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He doesn’t have to be the only one thinking about 
retirement and feeling good about the future.  

It’s no secret — it’s Moneta Group.

Moneta Group’s experts work one-on-one to create a financial 

plan that makes sense for you – now and in the future.  Listening,

advising, and using our skills and resources to exceed your 

expectations, is how Moneta works . 

Now that the secret is out, it’s time for Moneta Group to 
help you live the lifestyle of your dreams.



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

Health Care Is a Right: The World According to  
Sheila Jackson Lee and Nancy Pelosi
By Richard J. Gimpelson, MD

I   recently had the good fortune to subliminally  
communicate with two of the intellectual giants of the  

U.S. House of Representatives: Sheila Jackson Lee of Texas  
and Nancy Pelosi of California.

On May 6, 2013, Rep. Lee implied that the right to health care 
exists in the Constitution and the Declaration of Independence. 
To quote Rep. Lee, “One might argue that education and health 
care fall into those provisions of life, liberty, and the pursuit  
of happiness.” Rep. Pelosi in March 2012 said the Patient  
Protection and Affordable Care Act was necessary for a  
healthier life, and the liberty to pursue happiness free of the 
constraints that lack of health care might provide a family.

Yes, this is the same Sheila Jackson Lee that said, referring to 
President Obama, “… although health care was not listed per  
se in the Constitution, it should be a constitutional right.” Yes, 
this is the same Nancy Pelosi who said, “You have to pass it to 
know what’s in it.” 

I was awed by the argument of these great women and I asked 
them to go two-on-one with me over tea. ProCon.org, an  
independent nonpartisan, 501(c)(3) nonprofit public charity, 
was the guide for our pleasant Teafest.

Lee and Pelosi: The Declaration of Independence states that all 
men (I assume this includes all women and children) have an  
 

 
unalienable right to “life” which entails having the health care 
needed to preserve life.

Gimpelson: I believe it states the right to “pursue” happiness, 
not the right to happiness or free medical care.

Lee and Pelosi: The Preamble to the U.S. Constitution states 
its purpose is to promote the general welfare of the people for 
which the right to health care is necessary.

Gimpelson: The word is promote, not provide.

Lee and Pelosi: The United Nations Universal Declaration of 
Human Rights states that “everyone has the right to a standard 
of living adequate for health and well-being of oneself and one’s 
family, including…medical care.”

Gimpelson: Is this the same United Nations that is made up  
of over 100 dictatorships or totalitarian governments?

Lee and Pelosi: Health-care services are crucial to a community 
like travel and water services, and should be a right.

Gimpelson: If health care is a right, then government  
bureaucrats will be making health, and life and death decisions 
that should be up to the patient and physician to decide.

To be fair, I will not refer to a federal government that has  
still not revealed the facts about Benghazi, a government that 

continued on page 17

Harry’s  
HOmilies©

Harry l.s. Knopf, mD

On meDical  
Practice
“Hippocratical”  
or hypocritical:  
which are you?

Most of us were administered the Hippocratic Oath at graduation. Have you thought about  
it since then? Judging by some of the “practice” of medicine I have seen over the past 40 
years, the answer would be “no” (for them). The oath stated (in part): i will preserve the 
purity of my life and my arts.  For those who took the “hypocritic” oath, that statement has 
no meaning: A hypocrite may take any oath he or she chooses—it will not be followed. To 
be sure, the majority of physicians I have known were and are a rather ethical bunch—thank 
goodness. But is it time those of us who are ethical took a stronger stance against those who 
are not?  We are also bound by oath to “do no harm.” It’s time we stopped allowing harm to  
be done in our names.  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.
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Affordable Care Act Threatens to Increase  
Government Involvement in the Practice of Medicine
As the implementation of the ACA takes shape, physicians should  
speak up to influence the outcome
David L. Pohl, MD, FACR, Medical Society President

H 
ow will the Affordable Care Act affect 
the practice of Medicine? No one really 

knows since to put it bluntly, as then-House 
Speaker Pelosi did, “We have to pass the bill 
so that you can find out what is in it.” Even 
George Orwell would have been proud of  
that bit of double-speak coming from our  
so-called governmental leadership. This is  
a bill that will take control of roughly one-
sixth of the U.S. economy, disrupt the practice  
and privacy of medicine’s physician-patient 
relationship, and will become what the  
government wants it to become since many  
of the provisions and codicils are not yet  
written but remain to be determined by a 
non-elected bureaucracy appointed by the 
self-anointed experts in health care as  
determined by our government. 

As so many have noted in many other areas  
of life, “common sense isn’t common.” There 
is some hope for the future since challenges  
to the heavy-handed implementation of  
the ACA may become the norm. SLMMS,  
working in conjunction with our state and 
national organizations, will strive to prevent 
those portions of the ACA which are  
antithetical to the proper professional  
practice of medicine, from taking place. 

A central component to the ACA is  
the formation of the Accountable Care  
Organization which is meant to be the  
“cradle to grave” vehicle by which the ACA 
is doled out. Once all of your patient’s care 
is conveniently and efficiently administered 
through one government-approved spigot,  
the easier it will become for the government 
to determine the flow of the spigot; what  
benefits are approved to be delivered by the  

 
spigot; as well as which patients, which age 
groups, and which medical conditions are  
allowed access to the spigot. It would do  
physicians well to remember that, similar  
to the fact that we have a legal system  
rather than a justice system, we also have a  
government concerned about health costs 
rather than health care.

The implementation of the ACA continues 
to be problematic. Take the state insurance 
exchanges as an example. It was postulated 
by the administration that every state would 
want to set up its own exchange in lieu of  
one run by the federal government. However, 
several states have set the stage for a challenge 
to this by not only declining to do so but  
also to resist the requirement that the federal 
government has the right to do so. In the  
recent past, Missouri voted overwhelmingly 
in favor of pre-empting the implementation  
of the ACA.

Georgia recently passed a safe harbor bill 
protecting the medical profession in that state 
by prohibiting the use of ACA performance 
standards, administrative requirements and 
payment practices (e.g., withholds) from  
being admissible in a legal setting as a  
violation of professional and practice  
standards (negligence and standard of care). 
These include in particular so-called quality 
measures (which often have cost-savings as a 
component of the measure), readmission rates 
(over which physicians may have very little 
control), and hospital-acquired conditions 
(over which the physician would be  
penalized for the institutional shortcomings 
of the admission location) as well as those 
situations deemed by ACA as “never” events. 

SLMMS, working  
in conjunction with 
our state and national  
organizations, will 
strive to prevent  
those portions of  
the ACA which are  
antithetical to the 
proper professional 
practice of medicine, 
from taking place. 

Medical Society President  
David L. Pohl, MD, FACR
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That we, as the medical profession in Missouri, should seek 
introduction of a similar bill in our state legislature will become 
one more item in the list of actions which SLMMS will help our 
members achieve. But we will need our membership to become 
actively involved in communicating with and educating their 
representatives in order to be successful. However one wishes  
to term it—“grass roots,” advocacy, or involvement—we need  
an active membership to achieve our common goals. 

One of the more surprising comments I heard at the recent 
MSMA meeting in Kansas City came from one of our physicians 
in the state legislature who noted that the receipt of more than 
5-10 personal letters, phone calls, emails or other contacts by a 
representative on any given topic is typically considered a huge 
volume of support. Just imagine what just one contact from one 
member of each medical practice in the St. Louis community 
would mean. If each group could have one interested member 
follow the political climate in which we practice, and take the 
time to get other group members to pen a short missive, the 
impact would be truly impressive.

We come to the bottom line. If you want to preserve a  
profession which continues to look out for the best for your  
patient and of which you can be proud to represent, then we 
need your involvement. If you are willing to become a shill 
for the bureaucracy of government-appointed non-physician 
boards whose edicts and measures are designed to control 
health expenditures rather than care for the patient, then go 
ahead and relax, it’s on the way.  f

Missouri Physicians  
Health Program Kicks Off 
Fundraising Campaign

The Missouri Physicians Health Program has kicked  
off a “500 Doctors: $500” campaign to raise $250,000  
to help support MPHP’s service to physicians who suffer 
from practice-threatening impairments. The campaign 
goal is 500 physicians each donating at least $500.

MPHP, sponsored by MSMA, is available to help  
physicians who have life problems, including substance 
abuse, mental health stress and other issues which  
prevent them from functioning at their best. MPHP works 
to facilitate the physician’s return to healthy personal and 
professional functioning through early identification, 
intervention and treatment. 

MPHP is an independent 501(c)(3) nonprofit  
organization; donations to it are tax-deductible.  
Contributions may be sent to MPHP, Attention  
Nancy, 680 Craig Rd., Suite 308, St. Louis, MO 63141.  
For more information, visit www.themphp.org.
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A s we celebrate our 10th year of service to area 
physicians, we are proud to offer 10 reputable 

carriers for Professional Liability. Our carrier options give you 
choices and allow us to provide you with the best rates possible. 

We invite you to visit our
website at www.msma.biz to
follow the latest news on health 
care reform, carrier updates and 
practice-related information.

Contact us today to learn more 
about how we can assist your 
practice: 1-866-676-2467

10 YEARS
Serving Physicians

10 CHOICES
for Professional Liability



Call for Nominations: Leaders Needed
Dear SLMMS Members:
Your Medical Society represents the voice of area physicians at the local, state and national levels. To sustain our impact, the Medical 
Society needs volunteer physician leaders who donate their time and expertise to help advance the Society. Right now, the Nominating 
Committee is beginning to consider candidates for SLMMS leadership roles for 2014. We need physicians from all specialties and  
practice settings to serve. Positions available include SLMMS officers, councilors, MSMA delegates and committee appointments. 

The Nominating Committee will meet on Tuesday, July 9, 2013, at the SLMMS office to develop a slate of candidates. We need your  
help to be sure we find the best people for these positions.

