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f  OPiniOn  p SCAM-Q – How insurance companies, hospitals, government, etc. Slice Costs And Maintain Quality

“If You Like The Insurance You Have, You Can Keep It. 
Period!”
By Richard J. Gimpelson, MD

This was the promise President Obama gave to America during 
his 2012 campaign and even up to Nov. 4, 2013. However, he 
forgot to tell all of us about the fine print. This fine print states 
that if there is any change to grandfathered insurance policies 
after the law is passed, then one cannot keep it and must enroll 
in a plan that meets the coverage requirements of the Patient 
Protection and Affordable Care Act (PPACA).

The changes that trigger a loss of grandfathered status:

p		Cut or reduce benefits  
p		Raise coinsurance charges
p		Raise co-pay charges
p		Raise deductibles or out-of-pocket maximums
p		Add or tighten an annual limit
p		Lower employer contributions
p		Restructure the company
p		Move an employee from one plan to another with lesser 

benefits
p		Reduce benefits if state mandates reduce or expire

There is a difference between the requirements for  
Grandfathered Group Plans (50 or more employees)  
and Grandfathered Individual Plans.

The Group Plans:

p		Must offer coverage that meets “essential” health benefits
p		Waiting period for coverage to become effective cannot be 

more than 90 days
p		Cannot have pre-existing condition limitations for plan 

participants of any age
p		Cannot have dollar limits on essential health benefits

Let me go over President Obama’s repetitious mantra 
again:

“If you like the insurance you have, you can keep it. Period!”

Suddenly, on nov. 4, 2013, President Obama made the 
following statement:

“You could keep your plan if there is no change after the bill is 
passed.” 

I never heard this before; neither did the overwhelming number 
of American voters that put President Obama into his second 
term. So what conclusion should we come to? 

p		The President did not know what was in his own proposed 
change for the entire U.S. health-care system—or

p		The President lied.

continued on page 22

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

Hospital. Any member wishing to offer an alternative view is 
welcome to respond. SLMM is open to all opinions and positions. 
Emails may be sent to editor@slmms.org.

Harry’S  
HOmiLieS©

Harry L.S. Knopf, mD

On WinTer

There’s a certain Slant of light, 
Winter Afternoons – 
That oppresses, like the Heft 
Of Cathedral Tunes

— Emily Dickenson

Take advantage of these—read, nap, waste some time. What can be bad about that? 
There is still time to affect the definition they choose.  f

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.

Dr. Richard J. Gimpelson
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CME – When is Enough, Enough?
David L. Pohl, MD, FACR, Medical Society President

C 
ontinuing medical education (CME)  
is an accepted fact of life for physicians. 

Everyone realizes the need to stay abreast of 
the most recent developments and treatment 
options in our individual practice areas. As 
a rule, physicians also seek to stay current 
regarding the general trends of medicine.  
That is what being a skilled practitioner of the 
art of medicine entails. Therefore, physicians 
are not against the concept of ensuring the 
quality of continuing medical education. 

However, over the past two decades actions 
by government and insurance companies, as 
well as administrative practices by various 
entities, have led to an alarming trend of CME 
requirements being promoted that may have 
little or nothing to do with quality medical 
care for patients and everything to do with 
profits and “feel good” political correctness 
(i.e., the notion that everything should change 
to show we are “doing” something).

Over the past decades, there has been a shift 
from “lifetime” certification upon passage of 
the qualifying examination to “time-limited” 
certification by member certifying boards of 
the American Board of Medical Specialties 
(ABMS) through Maintenance of  
Certification (MOC) requirements and  
periodic examination. Accompanying this  
is an alarming assumption that the average  
individual physician is not intelligent enough 
to know what courses or areas they should 
study to stay current in their area of practice.  
I refer specifically to the increasingly  
burdensome requirements that the CME 
credits which physicians accumulate must  
be undertaken in categories or topics that  
the legislatures, governing boards or  
administrative entities deem appropriate.

Individual physicians are quite cognizant  
of the material they need to master to best 
serve their patients. When they recognize  
a need for supplementary or more detailed  
additional information they are quite willing 
to pursue action to acquire the information.  

 
Undeniably, that takes additional effort  
outside of the traditional time allotted for 
patient care, and when the physician receives 
CME credit for the effort both the patient  
and the physician benefit. However, when 
“political correctness” or governing boards 
start delineating the specific areas that must 
be studied, or when the number of hours 
needed to meet certification requirements  
becomes onerous, the concept of CME  
becomes counterproductive. 

“All of these trends are another 
arena in which SLMMS and MSMA 
are working in conjunction with 
national and other medical  
specialty organizations.”  

fp
Physicians, like all realistic individuals,  
recognize they have finite resources available 
to achieve the goals of quality medical care. If 
they must undertake certain CME activities to 
meet unreasonable or nonsensical mandated 
requirements, that is a cost to physicians  
in both time and money to achieve a  
meaningless CME which doesn’t necessarily 
contain material the physician deems useful 
or important to their practice pattern. More 
significantly, this precludes time and money 
that could be spent on areas which the  
physician knows are considerably more 
important for their patients and for their 
practice pattern.

Additionally, we must recognize the conflict 
of interest inherent in the structure of many 
of the certifying boards—they produce (for 
profit) those very courses which are required 
for the CME certification. If a board simply 
stated, you must achieve “X” hours of  
category 1 CME in your relevant area of  
practice, most physicians would have little 
reason to disagree—as long as the number of 

“Over the past  
decades, there  
has been a shift  
from ‘lifetime’  
certification  
upon passage  
of the qualifying  
examination to  
‘time-limited’  
certification.” 

Medical Society President  
David L. Pohl, MD, FACR
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hours is reasonable. We have seen cases where some  
medical specialty boards have doubled the requirements  
for MOC and where, curiously, most of the limited courses 
which meet the new requirements generate a profit margin  
for the overseeing board. It must be noted that there are no  
conclusive studies that show a positive effect between any  
specifically stipulated CME requirements and improved  
patient outcomes or physician excellence. 

Another item which indicates the extent of this conflict of  
interest is the effort the ABMS is undertaking with state  
licensing boards and hospitals to require certification as a 
condition of general medical licensure and for staff admitting 
privileges. This in essence precludes a physician from practicing 
the profession for which they have trained simply because  
they haven’t received approval from a self-interested and  
self-anointed board whose profits rely upon selling the items 
needed to garner that approval. 

All of these trends are another arena in which SLMMS and 
MSMA are working in conjunction with national and other 
medical specialty organizations. We seek to achieve a more  
reasonable compromise between realistic CME requirements  
reflecting a physician’s dedication to high quality patient care. 
We also act in opposition to those mandates and constraints 
which may have little or no relevance in a specific physician’s 
patient practice or to the excellent practice of medicine. 

If these are goals with which you agree, I would encourage you 
to become more actively involved in SLMMS and MSMA. Take 
the time to let your councilors and representatives know your 
thoughts on these and the multitude of other issues facing the 
practicing physician in today’s turbulent times. Get involved 
and let your patients know that you are working diligently on 
their behalf for excellence in medical care and the continued 
improvement of medicine. Your colleagues will thank you and 
we all look forward to seeing the results which will ensue.  f

For further discussion of the topic of board recertification  
requirements, see articles on pages 10-14.

Attend the SLMMS  
2014 Installation Banquet

January 11, 2014 at Kemoll’s Top of the met

Enjoy award-winning Kemoll’s cuisine with spectacular 
views of the Arch and the St. Louis skyline from the 42nd 

floor of the Metropolitan Square Building downtown.

reservations by Jan. 6 to:

Liz Webb, 314-989-1014, ext. 108, lizw@slmms.org
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Creating Our Future
Medical Society adopts new strategic plan
David M. Nowak

I 
f there’s one thing we know for sure in life it 
is that change is constant. You might be able 

to slow it down a bit, but it is inevitable and 
you cannot stop it. 

Earlier this year I wrote about the launch  
of a strategic planning process for SLMMS 
to help our organization adapt to change and 
define our future priorities. In November,  
the culmination of several months’ work  
was presented to the SLMMS Council – an 
actionable, measurable plan that is intended 
to help chart the course of the Medical Society 
over the next several years. I’m excited to  
be able to share with you some of the key  
elements of the plan and the strategic  
initiatives that have been identified to help  
us reach our objectives.

None of this work could have been  
accomplished without member input. Your 
responses to the general membership survey, 
the key stakeholder survey, and interviews 
with SLMMS leaders helped define the  
organization’s strengths and weaknesses as 
well as what is necessary to remain relevant  
in today’s environment. A small group  
of  current and former SLMMS leaders  
gathered for multiple planning sessions this 
fall, reviewing this input and helping to shape 
the final plan. A big thank you is extended to 
all who participated in the process.

The Strategic Planning Committee  
reviewed and updated the SLMMS Mission 
– to support and inspire member physicians 
to achieve quality medicine through advocacy, 
communication and education – and also  
created a Vision statement – physicians  
leading health care and building strong  
physician-patient relationships. They also 
worked to identify for the first time a set of 
Core Values for the Society which include 
relationships, professionalism, leadership,  
advocacy, education and communication.

