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MSMS BOARD OF DIRECTORS MEET, 
DISCUSS ACA, ORGANIZATIONAL 
REMODELING
On July 14, the Michigan State 
Medical Society (MSMS) Board of 
Directors held their mid-summer 
board meeting at the MSMS 
Headquarters in East Lansing.

During the Board’s committee meetings, Richard A. Deem, Senior 
Vice President, Advocacy, American Medical Association (AMA), 
provided updates on the Affordable Care Act. The Committee on 
Legislation and the Committee on Health Care Delivery combined 
meetings to learn more about the current legislative efforts on 
national health care reform.

The AMA has since released a statement on Health System Reform:

“The health reform debate is by no means over. Congress must 
begin a collaborative process that produces a bipartisan approach to 
improve health care in our country.

“The status quo is unacceptable. Near-term action is needed to 
stabilize the individual/nongroup health insurance marketplace. 
In the long term, stakeholders and policymakers need to address 
the unsustainable trends in health care costs while achieving 
meaningful, affordable coverage for all Americans. The American 
Medical Association is ready to work on short- and long-term 
solutions.

“The Medicare Access and CHIP Reauthorization Act and the 
21st Century Cures Act are recent examples of what can be 
accomplished to improve the health of the nation when Congress 
works on a bipartisan basis with key stakeholder groups. Success is 
achieved when patients, physicians and policymakers work together 
to improve the health of individuals, families and communities.”

Mr. Deem also provided updates on several other policy areas:

•	 CMS released a proposed rule that would make changes in 
the second year of the Quality Payment Program (QPP) under 
MACRA. One of the key proposed changes is to increase the 
low-volume threshold.

•	 The AMA is working with Health and Human Services (HHS) 
on addressing the administrative hassle of prior authorizations 
within Medicare and Medicaid.

•	 Within the new proposed fee schedule, CMS attempts to better 
align quality programs, easy some of the reporting burdens and 
penalties and will begin reimbursing for the Diabetes Prevention 
Program.

Based on direction from the annual House of Delegates meeting, 

the MSMS Board of Directors continued discussions on the 
Society’s organizational remodeling process. As part of the 
next steps, the MSMS Board of Directors reviewed a series of 
recommendations that came out of the MSMS House of Delegates 
input session. The input report highlighted four areas of focus:

•	 Increase MSMS membership, which is critical to support a 
strong, effective, and financially sustainable organization.

•	 MSMS must focus on issues of strategic importance to the future 
of all physicians in Michigan.

•	 MSMS programs must deliver value to all physicians.

•	 Decision-making and work processes must be aligned to deliver 
value to all physicians.

Further information will be shared with and feedback will be 
requested from the House of Delegates leaders and County 
Leadership.

MICHIGAN’S NEW CME LICENSURE 
REQUIREMENTS
As previously reported 
by the Michigan State 
Medical Society, the State 
of Michigan, Department of 
Licensing and Regulatory 
Affairs announced in 
December of 2016 revised Medical Rules. With these new rules 
came new requirements for Continuing Medical Education. 
Significant changes to be aware of include:

•	 Training Standards for Identifying Victims of Human Trafficking 

By: Adrian J. Christie, MD; 
Kimberly Lovett Rockwell, 

MD, JD; 
Donald R. Peven, MD; 
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- This is a one-time training that is separate from continuing 
education.

•	 Education on Pain and Symptom Management - Starting in 
December 2017, a minimum of three- hours of continuing 
education must be earned in the area of pain and symptom 
management.

•	 Medical Ethics - A minimum of one-hour of continuing education 
must be earned in the area of medical ethics.

MSMS will offer these required CME at the 152nd Annual Scientific 
Meeting this fall. Additionally, CME modules are available online in 
the On-Demand Webinars section of the MSMS website.

The Board of Medicine has updated the previous six Categories 
of Credit into two categories. As before, each medical doctor is 
required to complete 150 hours of continuing medical education 
approved by the board of which a minimum of 75 hours of the 
required 150 must be earned in Category 1 activities. The following 
is a breakdown of the two Categories for licensure:

New Categories of Continuing Medical Education

Category 1

A.  Activities with accredited sponsorship - Maximum 150 hours

B.  Passing specialty board certification or recertification - Maximum 
50 hours

C.  Successfully completing MOC that does not meet requirements 
of (A) or (B) above. - Maximum 30 hours

D.  Participation in a board approved training program - Maximum 
150 hours

Category 2

A.  Clinical instructor for medical students engaged in postgraduate 
training program - Maximum 48 hours

B.  Initial presentation of scientific exhibit, poster or paper - 
Maximum 24 hours

C.  Publication of scientific article in a peer-reviewed journal - 
Maximum 24 hours

D.  Initial publication of a chapter or portion of a chapter in a 
professional health care textbook or peer-review textbook - 
Maximum 24 hours

E.  Participation in any of the following as it relates to the practice of 
medicine: - Maximum 18 hours 

 1.  Peer review Committee dealing with quality of patient care

 2.  A Committee dealing with utilization review

 3.  A health care organization committee dealing with patient 
care issues

 4.  A national or state committee, board, council or association

F.  Until December 6, 2019, attendance at an activity that was 
approved by the Board of Medicine prior to December 6, 2016 - 
Maximum 36 hours

G.  Independently reading a peer-reviewed journal prior to 
December 6, 2016, that doesn’t satisfy the requirements of 
Category 1, subdivision (A) - Maximum 18 hours

H.  Prior to December 6, 2016, completing a multi-media self-
assessment program that doesn’t satisfy the requirements of 
Category 1, subdivision (A) - Maximum 18 hours

If you have questions regarding the new CME requirements or the 
new categories of Continuing Medical Education, please reach out 
to Brenda Marenich, Director Physician Education and Leadership, 
MSMS at 517/336-5780.