If you would like to submit your name, or the name of another member, for consideration as a potential nominee or committee  
role, please submit the form below (or a copy) to be received no later than July 9. Or, if you wish, simply call the Society office at  
(314) 989-1014. If you are nominating another member for a position, please check with them to make sure they are willing to serve. 
All recommendations will be given thorough consideration.

The committee will report its slate at a General Society meeting on Sept. 10, 2013, at 7 p.m. to be held at the Society office on  
Craig Road in Creve Coeur. All members are welcome and encouraged to attend that meeting.

This is your opportunity to provide leadership and direction to the Society to which you belong. It is also your chance to positively  
influence the direction medicine will take in the future. We encourage you to review the form below and submit names of the  
people you would like to guide your Society in future years.  f

 Sincerely,

 David L. Pohl, MD  Ravi S. Johar, MD 
 President   Chair, Nominating Committee

SLMMS Nominating and Volunteer Interest
Yes, I would like to support the practice of medicine by serving 
(or nominating the member named below to serve) the  
St. Louis Metropolitan Medical Society.

P I would like to serve as an elected officer or councilor. 
 P President-Elect P Vice President 
 P Secretary P Councilor

P I would like to serve on a Medical Society Committee. 
 P Continuing Medical Education
 P Membership
 P Nominating
 P Peer Review
 P Physicians Grievance
 P Political Advocacy
 P Publications
 P (Any Committee – No Preference)

P I would like to serve as a committee chairperson. 
P  I would like to serve a two-year term (2014-2015) as a  

delegate to the Missouri State Medical Association.

Any particular preferences, or other notation to the committee, please include here.

Name of another member to be nominated 

For 

Please return by July 9, 2013. If you have any questions about 
the responsibilities involved with these positions, please call  
the Medical Society at (314) 989-1014. We look forward to  
your participation!

Signature 

Print Name 

Email Address 

Please fax this form to (314) 989-0560 or scan and email this 
information to lizw@slmms.org. 

This form also may be mailed to:

Attention: Nominating Committee 
   St. Louis Metropolitan Medical Society 
   680 Craig Road., Ste. 308 
   Saint Louis, MO  63141-7120

Photocopies of this page will be accepted.
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SLMMS Launches Redesigned Website
The Medical Society has launched a redesigned website at  
www.slmms.org. The new site offers a cleaner, more organized 
home page and easier navigation. New features include a “Latest 
News” box with current SLMMS news, a “Medical News” box on 
the home page with news from the local medical community, 
and a calendar of current events. The site also continues the 
“Find a Physician” feature enabling individuals to search for a 
physician by specialty, location, hospital or language.

The new site is designed to be updated frequently with current 
news from SLMMS and the health-care field in St. Louis. Check in 
often, www.slmms.org.  f

SLMMS Physicians Honored for 50 Years of Service
Ten SLMMS-member physicians were honored by MSMA for achieving 50 years of practicing medicine. Receiving “50-Year  
Physician” pins during MSMA’s recent annual convention were: Martin J. Bell, MD; John E. Codd, MD; Edwin J. Cunningham, MD; 
Robert L. Kaufman, MD; John J. Kelly, MD; Nathaniel Murdock, MD; Paul Packman, MD; William J. Phillips, MD; Thomas F.  
Richardson, MD; and John A. Sopuch, MD.  f
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St. Louis Physician Alliance (SLPA) is building a world class healthcare delivery system through a clinically integrated 
provider network focused on quality and value.  Learn how you can a be a part of the solution for the St. Louis community 
by visiting our website, www.StLouisPhysicianAlliance.com, or join us for an upcoming Town Hall meeting, featuring 
guest speaker, Scott Hardeman, MD.

Thursday, June 20  |  Tuesday, August 20  |  Wednesday, August 21
All meetings at 6:00 pm

The Zodiac Room at Neiman-Marcus  |  100 Plaza Frontenac (upper level), St Louis 63131
Private entrance is located at the back of the store, southwest corner of the mall.  Look for the black awning marked Zodiac.

Ample parking is available directly across from this entrance. Heavy hors d’oeuvres and beverages provided. 

slpa-info@uspi.com  |  855-406-SLPA(7572)

BE A PART OF THE SOLUTION TO TODAY’S HEALTHCARE CRISIS
JOIN ST. LOUIS PHYSICIAN ALLIANCE

ST LOUIS PHYSICIAN ALLIANCE



A 
s everyone is well aware, health-care costs continue  
to skyrocket while the results being delivered to  

consumers are mediocre at best. So when the formula you  
are currently using is broken, the only thing to do is change… 
sort of! And the intent of the Affordable Care Act, whether you 
agree with all the policies and regulations contained within the 
legislation or not, is all about change. As Albert Einstein has 
been attributed to saying, “the definition of insanity is doing  
the same thing over and over but expecting different results.”

Population health management’s goal must be 
preventative care while also having a component 
of patient education and compliance.

fp
So how do we start to make these changes? Coordination  
of care, utilization of technology and overall management  
of patient populations are great places to start. Accountable  
Care Organizations (ACOs) are one proposed vehicle that will 
start to allow these necessary changes by health-care providers 
to be structurally organized while changing the delivery of  
care. Utilizing new technologies such as EHRs will allow  
providers to identify “high-risk” patients early, and enable  
them to intervene in care coordination. Population health  
management is the new frontier and it will require all providers 
of health-care services to be on the same page and same team.

Population health management’s goal must be preventative  
care while also having a component of patient education  
and compliance. The outcomes desired by all will only be 
achieved if all stakeholders in the system work together for  
the best outcomes while working within a cost-effective model. 
Accountable Care doesn’t mean that we don’t provide patients 
with needed care; it just means we provide patients with needed 
care at the right times and in the right settings.

 
technology and small Practices

Recently, the Centers for Medicare and Medicaid Services 
(CMS) has begun entertaining an exemption for physicians 
that are considered “small practices” and that have not invested 
in required EHR technologies. Under current law, if a practice 
doesn’t meet certain meaningful use requirements by 2014 they 
will see a reduction in their Medicare payments. The reductions 
in reimbursement will continue to increase over time. Within 
the context of population management, these payment penalties 
could be averted in the future. 

The problem, though, is if physician practices do not invest  
in necessary technologies that meet certain specifications  
and guidelines, which other health-care providers in larger 
settings would be required to do, then how could these smaller 
practices be part of the overall delivery of care and assist  
with the population management? This is a major factor that 
must be considered by small practices if they choose not to 
invest in and implement these technologies.

reimbursement structure changing

Another consideration is how the overall reimbursement  
structure is changing. One of the most popular tactics under 
discussion is to eliminate fee-for-service payments and instead 
structure payment around shared-savings models. This would 
require identifying a specific population, determining what 
the expected costs would be to provide care to that population, 
anticipating the expected change in utilization patterns of this 
population, and then measuring costs and outcomes as the care 
is actually provided. 

As you might suspect, for providers and payers to agree on the 
initial cost to manage population health is only the tip of the 
iceberg for working through all of the issues that need to be 
discussed to have a successful partnership. But partnership,  
between the providers and payers, is exactly what will be  
required for the transformation of health-care delivery.

f  aFFOrDable care act – next stePs  p

Population Health Management –  
The New Frontier Post ACA
Care coordination, technology utilization, changing reimbursement  
are goals of Accountable Care Organizations (ACOs)
By Brian M. McCook, CPA, Anders Minkler Huber & Helm, LLP
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A second potential reimbursement model might 
be retaining a fee-for-service components that 
would be coupled with a potential shared-savings 
payment based on the actual savings for  
managing patient populations more effectively.

fp
A second potential reimbursement model might be retain-
ing fee-for-service components that would be coupled with a 
potential shared-savings payment based on the actual savings 
for managing patient populations more effectively. This would 
allow providers, such as independent physician practices, to still 
have a steady revenue stream during the service period while 
working towards a shared-savings payment based on improved 
quality of services and reduced total costs of care to the patients.

Patient engagement and education

Is any of this possible without patient engagement? Providers 
and payers can develop the best plan in the world, but if patients 
do not make wise choices and take a vested interest in their 
health, then how can anything change? This is why patient  
education is vital in developing more informed patients.  
Illustrating to patients the impact of their choices on their 
health will help them understand that choices truly do have 

consequences. Another way to invoke the needed change is 
through the pocket book. An increasing number of employers 
are transferring some of the risk to their employees through 
higher premiums, higher deductibles and higher co-pays. This 
may be the single greatest motivator for everyone as consumers 
of health-care services wake up and realize each one of us has a 
vested interest in controlling health-care spending.

As can be seen, the road to change will not be an easy one. 
Looking at new ways to deliver health care, new ways to pay 
for health care and new ways to receive health care will require 
sacrifice and openness from everyone. However, to not take this 
opportunity to do things in a different way and shift the mindset 
and expectations of consumers would just be crazy. Whether 
this change should be mandated by the government or left to 
those providing care on a daily basis is a debate for a separate 
time and place!

Brian M. McCook, CPA is a partner with Anders 
Minkler Huber & Helm, LLP (Anders) where  
he and the health-care services team provide  
comprehensive accounting, tax and consulting  
services. Questions about this article or other 
health care issues can be directed to Brian at  

314-655-5564 or bmcook@anderscpa.com.
Brian M. McCook
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We fight frivolous claims. We smash shady litigants. We  
over-prepare, and our lawyers do, too. We defend your good name. 
We face every claim like it’s the heavyweight championship. We 
don’t give up. We are not just your insurer. We are your legal defense 
army. We are The Doctors Company.