 
The member surveys and interviews provided 
the background for an extensive analysis  
of organizational strengths, weaknesses,  
opportunities and threats (SWOT). They  
also helped identify current trends in  
medicine and how they are impacting  
physician members as well as the Medical 
Society. Strengths perceived as among the 
Society’s greatest assets to respond to such 
trends include a long history of advocacy and 
legislative accomplishments, its multispecialty 
membership base and its position as the  
largest component medical society in  
Missouri.

With Mission, Vision, and Values in one 
hand, and the organization SWOT analy-
sis and trend information in the other, our 
committee was able to prioritize our most 
significant challenges and set objectives and 
measures to work to meet them. The most 
ominous of these challenges are declining 
membership, perceived relevance and value of 
belonging to the Society, and determining ad-
ditional revenue sources (other than member-
ship dues). 

The plan has identified six key strategic 
initiatives to focus our efforts, with numerous 
projects and tactics necessary for the success 
of each one. These six areas of emphasis are  
(in alphabetical order):

p		Advocacy – establishing new and 
strengthening existing partnerships; 
working with state and local officials and 
agencies;

p		Communications & Marketing –  
implementing internal and external  
marketing and promotion of the SLMMS 
value proposition;

p	 Education – emerging as a membership 
enhancement tool and a mechanism to 
deliver the SLMMS mission;

“We cannot operate  
in the next few  
years in the same  
way that we have  
functioned up until 
now. Our members 
will continue to expect 
more value for their 
membership dollar, 
and SLMMS must 
provide meaningful 
services and  
programs.”

Executive Vice President  
David M. Nowak
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p		Fiscal Responsibility – protecting and improving long-term 
SLMMS financial health;

p		Leadership Development – identifying and developing 
internal and external leaders;

p		Membership Enhancement – recruiting new members  
while engaging and retaining existing membership, and  
adding membership value through services.

Over the next few months, our Council and various  
committees will work to operationalize our plan. Though  
measures have been set, the plan will be continuously updated 
once it is in motion. Our consulting partner, Experience on 
Demand, has supplied us with models for a dashboard and 
scorecards that will allow us to regularly report the progress  
and status of projects.

Recent change has informed us that we cannot operate in the 
next few years in the same way that we have functioned up until 
now. Our members will continue to expect more value for their 
membership dollar, and SLMMS must provide meaningful  
services and programs. The world in which our physician  
members practice is continuously changing. Our strategic  
roadmap guarantees that SLMMS will be there to provide  
support.

Management consultant Peter Drucker once said, “The best way 
to predict the future is to create it.” Working together, we can 
create a future that ensures the St. Louis Metropolitan Medical 
Society is a powerful force in supporting and inspiring its  
member physicians to achieve quality medicine.  f

Vision 
  p		Physicians leading  

health care and building  
strong physician-patient  
relationships.

 Core Values 
	p	Relationships 
 p	Professionalism 
 p	Leadership 
 p	Advocacy 
 p	Education 
 p	Communication

SLMMS Mission 
	p		To support and inspire  

member physicians to  
achieve quality medicine  
through advocacy,  
communication and  
education.
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As the nation’s largest  

physician-owned medical 

malpractice insurer, we have 

an unparalleled understanding 

of liability claims against 

orthopedic surgeons. This gives 

us a significant advantage in 

the courtroom. When your 

reputation and livelihood are 

on the line, only one medical 

malpractice insurer can give 

you the assurance that today’s 

challenging practice environment 

demands—The Doctors Company. 

To learn more, call our Springfield 

office at 800.865.0650 or visit  

www.thedoctors.com.

the doctors
company does.

does your medical malpractice insurer 
know which procedures are most 

frequently linked to claims against 
orthopedic surgeons?

*Fusion 47%; Discectomy 33%; Decompression 20%

orthopedic surgery procedures most frequently linked to allegations of improper technical performance

Source: The Doctors Company

15% 14% 11% 8% 7%
total hip 

replacement
spinal 

procedures*
total knee 

replacement
orif, all 

bones
arthroscopy
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Regulations and Administrative Burdens Driving  
Physicians from Private Practice
Hippocrates speaker notes ACA fails to address key issues
Facing government regulations and administrative burdens,  
physicians are less and less satisfied with practicing medicine  
while fewer remain in private practice, said Tim Norbeck, CEO 
of the Physicians Foundation, at the annual SLMMS Hippocrates 
Society Lecture on Oct. 22, “Is Private Practice Becoming a Relic?”

Over 77% of physicians are 
pessimistic about the future 
of the medical profession  
and more than 82% believe 
doctors have little ability  
to change the health-care  
system, he said, citing data 
from a 2012 national survey 
of 13,500 physicians by the 
Physicians Foundation, a 
nonprofit organization that 
seeks to advance the work 
of practicing physicians and 
help facilitate the delivery  
of health care to patients. 

Mr. Norbeck noted that 57% of physicians were in private  
practice in 2000 compared to only 36% today. In addition, 75% 
of all newly licensed physicians in 2015 are expected to choose 
employed positions. “Physicians are motivated to get out of 
private practice,” he said. 

“While the Affordable Care Act has many good features and 
good intentions, it fails to address the SGR fix, tort reform and 
antitrust reform in the health-care industry,” he said. “This will 
only speed the exodus of physicians from private practice.”

One of the shortcomings of the Affordable Care Act, he said,  
is that it promotes large provider organizations which the  
government believes are easier to regulate. He said, however, 
“Bigger is not better—it’s not cheaper, either. Bigger just means 
more leverage to negotiate a more expensive contract from 
insurers.” 

He cited an example from WellPoint where the cost of a spine 
MRI done at a free-standing physician center in Nevada ranged 
from $319 to $742, while the same test done by a hospital cost 
from $1,591 to $2,226. 

Hospital employment does not always work out for the physician. 
He said, “There is the fear that long-term physician contracts may 
not be extended, and physicians might be let go from hospitals, 
regardless of performance, if they do not meet volume  
requirements.”

Threatening the public’s future access to care is the shortage 
of graduate residency positions. “The American Association of 
Medical Colleges has set a goal to produce 5,000 more graduates 
by 2019. But this will do little to alleviate the shortage unless the 
number of residency slots increases,” he said.

Since the ACA was passed hastily without bipartisan support, 
several glitches have been identified, he said. One is that if  
patients stop paying their premiums, they can continue to 
receive care for 90 days. But there is no guarantee the physician 
will be reimbursed for providing this care.

Mr. Norbeck was the first president of the Physicians Foundation 
and became CEO in 2006, and previously served for nearly 30  
years as executive director with the Connecticut State Medical 
Society.  f

Tim Norbeck, CEO, Physicians Foundation

Hippocrates Society President Arthur Gale, MD; Tim Norbeck; and SLMMS 
President David Pohl, MD.

Among those attending: Jane and William Birenbaum, MD; Robert Kramer, MD, 
and his wife Judy.
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This isn’t about putting a shovel in the 

ground, but rather a stake in it. For too 

many years, our health system has 

been thought of as a good, 

South County citizen, but 

not necessarily the best 

place for care. And to our 

way of thinking, that just 

isn’t acceptable. So begin-

ning today, that changes. 

From a name you already 

know, we intend to build a 

new kind of health system. Not from 

the ground-up, but from the inside-

out. With a community of talented 

and dedicated employees, physicians, 

board members and volunteers. Ours 

is the first health system in St. Louis 

to implement a completely new way 

of managing, with three experienced 

physicians and a seasoned CEO to lead 

our new direction. We’re building 

a more responsive and fully 

committed  St.  Anthony’s 

than anything you’ve 

come to know. In the   

 coming months, we will 

overhaul our entire health

system from top to bottom.

We don’t expect you to

take our word for it, but 

watch and support us as we evolve 

and grow. And give us another oppor-

tunity to prove our value. Because the 

people of South County deserve the 

very best healthcare experience they 

can find. And we intend to provide 

it, right here, in our own backyard.

We’re Building
A Brand New Hospital

In South County.

Our new Office of the President: 
(Left to right) David Morton, MD, 

Michael Rindler, Jack Mitstifer, 
MD, Christopher Bowe, MD.

St. Anthony’S MedicAl center    St. Anthony’S PhySiciAn orgAnizAtion

(The New)

q

q

Untitled-12   1 11/5/13   10:12:40 AM



Is Maintaining Certification Becoming too Burdensome?
Physicians raise concerns about time, cost; boards say recertification  
requirements must keep pace with changes in care and market expectations

M 
any physicians are concerned about the growing time 
and cost needed to maintain board certification. They  

see it as one more example of regulations and paperwork that 
take away valuable time from treating patients.

Leaders of certification boards maintain that changes are  
necessary to keep certification relevant and credible in a  
marketplace that demands increased quality reporting from 
physicians, hospitals and other providers, and where consumers 
seek greater access to physician information.

The stakes for maintaining certification become higher as some 
hospitals in the St. Louis area require board certification as a 
condition of staff privileges. Many savvy consumers also prefer 
and seek out a board-certified physician.

Overseeing certification programs in 24 specialties is the  
American Board of Medical Specialties (ABMS), which  
states that more than 800,000 physicians are certified by  
ABMS member boards. About 200,000 of those physicians are  
certified by the American Board of Internal Medicine (ABIM), 
which coordinates certification in internal medicine and 20  
sub-specialties.