MDPAC: WAKE UP YOUR SLEEPING GIANT!
Deciding on whether or not to join the Michigan Doctors’ Political 
Action Committee (MDPAC) should be easy. Why? Because we can 
make a difference by choosing legislative leaders who are concerned 
with the health of our communities.

The MDPAC is the political arm 
of the Michigan State Medical 
Society. We are a bipartisan 
political action committee 
made up of physicians, their 
families, residents, students and 
others interested in making a 
positive contribution to the medical profession through the political 
process. The MDPAC supports pro-medicine candidates running for 
the State legislature, Michigan Supreme Court and other statewide 
positions.

By contributing to the MDPAC, you will substantially enhance 
MSMS’s advocacy efforts, which promotes a pro-medicine agenda. 
By joining with other members, you create a constituency that 
represents your professional needs and concerns. Whether the 
issue is tort reform legislation, scope of practice or the many of the 
other issues on the medical agenda, political and legislative action is 
where it all begins.

Get your voice heard by contributing today at MDPAC.org.

As we begin to effect change in Michigan’s health care landscape, 
please seriously consider joining MDPAC to ensure continued 
success working with our elected officials.
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THREE NATIVE ADVERTISING BENEFITS FOR 
SOCIAL MEDIA MARKETING
By: Melody Gandy-Bohr

Consumers are burnt out on advertising, and that’s no surprise. 
From billboards to pop-ups and display ads, advertising is hard to 
escape. In fact, the usage of online ad-blocking programs has risen 
up 41% globally over the past 
four years. In an ad-heavy world, 
native advertising is a great way 
to advertise to potential patients. 
Native ads are paid ads that blend 
in with the content on a given 
page, providing users with a seamless online experience. With social 
media, native ads appear in a user’s feed in the same style and 
format as a social media post. Here are 3 reasons why your practice 
should add native ads to your social media marketing strategy.

Native Ads Are Relevant

If you have never noticed native ads in your feed before, it’s simply 
because they blend in so well! Unlike traditional paid ads on social 
media, native ads are more in-line with subjects that your followers 
are already interested in. According to HubShout, 85% of Internet 
users don’t mind native ads. For example, social media users who 
have shown an interest in dentistry, won’t feel like their online 
experience has been sullied by your practice’s ad. 

Native Ads Boost Engagement

Whether you’re creating content for your website or social media 
accounts -- the content needs to be engaging. By targeting a specific 
audience that is already interested in your industry, your native 
ads are likely to have increased engagement. In fact, native ads are 
clicked on 53% more frequently than typical display ads. Increased 
engagement from your followers on social media can quickly spread 
to a new audience eager and ready to read your practice’s valuable 
content. That’s the beauty behind native ads -- they’re beneficial to 
both your practice and your followers.

Native Ads Help Drive SEO

Another great benefit of native advertising is the effect they have 
on your practice’s search engine optimization (SEO) strategy and 
search ranking. Many marketers believe that social media does have 
influence on search engine ranking, which means that Google is 
definitely paying attention to your trending social media posts. 
Your practice’s strong native ads on social media have the potential 
to drive traffic back to your website, boosting your practice’s SEO 
performance and online visibility. Native ads can improve almost all 
aspects of your online marketing campaign.

Successful native ads are baked into your social media content 
like chocolate chips in a cookie. They blend in just enough to 
complement the cookie without taking over and provide a sweet 
end result for your practice’s online marketing. Contact Officite 
today at 888-852-4206 for more resources that can benefit your 
health care practice.

MSMS ON-DEMAND HUMAN TRAFFICKING 
OVERVIEW WEBINAR
Dena Nazer, MD, Children’s Hospital of Michigan and Associate 
Professor, Pediatrics, Wayne State University presents “Human 
Trafficking Overview”, an MSMS On-Demand webinar, available at 
http://MSMS.org/OnDemandWebinars. This webinar does meet 
Michigan’s new human trafficking one-time training requirement 
from the Michigan Department of Licensing and Regulatory Affairs. 
The cost of this 60 minute 1 Category 1 CME webinar is $50 for 
MSMS Members.  

The objectives 
include: describe the 
types and venues of 
human trafficking; 
explain how to 
identify victims of 
human trafficking in 
health care settings 
for adults and minors; 
list resources for reporting, when suspecting an adult or child is a 
victim of human trafficking; and discuss myths regarding human 
trafficking.

Medical Records of Retired Physicians
Patients looking for their medical records from 
retired physicians frequently contact the MCMS.  If 
you are retired or will be retiring shortly, please 
contact the MCMS at 810-387-0364 or email mcms@
msms.org and let us know how patients can retrieve 
their records.  If the records have been destroyed, 
please inform us of that also so we can note our 
database accordingly.  Thank you!