The Doctors Company built its reputation on the aggressive defense of our member physicians’ good 

names and livelihoods. And we do it well: Over 82 percent of all malpractice cases against our members 

are won without a settlement or trial, and we win 87 percent of the cases that do go to court. So what 

do you get for your money? More than a fighting chance, for starters. To learn more about our medical 

malpractice insurance program, call our Springfield office at (800) 865-0650 or visit www.thedoctors.com.

www.thedoctors.com
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The health-care crisis facing the United States is one of  
unsustainable cost increases and less than ideal quality. True 
health-care reform is needed, and clinically integrated local 
organizations are forming in many communities, including  
St. Louis, to be accountable for both quality and costs. 

For an independent practitioner in a small medical practice, 
the uncertainty related to the future of health care can seem 
daunting. If employment by a health system is not a desire, then 
there is a need to be part of something larger in order “to have 
a seat at the table” with payers, employers, etc. going forward. 
We strongly believe that the newly formed St. Louis Physician 
Alliance (SLPA) can be an option for those physicians desiring 
to keep their independence and maintain their autonomy.

SLPA is a clinically integrated network of providers that realizes 
the nation’s health-care system is moving in a clear direction 
away from payment-for-volume to payment-for-value. As such, 
SLPA represents a commitment to deliver the highest quality 
health care possible in an efficient, integrated manner for the 
patients and communities we serve. We believe that accountable, 
evidenced-based, collective, proactive, value-driven efforts will 
lead to a better health-care system for the future. We believe  
that clinical integration around these principles offers the best 
solution to the health-care system crisis.

In 2012, United Surgical Partners International (USPI)  
assembled a group of its physician leaders in St. Louis to ask 
what they as a company could do to help the physicians succeed 
in this uncertain health-care market. While we discussed and 
explored a variety of options, ranging from fully integrated 
models to doing nothing, the decision was made to focus in 
the middle of the spectrum, which meant the development of a 
clinically integrated network. By achieving clinical integration, 
the Federal Trade Commission has ruled in favor of allowing 
independent providers to approach payers and contract as a 
single entity.

 

While other independent physicians have come together in  
Independent Physician Associations (IPAs), we’re not aware  
of any IPAs that have achieved clinical integration within the 
St. Louis market. The real barrier for clinical integration has 
been the large capital investment required for the IT platform 
to allow for seamless data integration, which is similar to the 
technology being utilized for Health Information Exchanges. 

USPI has committed the capital to purchase and install  
the necessary IT platform to enable providers on disparate  
technology platforms to achieve clinical integration within 
SLPA. This means that whichever EMR an independent practice 
is currently using can remain in place and that the necessary 
data to achieve clinical integration will be extracted for SLPA 
reporting purposes.
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A Solution to Health-Care Reform for Independent 
Physicians: St. Louis Physician Alliance (SLPA) 
Achieving clinical integration while retaining physician autonomy
By Scott Hardeman, MD, FACS
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Commonly Asked Question
We’re always asked if SLPA is an ACO or intends to  
be one. The answer: Not at this time. The Affordable 
Care Act, enacted by Congress in 2010, provides for  
the Medicare Shared Savings Program (MSSP) which  
allows Medicare to contract with eligible ACOs starting 
in 2012. Given widespread, fundamental concerns  
about the feasibility of the MSSP as contemplated by 
the proposed regulations issued earlier this year by the 
Centers for Medicare and Medicaid Services (CMS), 
at this time SLPA does not intend to seek the status of 
a Medicare-contracted ACO. The Board of SLPA will 
revisit the feasibility of participation in the MSSP as  
the network is developed. Meanwhile, SLPA intends 
to continue with the work of developing a clinically 
integrated network of providers who are committed to 
the goals of higher quality and lower overall cost of care, 
through effective clinical integration.

More Information
If what we’ve explained in this article sounds  
interesting to you as an independent physician and  
you want to learn more, first visit our website at  
www.StLouisPhysicianAlliance.com. We invite you to 
one of our physician town hall meetings. The next ones 
are scheduled for June 20, Aug. 20 and Aug. 21. We are 
currently completing our initial network development 
phase and will be moving quickly into our network 
deployment phase.  

We’ve purposely created low barriers to both becoming 
a member as well as choosing to no longer participate in 
our network. This was intentional in how we designed 
the network so that the burden remains on SLPA to 
continually provide value to its members in order for 
success. We see little to no risk to you as a provider in 
joining. We feel strongly that your biggest risk is doing 
nothing.

We hope that you will join us on this journey to  
achieve a successful, clinically integrated IPA model  
for independent physicians in the greater St. Louis  
area which will benefit the community.

Scott Hardeman, MD, FACS, serves on 
SLPA’s Physician Steering Committee  
and is the physician speaker at SLPA’s 
town hall meetings. He is a practicing 
otolaryngologist with Midwest Head and 
Neck Surgery, a division of Sound Health 

Services. Dr. Hardeman is a SLMMS member and past 
SLMMS Councilor.

Dr. Scott Hardeman

We feel that the distinguishing factor between SLPA and other 
IPAs that have been or are currently active in the market, is 
the goal of achieving clinical integration. To be clear, clinical 
integration is a program of initiatives which are developed and 
managed by physicians to improve the quality and efficiency of 
care resulting in cost-effective care and improved outcomes. 

The necessary components to achieve true clinical integration 
include a network of physicians opting to collaborate with  
other providers to deliver evidence-based care. This improves 
quality, efficiency and coordination of care; the identification of 
metrics and targets designed to meaningfully impact the clinical 
practice of all network physicians to improve value across  
the full continuum of care; and data-based mechanisms and 
processes to monitor and manage utilization of health-care  
services, which are designed to control costs and ensure quality.

To date, SLPA has been led by an Executive Steering Committee 
of physicians, but that committee will soon be replaced by the 
SLPA Board of Managers. SLPA will be governed by this elected 
Board of Managers, which will create key committees to drive 
implementation and execution. SLPA members are expected 
and encouraged to be active in the network and to participate  
in the governance. The Board of Managers consists of 11 seats, 
including 9 elected physicians, 1 USPI representative and 1 
community representative. The four committees which will 
drive the direction of the organization are shown in this chart:

clinical integratiOn

PHysician-leD entity
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N 
early 300 area employers, physicians, health plan and  
other health-care industry professionals filled the  

Donald Danforth Plant Science Center for “Insurance  
Exchanges: Understanding the Impact and Opportunity,”  
a sold-out special event hosted by the St. Louis Area Business 
Health Coalition. Through this event, the BHC continued  
an ongoing national and community dialogue about the  
role of public and private health insurance exchanges in a  
post-Affordable Care Act (ACA) world.  

Will employers continue to Offer Health-care coverage?

With the nation at a perilous financial crossroads and spending 
on health care driving the lion’s share of the growing national 
debt, presenters and audience members questioned whether the 
improved access to coverage promised by the ACA would slow 
rising costs.

To kick off the discussion, Paul Fronstein of the Washington, 
D.C.-based Employee Benefits Research Institute provided an 
overview of the current state of health-care spending and its  
impact on employer-sponsored benefits and the overall economy. 

A few highlights:

q  The percentage of employees covered by employers has  
decreased slightly but remains at about 68%. This figure  
is even higher when small employers are removed from  
the sample.

q  Approximately the same percentage of firms are offering 
health-care coverage now as compared to five or six years 
ago, and they are paying about the same percentage of  
the cost.  

q  Premiums are increasing at twice the rate of inflation  
and wages. And, despite employers’ paying for the same 
percentage or more of the total cost of care, average copays 
and deductibles have grown to levels which present barriers 
to care for many insured families. 

With regard to the employee’s contribution to monthly  
premiums, Fronstein said even though most employers are still  

 
offering coverage and picking up the same percentage of the 
premium cost, the cost to the employee is going up faster than  
his or her wages and fewer employees are electing coverage.

So, will significantly more employers be leaving the health  
benefits world in January 2014? Not likely, says Fronstein.  
He discussed a 2011 survey of employers by the HR Policy  
Association that found only 6% of employers were giving  
“serious consideration” to discontinuing providing health- 
care benefits in the next 10 years. However, Fronstein noted,  
research finds there could be a domino effect. If a few  
employers do it, others say they will be more likely to follow. 
Many of those employers who stop offering benefits in a  
traditional way will instead provide some form of additional 
compensation for employees to access coverage on an exchange.

employers considering changes to traditional  
Health benefits

As part of the ACA, employers with more than 50 employees  
are required to offer a minimum benefits package that is deemed 
“affordable” or pay a penalty; eventually larger employers will be 
able to do this through the public exchanges. Smaller employers 
are not required to offer coverage but can participate in the  
exchanges right away and take advantage of tax credits if they 
offer qualified benefits, said Dennis Matheis, senior vice  
president of commercial business for Wellpoint, during his 
presentation.

While most employers plan to stay in health benefits, many are 
considering fundamental changes such as moving to a defined 
contribution model. The idea of a defined contribution is not 
new, Fronstein said. It is used frequently in retirement benefits 
and has been a strategy even in the health benefits world for 
decades. Think of a 401(k) as a defined contribution model  
for retirement planning versus a traditional pension plan  
as a defined benefit model. Defined contribution plans give  
employers “cost certainty.” This “cost certainty” combined with 
the features and requirements of the Affordable Care Act and 
the emergence of public and private exchanges, have sparked 
new interest in the model. 

f  aFFOrDable care act – next stePs  p

Health Insurance Exchanges:  
The Impact and the Opportunity 
Experts at Business Health Coalition forum share their views  
on what’s ahead
By Mary Jo Condon, St. Louis Area Business Health Coalition
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The ACA provides consumers, even those who are older or 
who have had medical issues in the past, an even playing field 
for finding affordable coverage, explained Craig Bauer, a senior 
actuary at Aetna. The ACA prohibits health plans from charging 
consumers more based on their health status or gender. Even 
the oldest person purchasing coverage can only be charged  
three times as much as the youngest. Health plans are able to 
charge smokers a surcharge. With these protections in place, 
employers may feel freer to give employees funds to find their 
own insurance.