When board certification programs were started in the 1930s, 
lifetime certification was granted. However, the American  
Board of Family Medicine in 1969 became the first specialty 
board to issue time-limited certificates. The ABIM in  
1990 changed to a time-limited certification that requires  
Maintenance of Certification (MOC) every 10 years. The  
ABMS adopted the 10-year requirement in 2000 as the  
standard for all specialty certifications. MOC 10-year fees  
range from $1,250 for the American Board of Surgery to  
$4,820 for the American Board of Plastic Surgery.

Maintenance of Certification involves four components:  
maintaining licensure, completing education and self- 
assessment, passing a recertification exam every 10 years,  
and assessing performance demonstrating use of best  
practices. Test questions and other requirements are continually 
updated by the ABMS and the specialty certification boards. For 
example, for 2014 the ABIM is adding requirements that educa-
tion and self-assessment progress be demonstrated every two 
years and every five years. In particular, 100 points of self-eval-
uation had been required every 10 years; starting in 2014 ABIM 
will require 100 points every five years. The American  

 
Board of Pediatrics also will require active MOC participation 
every two years.

Physicians Speak Out

Physicians are expressing concerns about MOC. The 2013  
AMA House of Delegates, including SLMMS members,  
adopted recommendations including:

p		Any changes in the MOC process should not result in  
significantly increased cost or burden to physicians.

p		The AMA will work with the certifying boards to examine 
the evidence supporting specialty board certification and  
to explore alternatives to the mandatory high-stakes  
recertification examinations.

p		The AMA encourages the ABMS and specialty boards to 
provide full transparency related to the costs of preparing, 
administering, scoring and reporting MOC to ensure that 
MOC does not result in significant financial gain to the 
ABMS and specialty boards.

p		The AMA will work with the ABMS to lessen the burden of 
MOC on physicians.

p		The AMA will support specialty board efforts to allow  
other physician educational and quality improvement  
activities to count for MOC, encourage consistency across 
ABMS specialty boards, and work with specialty boards and 
societies to develop tools and services to help physicians 
meet MOC requirements.

Earlier this year, the Medical Society of the State of New York 
passed a resolution opposing MOC until research demonstrates 
it links to improved patient outcomes, and calling on its  
members to communicate to AMA and ABMS examples  
of “disproportional fees, onerous time requirements and  
unnecessary fragmentation.” The Ohio State Medical  
Association approved a resolution requesting that “lack of 
specialty board certification does not restrict the ability of the 
physician to practice medicine in Ohio.”

The issue of hospitals requiring physician certification and 
recertification was highlighted in a lawsuit filed in April by the 
American Association of Physicians and Surgeons (AAPS). The 
suit asks that the ABMS be ordered to stop seeking agreements 
with hospitals and state medical boards requiring recertification. 

f  SPeCiaL SeCTiOn: mainTenanCe OF CerTiFiCaTiOn  p

10  December 2013/January 2014



Is Maintaining Certification Becoming too Burdensome?
Physicians raise concerns about time, cost; boards say recertification  
requirements must keep pace with changes in care and market expectations

Boards Say requirements are needed

Robert Wachter, MD, of San Francisco, responded to concerns 
in a blog posted on Aug. 14, 2012, after he became ABIM chair. 

“Tightening MOC requirements is unlikely to make doctors 
happy, but I believe it is needed to bolster the credibility of 
board certification, and thus of professional self-regulation.  
To doctors who say, ‘I’m working hard, please leave me alone,’ 
I can guarantee they won’t be left alone—by Medicare and 
other insurers, by the Joint Commission, and by state licensing 
boards. … The Board’s goal is for our process to be sufficiently 
credible to the public and others that it ‘counts’ for all of these 
programs.”

On the issue of consumer information, he commented, “As the 
popularity of sites like HealthGrades and Angie’s List illustrates, 
patients want far more information. I believe that if the Boards 
don’t provide it, others will.”  f
Sources:

“Ensuring Physician Confidence—Is Maintenance of Certification the Answer?”  
New England Journal of Medicine, Dec. 27, 2012.

American Board of Medical Specialties, www.abms.org.

American Board of Internal Medicine, www.abim.org.

Proceedings of the AMA 2013 Annual Meeting, pp. 20–21, www.ama-assn.org.

Policy and Medicine, www.policymed.com, May 21, 2013.

“On Becoming Chair of the ABIM: Why the Board Matters More Than Ever,” Bob Wachter, 
MD, community.the-hospitalist.org, Aug. 14, 2012.

Mercy Clinic Develops Module 
for Recertification Credit
Mercy Clinic is working with its pediatricians to develop a quality improvement 
module that will enable physicians to earn Maintenance of Certification credit 
for participating in a Mercy quality improvement project for vaccine storage and 
administration. 

“We were already doing the vaccine storage and administration project. Our  
pediatricians advised us that many were up for recertification and in need of MOC 
credits. They suggested we apply to have this project accepted for MOC credit,”  
said Cathy Martin, manager of quality for Mercy Clinic East Community. 

The co-chair of the pediatric quality, safety and value committee (QSV) for Mercy 
Clinic, Gregory Finn, MD, worked with quality staff to prepare the application  
to the American Board of Pediatrics. Mercy is responding to several suggested  
changes from the Board and is hoping for final approval soon. Another application 
will be started shortly with the other pediatric QSV co-chair, Sarah Alander, MD. 

Jane Potter, vice president of quality for Mercy Clinic, said, “This really speaks to  
our culture of quality that physicians have in our East Community. We are able to 
use the work they are already doing in quality of care to help with recertification. 
This is a benefit we can provide to physicians throughout our group.”

Mercy hopes to roll out the MOC project on a system-wide basis similar to an MOC 
module that the Mayo Clinic offers its physicians.
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American Board of Internal Medicine CEO Responds  
to Questions about Changes in Recertification 
Editor’s Note: 

Following is a condensed text of an interview 
by SLMM with Richard J. Baron, MD, MACP, 
president and CEO of the American Board 
of Internal Medicine (ABIM) and the ABIM 
Foundation. The ABIM oversees certification  
in internal medicine and 20 sub-specialties; 
over 200,000 physicians hold ABIM  
certification. Dr. Baron, of Philadelphia, 

became president and CEO in June 2013 after serving in private 
practice for almost 30 years. He was Chair of the ABIM Board  
of Directors in 2008 and also recently led the development of  
innovative ACO models for the Centers for Medicare and  
Medicaid Services Innovation Center. A graduate of the Yale  
University School of Medicine, he is certified in internal medicine 
and geriatric medicine. Questions for this interview were provided 
by members of the SLMMS Council.

SLMM: Why have the aBim mOC standards changed?

Dr. Baron: Since 1936 the ABIM has regularly changed what we 
do to ensure we achieve the mission of enhancing the quality of 
health care by certifying internists and specialists who have the 
knowledge, skills and attitudes essential for excellence in care. 
The major change we are implementing in January 2014 is to 
make sure our process is more continuous. Starting in 1990 the 
Board formally acknowledged that issuing a credential for life 
was not very credible. So the Board came up with a time-limited 
approach with a certificate a doctor could hold for 10 years.  
Our experience has been that most doctors do not engage with 
the program until year 8-1/2. From a public credibility point  
of view and a workflow point of view, it’s not credible to say 
doctors only need to do something once every 10 years. 

The purpose of board certification is to create a credential  
that distinguishes in a publicly recognizable way one group of 
doctors who choose to meet a set of standards set by their peers, 
from another group of doctors who do not. The board credential 
was designed to say, “Let’s get the leading national physicians 
in the room and let’s try to figure out what our expectations are 
for an internist. Let’s turn them into a set of assessment tools.” 
That’s still the core work of the Board. So, in a world where  
doctors may be asked to demonstrate all sorts of things at more 
frequent intervals than once every 10 years, the idea that board 
certification would be just a once-every-10-year credential, is 

not something that consumers would have confidence in, nor  
is it something patients would have confidence in, nor would  
it be very useful to hospitals and medical staffs in sorting out 
the doctors they want to work with. The Board credential  
communicates the currency of a physician. Our Board feels 
strongly that going to a more continuous program is a very 
important and powerful thing to do.

SLMM: Has the aBim done any pre-testing or research  
regarding the time commitment by members to complete 
the changes to the mOC program?

Dr. Baron: The amount you need to do hasn’t changed that 
much. What has changed is the frequency with which you do 
them. Our studies show that physicians will invest between 5 
and 20 hours a year to complete the new requirements. Those 
estimates are based on survey responses and CME submissions 
for the current MOC products. The year you take your exam, 
which is still every 10 years, doctors will get credit for the time 
they presumably spend preparing for it. 

SLMM: Can you describe the governance structure  
of the aBim? 