6    Macomb Medicus, September/October 2017

H O S P I T A L  N E W S

Henry Ford Macomb Hospital

HENRY FORD MACOMB HOSPITALS’ 
AMBASSADOR CLUB HOSTS WINE TASTING 
FUNDRAISER

The Ambassador Club of Henry Ford Macomb Hospitals 
presents A Wine Showcase on Wednesday, September 13, 
beginning at 6 p.m. at Penna’s of Sterling. The event features 
wine tasting with bottles of select samples available for 
purchase, a strolling dinner, and live music.

Proceeds from this annual fundraiser will benefit the hospital’s 
Surgical, Cardiac and Interventional Radiology Services 
expansion project.

“Our community deserves innovative, life-saving treatment. 
The expansion of these services will offer patients access to 
some of the most comprehensive diagnostic and therapeutic 
treatments, close to home,” said Christina Lavinio-Mattinen, 
Chief Development Officer. “The investment we are making will 
allow us to stay true to our vision of delivering better, faster and 
safer care to the community that we serve.”

The Ambassador Club is a group of business professionals, 
community leaders and Henry Ford Macomb physicians. 
Together, they are committed to ensure continued cutting edge 
medical advancements at Henry Ford Macomb Hospitals.

“We are truly grateful to our Ambassador Club, who generously 
give of their time, talent and support for the hospital,” said 
Lavinio-Mattinen.

Individual tickets are $250 each. For tickets, visit HenryFord.
com/Showcase or call (586) 263-2964. For sponsorship 
information, phone (586) 263-2968.

INTERNATIONAL EXPERTS ON ARTIFICIAL 
VISION COMING TO DETROIT

Experts from around the world are coming to metro Detroit to 
collaborate and discuss their advances and challenges in the 
global pursuit of artificial vision.

The Eye and The Chip, the Detroit Institute of Ophthalmology’s 
10th Congress on Artificial Vision, will be held September 24 - 
26, at the Motor City Casino Hotel, 2901 Grand River, Detroit.

Nearly 30 internationally renowned scientists are coming from 
across the U.S., as well as from nine countries in Europe, Asia, 
Australia, and the Middle East. All are studying tools to restore 
vision with an electronic device in the eye or brain.

Experts will be sharing their research and progress, including:

•	 Retinal implants in human studies (Eberhard Zenner, MD, 
and Alfred Stett, MD, University of Tubingen, Germany)

•	 Wireless chip development in human studies (Yannick LeMer, 
MD, Foundation Ophthalmologique, France)

•	 Sub-retinal device in humans (Daniel Palanker, PhD, Stanford 
University)

•	 Device for the visual cortex in the brain (Eduardo Fernandez, 
MD, PhD, University Miguel Hernandez, Bioengineering 
Institute, Spain)

“This congress is the world’s leading meeting on artificial 
vision,” says Philip Hessburg, MD, medical director of the 
DIO. “Gathering these experts together enables the exchange 
of scientific advances among international researchers. The 
collaborative relationships created help advance research at a 
faster pace.”

The institute has traditionally hosted two biennial world 
research congresses, alternating with The Eye, The Brain, and 
The Auto related to vision and safe driving.
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“Since there have been so many advances in the artificial 
vision field in the past 12 months, we decided to host The 
Eye and The Chip again this year,” added Dr. Hessburg. “The 
researchers who attended in 2016 were insistent that we not 
wait two years before reconvening.”

A flash drive of the presentations is included with paid 
registration, and available for purchase for other attendees after 
the event.

The Grosse Pointe Park-based DIO is a division of Henry Ford 
Health System’s Department of Ophthalmology.

To register, or for more information on the Eye and the Chip, 
visit www.henryford.com/theeyeandthechip.

WALK-IN CLINIC NOW OPEN AT NEW HENRY 
FORD MACOMB HEALTH CENTER-RICHMOND; 
OPEN HOUSE AND HEALTH FAIR PLANNED 
SEPT. 16

A new walk-in clinic opened, August 14, at the Henry Ford 
Macomb Health Center in Richmond. The clinic, open seven 
days a week, provides care by Henry Ford clinicians with no 
appointment needed, for the copay of a primary care visit. 
Hours are noon to 8 p.m. weekdays and 10 a.m. to 6 p.m. on 
weekends and holidays.

H O S P I T A L  N E W S

Walk-in clinics are for medical concerns that aren’t quite an 
emergency but need to be seen today, such as sprains and 
strains, earaches, bladder infections, fevers, deep cuts and 
more.

A public Open House and Health Fair is planned for the Health 
Center on Saturday, September 16, from 10 a.m. to 2 p.m. 
The event will include blood pressure checks, balance and gait 
screening, Ask a Doctor and Ask a Dietician sessions along with 
kids activities, giveaways and a chance to win great prizes. Light 
refreshments will be served.

The new health center, at 67267 Main Street, west of Gratiot, 
is three times larger than the former location, closer to 
Richmond’s center of commerce, and offers a wider variety of 
services, which include:

•	 Family Medicine

•	 Physical Therapy

•	 Cardiac Rehabilitation (new)

•	 Expanded Radiology Services (general X-ray, CT and 
ultrasound)

•	 Specialty Physicians (new, coming soon)

•	 Community Health Education

Learn more about the new health center at HenryFord.com/
Richmond.
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ST. JOHN PROVIDENCE PLANS $63.1 MILLION 
EXPANSION AND RENOVATION 
Ascension’s St. John Providence will invest more than $63 
million to expand and renovate two hospitals. These projects 
represent a significant commitment to the metro Detroit 
community.