Further, the exchanges serve as an accessible, consumer- 
friendly way for employees to access the market, Bauer said. 
And, if desired, an employer can vet potential plan options  
and narrow an employee’s choices through a private exchange. 
It’s unclear how many employers will move to a defined benefit 
or how quickly the transition might occur. If retirement benefits 
are any example, the change will likely occur gradually. Many  
employers still see a competitive, tailored health benefit offering 
as key to attracting talent, Bauer said.  

structure of Health insurance exchanges

The availability of health insurance exchanges could be  
transformational, but developing the complex technical  
infrastructure of a government public insurance exchange  
is proving challenging, said Jay Angoff, a partner in the  
Washington, D.C. law firm of Mehri and Skalet and former 
director of the Health and Human Services’ (HHS) Office  
of Consumer Information and Insurance.

The exchanges will largely be powered by websites. Angoff  
described how the federal insurance exchange site will  
be designed to work. Potential buyers answer questions  
about their benefit needs, the website connects to a hub  
site powered by HHS, which then connects to a myriad of  
other government agencies including the Social Security  
Administration, the Depts. of Treasury, Labor and even  
Homeland Security to verify citizenship. After these  
administrative tasks, the HHS hub connects to a rating  
engine that calculates quotes from each insurer on the  
exchange and government subsidies for those who qualify. 

Per the ACA, states have the ability to create their own  
exchanges, partner with the federal government on an exchange 
or opt to join the federal exchange. So far, 26 states including 
Missouri have chosen to join the federal exchange. Seven  
states are forming exchanges in partnership with the federal  
government, and the rest are developing exchanges at the  
state-level. Private exchanges are also forming and will likely  
be of greatest interest to medium size and larger employers.  
A panel discussion at the event asked three companies  
offering private exchange products to discuss these offerings.

stronger exchanges Will Drive Down Prices

Regardless of the type of exchange, Angoff said the real  
question is whether they will use their bargaining power to 

drive down price. He grouped exchanges into two categories: 
strong and weak.  Strong exchanges, he said, will utilize  
standardized benefits packages, competitive bidding and  
negotiation to bring down prices. Weak exchanges will not. 
Angoff sees the initial incarnation of the federal exchanges as 
weak. In fact, of the exchange proposals he’s seen so far, only 
six qualify as “strong” in his opinion. All are run independently 
by the states. A strong exchange is one that creates a highly 
competitive environment among insurance offerings and clear 
signals to consumers as to the differences between these  
competing plans. 

Strong exchanges, he said, will utilize  
standardized benefits packages, competitive  
bidding and negotiation to bring down prices. 
Weak exchanges will not.

fp
Bauer also made it clear that exchanges, defined benefit plans 
and other features of the ACA are not panaceas, particularly 
when it comes to addressing costs. While costs are likely to 
decrease for older Americans and coverage will become more 
available to those with medical conditions, young, healthy 
people are likely to see significant increases in cost, Bauer said. 
He gave the example of a 21-year-old male in the individual 
insurance market and estimated his costs could go up as much 
as 71 percent. 

Depending on the individual’s income, government subsidies 
could offset a large portion of the cost. But for many, the cost  
of coverage will be significantly more than the penalty for not 
buying, especially at first when fines top out at the greater  
of $95 or 1% of taxable income. Whether these people are  
willing to stay in the system and buy coverage may determine 
the ultimate success of reform. 

Matheis closed the day talking about the “significant  
uncertainty for 2014.” Will the uninsured purchase coverage? 
Will employers continue to offer benefits? If millions do  
flood the system, will health plans and physicians have the 
capacity to handle the pent-up demand for coverage and care? 
Knowing the answers to these questions may take years, and 
knowing whether the ACA ultimately lowers health care costs 
may take even longer. 

Mary Jo Condon is senior director, partnerships 
and projects for the St. Louis Area Business Health 
Coalition. For more than 30 years, the Business 
Health Coalition, a non-profit membership  
organization, has supported St. Louis’ leading  
employers in receiving the best value for their  

investments in health benefits. The BHC website is www.stlbhc.org.
Mary Jo Condon
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I 
magine a world in which you did not have the resources you 
needed to effectively care for your patients. Imagine having 

patients who were living longer but had increased burdens of 
chronic disease and long-term care. Now, also imagine that 
public medical financing was drying up for these patients just 
as the largest single cohort of people was entering this care 
environment.

Welcome to today’s  
senior population and  
the challenges all of us  
will face in trying to  
effectively care for them.
 
Today, the average Medicare beneficiary pays about $122,000 
into the Medicare system yet receives almost $387,000 in  
services from Medicare over their lifetime. This produces a 
long-term drain of resources that has now become acute,  

 
and we are now running deficits to float the program. The  
current estimate is that Medicare already is paying out more 
money than it takes in and the trust fund will become insolvent 
by 2024. Between now and 2030, Medicare enrollment is  
expected to rise from 48 million to 80 million people as the 
Baby Boomer generation retires and the ratio of workers (those 
who put money into the system) to Medicare recipients (those 
who take money out of the system) will shrink from 3.7 to 2.4.  

So we are in a situation where we need the cost of providing 
health care to Medicare beneficiaries to go down on a per- 
person basis. And we simultaneously need to keep them in  
better health, not just for their own sake but also to maximize 
their ability to stay economically active and pay into this system 
as long as possible.

acO Financial models

One concept that is being tried as a way to achieve this is the 
Accountable Care Organization (ACO). ACOs attempt to help 
this situation by providing health care that is more coordinated, 
more preventive and designed in such a way that would lead  
to a higher health status over time. These programs only cover  
traditional Medicare patients and do not include patients in 
Medicare Advantage or other Medicare programs. Currently, 
about 10% of all Medicare beneficiaries get their health care 
from an ACO.

ACOs operate on one of two financial models: Pioneer and 
Medicare Shared Savings. In both models, the physicians  
and facilities still receive their full Medicare fee-for-service 
reimbursements for each service they provide, but they are 
held accountable for the overall money spent on their Medicare 
population. Pioneer ACOs were the first to go through in  
January 2012 and have more risk if they spend too much  
money caring for their patients. Alternatively, if they spend  
less money this year than in prior years, they are awarded a  
large portion of the savings as a reward. In a Medicare Shared 
Savings model, the ACO is not liable for any overspending on 
their population, but they are eligible for a 50% split of the  
savings if they save money. There are currently 32 Pioneer 
ACOs and 222 Shared Savings ACOs nationwide.  

The BJC Accountable Care Organization
ACO seeks to provide better and more coordinated care; now serves 
31,000 Medicare beneficiaries with a network of nearly 400 physicians
By Douglas Pogue, MD, Medical Director, BJC HealthCare ACO, LLC
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A critical component of ACOs is that the quality of care for their 
beneficiaries must improve, not just save them money. To that 
end, ACOs are held accountable for 33 quality metrics that span 
the range of preventive services, chronic disease management 
and overall patient satisfaction with their care. To be eligible  
to receive shared savings payments, ACOs must achieve a  
minimum score on these metrics or they forfeit any shared  
savings that they may otherwise be entitled to.

acOs vs. HmOs

Accountable Care Organizations differ from HMOs in a  
number of significant ways. In an HMO model, the patient  
signs up for the plan and the plan restricts care services,  
restricts the network, and makes it hard to obtain expensive 
tests, procedures and medications. In an ACO, the doctors  
sign up with Medicare and the patient simply comes along with 
them. The patient is always free to obtain care wherever, and 
from whomever, they choose. Pharmacy cost is not taken into 
account on the savings calculations, so there are no restrictive 
medicine formularies.  While the primary care physician still 
functions as a central coordinator of a patient’s health care,  
they do not serve a gatekeeper role.

goals of the bJc acO

In July 2012, BJC HealthCare became one of the first two  
organizations in Missouri to be awarded an ACO Medicare 
Shared Savings contract. The contract will last for 3½ years  
and will run from July 2012 to December 2015. We currently 
have about 31,000 Medicare beneficiaries in our program.

BJC seeks to provide better and more coordinated care for our 
seniors. We do this by:

q Caring for our seniors in patient-centered medical homes

q  Forming an integrated network of providers and hospitals

q  Supporting the care model with robust data analysis, 
integrated care pathways and seamless care coordination 
between care settings

Our care model starts with patient-centered medical homes.  
By the end of the year, all of our employed primary care  
practices will have achieved recognition or applied to be  
Level III Patient Centered Medical Homes per the National 
Committee on Quality Assurance (NCQA) model. This  
provides the beginnings of the primary care redesign process 
that is necessary to change our daily workflows to care for our 
patients differently.  

Next, our data engines create a care profile of every patient  
on the schedule that day, which is reviewed by the doctor or 
nurse practitioner at the beginning of the day so needed  
services and care can be arranged efficiently. A premium is 
placed on patient education and activation in their care to  
help drive improvements in their health status day to day. 

Patient’s medical Home

We also emphasize patient access to their medical home so they 
can receive care from a provider who knows them and treats 
them in context with their long-term issues rather than using 
urgent care or emergency care services. To that end, we hope  
to reduce emergency department visits substantially over the 
next three years.

Our current provider network includes approximately 250  
employed physicians, 57 nurse practitioners, 138 private  
physicians, 10 hospitals, home health and long-term care.  
We have about 150 primary care physicians and about 238 
specialists. Our service area extends from the greater St. Louis 
metro area south to Farmington and west to Columbia.  
Telehealth services and home monitoring will be a part  
of the services we offer to care for patients in outlying areas.  

A core advantage of the ACO model is receiving data from 
Medicare that illuminates all the health care a given patient is 
getting from any source. We then can leverage this by doing 
a robust data analysis to help target special interventions on 
patients with fragile health status or special needs. We are still 
developing that function at this time but will come online soon 
with the ability to dive deep into our patient population to help 
understand their issues and their needs. This insight should help 
us have a greater impact for our patients who need us the most.