Dr. Baron: ABIM’s governance structure changed earlier this 
year to include a Board of Directors and an ABIM Council.  
The role of the ABIM Board of Directors is to oversee the  
overall strategic direction of the organization and support  
efforts to make MOC and the certification credential relevant 
and valuable to the broader health-care community and to all 
the internists who participate in it. The newly formed ABIM 
Council will guide the policies and procedures for Certification 
and MOC in all of the disciplines of internal medicine, and 
ABIM Specialty Boards will develop the standards for the 20 
specialties of internal medicine. ABIM also recently adopted 
new policies to expand our governance to include a wider range 
of perspectives. In September, the ABIM Council voted that each 
ABIM Specialty Board will include at least two non-internist 
members, including both a member of the interprofessional 
health-care team and a public member with a patient/caregiver 
perspective. Additionally, in an effort to ensure that Board  
governance represents the voice of the physician in practice,  
the Council voted that each of the ABIM Specialty Boards will 

Dr. Richard J. Baron
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include a minimum of one practitioner whose primary practice is in a 
non-university, community setting. At its October meeting, the ABIM 
Board of Directors unanimously approved a governance initiative to seek 
for the first time at least two non-internist members for the Board of 
Directors. 

SLMM: How did the aBim and aBmS solicit physician leadership  
organizations’ input into this initiative prior to its announcement?

Dr. Baron: We regularly meet with and are in communications with the  
staffs of the American College of Physicians and other internal medicine  
societies. We have a twice-yearly communications meeting where we hear 
their concerns about the certification program and we update them on 
new developments. Many of the things that doctors do for credit under the 
MOC program are developed by the specialty societies. Many of our board 
directors and subspecialty directors are officers in subspecialty societies. 
Physician leaders from these organizations gave input in the process in  
the sense there are ongoing conversations. 

SLMM: What has been the feedback from aBim diplomates since 
the changes to the mOC process were announced?

Dr. Baron: We’ve heard a lot of different things as you can imagine. A lot 
of doctors are not particularly enthusiastic about what they perceive as 
one more organization making rules. However, most of the doctors we 
work with actually are performing the activities we are asking of them. 
Many doctors are using the ACP medical knowledge self-assessment  
program to stay up to date on internal medicine. I and our staff agree  
with a lot of the criticism we are hearing, and we are in the process of 
making some fairly big changes in the program. But we also know that  
the program in its current form is providing value for the internists who 
go through it. For example, we’ve had over 6,000 diplomates respond  
to surveys about their experience with ABIM’s Practice Improvement 
Modules (PIMs), and 84% indicated that their practice changed as a  
result of completing the module. Also, 84% responded that they would 
recommend the module to a colleague.

SLMM: The ama House of Delegates in June adopted a  
resolution encouraging the aBmS and all its specialty boards 
(including aBim) to provide full transparency regarding the costs 
of administering mOC, and requesting that the process does not 
result in significant financial gain to the specialty boards. What  
is aBim’s response?

Dr. Baron: We have a major transparency initiative under way. As a  
nonprofit, our IRS Form 990 already is in the public domain in Guidestar 
(www.guidestar.org). Next year, on our website you will find financial and 
governance information our committee charters and more information  
on our process for developing questions. We are investing significant  
organizational resources in putting more information on the website. 

continued on page 14

Local Leaders Share 
Concerns on MOC
Local physician leaders are responding  
to concerns about maintenance of  
Certification requirements. 

Joseph Drozda, MD, (SLMMS), director of outcomes research 
for Mercy, has been involved in the issue as a member of 
the American College of Cardiology board of trustees. “The 
leadership of the ACC has heard loud and clear the concerns 
of our members over the burden and cost of MOC and has 
transmitted those concerns to the ABIM.  We are at this point 
optimistic that we have been heard and that ABIM is willing 
to discuss modifications of the program,” he said.

Dr. Drozda also serves on the board of the National  
Cardiovascular Data Registry and the ACC’s Clinical Quality 
Committee, and is on the ACC’s new Education Quality  
Review Board which is bringing together the ACC’s  
continuing education and clinical quality programs and  
the NCDR registries to help support members’ MOC efforts.  

A key concern is recognizing the daily learning activities  
that physicians perform as part of practice. Victoria Fraser, 
MD, (SLMMS), chairman of the Department of Medicine at 
Washington University, said, “The boards need to do more to 
allow physicians to demonstrate their ability to incorporate  
knowledge into their practices and not be so restrictive  
as to what physicians need to be recertified. Physicians 
almost every day do research online in best practices and 
therapeutics.” 

She added, “These programs are very expensive and time-
consuming. It is a not always feasible for a physician to  
take significant time away. They have to be designed with  
a realistic time frame in mind.”

The quality improvement component of MOC should link 
closely with the physician’s daily practice, Dr. Drozda said. 
“The ideal maintenance of certification tool would provide 
a snapshot of what the physician and care team are actually 
doing in the process of providing care to their patients.”

MOC also needs to take into account different practice  
settings, Dr. Fraser noted. “Physicians in an academic  
setting regularly conduct knowledge-related activities such 
as presenting lectures. The programs should be flexible to 
account for this. It shouldn’t be a lot of extra work.” The  
Medical School is working on applying to the ABIM for an 
MOC module that would apply to the academic setting.

“I think that all of this is fixable and that ABIM is listening,” 
Dr. Drozda said. “Professional societies need to step forward 
representing their membership and work with the boards to 
come up with creative solutions.  They also need to assist their 
members by finding ways to make it easy for them to meet 
their MOC requirements.”

St. Louis Metropolitan Medicine  13  



SLMM: The great majority of physicians’ Cme activities 
do not qualify for mOC credit, such as real-time bedside 
activities including Pubmed searches, reading textbooks, 
and using medical reference tools embedded in many 
eHr systems. How does the aBim plan to help bridge  
this gap and reduce the extra work for physicians?

Dr. Baron: ABIM currently offers over 200 non-ABIM options 
for MOC credit, while in 2008 a diplomate only had about 20 
non-ABIM options for MOC credit. We are evolving our criteria 
as rapidly as we can to recognize additional products, as well 
as activities that doctors may be performing in the hospital or 
in their practice. But these must be meaningful activities with 
a meaningful level of physician engagement. That is not always 
easy to discern. We are moving quickly in this area because we 
know doctors are doing a lot of things that are relevant, but at 
the same time you have to have standards. 

SLMM: Can you give some examples? 

Dr. Baron: The ABIM Point-of-Care Clinical Question Module, 
a web-based tool available to all diplomates enrolled in MOC, 
provides MOC credit for documenting the pursuit of clinical 
questions that arise from physicians’ day-to-day practice. ABIM 
is also in the process of reviewing non-ABIM point-of-care 
modules and clinical decision support tools for potential MOC 
credit. In addition, starting in 2014, diplomates in fellowship 
training will earn MOC points upon completion of each eligible 
fellowship year. Diplomates can also earn MOC points in the 
year in which they study for and take the exam.

SLMM: Does the aBim credit activities certified by the 
aCGme for mOC points, such as specialty educational 
conferences and grand rounds? 

Dr. Baron: Although diplomates do not earn MOC credit  
for attending conferences, they can earn MOC points by  
participating in Maintenance of Certification Learning  
Sessions, which are often offered at medical society meetings. 
Some medical societies have also developed “core curriculum”  
products closely linked to their conferences. ACCME- 
accredited activities are not automatically granted MOC  
points, but the provider of the activity can submit an  
application to ABIM for consideration.  

SLMM: The ama also has asked that any changes in mOC 
policy not result in significantly increased cost or burden  
to participants. Our physicians believe that doubling  
the number of hours of mOC credit required is more  
burdensome. How does the aBim plan to address this?

Dr. Baron: We have heard that concern. Again, it appears that 
most of our diplomates are earning their 100 points in one to 
two years. In some ways, enforcing a two-year cycle makes it 
less burdensome because it will spread out the work. Some  
additional work is expected and we are changing the point  
scoring. We are requiring 100 points in five years; it was 100 
points in 10 years. At the same time we are giving points for 
things we didn’t used to, like studying for the exam. It’s not 
a straight one-for-one proposition. But most importantly, 
spreading it over time will make the process feel less impossible 
for people. Also, our fees are among the lowest of all specialty 
boards. We are not planning to raise our fees any time soon;  
we plan to make the program work with the resources we have.

SLMM: What is planned to address the concerns of  
physicians who carry multiple board certifications?

Dr. Baron: If you have multiple ABIM certificates or are  
dual-boarded by ABIM and another ABMS member board,  
in most cases the only difference is the person with two  
certifications has to take two exams. All points count toward 
both certificates. It is important to remember that this is a  
voluntary program. People need to decide which certificates 
they will maintain. For the purposes of their practice, most  
doctors don’t need to maintain more than a couple.

SLMM: is there any other information you want to add?

Dr. Baron: We know that physicians are frustrated and feeling 
under the gun. We believe they have a stake in this enterprise.  
I was in community practice for 30 years and voluntarily  
recertified in 1998. I wanted to see if I knew what I needed  
to practice. It did take a lot of time studying. But that  
professionally driven process gave me an enormous amount  
of pride. ABIM is of the profession and serves a public mission. 
We work with the internal medicine societies but are also  
independent. We are driving a lot of changes toward  
transparency and in the structure of our product. It’s never  
as good as it needs to be. It will be better than it is, and we  
will keep trying to make it better.  f

American Board of Internal Medicine CEO Interview   p   continued from page 13
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On the Run:  
Tablets and Smartphones Improve  
Communication, Information Access
One survey estimates that by June 2014, four in five physicians  
will use both mobile devices plus a computer
By Jim Braibish, St. Louis Metropolitan Medicine

F 
or more and more physicians, tablets and smartphones are 
becoming an essential part of daily practice.

