatically are “swept” from the investment account back into checking at no cost. This is all done at the
bank without intervention by the physician’s office.
She explained automated tools for speeding bill-paying. These include automated clearing house, online bill payment and commercial
credit card. Positive-pay systems help to prevent fraud by comparing
the check-issue file against payments presented to the bank.
  

Marcy Burns,
Assistant Vice
President & Cash
Management Officer
National City
“

ou work hard for your money. Your money should work for
you,” Ms. Bishop said.

Y

She and Ms. Burns discussed techniques for improving collections,
cash management and payables.
One promising technology is remote deposit, which places a piece
of bank scanning equipment at the doctor’s office. The machine enables deposits to be made on the spot rather than having to carry

Conference panelists, from left, Robert Thompson, Dianne
Muccigrosso, Marcy Burns, Rosemary Bishop and Cindy
Smith. Standing is SLMMS President-Elect Elie Azrak, MD,
who chaired the conference.
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