Focusing more on the Patient

Finally, developing a seamless care coordination function  
is critical to help increase quality, improve safety, reduce  
unnecessary testing and avoid medical errors. Our paradigm 
has changed from a hospital-centric model to viewing the  
hospital as simply one stop in a whole continuum of patient  
care settings. The goal is not to just have competent people  
caring for our patients in each setting, but to have clinical 
knowledge and the historical context of the patient that travels 
with them as they move from setting to setting so each person 
who cares for them does so with that clinical context in mind. 
This will lead to better, more informed decisions for the patient 
and, we hope, better outcomes.

So our goal at the BJC Accountable Care Organization is to 
lead our seniors to better health by providing them with better 
health care, more coordination and a better overall value for the 
health care dollars they spend. Despite the financial challenges 
that lie ahead, we look forward to partnering with our medical 
colleagues in the St. Louis community to work together toward 
the common goal of a healthier St Louis.

Douglas Pogue, MD, is medical director of the BJC 
Healthcare ACO. He practices internal medicine 
with Associated Internists in St. Louis County. For 
more information on the BJC Healthcare ACO, 
visit www.bjcaco.org or contact Erik Rasmussen, 
program manager, at 314-996-7702.Dr. Douglas Pogue
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The Electronic Medical Records Fiasco
Promised savings fail to materialize
By Arthur Gale, MD

E 
lectronic medical records (EMRs) were supposed to save 
$81 billion per year according to a 2005 report by the 

RAND Corporation, an independent think-tank and research 
organization. The report anticipated that over a 15-year period, 
$150 billion could be saved in outpatient care and $350 billion 
could be saved in inpatient care. 

The report was widely praised within the technology industry 
and persuaded Congress and the Obama administration to  
authorize billions of dollars in federal stimulus money in  
2009 to help hospitals and doctors pay for the installation of 
electronic medical records. 

Now a recent 2013 report from the RAND Corporation showed 
that the conversion to electronic medical records has failed to 
produce any savings at all. In fact, there is increasing concern 
that electronic medical records have actually increased costs 
by making it easier for hospitals and other providers to bill for 
services. RAND acknowledged its earlier report was “overly 
optimistic.”

emr beneficiaries and conflict of interest

Not surprisingly, it turns out that the main beneficiary of  
electronic medical records is the electronic health-care industry. 
The RAND study was paid for by General Electric, the Cerner 
Corporation and other companies that extracted enormous 
profits from EMR sales. Cerner’s revenue nearly tripled to a 
projected $3 billion in 2013 from $1 billion in 2005.1 

This conflict of interest is similar to the conflicts of interest that 
occurred when the stock and bond ratings companies Standard 
& Poor’s and Moody’s gave AAA ratings to worthless sub-prime 
loans that led to the stock market crash in 2008. S&P’s and 
Moody’s analyses were paid for by the very companies they were 
supposed to evaluate. A number of lawsuits and investigations 
have been initiated against these two ratings companies. It is 
unlikely that anything will happen to RAND or the companies 
that funded its recommendations. 

Many doctors have lost money after purchasing EMRs. More 
than 210,000 physicians have received payments through the 
government stimulus program. Despite these subsidies, a Health 
Affairs study found that only 27% of physicians made money 
using them. Smaller offices, those with five doctors or less,  
struggled the most to make EMRs profitable. With EMRs,  
doctors have the choice of either working longer hours or  
seeing fewer patients.2

emrs vs. Paper records

What about quality of care? Quality of care was supposed to 
improve with EMRs. There have been a number of studies that 
show EMRs may actually reduce quality. Most mistakes using 
EMRs are not technical, such as in writing prescriptions, but  
are from missed clinical diagnoses.

A study of orthopedic surgeons compared hand-held electronic 
medical records with paper records. There were 48 wrong or 
redundant items in the computerized record and eight in the 
paper-based cohort. A 2008 study on the quality of care in more 
than 15,000 patients with congestive heart failure found that 
EMRs resulted in little discernible improvement in quality  
of care. A group of Canadian researchers recently reviewed 
more than 3,700 published papers on EMR use in primary care. 
They found no evidence of benefits accruing to patients.3 A  
2013 report from American Medical News showed that hospital  
staffs often cut and paste incorrect data. The error then gets 
propagated virally on a daily basis.4  Finally in a 2012 survey 
of over 13,000 physicians, only one in three physicians felt that 
EMRs improved quality.5   

Physicians’ input left Out of the equation

In health care, our government makes top-down decisions,  
giving glowing reports on potential cost savings and  
improvement in quality in the various programs it proposes. 
There is little or no input from practicing physicians who on a 
daily basis must live with the results of these decisions. Perhaps  
before wasting billions of dollars on projects whose major  
beneficiaries are often large private corporations, our govern-
ment would do better if it would first seek the input of those 
who understand the practice of medicine best—physicians.  f

Dr. Gale is a past president of SLMMS and 
frequent contributor to St. Louis Metropolitan 
Medicine.

Dr. Arthur Gale

Sources
1. Abelson, Reed and Creswell, Julie, “In Second Look, Few Savings from Digital Health 
Records, New York Times, January 10, 2013.  2. Nussbaum, Alex, “Doctors to Lose  
Money on Electronic Medical Records, Survey Finds,” Bloomberg News, March 4, 2013.   
3. Groopman, Jerome and Harzband, Pamela, “Obama’s $80 Billion Dollar Exaggeration,” 
The Wall Street Journal, March 12, 2009.  4. O’Reilly, Kevin, “EHRs ‘Sloppy and paste’  
endures despite patient safety risks,” as reported in Amednews.com, February 4, 2013.  
5. The Physicians Foundation, “A Survey of America’s Physicians: Practice Patterns and 
Perspective,” September 2012.  
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Arthur Gale, MD, Receives MSMA Distinguished  
Service Award

L 
ong-time SLMMS and MSMA member Arthur H. Gale, 
MD, was recognized with the 2013 MSMA Distinguished 

Service Award. The award is presented at the discretion of the 
MSMA Council to recognize a career of extraordinary service  
to the profession, medical colleagues, and patients. 

Dr. Gale is a highly respected physician in St. Louis, widely 
known for providing compassionate care to his patients,  
and his passion for individual rights and responsibilities.  
He completed his undergraduate work at the University of  
Chicago and Washington University in St. Louis, and earned  
his medical degree at the University of Missouri School of  
Medicine. He did his internship and residency training at  
Jewish Hospital, and a research fellowship in the Department 
of Allergy, Immunology and Arthritis at the renowned Scripps 
Clinic and Research Foundation in California. 

Dr. Gale is board certified in internal medicine, and is  
an associate professor of clinical medicine at Washington  
University School of Medicine. He has served on the medical 
staffs of Barnes-Jewish Hospital, where he was staff president, 
and at Missouri Baptist Medical Center.

In organized medicine, Dr. Gale was 1993 president of SLMMS. 
He established the Society’s Physician Grievance Committee.  
He leads the Hippocrates Society which presents the annual 
Hippocrates Lecture featuring an outstanding national speaker. 
He is a zealous advocate for physician rights. 

Dr. Gale also has been an active and loyal member of MSMA 
for 37 years, including membership on the MSMA Publications 
Committee and a contributing editor of Missouri Medicine.  
He is also a member of the American Medical Association,  
and for 15 years served as an MSMA delegate to the AMA 
House of Delegates. 

Dr. Gale is a gifted and prolific writer who has contributed 
countless scholarly articles for St. Louis Metropolitan Medicine, 
Missouri Medicine, and other peer-reviewed journals. His  
dedication to Missouri Medicine is now immortalized by the 
Arthur Gale Freedom of Expression Award that goes annually  
to the physician who contributes the best commentary article  
to the MSMA journal. A similar award is being created for  
St. Louis Metropolitan Medicine. 

His writings for Missouri Medicine and St. Louis Metropolitan 
Medicine have been compiled into two books, The Hijacking of 
American Medicine by Managed Care (2003) and The Hijacking 
of American Medicine by the Federal Trade Commission (2009). 

In addition, he has advocated for physicians and patients in  
the halls of the Missouri Capitol, testifying before legislative 
committees, and appearing before such governmental and  
regulatory bodies as the Board of Healing Arts, the Bureau  
of Narcotics and Dangerous Drugs, and others.

“We are proud to honor Dr. Art Gale with the MSMA  
Distinguished Service Award for his lifetime of extraordinary 
service to his patients and his profession, and his dedication to  
organized medicine,” said Stephen G. Slocum, MD, MSMA 
2012-13 president.  f

Arthur H. Gale, MD,  
center, receives the 
MSMA Distinguished 
Service Award from 
2012-13 MSMA President 
Stephen G. Slocum, MD, 
right. SLMMS President 
David L. Pohl, MD, is 
at left.

taps the phones of Associated Press editors and reporters,  
or a government that investigates organizations based on a  
key word in its name. No, I will not refer to the above.

However, if the Declaration of Independence and the  
Constitution require the federal government to provide for  
life, liberty and the pursuit of happiness, then there should  
be free housing, food, clothing, transportation or whatever  
else one might want.

You have a lot of work ahead of you, Representatives Sheila 
Jackson Lee and Nancy Pelosi.  f

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.

Dr. Richard J. Gimpelson

SCAM-Q   p   continued from page 1

St. Louis Metropolitan Medicine  17  



Reining in an Epidemic
How physicians can play a key role in preventing opioid abuse
By Daniel K. Duncan, LCSW, and Howard Weissman, LCSW, DCSW, National Council on Alcoholism and Drug Abuse

T 
he Physicians’ Desk Reference to Pharmaceutical Specialties 
and Biologicals (PDR) made its first appearance in doctors’ 

offices in 1947. That first edition of the PDR was a slim, 380-
page volume. Today’s edition, reflecting the enormous strides 
in pharmaceutical research and production, is more than 3,500 
pages and over 10GB of data.