In November, officials with Ascension’s St. John Macomb-
Oakland Hospital in Warren will break ground on a $48.1 
million expansion project. The expansion, the largest in the 
hospital’s history, will grow the east tower of the hospital 
from four to seven floors. While adding just 15 new beds, the 
project will result in 75 newly private rooms and 42 renovated 
private rooms. This will bring the total number of private 
rooms at St. John Macomb-Oakland Hospital to 220, or 58 
percent of all beds in 
service at the hospital. 
Total bed capacity at the 
campus will be 375. 
The expansion project is 
slated for completion in 
summer 2019.

To support the project, 
St. John Macomb-
Oakland Hospital is 
launching a $2 million 
fund-raising campaign.  

At Ascension’s 
Providence-Providence 
Park Hospital in 
Southfield, hospital 
administrators are 
planning a three-year, 
$15 million renovation 
project.  Beginning this 
fall, the hospital will 
upgrade and renovate 
several service areas 
throughout the facility. 
The priorities for the 
renovations include 
critical care units, 
medical/surgical units 
and the birthing center. 

St. John Macomb Oakland Hospital “This investment demonstrates our unwavering commitment to 
our Mission of service in this community for current and future 
generations,” said Gwen MacKenzie, Ascension Healthcare 
Senior Vice President and Ascension Michigan Ministry Market 
Executive. “The renovations at Providence Hospital and the 
addition of more private rooms at St. John Macomb-Oakland 
will improve efficiency and safety, as well as provide a more 
pleasing environment for healing for patients and families.”

St. John Macomb-Oakland is home to one of the largest 
osteopathic training program in U.S., training 200 residents in 
20 specialties. The hospital offers a wide range of inpatient and 
outpatient services. Its Centers of Excellence include Behavioral 
Medicine Services, Cancer Care, Cardiology Services, Emergency 
Center, Physical Medicine and Rehabilitation Services, Surgical 
Services, Women’s Health Services, and the state-of-the-art 
Webber Cancer Center.
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Looking to avoid risk?

WE CAN SHOW 
YOU THE WAY.
We’re taking the mal out of malpractice insurance. 
Thanks to our national scope, regional experts, and 
data-driven insights, we’re uniquely positioned to spot 
trends early. We shine a light on risks that others can’t 
see, letting you focus on caring for patients instead 
of defending your practice. It’s a stronger vision that 
creates malpractice insurance without the mal.  
Join us at thedoctors.com

6394_MI_MacombMedicus_ORM_SepOct2017_f.indd   1 7/26/17   2:34 PM
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Without intervention, 15 to 30 percent of your patients with 
prediabetes will progress to type 2 diabetes within five years. 
Translation: Over the next five years, a typical large clinical 
practice could experience a 32 percent increase in the number 
of patients with diabetes.

Are you still unsure about engaging with a diabetes prevention 
program (DPP) to prevent type 2 diabetes in your patients? 
Study results recently published in Diabetes Care, a journal 
of the American Diabetes Association, may encourage you to 
reconsider.

The study examined the first four years of the National Diabetes 
Prevention Program (NDPP) and how effective structured 
lifestyle change programs were for participants diagnosed with 
prediabetes or at high risk for type 2 diabetes. The program goal 
is to have participants lose a minimum of 5 percent body weight 
in six months, with an additional six months of maintenance.

A 2002 DPP research study serves as the yardstick to measure 
participants’ progress. That study showed that adults ages 18 
and older at high risk for diabetes who lost 5 to 7 percent of 
their body weight experienced a 58 percent risk reduction for 
type 2 diabetes. Those 60 years and older experienced a 71 
percent reduction.

Early results reveal that NDPP participants experienced a higher 
percentage of body weight loss overall and a moderate increase 
in physical activity, which help lower their risk for type 2 
diabetes.

PROOF IS IN THE NUMBERS

Researchers used data from nearly 15,000 adults at high risk 
for type 2 diabetes. All were enrolled in yearlong Centers for 
Disease Control and Prevention-recognized DPPs across 220 
organizations in 40 states and the District of Columbia.

Participants attended a series of sessions with trained lifestyle 
coaches who offered incremental feedback on how to optimize 
behavioral changes.

Examination of the data concluded that the higher percentage 
of weight loss and improved physical activity could be 
attributed to greater duration and intensity of session 
attendance.

Successful participants attended at least 17 sessions and met 
the minimum goal of 150 minutes of moderate to vigorous 
physical activity each week. Overall, nearly 36 percent achieved 
the 5 percent weight loss goal.

Weight loss generally increased as the number of sessions 
attended increased. For every additional session participants 
attended and every 30 minutes of activity reported, they lost an 
average of 0.31% of body weight.

Study results indicate that participation in NDPPs across a large 
number of delivery organizations proves successful.

NATIONAL DPPS EASE CLINICAL BURDEN OF 
PREDIABETES

Since prediabetes is a reversible condition, the National DPP is 
an evidence-based tool that can help your patients lower their 
risk of developing type 2 diabetes, reducing the likelihood of 
illness, use of medication to control the disease and medical 
expense associated with the disease.

“Those with diabetes are 100 percent more likely to develop 
hypertension, 80 percent more likely to be hospitalized for 
heart attack and 70 percent more likely to die from heart 
disease or stroke,” said MSMS President Cheryl Gibson 
Fountain, MD.