Over half of 1,063 clinicians surveyed by online app Epocrates 
in June 2013 say they are using tablets such as iPads in their 
practices. The 53% usage reported this year represents a sharp 
increase over the 34% using tablets in 2012 and this is expected 
to jump to 85% by June 2014. For smartphones, 86% currently 
use these devices.

The Epocrates survey sample included physicians in primary 
care (204), cardiology (203), oncology (202) and psychiatry 
(201) plus 128 physician assistants and 125 nurse practitioners.

SLMMS member Ranjan Malhotra, MD, of Ophthalmology 
Associates, began using a tablet regularly in clinic with patients 
earlier this year after the practice converted to electronic health 
records.

“We use the tablet to show our patients their vision, confirm 
their medications and occasionally for test results. The tablet 
mainly helps me review all the general information such as  
the chief complaint, tech findings, medications, etc.,” he said. 

The tablet has been very beneficial. He added, “The tablet  
helps with our patient flow. It gives me the general information 
and I can talk more with my patients instead of staring at the 
computer or hiding my face in a chart. It helps us make a more 
personal connection with our patients and be able to explain 
things in more detail.”

Another June 2013 survey, this one by AmericanEHR Partners, 
which is affiliated with the American College of Physicians, 
showed that physicians find tablets much more useful than 
smartphones for accessing electronic health records. Among  
the 1,400 physicians surveyed, 51% access their EHR systems 
via tablet and only 7% via smartphone. The survey also noted 
that the time spent on tablets is 66% higher than the time spent 
on smartphones.

 
SLMMS Past President Robert McMahon, JD, MD, embraces 
both the iPhone and iPad, and finds it beneficial to check on 
patients who are hospitalized. “I use the iPad to access hospital  
records from home because it ‘boots up’ quickly and allows me 
to monitor inpatients outside of office hours,” he said.

SLMMS Councilor Samer Cabbabe, MD, of Plastic  
Surgery Consultants, uses both a tablet and smartphone.  
He commented, “The device is essential to my practice for 
accessing my schedule in the office and for accessing patient 
charts/vitals in the hospital. It speeds me up.”

Most Common Uses
The AmericanEHR survey found that the most common use  
for tablets and smartphones is “sending and receiving email.” 
However, Epocrates’ survey reported that the most common  
use for a tablet is accessing electronic health records or  
e-prescribing (49%), followed by information search (39%)  
and accessing professional resources such as Epocrates and 
Medscape (24%). For smartphones, Epocrates found 46%  
using them for search, 38% accessing professional resources, 
and 38% communicating with colleagues.

For Dr. McMahon, communicating with colleagues is very im-
portant. “I use text messages—without patient identifying  
information—to communicate with colleagues and my staff 
about meetings, appointments and call requests. It is a benefit to 
read texts within a short period of time after they are sent and 
not ‘play phone tag.’ It allows me to prioritize my tasks  
efficiently.”

A growing phenomenon reported by Epocrates is the “digital 
omnivore” who uses a tablet, smartphone and laptop or  
desktop computer. This group represented only 28% of survey 
respondents in 2012 but grew to 47% this year. By June 2014, 
82% of their respondents expect to be on all three platforms.
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Their report said, “Digital omnivores are becoming the  
standard: connected, mobile-centric clinicians who show  
preference for mobile screens in all professional tasks and spend 
more time accessing digital information with their colleagues.”

Also noted in the report is that the use of personal computers is 
greatest during the workday and exceeds that of mobile devices, 
however the tablet and smartphone use is greater after-hours.

SLMMS member Ramona Behshad, MD, of Laser &  
Dermatologic Surgery Center, uses apps frequently. She  
said, “I find the iPhone very helpful in clinic. I can look  
up medications, drug interactions, and approximate drug costs, 
all within minutes. As a dermatologist who focuses on skin  
cancer, I have an older population of patients. As a result, I  
find the iPhone and the medical apps (Micromedex, Epocrates, 
Medscape) most helpful in deciphering diabetic and cardiac 
medications, which are constantly changing.”

Tablets and smartphones are not for everyone. In particular, 
practices that have not converted to EHR systems will not  
derive as much benefit. 

SLMMS members using mobile devices are generally satisfied 
with them. Dr. McMahon said, “I am satisfied with the  
devices for portability and unobtrusiveness. I am not sure  
my dinner partners approve of my reading ‘urgent’ texts on  
my smartphone, but compared to the old days of beepers and 
intrusive cell phone calls, I think it may be better.”  f
Sources

Epocrates 2013 Mobile Trends Report, http://www.epocrates.com/oldsite/statistics/2013%20
Epocrates%20Mobile%20Trends%20Report_FINAL.pdf.

AmericanEHR 2013 reports on tablet and smartphone usage, news release announcing 
results, http://www.americanehr.com/about/learn_more/news/13-06-12/Survey-of- 
Physicians-Suggests-Tablets-More-Useful-Than-Smartphones.aspx.
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Asbestosis–The Scam That Refuses to Die 
Attorneys pursue fraudulent diagnosis of asbestosis to gain settlements
By Arthur Gale, MD

R 
ecently a patient came to my office and asked me what 
I knew about asbestosis. His union had asked him to be 

tested for asbestosis. He had no symptoms of any illness. I told 
him that in my opinion the overwhelming majority of cases 
diagnosed with asbestosis are fraudulent. I told him further  
that I had written articles about asbestosis fraud and gave him  
a copy of my book which contains these articles.  He seemed to 
be receptive to my comments. Nevertheless he decided to get 
tested for asbestosis.  

A couple of months later he came to my office and showed me 
the report of his chest X-ray contained in a letter from a local 
physician to an out-of-town attorney. The X-ray was read as 
showing bilateral pulmonary interstitial fibrosis. The letter also 
stated that given the patient’s occupational history, the patient 
“has asbestosis.” The reader of the X-ray was not a radiologist. 

Five months later I ordered a chest X-ray on the patient as part 
of a workup for an unrelated medical problem. An excellent 
board-certified radiologist interpreted the new chest X-ray as 
negative. I showed the report to the patient and reassured him 
that he did not have asbestosis. I also told him the new chest  
X-ray confirmed my suspicion that his previous chest X-ray 
report was likely part of a scam by mass tort lawyers to extort 
money from asbestosis trust funds.

“The new chest X-ray confirmed my suspicion that 
his previous chest X-ray report was likely part of a 
scam by mass tort lawyers to extort money from 
asbestosis trust funds.”  

fp
The definitive article exposing fraud in the diagnosis of  
asbestosis was by Gitlin et al., of the Johns Hopkins University 
School of Medicine. In this study published in 2004, films  
read by plaintiffs’ radiologists were compared to the readings  
of the same films by independent radiologists. The plaintiffs’  
radiologists read 95.9% of the films positive for abnormalities 
that were compensable for pulmonary asbestosis. The  
independent radiologists who were unaware of the readings  
by the plaintiffs’ radiologists read the same set of films as  
positive in only 4.5% of cases.1 

A couple of examples of massive fraud perpetrated by doctors  
reading films for asbestosis attorneys highlight how expert  
witnesses can abuse the legal process and undermine the  

 
search for truth and justice: One doctor, Ray Harron  
personally diagnosed 51,048 asbestos claims. He diagnosed  
a record number of 515 people in one day, which amounts  
to one diagnosis per minute. Another doctor, Ray Segarra, 
a pulmonologist, diagnosed 29,000 claims of asbestosis. He 
estimates that he has made about $10 million doing this work. 
When questioned on National Public Radio about his readings 
of chest X-rays, Segarra replied “I’m certainly not a schemer  
at all … but am I an opportunistic? I suppose I am. But  
everybody is.”2

Litigation has now changed from the traditional model of an 
injured person seeking a lawyer to an entrepreneurial model 
where lawyers recruit clients without known disease. Of the 
850,000 asbestos claimants who brought suit against 8,400 
different defendants, it is estimated that about 600,000 were 
recruited by mass screenings.3 

“Litigation has now changed from the traditional 
model of an injured person seeking a lawyer to 
an entrepreneurial model where lawyers recruit 
clients without known disease.”  

fp
Even though the asbestosis and silicosis scams have been widely 
publicized, plaintiff lawyers are not deterred. They continue  
to heavily advertise on television and in other media. Now  
they are enlisting unions in order to gain more plaintiffs.  
They continue to use “hired gun” expert witnesses instead of  
reputable independent physicians. Both sides know these cases 
are almost always non-meritorious like my patient’s. Both sides 
also know that most cases settle because it usually costs more to 
defend these suits than to settle.  The lawyers and doctors who 
engage in asbestosis fraud obviously have no shame. 