Within those thousands of pages lie descriptions of innumerable 
life-changing, life-improving and lifesaving compounds. There 
are now effective pharmacological treatments for everything 
from anthrax to zygomycosis.

The PDR is a dynamic, ever-changing document. New  
discoveries are added to the pharmacopeia every year. As  
patients and outcomes are tracked over time, some drugs prove 
to be less effective or riskier than first thought and are replaced 
by better alternatives and/or rescheduled. As more is learned 
about the real-world consequences of broad, population-wide 
use, prescribing habits change.

Prescription Habits evolve

For example, from 1969 to 1982 diazepam (Valium) was  
the most widely prescribed drug in America. Valium was a  
supposedly non-addictive compound that could be used for  
any number of universally occurring maladies such as anxiety, 
sleep and mood disorders. Known as “mother’s little helper,” 
diazepam helped the “worried well” be a little less worried  
and turned Roche into a pharmaceutical industry giant. 

Eventually, the medical community learned there were problems 
with Valium. It became increasingly apparent that patients were 
becoming both habituated and addicted. They were requiring 
larger doses and suffering acute withdrawal when quitting or 
cutting back.

       As the medical community 
recognized the addictive 
properties of Valium,  
prescribing patterns 
changed. The Valium  
craze passed, but as one 
drug—or class of drugs—
falls out of favor, another 
comes to prominence.

 
a Painkiller’s Painful Pitfall

In 1999, the Veterans Health Administration began the “pain 
as the fifth vital sign” initiative. Pain went from a symptom 
to a treatable disease. Doctors, once hesitant about the use of 
narcotics, were now trained to help their patients “stay ahead of 
the pain.” Prescriptions for oxycodone and hydrocodone soared. 
Purdue Pharma L.P., once known primarily as the manufacturer 
of Betadine antiseptic, developed OxyContin, a powerful,  
timed-release opioid. When it was introduced in the late ‘90s, 
OxyContin was touted as nearly addiction-proof; and Purdue 
Pharma sold over $3 billion worth of it every year, leaving  
behind a trail of dependence and destruction.

Purdue’s marketing was misleading enough that the  
company pleaded guilty in 2007 to a federal criminal count of 
misbranding the drug “with intent to defraud and mislead the 
public.” The company paid $635 million in penalties. Today 
Purdue remains on the corporate equivalent of probation.

Dangers of Opioids and Who Pays the Highest Price

And it’s not just Purdue Pharma. The Centers for Disease  
Control and Prevention (CDC) reported that, in 2011, 219 
million prescriptions for opioids were filled in the U.S. This was 
enough to “medicate every American adult around the clock 
for a month.” Also, CDC estimated that “nonmedical use of 
prescription painkillers cost health insurers up to $72.5 billion 
annually in direct health-care costs,” while opioids generate  
over $11 billion in revenues for pharmaceutical companies.

While the costs associated with the over-prescription of opioids 
are severe, tragically, it is our youth who pay the highest price. 
Because of the easy availability of opioids, kids often get started 
on a cheap high by the diversion of prescriptions from their 
parents’ medicine chest. Young people’s developing brains are 
highly vulnerable to the addictive properties of these powerful 
drugs. When taken for recreational purposes, even after a  
surprisingly short period of time, opioid painkillers can get a 
grip so strong that chemical dependency can be established  
before the initial supply is exhausted. Because of the drugs’ 
chemical composition, users are now just a few carbon molecules 
from being addicted to heroin. In a perverse world of supply 
and demand gone wrong, kids can obtain heroin on the street 
more cheaply than they can unprescribed opiate pills.

In the St. Louis area, more than 1,300 young people have died 
from heroin or other opiate overdoses in the last six years. It is, 
by any objective measure, an epidemic. And there is a straight-
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line connection between the over-prescription of opiates and 
heroin addiction.

The problem exists everywhere, and some states have  
been more aggressive than others in addressing the crisis.  
Between 2008 and 2011, the state of Washington saw a 23% 
drop in opiate painkiller-related deaths, largely due to its  
modification of physician pain treatment guidelines. Patient 
comfort remained a priority, but non-opioids became a first line 
of pain management for non-acute cases. And when prescribed, 
opioids were provided for a maximum of six weeks after an 
acute injury or surgery.

Without similar changes in the metropolitan St. Louis area,  
we will continue to watch thousands of kids—many from good 
families in nice neighborhoods and with futures full of promise 
and potential—start down a path that leads them right into the 
jaws of a newer, purer and more abundant heroin. And many  
of them will die.

you can Help stop the epidemic

We at the National Council on Alcoholism and Drug Abuse 
(NCADA) encourage all area physicians to take steps to help 
rein in the epidemic of opiate painkiller abuse: 

a Screen for substance abuse before prescribing

a  Keep the number of pills prescribed at the lowest  
practicable level

a  Be keenly sensitive to the extraordinary abuse potential of all 
opiate drugs

a  Closely monitor patients taking opiates

a  Perhaps most importantly, prescribe opiates only after safer 
options have been tried

Of course, knowing when and what to prescribe is only part of 
the problem. Missouri needs a Prescription Drug Monitoring 
Program to prevent doctor shopping. Insurers and Pharmacy 
Benefit Managers need to play a role in making sure that pain 
medication stays part of the cure and does not become a root 
cause of another terminal disease.  f

Howard Weissman, LCSW, DCSW, 
is executive director and Daniel  
K. Duncan, LCSW, is associate 
executive director of the National 
Council on Alcoholism and Drug 
Abuse (NCADA) in the St. Louis 

area. The NCADA is a community health agency that provides 
information, intervention, referral for treatment, prevention and 
advocacy services. For more information about the NCADA,  
visit www.ncada-stl.org.

Howard Weissman Daniel K. Duncan
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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.

C

M

Y

CM

MY

CY

CMY

K

BWTP-AD3-1-2Page-Horiz.pdf   5/6/11   11:05:41 AM



f  neWsmaKers  p

MD News
p		Timothy Eberlein, MD, (SLMMS), chairman of the  

Department of Surgery at Washington  
University School of Medicine, has been 
elected president of the Southern Surgical  
Association. One of the nation’s leading  
medical groups, the association is  
dedicated to furthering the study and  

practice of surgery. Dr. Eberlein is the only Southern  
Surgical Association officer in Missouri. Dr. Eberlein also 
has been named vice chair of the National Comprehensive 
Cancer Network (NCCN) board of directors. The NCCN 
comprises 23 of the world’s leading cancer centers and  
develops guidelines for cancer treatment.

Hospitals
p		St. Luke’s Hospital announced the opening of Creve Coeur 

Family Medicine, located in the St. Luke’s 
Urgent Care Center Medical Building at  
Olive Boulevard and Old Ballas Road.  
Board-certified family medicine physicians 
Divya Chauhan, MD, and Cynthia Poelker, 
MD, offer care for the whole family.  
Dr. Chauhan has extensive experience in  
occupational medicine and safety programs 
and received her medical degree in 1993. 
Dr. Poelker has been with St. Luke’s Medical 
Group since 2008 and obtained her  
medical degree from the University of 
Missouri-Columbia. 

p		Eric Ammons is the new president of Mercy Hospital  
Jefferson in Crystal City. Ammons most recently was  
president of Mercy Hospital in Independence, Kan. He 

previously held positions in rehabilitation, customer services 
and human resources at Mercy Hospital Independence and 
at Mercy’s Fort Scott Hospital. 

p		David A. Kelch, FACMPE, has been named executive  
director of SSM Medical Group-West Region, which  
includes approximately 20 SSM Medical Group locations  
in St. Charles, Lincoln and Warren counties. Kelch began  
his health-care career at SSM St. Joseph Health Center  
while he was still in high school and worked his way into 
management there while earning undergraduate and  
master’s degrees. He has been associate executive director  
for SSM Medical Group since 2003. 

p		St. Luke’s Hospital opened its newly renovated Saigh  
Foundation Special Care 
Nursery for babies and their 
families. The level II neonatal 
special care nursery offers six 
private rooms where families 
can bond with their babies.  
It is equipped to care for  

premature infants delivered as early as 30 weeks and  
newborns with other special medical needs. 

p		SSM Imaging at DePaul Health Center has installed a  
new Philips Ingenuity 128-slice CT scanner that features 
state-of-the-art imaging technology as well as the highest 
level of protection to limit radiation exposure. 

Insurance Companies
p		Missouri Professionals Mutual added the following  

physicians to its board of directors: David L. Weinstein, 
MD, (SLMMS); Frederick B. Lintecum, MD; Water R. 
Peters, Jr., MD; and Raymond August Ritter, III, MD.

Dr.  Timothy Eberlein

Dr. Divya Chauhan

Dr. Cynthia Poelker

Classified
MEDEX is seeking BC/BE Internists/Family Practitioners to perform evaluations on a part-time  

basis. Flexible time commitment (perfect for retired/semi-retired/clinical fellows). No treatment, 

malpractice provided. Convenient mid-county location. Call Camille, 314-367-6600 x 312.

Physicians Lobby for Tort Reform
An energetic crowd of physicians, medical students, and other ShowMe Tort Reform Coalition partners filled  
the Missouri Capitol in support of tort reform on April 30. The day included an enthusiastic White Coat Rally, 
visits to legislators’ offices to lobby on the necessity of re-instituting the $350,000 noneconomic damage cap,  
and watching Senate debate of the issue. Letters to the editor from SLMMS and MSMA appeared in the St. 
Louis Post-Dispatch on May 2 and 5. Pictured, physicians watch Senate debate from the gallery. SLMMS Vice  
President Michael Stadnyk is pictured at the right foreground and SLMMS past President Edmond Cabbabe, 
MD, is at the far left. For more information on tort reform, visit www.slmms.org or www.msma.org.
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 JuNE
11	 SLMMS Executive Committee, 6 p.m. 