Three years after program completion the clinical impact of the 
National DPP includes:

•	 15 fewer new cases of diabetes

•	 8 fewer patients using anti-hypertensive medication

•	 4 fewer patients using anti-lipid medication

Learn How National DPPS Ease
Clinical Burden of Prediabetes
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Participation in this lifestyle change program after a three-
year follow-up was also nearly twice as effective as metformin 
showing a 31 percent risk reduction.

In addition to the health benefits to patients, the Centers for 
Medicare and Medicaid Services also acknowledged that the 
NDPP model offers cost savings and better quality patient care.

According to the American Diabetes Association, estimated 
direct medical costs for diabetes in 2012 was $176 billion. 
However savings for Medicare are estimated to be $2,650 per 
Medicare beneficiary that participates in a National DPP.

“By working with an National DPP, physicians have ready access 
to a program designed to prevent and/or delay type 2 diabetes, 
can offer better care with an evidence-based program and can 
produce better outcomes that lower costs,” said Doctor Gibson 
Fountain.

CONNECTING WITH A NATIONAL DPP IN YOUR 
COMMUNITY

•	 Find a diabetes prevention program for your patients at  
www.cdc.gov/diabetes/prevention  

•	 Download the Prevent Diabetes STAT: Screen, Test, Act -- 
Today toolkit for DPP referral forms, sample referral letters, 
patient handouts and other helpful resources on diabetes 
prevention at www.preventdiabetesstat.org/toolkit.html  

•	 Calculate the medical cost savings and ROI for your 
organization with this online tool from the AMA    
www.ama-roi-calculator.appspot.com 

SEPTEMBER 24   Free MSMS webinar, “Bullying - A Healthcare Imperative”. There is no cost for this webinar, but advance 
registration is required. For more information or to register visit www.msms.org/eo

OCTOBER 24   MSMS conference “Making MACRA Work for You”, 9 am - 3:45 pm, the Sheraton in Novi. Credit: 5.25 
Category 1 CME, cost $195 for MSMS members. For more information or to register visit www.msms.org/eo or call 517-336-
7575.

OCTOBER 25-28   MSMS 152nd Annual Scientific Meeting, the Sheraton in Novi. For more information or to register visit 
www.msms.org/eo or call 517-336-7581.

NOVEMBER 11   MSMS 21st Annual Conference on Bioethics, 9 am - 4 pm, in Ann Arbor. For more information or to 
register visit www.msms.org/eo or call 517-336-7581.

DECEMBER 6   MSMS conference “Practical Guidance for Health Care Compliance”, MSMS Headquarters in E. Lansing, 
10:00 am - 3 pm. Credits: 4 Category 1 CMS, cost $135 for MSMS members. For more information or to register visit www.
msms.org/eo  or call 517-336-7581.

ON-DEMAND WEBINARS  MSMS has a catalog of on-demand webinars available, allowing you to watch and learn at 
your convenience. Check out the available series in the following categories:  Practice Transformation, Clinical, Leadership, 
HIT, and Billing and Coding.  Visit http://MSMS.org/OnDemandWebinars 

Watch for emails and fliers with the details of upcoming events.
Does the MCMS have your email address? If not, send it to us at macombcms@gmail.com or call 810-387-0364 so that we can keep you informed!

Change of Address?  Let us know! Call 810-387-0364 or Email us macombcms@gmail.com any changes.

UPCOMING EVENTS



12    Macomb Medicus, September/October 2017

By: Sara Berg, Senior Staff Writer, 
AMA Wire

IT SEEMS AS THOUGH EVERYTHING IS 

ONLINE, OR WILL BE SOMEDAY. AND 

IN A TECHNOLOGICALLY ADVANCED 

SOCIETY, PHYSICIANS NEED TO 

EMBRACE THE INTERNET TO REACH 

PATIENTS AND MAKE SURE THE 

INFORMATION THAT PATIENTS FIND IS 

ACCURATE.

That was the take-home message 
delivered to physicians at a recent 
education session. Deanna Attai, 
MD, (@DrAttai) and Ravi Goel, MD (@
RaviDGoel) shed light on the need for 
physicians to be visible online. From 
search results and reviews to social 
media, physicians had the chance 
to learn about building their online 
reputations at the session, “Cultivating 
and protecting your digital presence: 
Do’s and don’ts of social media.”

Use Online Information
Physicians have long counted on 
their patients to tell friends what 
good doctors they are, with the hope 
that “over time it will build a robust 
practice,” Dr. Attai said during the 
session, held at 2017 AMA Annual 
Meeting. While physicians have been 
advised to build word of mouth this 
way, it is a very slow process.

And now word of mouth is no longer 
person-to-person, it’s done with mouse 
clicks and keyboards. Patients are 
doing their research before scheduling 
an appointment with physicians. 
Through social media and online 

reviews, patients may now believe 
they have ready access to all the 
information they need to evaluate a 
physician.

“In this day and age, your reputation 
is whatever Google says it is,” Dr. 
Attai said. This means it’s important 
for physicians to take charge of their 
brands by improving information 
available online. If a physician 
doesn’t have a robust social media 
profile, information will still show up 
on HealthGrades, Yelp, ProPublica 
and other websites. And while Yelp 
has long been regarded as the go-to 
site for restaurant reviews, it is now 
becoming a powerful voice for the 
medical field.