Because of one courageous judge, Janis Jack, a former nurse  
who exposed massive and brazen fraud in silicosis and  
asbestosis litigation, some insurers and manufacturers are  
finally fighting back. A major mass tort asbestosis plaintiff law 
firm is run by Peter Angelos, owner of the Baltimore Orioles 
major league baseball team. Recent revelations show that 70% 
of the 13,000 plaintiffs he represented in mass filings had been 
diagnosed with asbestosis by just five doctors. One doctor 
diagnosed 50% of the cases. He also happened to work as a team 
doctor for the Baltimore Orioles. His partner also diagnosed 
many of the plaintiffs. More than 1,500 of the claimants were 
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duplicates.4  The average payout to “patients” in a mass tort 
filing is between $3,000 and $5,000. The law firms take is about 
40% of the award, and the payouts can be in the tens of millions 
of dollars. 

A few years ago I told a prominent medical malpractice defense 
attorney that mainly because of false expert witness testimony 
our legal system was corrupt. He flew into a rage. He said that 
he would not defend a doctor in a malpractice suit who held 
such views. He implied that our legal system was fair and just 
and was the best method ever invented to determine the truth. 
The few examples cited above are just the tip of the iceberg and 
illustrate how wrong he is.  f 
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Free Prescription-Drug  
Take-Back Program
Area residents who have medicines they no longer  
need can dispose of them anonymously at no charge via 
collection boxes at nine local police stations in St. Louis 
County. Locations include municipal police stations in 
Ballwin, Olivette, Sunset Hills and Webster Groves, as 
well as St. Louis County Police stations at 11815 Benham 
Rd., 63138; 9928 Gravois Rd., 63123; 3031 Telegraph Rd., 
63125; and 232 Vance Rd., 63088. All but the Olivette and 
Webster Groves locations are open 24 hours a day.

The program was founded by  
the St. Louis County Police  
Department, St. Louis College  
of Pharmacy, Missouri  
American Water and the  
Metropolitan St. Louis  
Sewer District.  The  
program website is  
www.missourip2d2.org.
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How Much Flexibility Do I Have in Billing the Patient? 
Weighing the risks of waiving insurance copays
By Stuart J. Vogelsmeier, J.D., Lashly & Baer, P.C.

O 
ften, providers consider whether a patient should get some 
type of discount or assistance with copayment, deductibles 

and co-insurance amounts (collectively, I will refer to these 
payments as “copays”). Providers have long provided free care 
or reduced rates to patients such as financially disadvantaged 
individuals or professional colleagues and their families. This  
article will examine the waiver of copays in the commercial 
insurance and managed-care realm, as well as under federal 
and state laws. It will also discuss whether billing as an out-of-
network provider really gives the provider unlimited flexibility 
in terms of billing to patients.

example

For the purposes of this article, I will use a simple example that 
can be applied to a variety of settings. The provider provides a 
service to the patient, and the provider’s charge for that service 
is $100. The provider’s office staff determines that this patient’s 
copay is $20. Also, the patient is the parent of a good friend of 
the provider. The provider does not know the patient’s financial 
status, but assumes that in this day and age that any patient 
would gladly keep the $20 in his or her pocket, so the provider 
tells his office staff to “waive the copay.” The provider sends the 
payor a bill for the charge of $100, and expects that the payor 
will pay the remaining balance of $80. Is there risk in this pro-
vider’s decision?

medicare/medicaid

Let’s assume, for the sake of this example, that the patient’s sole 
coverage is Medicare, and the waiver of copay is provided. The 
U.S. Office of Inspector General gave guidance on the issue of 
waiver of copays for Medicare patients in a 1994 Special Fraud 
Alert, and that guidance is still sound in 2013. Routine waiver 
of copays by providers may be unlawful because it results in 1) 
false claims, 2) violation of the Anti-Kickback statute, and 3) 
excessive utilization of services paid for by Medicare. The OIG 
believes that a routine waiver of copays is a misstatement of the 
provider’s actual charge. In our example above, if the provider 
waives the copay, the OIG believes that the provider’s actual 
charge is $80, not $100. Medicare should be paying 80% of $80 
(or $64), rather than 80% of $100 (or $80). As a result, Medicare 
is paying $16 more than it should.

Some providers may think that by waiving the copay, they are 
helping the Medicare patient. The OIG disagrees. Government 
studies have shown that if patients have some level of financial 
responsibility for their own care, the patients will be better 
consumers of their own health care, and will chose their services  

 
because they need them, rather than simply because they are 
free. Ultimately, the OIG believes that if copays are waived, 
Medicare will pay for services that are not needed, and there 
will be less Medicare funds available to pay for truly necessary 
services.

“The general rule of thumb that providers should 
consider is to waive copays for Medicare/Medicaid 
(and other government payors) only on a  
case-by-case basis and based on the financial 
need of a particular patient.”  

fp
Following are signs the OIG believes highlight potential  
unlawful activity:

p	 Advertisements which state “Medicare Accepted as Payment 
in Full” or “No Out-Of-Pocket Expense”

p	 Collection of copays only when the patient has Medicare 
supplemental insurance

p	 Charges to Medicare patients which are higher than those 
made to other persons for similar services (the higher 
charges offset the waiver of copays)

p	 Routine use of “financial hardship” forms, where there is no 
real determination of a patient’s financial condition

The OIG has stated, however, that copays may be forgiven in 
specific instances of financial hardship. This hardship exception 
must truly be an exception which addresses a specific patient’s 
financial circumstances. A good-faith effort to evaluate each 
patient and to collect copays must be shown. The general rule 
of thumb that providers should consider is to waive copays for 
Medicare/Medicaid (and other government payors) only on a 
case-by-case basis and based on the financial need of a  
particular patient.

managed Care/Commercial Payors

If the provider in the above example has a contract with the 
payor, this provider has probably violated the terms of the  
provider’s contract with that insurance plan. Most managed-
care contracts have a provision which requires the collection 
of applicable copays, and prohibits the provider from waiving 
copays. The theory behind this type of contractual clause is 
similar to the government’s theory: if patients have some level 
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of financial responsibility for their own care, they will be better 
consumers of their own health care. Waiver of the copay in the 
example set out above could subject this provider to termination 
of the provider’s contract, and perhaps a claim by the insurance 
plan that the provider’s bill was fraudulent.

One thought may be to avoid going “in network.” Let’s change 
the example just a bit and assume the patient has health  
insurance coverage with a provider who is not contracted  
by the patient’s plan. In other words, the provider is out of  
network. The provider knows, from experience, that this  
patient’s insurance pays for 80% of out-of-network charges. If 
the provider again waives the 20%, is that a problem? Intuitively, 
a provider may think, “I’m not under contract with this plan, 
and I can do whatever I want.” Sometimes intuitions, and the 
best intentions to help a patient who is a friend, can still subject 
providers to risk. 

In the out-of network example, we will assume that the  
insurance plan’s policy is to pay for 80% of the charge by  
an out-of-network provider. If the out-of-network provider 
sends the insurance plan a bill with a charge of $100, yet does 
not bill the patient the remaining 20%, the insurance plan could 
argue that the actual charge was only $80, and then pay the 
provider $64 (80% of $80). Even worse, if the entire copay is 
waived, the insurance plan may take the position that the plan’s 
responsibility is 80% of the patient’s entire responsibility, and if 
the patient is billed $0, then the insurance plan’s responsibility  
is $0 (80% of $0 is $0).

“If the entire copay is waived, the insurance plan 
may take the position that the plan’s responsibility 
is 80% of the patient’s entire responsibility, and if 
the patient is billed $0, then the insurance plan’s 
responsibility is $0 (80% of $0 is $0).”  

fp
Only a few states have actually passed laws that prohibit the 
waiver of copays by out-of-network providers. However, this  
has not stopped some payors from challenging the practice of 
waiving copays in court. In the out-of-network example above, 
not only does the provider risk lower payment or non-payment 
by the insurance plan, the provider may run the risk of a fraud 
lawsuit. For instance, over 20 years ago, CIGNA filed suit 
against an Illinois chiropractor who agreed with a patient to 
accept as full compensation “whatever the insurer would pay.” 
In that case, the U.S. Court of Appeals for the 7th Circuit held 
that a provider who waives copays may forfeit the right to pay-
ment from the health plan. More recently, Aetna filed a lawsuit 
in California in early 2012 alleging that seven out-of-network 
providers routinely waived copays for Aetna patients, and that 
this practice amounted to insurance fraud under California law. 
This case is currently pending in California Superior Court. 

Aetna has filed similar lawsuits which are currently pending in 
New Jersey, New York and Texas.

We are aware that some providers have attempted to waive 
copays for out-of-network patients by notifying the payor of 
the practice directly on the bill to the payor. The providers have 
been prepared to argue that by clearly stating their waiver on 
the bill, the payor cannot argue fraud. In other instances, we 
are aware that some providers actually bill the patients for the 
copay, but make no effort to actually collect the copay. We are 
also aware, anecdotally, that payors are aware of these practices, 
and have argued against them. 

In terms of out-of-network providers, the law is very unsettled, 
and a number of lawsuits are pending. Additionally, some state 
legislatures are examining these issues more closely. Providers 
who seek to provide relief for patients should do so carefully, 
and in consultation with counsel.