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

21 	3rd Annual JMF Conference CME Course: Primary  
Immunodeficiency Diseases, Allied Health Professional 
Building, Saint Louis University. CME credits. For more 
information, http://medschool.slu.edu/cme.

29 	Review of the presentations from the American Society 
of Clinical Oncology Annual Meeting 2013, Eric P.  
Newman Education Center. For more information, 
http://cme.wustl.edu.

 JuLy
4-5	 	Independence Day, SLMMS offices closed. 

9 SLMMS Executive Committee, 6 p.m. 
 SLMMS Nominating Committee, 7 p.m.

19 	7th Annual St. Louis Life Therapeutic Endoscopy  
Course, Eric P. Newman Education Center. CME credits. 
For more information, http://cme.wustl.edu.

22-25		Masters Conference for Advanced Death Investigation, 
Learning Resource Center, Saint Louis University School 
of Medicine. CME credits. For more information,  
http://medschool.slu.edu/cme. 

Please send listings of continuing education programs,  
organizational meetings and other events related to the practice 
of medicine, to St. Louis Metropolitan Medicine by e-mail editor@
slmms.org, by fax to (314) 989-0560, or by mail to Editor, St. Louis 
Metropolitan Medicine, 680 Craig Rd., Suite 308, St. Louis, MO 63141.
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MSMA Alliance Receives National Awards
By Gill Waltman, SLMMS Alliance

Match Day for Missouri’s Medical Students

S 
tate Alliance members met in Kansas City April 5-7 during 
the MSMA annual convention. In her address to the MSMA 

House of Delegates, state Alliance President Sandra Murdock 
spoke about the importance of volunteerism and described  
the many community service projects county alliances had 
conducted in the past year. 

Under Sandra’s leadership, Missouri was recognized by the  
AMA Alliance with a Health Awareness Promotion (HAP)  
first-place award for Greene County’s “Pills are NOT a Party” 
animated DVD to teach teenagers the dangers of taking random 
prescription drugs. A second-place Legislative Education and 
Awareness Promotion (LEAP) award was presented for the  
annual Alliance Advocates Day at the Legislature organized  
by state Vice President Kathy Weigand. 

Three individual awards were bestowed 
this year by the state Alliance. Shirley 
Collison from Greene County received 
the Sandra Mitchell Member of the 
Year Award. AMA Director Mary  
Shuman from Buchanan County  
received the Jean Wankum Spirit  
of the Alliance Award and Sue Ann  
Greco was the recipient of the Jean E. 
Duensing Award for journalism.

During the Alliance plenary session, 
speakers included AMA Alliance 

Secretary and nominated President-Elect Sarah Sanders from 
Dublin, Ohio, and Southern Medical Association Alliance  
President Kathleen Johns from Destin, Fla. 

The Alliance dinner for the MSMA Foundation was organized 
by chair Sue Ann Greco. “Running with the Roses” was her  
Kentucky Derby-themed fundraiser and included six video 
horse races, and a silent and oral auction. There was a hat 
competition with several categories, but the real excitement was 
watching Missouri physicians competing to pick the winning 
horses! It was well-attended and a great success.  f

M 
illie Bever and Angela Zylka again organized Match Day 
events at medical schools across the state. Thanks to their 

diligence, these events get bigger every year and the Alliance 
presence is being better recognized. 

 
Medical students at the University of Missouri-Columbia  
and the University of Missouri-Kansas City were among the 
beneficiaries of Alliance activities.

Locally, Alliance members participated in Saint Louis  
University’s Match Day where over 600 students, family  
members and friends witnessed the presentation of the Match 
Day envelopes. The Alliance awarded three $500 scholarships 
to students going into primary care practice. Funds for these 
scholarships were raised by the SLMMS Alliance through  
donations from primary care physicians or physician groups  
in the St. Louis area to help promote more students going into 
the specialty.

Receiving the scholarships were Katelyn Bezek, Neil Kalsi  
and Ramzy Jandali. Katie is headed to Allina Family Residency 
Program in Minnesota, Neil is going to Northwestern University 
and Ramzy matched into internal medicine at Cedars-Sinai  
in California.  f

President Sandra Murdock 
gives her farewell speech as 
incoming president Barbara 
Hover looks on.

Saint Louis University students entering primary care practice win $500  
scholarships from the Alliance. From left: Sue Ann Greco, Katelyn Bezek, Neil 
Kalsi, Ramzy Jandali, Angela Zylka, Sandra Murdock. Not shown: Millie Bever.

MSMA Communications 
Director Liz Fleenor presents 
Sue Ann Greco with the  
Jean E. Duensing Award.
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Alliance Honors Edmond Cabbabe, MD, FACS,  
as Doctor of the year
By Gill Waltman, SLMMS Alliance

T 
he Alliance honored Edmond Cabbabe, MD, FACS, a 
plastic and reconstructive surgeon and SLMMS and MSMA 

past president, with its third annual Doctor of the Year Award. 
The award was presented at the Alliance’s annual Doctors’ Day 
and Valentine’s Day dinner on Feb. 15. 

The Doctor of the Year Award is presented to an active member 
of SLMMS who has demonstrated advocacy for the profession 
of medicine and quality health care, is a role model for future 
physicians, and a supporter of the Alliance. Past recipients are 
Erol Amon, MD, JD, in 2011 and Jeffrey Thomasson, MD, in 
2012. Dr. Thomasson contributed to this year’s dinner by giving 
a talk on medicine in the Civil War, particularly as it pertained 
to Missouri.

Dr. Cabbabe is an advocate for patient care, medical education 
and legislative change that impacts physicians and medicine  
in Missouri. An active member of the AMA, he served as an 
alternate delegate and later as a member and then vice chair of 
the International Medical Graduates Governing Council. He is 
currently chair of the Missouri Delegation to the AMA House  
of Delegates and president-elect of the AMA Foundation. He is, 
of course, a longtime supporter of the Alliance and its activities.

Born in Aleppo, Syria, Dr. Cabbabe earned his medical degree 
from Damascus University School of Medicine. He completed 
his internship at St. Mary of Nazareth Hospital Center in  
Chicago followed by residencies in surgery at the University  
of Tennessee in Chattanooga and at Saint Louis University.  
He is board certified in surgery, plastic surgery, and surgery  
of the hand.

Currently Dr. Cabbabe is a partner in Plastic Surgery  
Consultants, Ltd., chief of plastic surgery at St. Anthony’s  
Medical Center in St. Louis and clinical professor in the plastic 
and reconstructive surgery division of the Department of  
Surgery at Saint Louis University School of Medicine. 

Dr. Cabbabe actively participates in hands-on training of  
plastic surgery residents at Saint Louis University and in the 
community medicine “Preceptor Program.” He has served on 
the staffs of numerous hospitals in the St. Louis area, often in 
leadership positions. He is a member of many organizations in 
his surgical specialty and is past president of the St. Louis Area 
Society of Plastic Surgeons. 

Dr. Cabbabe and his wife Rima, a former chemist and past  
president of the Alliance, have three children: Nabil Cabbabe, 
MBA; Samer Cabbabe, MD and SLMMS councilor; and Monica 
Cabbabe Bello, MBA; plus six grandchildren.

As SLMMS president, he helped develop the Stop Violence  
Before it Starts campaign in St. Louis. He also participated in 
the Gang Tattoo Removal Program which has been nationally 
recognized and featured on NBC “Dateline” and in the St. Louis 
Post-Dispatch. He volunteers services for the treatment of  
children referred by the Palestine Children’s Relief Fund.

His support of the Alliance has been strong and steady over  
the years. Dr. Cabbabe and his wife Rima are regular attendees 
at the MSMA Alliance Foundation fundraiser and dinner each 
year at the annual convention. He is notably remembered for 
donning a costume at the 2005 event to become “Super Doc”  
in the scrub suit fashion show!

The presentation was made by Millie Bever. Accepting the 
award, Dr. Cabbabe spoke about the role of the Alliance and 
how the Society and its physicians are helped when members 
stand by their spouses supporting advocacy and fundraising.  
He discussed the importance of organized medicine and the 
need to support the MSMA and AMA Foundations.

Congratulations, Dr. Cabbabe—this honor is well deserved.  f

Dr. Edmond Cabbabe surrounded by his family after receiving the award.  
From left:  family friend Ilham Abdulnour Bitar, daughter Monica Cabbabe Bello, 
Dr. Cabbabe, wife Rima, granddaughter Alexandra Cabbabe, son Nabil Cabbabe, 
and son Samer Cabbabe, MD. In front is granddaughter Isabella Cabbabe.
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f  Obituaries  p

Ira C. Gall, MD
Ira C. Gall, MD, a board-certified obstetrician- 
gynecologist, died March 29, 2013, at the age  
of 84. 

Dr. Gall graduated from the University of Cincinnati College of 
Medicine in 1951 after obtaining his undergraduate degree from 
the university in 1948. He served two years in the U.S. Air Force 
at Wright-Patterson Air Force Base near Dayton, Ohio. 

After his military service, he completed his residency and a  
fellowship in fertility and sterility at Washington University 
School of Medicine and Barnes Hospital. He practiced with  
the late William Masters, MD, of Masters & Johnson.

In 1957, Dr. Gall entered private practice with the late Mitchell 
Yanow, MD. They formed one of the first physician corporations 
in Missouri: Obstetrics & Gynecology, Inc. He became vice chief 
of staff and a member of the board at Mercy Hospital St. Louis.

In 1970, Drs. Gall and Yanow founded Medicine Shoppe  
International, Inc. They began with 15 pharmacies, and by 1995, 
when Medicine Shoppe was purchased by Cardinal Health, Inc., 
it was the largest franchiser of independent pharmacies in the 
nation. 