With 102 million customer reviews on 
Yelp, 6 percent (6.12 million) are in 
the health care field. Information from 
the ProPublica database will appear 
on provider pages, while Yelp users 
have access to objective data about 
medical practice patterns compared to 
their peers. The increased availability 
of information means physicians need 
to make sure their information is 
accurate and up-to-date.

Dr. Attai shared three important 
pieces of information for physicians 
to remember when updating their 
profiles:

• Inaccurate information reflects on 
the physician as a provider.

• Physicians don’t have control over 
comments.

• A professional profile that looks 
great doesn’t give control over what 
patients say.

Proceed with Caution
Many people seem to lack common 
sense when online, which can pose 
a great risk toward a physician’s 
reputation.

“There’s this perception of anonymity, 
especially if you don’t have a lot of 
followers,” Dr. Attai said. “If you only 
have a handful of followers or it’s 
only your friends and family on your 
Facebook page, you may not realize all 
it takes is one share to go to a much 
wider audience.”

The problem with sharing 
everything online is that 
patients and the public 
might see a physician’s 
“online behavior as 
a proxy for in-person 
behavior,” said Dr. Attai. 

This means, if a physician exhibits poor 
judgment online, patients will often 
question their judgment in person too. 
Physicians should watch what they 
share online and how they respond to 
patient comments.

To help physicians manage their online 
reputation, Dr. Attai stated the best 
policy can be found from the Mayo 
Clinic. Among other things, Mayo’s 
policy offers five important points to 
remember as a physician using social 
media:

• Don’t misrepresent yourself.

• Be transparent about who you are 
and what you’re about.

• Don’t violate patient privacy.

G U E S T  E D I T O R I A L

Web-Savvy Patients Shape 
Physicians’ Digital Do’s and Don’ts
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said they would avoid physicians with 
bad ratings or reviews, explained Dr. 
Goel.

“Many of the complaints I found have 
nothing to do with clinical care,” he 
said. “It often has to do with billing, 
scheduling and office attitude.”

Dr. Goel used to Google his name every 
Thanksgiving, but recently stopped. In 
doing so, he found that HealthGrades 
was coming in as a top result, but 
there were no reviews. Whether he 
was engaging with patients on social 
media or in the office, Dr. Goel began 
asking his patients to share online 
their experiences with him to further 
improve his ranking and visibility. 
This helps patients encounter more 
accurate information, which means 
enhanced trust in him as a physician.  

Online reputation management begins 
with a Google search. Once a physician 
has searched her name, she should 
check for inaccurate information, claim 
her individual or practice profile, and 
add photos. In his travels across the 
country speaking on this topic, Dr. Goel 
noticed disparities among physicians 
in almost every city. These physicians 
had no photos or reviews when he 
Googled their names, which can have a 
negative impact on online presence.

“I recommend one professional photo. 
You should never land on a site and 
not see a photo of you,” Dr. Goel 
added.

To protect a physician’s online 
reputation while increasing visibility, 
Dr. Goel offered five pearls:

• Choose one professional photo to 
use across all websites.

• Update profiles with clear, consistent 
and factual information.

• Provide educational resources for 
patients.

• Never engage online with a patient 
who leaves a negative review. 
Respond offline.

• Strategic networking, such as 
through the website LinkedIn, helps 
physicians stay relevant in practice 
and profession.

The key to online reputation success is 
updating and claiming profiles because 
patients are looking for ratings and 
content, the physician speakers said. 
But physicians should keep in mind 
that there is no filter on the internet 
and poor reviews will be available to 
prospective patients for many long 
years to come.

G U E S T  E D I T O R I A L

• Don’t reveal too much of yourself.

• Once it’s out there, it’s out there.

The question for physicians should not 
be, “Is it OK to say something?” Dr. 
Attai said. Rather, the question should 
be, “As a physician, is it OK to have 
this conversation in a public space?”

Shaping Physician 
Reputations
To demonstrate how firmly entrenched 
the age of Dr. Yelp is, Dr. Goel pointed 
to a Feb. 19, 2014 JAMA article, 
“Public Awareness, Perception, and 
Use of Online Physician Rating Sites,” 
which states that patients previously 
only looked for three requirements for 
a physician. These were:

• Do they accept my insurance?

• Is the office location convenient?

• How many years have they been 
practicing?

While these three criteria were once 
predominant in patient decision-
making, the article found that 
physician-rating sites are increasingly 
important. About 35 percent of 
patients selected physicians with good 
ratings or reviews, while 37 percent 

Deanna Attai, MD

As a physician, is it OK
to have this conversation

in a public space?

““
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THE RECENT WANNACRY RANSOMWARE 

ATTACK THAT CRIPPLED THE UNITED 

KINGDOM’S NATIONAL HEALTH SERVICE (NHS) 

SHOWED HOW MORE THAN MONEY AND IT 

SECURITY ARE AT RISK -- PATIENT SAFETY IS 

ALSO COMPROMISED BY A CYBERATTACK.

Hospitals and doctors’ offices in parts of England had to turn 
away patients and cancel appointments because their IT systems 
were infected with ransomware. Electronic health records (EHRs) 
were not accessible, and entire communities were advised to seek 
medical care only in emergencies. The same scenario could play 
out here in the United States.