Professional Courtesy

What about professional courtesy, which is the practice  
of providing care to other providers and their families at a 
reduced charge? At this point, there are no exceptions under 
Medicare/Medicaid and most managed-care contracts which 
allow physicians to waive copays of other providers and their 
families. Waiving the physician’s entire fee is probably much 
safer that waiving or discounting copays. A waiver of charges 
should never, however, be provided as a way to induce referrals, 
especially referrals of Medicare/Medicaid patients. 

Conclusion

Physicians should proceed very carefully prior to entering  
into a decision to waive or reduce the copay. Contrary to some 
popular thinking, going out-of-network does not provide  
unlimited options.  f

Stuart Vogelsmeier is a partner with the St. Louis 
law firm of Lashly & Baer, P.C. Mr. Vogelsmeier 
regularly counsels health-care providers on issues 
such as Stark Law and Anti-Kickback Law  
compliance, corporate structure, employment 
agreements, joint ventures, adding ancillary 

services to practices and asset protection. He can be contacted at 
(314) 436-8349 or at sjvogels@lashlybaer.com. The firm’s website 
is www.lashlybaer.com.

This article is for informational and educational purposes only. Individual physicians and 
other providers should contact their advisors for assistance.

Stuart Vogelsmeier
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 DECEMBER
10	 	SLMMS Council, 7 p.m. 

23-25		Christmas Holiday, SLMMS office closed. 

30-1	 	New Year’s Holiday, SLMMS office closed.

 JAnuARY
11	 	SLMMS Annual Installation Banquet, Kemoll’s Top  

of the Met. Information and registration, Liz Webb,  
314-989-1014, ext. 108, lizw@slmms.org.

14	 	SLMMS Council, 7 p.m. 

18-19		MSMA Council Meeting, Jefferson City. Information: 
www.msma.org. 

 MARCH
5	 	MSMA White Coat Rally and Alliance Advocates  

for Health Care Annual Day at the Legislature,  
Jefferson City.

Take your pick since one shows incompetence and one shows 
deceit. Can we believe anything that the President tells us from 
now on? I believe it will be difficult for President Obama to 
blame President Bush (43) or the Republican Party for his  
initial statement.

A recent interview published in the Daily Caller* with  
Christopher Conover, a research scholar in The Center for 
Health Policy and Inequalities Research at Duke University, 
claims that of the 189 million Americans with private insurance 
(individual non-group and employer-sponsored), 129 million 
will not be able to keep their current health plan. If one reads 
the interview, the numbers presented by Professor Conover are 
clear and easy to understand as opposed to the confusing and 
convoluted wording in the PPACA.

In all fairness, I have looked for a liberal publication for  
comment regarding President Obama’s statement on Nov. 4, 
2013. At the time of submitting my column for printing,  
I could not find one that was free of inflammatory rhetoric  
and accusations or even clearly supporting the President’s  
wordsmithing of his original statement.

i am sorry that i cannot find the name of the originator  
of the following quotation:

“When in doubt, lie. 

When more in doubt, make false accusations about your  
adversary. 

 When most in doubt, blame Bush (43). Period!”  f
*A conservative news and opinion website based in Washington, D.C.,  
founded by Tucker Carlson and Neil Patel

SCAM-Q   p   continued from page 1

Physicians from the St. Louis Metropolitan Medical Society  
joined with other volunteers from the community to help  
package meals for the hungry at St. Louis World Food Day  
on Oct. 11 at John Burroughs School. Volunteers for the entire 
event packaged 370,000 rice and soy protein meals to  
be delivered to hungry children and families in local and  
international communities. Further information on World  
Food Day is available at www.stlwfd.org. 

Pictured, back from left, Liz Webb, Medical Society staff; David Nowak, Medical 
Society executive vice president; Vikram Rao, M.D.; J. Mauricio Sanchez, M.D.;  
Joseph Craft III, M.D.; Ramona Behshad, M.D.; Robert Brennan, M.D.; Linda Lieb; 
Elizabeth Brunt, M.D.;  Thomas Lieb, M.D.; and J. Collins Corder, M.D. Children, 
front, Sameera Rao, Joey Craft IV, Mateo Sanchez and Carolina Sanchez.

SLMMS Physicians Support World Food Day
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Resolutions Wanted for Annual Convention
SLMMS members are encouraged to submit resolutions for  
consideration by the MSMA House of Delegates at the 2014 
annual convention April 4-6 at the St. Louis Renaissance Airport 
Hotel. Resolutions passed by the delegation represent the voice  
of organized medicine in the state.

Support for member physicians through advocacy is a key 
theme of the SLMMS mission. The resolution process is one of 
the primary means to advocate for your concerns and those of  
your fellow physicians. Let your voice be heard, and your medical 
society will help support your position.

The deadline for submission to MSMA is February 18, 2014, for 
publication in convention materials. However, for a resolution to 
be put forward and sponsored by SLMMS, it must first come to 
the SLMMS Delegates’ Briefing Session scheduled for Tuesday, 
January 28, 2014, at 7:00 p.m. in the dePazzi Bentley Room in  
the von Gontard Conference Center at Mercy Hospital. 

Resolutions accepted by the SLMMS delegates at the Briefing 
Session go forward to a second meeting held in conjunction 
with the monthly SLMMS Council meeting on February 11.  

Any resolutions receiving final approval at the second meeting 
are then put forward by the Society.

Therefore, it is important for SLMMS members who plan to  
submit resolutions to send them to the SLMMS office by  
monday, January 27 or bring them to the Delegates’ Briefing 
Session. It is preferable for the author to be present at the  
Briefing Session and at the joint meeting with the Council  
to explain the rationale for the resolution(s).

“The resolution process is one of the primary 
means to advocate for your concerns and 

those of and your fellow physicians.”  
fp

Visit the SLMMS website for a link to MSMA’s Guidelines on  
Resolution Writing. Resolutions may be introduced individually 
at the convention, but different guidelines must be followed.  
For more information on this process, call the SLMMS office at 
(314) 989-1014.  f
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1067 North Mason Road | Suite 7
St. Louis, Missouri 63141

Ph: 314.590.0000 | Fax: 314.576.9650

WHERE PHYSICIANS CAN INVEST WITH CONFIDENCE

Helping you achieve your financial goals.

Our goal is to help enable you to make work 
optional so you can spend time doing the 

things you love!

At Mason Road Wealth Advisors, it is our job to establish a plan that allows you to feel confident about achieving 
your goals. We take the time to get to know you and offer investment strategies that are unique to each and 
every client. Our goal is to monitor and ensure you are on track toward reaching your retirement objectives. 

As a member of the St. Louis Metropolitan Medical Society, you are eligible for the very low fee of .5%. We are a fee 
only advisor, and are able to offer investment opportunities not readily available to the general public.

Please call for your complimentary portfolio analysis today. We are currently accepting a few qualified candidates for 
our wealth coaching program.
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Alliance Season-Opener 
By Gill Waltman, SLMMS Alliance

“Pills are nOT a Party” Presented at Loyola Academy 
By Gill Waltman, SLMMS Alliance

T 
he Alliance began its new season with a luncheon and 
meeting on Friday, Sept. 13, at the Missouri Athletic Club 

in Des Peres, hosted by member Kelly O’Leary. This meeting 
traditionally emphasizes Alliance membership and introduces 
new members, embraces longtime ones and honors its past 
presidents.

New member and guest speaker Carrie Hruza, OD, wife of 
SLMMS past president George Hruza, MD, discussed her role  
as a professional career woman and as 2010 Mrs. Missouri.

A graduate of Southern College of Optometry in Memphis, 
Tenn., Carrie grew up in Texas and earned her bachelor’s  
degree in psychology from the University of Dallas. Carrie  
practices at Envision Optical/Ophthalmology in Fenton  
with ophthalmologists Brent Davidson, MD, and Shana Rose, 
MD. She serves as secretary on the Missouri State Board of  
Optometry. She is a member of the St. Louis Optometric  
Society, the Missouri Optometric Association and the  
American Optometric Association. 

Carrie and George Hruza keep very busy with their four  
children. March 2010 marked the start of a family adventure  
to Tucson after Carrie was crowned Mrs. Missouri America  
in Branson. The following year, Carrie won the other Mrs.  
Missouri pageant, Mrs. Missouri United States.

Carrie’s two roles merged when the opportunity as Mrs.  
Missouri allowed her to promote her platform on diabetic  
eye disease awareness, something she emphasizes in her own  

 

 
practice. Carrie likes to educate the public on this blinding  
disease, and found a unique opportunity when she visited  
Camp EDI, an American Diabetes Association-sponsored  
program for diabetic children in Fredericktown, Mo., in June 
2010. Wearing her crown and banner, she gave an informative 
talk and told them about Miss America 1999 winning with  
her insulin pump hidden in her gown. The youth responded  
by sharing insensitive experiences they have encountered, such  
as one girl having to convince her teachers she was attending  
to her pump during class and not using a cell phone or pager.

Carrie has been inspired both by her mother Elaine, who  
was a single parent and emphasized the importance of an  
education, and George’s late mother Judita, a holocaust survivor 
who taught her about courage and hope. When not working or 
taking care of her family, Carrie practices yoga, cycles, hikes, 
runs, reads, cooks, travels, and loves to snow ski.  f

A 
lliance Vice President Angela Zylka presented the Alliance 
“Pills are NOT a Party” program to sixth-grade students 

at Loyola Academy on Oct. 28. Created by the Greene County, 
Mo., Alliance, the program educates middle-school youth about 
the dangers of abusing prescription and over-the-counter drugs.