Dr. Gall and his wife, Judith, endowed the Ira C. and Judith 
Gall Professorship in Obstetrics and Gynecology at Washington 
University School of Medicine. Dr. Gall also served as a board 
member of the Jewish Federation of St. Louis and a lifetime 
trustee of Temple Israel, where the Gall Sanctuary is named  
in the family’s honor.

He remained on the faculty of Washington University School  
of Medicine as a professor of obstetrics and gynecology until  
his retirement. He retired from private practice in 2002.

Dr. Gall joined the St. Louis Metropolitan Medical Society in 
1957 and later was named an Honor Member.

The St. Louis Metropolitan Medical Society extends its  
condolences to Dr. Gall’s wife Judith, children Thomas Gall  
and Steven Gall, and four grandchildren. He is preceded in 
death by his son Jeffrey Gall. A memorial service was held  
at Congregation Temple Israel in St. Louis.  f

Francis S. Walker, MD
Francis S. Walker, MD, a board-certified  
neurosurgeon, died March 30, 2013, at the  
age of 86. 

An Ohio native, Dr. Walker obtained his undergraduate degree 
from Ohio Wesleyan University then graduated from Saint 
Louis University School of Medicine in 1951. He completed an 
internship at Orange Memorial Hospital in Orlando, Florida, 
before serving as a flight surgeon in the U.S. Air Force for two 
years. When he returned from military duty, Dr. Walker began 
his residency at the Cleveland Clinic (1954-57) and finished at 
the University of Iowa (1957-59).

Dr. Walker served on staff at Saint Louis University Hospital  
as well as a member of the faculty at the School of Medicine.

Dr. Walker joined the St. Louis Metropolitan Medical Society  
in 1977 and was made a Life Member at his retirement. 

During his career, he was also a president of both the Missouri 
State Neurosurgical Society and the St. Louis Surgical Society. 
He was a fellow of the American College of Surgeons and a 
member of the Missouri State Medical Society, the Congress  
of Neurological Surgeons, the American Association of  
Neurological Surgeons and the St. Louis Neurosciences Society.

The St. Louis Metropolitan Medical Society extends its  
condolences to Dr. Walker’s wife Jean, their children John 
Walker, Michael Walker, Elizabeth Walker, Jane Fisher, and 
Lynn Riepen, 12 grandchildren and two great-grandchildren.  
A private church service and burial were held.  f

Richard G. Sisson, MD
Richard G. Sisson, MD, a board-certified general 
surgeon, died April 19, 2013, at age 90.  

He obtained his undergraduate degree from  
Harvard University and graduated from Yale University School 
of Medicine in 1946. He completed his internship at the former 
Barnes Hospital in 1947, just before serving in the U.S. Army 
Medical Corps (1948-1950). After his military service, Dr.  
Sisson did his residency at the former Jewish Hospital in 1953.

Dr. Sisson was on staff at Barnes Hospital, Jewish Hospital, 
Missouri Baptist Medical Center and the former Faith Hospital. 
He was an associate professor of clinical surgery at Washington 
University School of Medicine.

Dr. Sisson joined the St. Louis Medical Society in 1953, and  
was made an Honor Member in 1994. He was also active in  
the St. Louis Surgical Society.

The St. Louis Metropolitan Medical Society extends its  
condolences to Dr. Sisson’s wife Mitzi; their children Michael 
Sisson, John Sisson, Peter Sisson, Barbara Silverman; and  
nine grandchildren. A memorial service was held at Temple 
Emanuel in St. Louis.  f

continued on page 29
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f  Human resOurces insigHts  p

Advice on Issues you  
May Encounter in your Practice
By Susan Martin, PHR, Member Answer Center Coordinator, AAIM Employers’ Association

Q   What if there are i-9 Forms missing for current  
employees?

	p Answer
Every current employee hired after November 6, 1986,  
must have an Employment Eligibility Verification Form  
(I-9) on file at your business. If not, the employees should  
complete Section 1 of the I-9 Form immediately and submit 
documentation as required for Section 2. The new form should 
be dated when completed—never back-dated. A current copy  
of the form can be downloaded and printed from the U.S.  
Citizenship and Immigration Services (USCIS) website:  
http://www.uscis.gov/files/form/i-9.pdf  f

Q   if we ask a job applicant to come in and “train”  
for a few hours to see if he’s a good fit, do we  
have to pay him for the time? 

	p Answer
Generally, it is prudent for an employer to consider the  
training time as compensable work time and pay the  
individual, particularly if the individual performs some  
tasks. It is possible that the Department of Labor would not  
require pay for a person who only observes and does not  
perform any tasks. However, the cost for a company to defend  
a charge of unpaid wages is likely to far exceed the cost of  
paying an individual for the training time. 

 If the training time is a process your organization is considering 
implementing on a regular basis, you may want to check  
with the Missouri Department of Labor to see if there are  
circumstances under which the training or observation  
could be considered part of the hiring process rather than  
compensable work hours (e.g. observation is done at the  
pre-offer stage, individual is notified in advance that there  
will be an unpaid observation time, no work is performed,  
etc.).  f 

Q  How long can we retain a temporary employee?  
Do we have to hire him as a regular employee 
after a certain time?

	p Answer
Absent a collective bargaining agreement or other contracts that 
affect employment, an employer may determine the length of 
time a temporary employee is retained. However, be aware that 
the same employment laws that apply to regular employees also 
apply to temporary employees; i.e. discrimination, immigration, 
wage and hour requirements, etc.  f

Q   an employee left work early and wants to  
make up the time next week. Do we have to  
pay overtime for extra hours over 40 in the  
week in which she makes up the time?

	p Answer
	Non-exempt (hourly) employees must be paid overtime for 
hours worked exceeding 40 in a workweek. A workweek is  
defined as a period of 168 hours during seven consecutive  
24-hour periods. A workweek may begin on any day of the  
week and at any hour of the day established by the employer. 
For purposes of computing overtime, each workweek stands 
alone, regardless of whether employees are paid on a weekly,  
bi-weekly, monthly or semi-monthly basis. Two or more  
workweeks cannot be averaged.

 If the employee worked over 40 hours in a workweek, he/she 
would be entitled to overtime for the hours over 40, regardless 
of the fact that the employee worked fewer than 40 hours the 
previous week.  f

AAIM Employers’ Association has nearly 1,400 
member organizations in the St. Louis and central 
Illinois areas. AAIM provides tools for its members 
to foster organizational growth and develop  
the potential of individual employees. For more  
information about AAIM, call 314-968-3600  

or visit www.aaimea.org.
Susan Martin
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f  WelcOme neW members  p

charlene adkins, mD

1100 Sunset Ln., 65203-2253 
MD, University of Missouri-Columbia, 1988 
Born 1954, Licensed 1992  p  CORR 
Certified: Emergency Medicine

shiraz a. Daud, mD

3009 N. Ballas Rd., #256-C, 63131-2308 
MD, University of Missouri-KC, 1999 
Born 1975, Licensed 2005  p  Active 
Certified: Critical Care Medicine, Pulmonary Disease

steven r. Hunt, mD

660 S. Euclid Ave., #8109, 63110-1010 
MD, Stanford University, CA, 1997 
Born 1969, Licensed 1999  p  Active 
Certified: Colon & Rectal Surgery, Surgery

thomas K. Kurian, mD

450 New Ballas Rd., #170, 63141-6835 
MD, University of Texas Medical School, Houston, 2003 
Born 1976, Licensed 2006  p  Active 
Certified: Cardiovascular Disease, Internal Medicine

susana lazarte, mD

660 S. Euclid Ave., #8051, 63110-1010 
MD, Univ Peruana Cayetano Heredia,  
 Fac De Med, Peru, 2003 
Born 1976, Licensed 2008  p  Junior 
Infectious Disease

tanya m. Quinn, mD

621 S. New Ballas Rd., #297-A, 63141-8200 
MD, University of Missouri-Columbia, 2003 
Born 1977, Licensed 2010  p  Active 
Neurological Surgery

James H. scheu, mD

70 Jungerman Cir., #402, 63376-1637 
MD, Tulane University, New Orleans, LA, 1976 
Born 1950, Licensed 1977  p  Active 
Plastic Surgery, Hand Surgery
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MD, Tehran Univ., Iran, 1991 
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Diagnostic Radiology
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Advertising in this Issue  Call or visit their websites to find out more.

Obituaries   p   continued from page 26

correction and amplification 

Editor’s Note: Following is a description of the career of Ervin  
Lipschitz, MD, who passed away March 14. This corrects and  
adds to the information given in the obituary in the April St. 
Louis Metropolitan Medicine. Thanks to his daughter, SLMMS 
member Eve Lipschitz, MD, for providing this information.

Ervin Lipschitz, MD, obtained both his undergraduate and 
medical degrees from Washington University in 1949 and was 
elected to Alpha Omega Alpha, the National Medical Honor 
Society. He completed an internship in internal medicine at 
Barnes Hospital in 1949-50 and served as assistant resident in 
medicine at Jewish Hospital 1950-51. He completed a psychiatry 
residency at The Menninger Clinic in Topeka, Kan. in 1954.

Dr. Lipschitz practiced medicine from 1949 to 2010. Besides 
private practice, he was employed as a staff psychiatrist at the 
Veterans Administration Medical Centers in St. Louis. He also 

was the consulting psychiatrist for St. Louis Community  
College and Maryville University, and was director of the 
psychiatric services section at Washington University Student 
Health Services. 

He maintained simultaneous faculty appointments at both 
Washington University and Saint Louis University schools  
of medicine. At Saint Louis University, he attained the rank of 
associate clinical professor; at Washington University he was 
assistant clinical professor. He maintained privileges at both 
schools until his retirement in 2010. He received a distinguished 
service award from Saint Louis University’s Department of  
Neurology and Psychiatry in 2010.

He joined the St. Louis Metropolitan Medical Society in 1955 
and also was a member of the American Medical Association, 
the American Psychiatric Association and the American  
College Health Association.  f 
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