Ransomware is not the only risk to patient safety. As the use of 
computerized medical devices continues to grow, hackers may 
target these devices. And because healthcare is the most frequently 
attacked form of business, more cyber threats to patient safety are 
certain to arise. Our nation’s healthcare providers must approach 
cybersecurity as an organizational risk management and quality-of-
care issue. And they must do it now.

After WannaCry, I asked myself: Would physicians and hospital 
staff know how to respond to protect patient safety if all computer 
access suddenly vanished? With 79,000 member physicians 
nationwide, The Doctors Company has access to experts in 
specialties that might be most affected by a cyberattack: obstetrics, 
emergency medicine, anesthesiology, and surgery. So I reached out 
to some of these experts to share their concerns as well as their 
plans to protect patients. Their insights are a wake-up call to be 
prepared.

Some physicians have considered the potential danger and 
prepared a response, which is often a return to paper records 
when EHR systems go down. But that might not always be easy, 
or even possible. Paper copies of patient medical records may not 

always be available, a situation that could jeopardize patient care 
when clinicians must act without sufficient knowledge of allergies, 
medications, and past treatment.

This is why Marcus Tower, MD, director of gynecology at Hillcrest 
Hospital (part of the Cleveland Clinic Health System), always keeps 
a paper backup of patient records that can be accessed quickly 
in the event of a computer failure. While he said losing access to 
computer records would be devastating to patient safety, access to 
paper backups would enable him to continue seeing patients even 
if his system was offline. Without a computer system, Dr. Tower 
would keep notes with time stamps. Diligence with time stamping 
is particularly important in obstetrics, where so much hinges on 
exactly when decisions were made and care was provided.

Anesthesiologist Randolph Steadman, MD, MS, at the University 
of California, Los Angeles, said in case of computer failure, 
ordering labs, imaging, and other diagnostic tests would be done 
by paper form and transmitted within the hospital by fax and/
or conveyed by phone with paper forms to follow. But that would 
only be a workaround. Patient care overall would be affected, with 
registration slowed, he noted. Many clinicians and staff would be 
challenged to adapt to non-digital processes, as happened in the 
March 2016 cyberattack on the MedStar Health system, which has 
10 hospitals and more than 250 outpatient clinics. When hackers 
seized control of their computer data, senior staff had to assist their 
younger counterparts with learning how to use paper messages and 
recordkeeping.

RISK MANAGEMENT TIP
Cyberattacks Threaten Patient Safety
By: Robin Diamond, MSN, JD, RN, Senior Vice President of Patient Safety and Risk 
Management, The Doctors Company
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The ER could be hit hard by a cyberattack, but the physicians 
and staff there might be best prepared to respond, says Roneet 
Lev, MD, FACEP, chief of emergency medicine at Scripps 
Mercy Hospital in San Diego, California, and president of the 
Independent Emergency Physicians Consortium.

“Emergency departments have all experienced downtime with 
computer systems,” Dr. Lev said. “At our facility, we call this ‘Code 
White.’ When we hear ‘Code White’ on the speaker system, we 
know to get out the white board and the markers, and that things 
will be slower. It’s annoying and no one likes it, but we’d manage 
by keeping track of patients the old-fashioned way.”

Even so, a “Code White” still leaves clinicians without a way to 
refer to any medical records that are stored electronically. Not 
knowing a patient’s allergies or medical conditions is not optimal, 
she said, suggesting that all patients should always carry a list of 
their medications, allergies, and pertinent medical history on paper 
or on their smartphone.

Workarounds can only accomplish so much, Dr. Lev noted. 
A cyberattack could affect all computer-related hospital 
activities such as labs, x-rays, patient tracking, operating room 
scheduling, access to previous medical records, and treatment 

recommendations.

“While the emergency department would function using ‘Code 
White’ procedures, this is not sustainable for long-term operation 
of a hospital,” she said.

What these experts all seem to agree on is that in the face of an 
attack, the best way to protect patients is to return to practices 
that worked before computers.

As Ralph Gambardella, MD, orthopedic surgeon and president 
of the Kerlan-Jobe Orthopaedic Clinic (affiliated with Cedars-
Sinai) in Los Angeles, so aptly stated: “Rather than relying on 
computers, I still believe that talking to -- and communicating 
directly with -- my patients is the best way to impact patient 
safety.”

RISK MANAGEMENT TIP
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M E M B E R S H I P  R E P O R T

New Members
WADDAH MASKOUN, MD
Cardiovascular Disease - Board Certified, Clinical 
Cardiac Electrophysiology - Board Certified
Medical School: Aleppo University School of 
Medicine, 2000. Post Graduate Education: Indiana 
University Med. Center, completed 2006; Medical 

College of Wisconsin, completed 2011; Indiana University Med. Center, 
completed 2013. Hospital Affiliation: Henry Ford Macomb, Henry Ford 
Medical Center. Currently practicing at Henry Ford Medical Center - 
Sterling Heights, 3500 15 Mile Rd., Sterling Heights, MI 48310, Ph. 
800-436-7936.