Angela discussed pharmaceuticals, depressants, stimulants  
and the effects of peer pressure. Explaining some basic  
neurophysiology, she guided the students through the neural 
pathways that lead to the pain/pleasure center of the brain so 
that they could begin to understand the labyrinth of addiction. 
She also showed the program’s 15-minute animated video.

 
Angela said she was encouraged to hear that to date, none of 
the sixth-grade class had received or been approached to take 
unknown substances. The takeaway message was that the DVD 
had been presented at an important time for these young men, 
when popular drugs were being sold nearby during the first 
mixer of an area high school.

“Educating students now about the dangers of drugs before  
they are exposed will allow them to make responsible choices.  
It was eye-opening for them to learn that friendly dealers do not 
care about them; it is all about the money and that once they 
experiment with drugs, addiction will grab them for life.”  f

At the Alliance September meeting, from left: Millie Bever; Co-President Sandra 
Murdock; guest speaker and new member Carrie Hruza, OD; Kelly O’Leary; and 
Co-President Sue Ann Greco.
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Alliance Board Members Attend Fall Conference
By Sue Ann Greco, SLMMS Alliance Co-President

S 
t. Louis Metropolitan Medical Society Alliance board  
members Sue Ann Greco, Sandra Murdock, and Angela 

Zylka attended the 2013 MSMA Alliance fall conference Oct. 
1–2 in Branson. The conference, held at the Hilton Promenade 
at Branson Landing, featured a variety of speakers touching on 
topics important to the mission and function of the Alliance.

The keynote speaker of the conference was David Barbe,  
MD, former MSMA president and current chair of the AMA  
Board of Trustees. Dr. Barbe’s talk, “How to Make Friends  
and Influence Legislators” highlighted the role of the AMA  
in representing the interests of physicians as the Affordable  
Care Act is put into practice. The significance of Dr. Barbe’s  
talk was not lost on the audience as it was the morning of the  
government shutdown and the initiation of the government 
health-insurance exchange website. 

Following Dr. Barbe was Alex Hover, MD, who spoke on the 
forces driving the change in the health-care delivery system. Dr. 
Hover is currently senior vice president of clinical excellence at 
Mercy Hospital Springfield. He gave an in-depth presentation of 
the regulations being put in place that will affect how physicians 
are reimbursed. Both Medicare and the insurance system are 
moving from a fee-for-service model to a pay-for-performance 
model, which will force physicians to spend a lot of time  
documenting the outcomes of their care.

The conference included a trip to the School of the Ozarks,  
also known as “Hard Work U.” Located two miles south of  
Branson, School of the Ozarks is home to 1,400 students who 
work, rather than pay, for a quality education.  Members were 
amazed to learn that all the buildings on campus were built  
by students. Each student is assigned a work station for the 
semester and works approximately 16 hours a week on top  
of studies. 

The second day of the conference focused on MSMAA health 
and education initiatives. A short walk along Lake Taneycomo 
to support the “Move Across Missouri” initiative was followed 
by a very sobering story of one father’s mission to inform  
Missouri residents of the danger of synthetic drugs. Jeff Tucker,  
director of occupational therapy at Mercy Hospital Springfield, 
shared how he tragically lost his son who made the unfortunate 
choice to smoke marijuana produced with synthetic chemicals. 
Substance abuse prevention professional Erica Manahan  
discussed the production and abuse of synthetic drugs,  
including marijuana. Members were alarmed to learn that  
many of these synthetic drugs can be bought over the Internet  

 
disguised as other products such as bath salts or tobacco  
cleaner. Treating individuals who abuse these substances is  
difficult because doctors and labs often cannot identify the 
chemicals being used. 

The sobering presentation on drug use and abuse strengthened 
the resolve of MSMAA members to further promote their  
“Pills are NOT a Party” educational video and program.  f

SLMMSA Members Move 
Across Missouri
SLMMS Alliance board members met on Sunday, Oct. 
13, at Whitecliff Park in Crestwood to support the MSMA 
Alliance healthy lifestyle initiative “Move Across Missouri.” 
Members participating in the two-mile trek were from 
left to right Sandra Murdock; Jo-Ellyn Ryall, MD; Sue Ann 
Greco; Kelly O’Leary and Gill Waltman with Dr. Ryall’s dogs, 
Emma and Pierre.

Support the Alliance Holiday Sharing Card

Please send your donation for the AMA Foundation or the MSM Foundation 

by Dec. 15 to Sue Ann Greco, 7355 Westmoreland, St. Louis, MO 63130. 

For further information, suanngreco@sbcglobal.net. Donor names will be 

published in the February St. Louis Metropolitan Medicine.
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mohammad m. ahmed, mD

121 St. Luke’s Center Dr., 63017-3509
MD, Univ of Karachi, Pakistan, 1987
Born 1962, Licensed 1992  p  Active
Internal Medicine

Craig e. Brown, mD

233 Clarkson Rd., 63011-2219
MD, University of Missouri-KC, 1984
Born 1960, Licensed 2013  p  Active
Cert:  Internal Medicine

Kaveer K. Chatoorgoon, mD

1465 S. Grand Blvd., 63116-1003
MD, University of Western, Ontario, 2003
Licensed 2012  p  Active
Pediatric Surgery

Christopher T. Labonte, mD

12660 Lamplighter Square, #J, 63128-2761
MD, Saint Louis University, 1995
Born 1966, Licensed 1999  p  Active
Internal Medicine

Thao T. marquez, mD

621 S. New Ballas Rd., #7011-B, 63141-8275
MD, University of Minnesota, 2004
Born 1975, Licensed 2012  p  Active
Colon & Rectal Surgery

Gena L. napier, mD

3528 Patterson Rd., 63031-1311
MD, University of Louisville, KY, 2005
Born 1978, Licensed 2009  p  Active
Cert:  Internal Medicine, Sports Medicine

Jill e. Oberle, mD

232 S. Woods Mill Rd., #330-E, 63017-3417
MD, University of Missouri-KC, 1995
Born 1970, Licensed 1997  p  Active
Internal Medicine

Sarah G. O’Grady, mD

249 Clarkson Rd., #102, 63011-2497
MD, Saint Louis University, 2008
Born 1982, Licensed 2012  p  Active
Pediatrics

robin S. Park, mD

777 Craig Rd., #100, 63141-7133
MD, Baylor College of Medicine, TX, 1987
Born 1959, Licensed 1990  p  Active
Cert:  Psychiatry

Gordon H. robinson, mD

11710 Old Ballas Rd., #110, 63141-7076
MD, Washington University, 1986
Born 1958, Licensed 1992  p  Active
Cert:  Psychiatry

Bobby H. Shah, mD

222 S. Woods Mill Rd., #310-N, 63017-3629
MD, University of MO-Columbia, 2006
Born 1979, Licensed 2012  p  Active
Cert:  Critical Care Medicine, Pulmonary Disease

arturo C. Taca, mD

11477 Olde Cabin Rd., #210, 63141-7129
MD, R Magsaysay Mem Med Ctr.,  
 Quezon City, 1999
Born 1969, Licensed 2006  p  Active
Psychiatry

Larkin T. Wadsworth, mD

8225 Clayton Rd., 63117-1107
MD, University of North Carolina, 1986
Born 1960, Licensed 1993  p  Active
Cert:  Family Practice, Sports Medicine

Blake a. Weis, mD

435 Clayheath Court, 63011-3170
MD, Northeastern Ohio University, 2013
Born 1985, Licensed 2013  p  Junior
Internal Medicine

John J. McNamara, MD 
John J. McNamara, MD, a board-certified  
radiologist, died October 3, 2013, at the age of 91. 

A native of California, Dr. McNamara began  
his college studies in his home state at Santa  
Clara University. He served in the U.S. Marine 

Corps from 1942 to 1946 during WWII. After the war, Dr.  
McNamara graduated from the College of the Pacific and took  
a job teaching chemistry at University of California, Berkeley. 

He applied to and was accepted at Saint Louis University School 
of Medicine and graduated with honors in 1951. He completed 
an internship at SSM DePaul Health Center.

Dr. McNamara practiced first at the Veterans Administration 
Medical Center. He then joined SSM St. Mary’s Health Center

where he served for over 30 years and was head of the radiology 
department. He also developed a private practice, and served  
on the faculty at Saint Louis University.

Dr. McNamara was also a member and fundraiser for the Saint 
Louis University School of Medicine Alumni Association.

In 1952, Dr. McNamara joined the St. Louis Medical Society  
and was made a Life Member at his retirement.

The St. Louis Metropolitan Medical Society extends its  
condolences to Dr. McNamara’s children Anne Shinn, Zoe  
Glik, Dan McNamara, Susanne Woods, Chris Clemmons  
and John McNamara; 11 grandchildren and one great  
granddaughter. His wife Norrine preceded him in death.  
A memorial Mass was held at St. Joseph Church in Clayton.  f

f  OBiTuary  p
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