CHRISTOPHER R. RUSSO, MD
Anesthesiology
Medical School: University of MI, 1994. Post Graduate Education: 
University of MI, completed in 1998; University of South FL; Moffitt 
Cancer Center (Tampa, FL). Currently practicing at The Pain Center, 
27423 Van Dyke, Warren, MI 48093, ph. 586-757-4000, website www.
thepaincenterusa.com

VINCENT SCEGLIO, DO
Anesthesiology - Board Certified
Medical School: University of New England College 
of Osteopathic Medicine, 1991. Post Graduate 
Education: Warren General Hospital, completed 
1993; Bi County Community Hospital, completed 

1995; Wayne State University, completed 1995. Hospital Affiliations: 
Henry Ford Macomb, Henry Ford Medical Center. Currently practicing at 
Macomb Anesthesia, PC, 15855 19 Mile Rd., Clinton Twp., MI 48038, 
Ph. 586-263-2371. 

WEI SU, MD
Pathology - Board Certified
Medical School: Hauzhong University of Science & Technology, 
Tongji Medical College (China), 1992. Post Graduate Education: State 
University of NY Upstate Medical Center, completed 2002-04; Mayo 
Clinic (Rochester, MN), completed 2006-07; University of Southwest 
Medical Center (Dallas, TX), completed 2007-08. Currently practicing at 
Midwest Skin Pathology Laboratory, 43900 Garfield, Ste. 210, Clinton 
Twp., MI 48038, ph. 586-286-0982, Fx. 586-286-2870, website www.
mwdermatology.com

GEORGE WILSON JR., MD
Family Practice - Board Certified
Medical School: Wayne State University, 1991. Post 
Graduate Education: Children’s Hospital of MI, 
completed 1992; Beaumont Hospital, completed 
1995; Wayne State University, completed 1997. 

Hospital Affiliation: Henry Ford. Currently practicing at Henry Ford 
Medical Center - Warren, 8600 Chicago Rd., Warren, MI 48093, ph. 
800-436-7936.

M E M B E R  N E W S

CALL FOR OFFICER NOMINATIONS
The MCMS Board of Directors is looking for members 
interested in participating as an officer or delegate. 

The MCMS Board meets four to six times per year, usually 
for a dinner meeting on Tuesday evenings.  Delegates 
are also expected to attend the annual Michigan State 
Medical Society House of Delegates held in the Spring.

Anyone interested in running for a position on the MCMS 
Board please contact Heidi Leach at mcms@msms.org or 
call 810-387-0364. 50

         50 YEAR AWARDEES
The following members will be honored at the 50 
Year Awardee Luncheon held during the MSMS Annual 
Scientific Meeting, October 28 at the Sheraton in Novi.

Somsak Metriyakool, MD - Obstetrics & Gynecology 
Graduated from Chulalongkorn University of Medical 
Science (Thailand) in1967

Paavan Railan, MD
Graduated from MGM Medical College (India) in 1967

Robert Waldmann, DO - Hematology/Oncology
Graduated from Kansas City College of Osteopathic 
Medicine in 1967 

Jer-Fu Yeh, MD - Orthopaedic Surgery
Graduated from National Taiwan University College of 
Medicine (Taiwan) in 1967
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CUSTOMIZABLE MIPS TOOL 
HELPS PHYSICIANS BUILD 
QPP STRATEGY
By: Andis Robeznieks, Senior Staff Writer, 
AMA Wire

How physicians participate and perform in 
2017 will affect their Medicare payment 
rates in 2019, yet a recent survey found 
that most physicians don’t consider 
themselves deeply knowledgeable about 
the Centers for Medicare and Medicaid 
Services’ (CMS) new Quality Payment 
Program (QPP).

The AMA has acted on the findings 
by providing QPP resources on how to 
participate, avoid penalties and succeed, 
particularly under the Merit-Based 
Incentive Payment System (MIPS) track. 
A new customizable resource, the MIPS 
Action Plan, helps physicians choose and 
implement a practice QPP strategy, fulfill 
regulatory requirements, avoid federal 
penalties and have an opportunity for 
performance-based incentive payments.

The MIPS Action Plan addresses key steps 
for 2017 QPP participation:

1. Determine whether MIPS applies to 
you.

2. Review available performance 
categories.

3. ”Pick Your Pace” for MIPS participation.

4. Review your data.

5. Decide whether to report as an 
individual or a group.

6. Identify your reporting mechanism.

7. Perform a security risk analysis.

8. Report for at least 90 days (CMS 
deadline: Oct. 2, 2017).

9. Complete MIPS performance (CMS 
deadline: Dec. 31, 2017).

10. Submit 2017 MIPS data.

ACT NOW, AVOID PENALTIES

Physicians who have yet to participate 
in the QPP program or are new to quality 

improvement are encouraged to explore the 
interactive MIPS Action Plan (https://apps.
ama-assn.org/pme/#/actionplan) and other 
free resources and tools. A more in-depth 
explanation of these steps is available in a 
supplementary frequently asked questions 
file.

On step two, for example, the FAQ file 
offers advice and strategies on which 
quality measures to choose.  This 
includes opting for those that are most 
representative of your practice, such as 
ones that apply to the patients you see or 
the procedures that you perform frequently 
enough to ensure you have a minimum of 
20 cases.

Advice is also given specifically for smaller 
practices as well as information on meeting 
minimum requirements to avoid a penalty 
or earning maximum points.

GENOME EDITING AND THE 
AMA CODE OF MEDICAL 
ETHICS
By: Kevin B. O’Reilly, Editor, AMA Wire

An international team of researchers 
recently published, in the journal Nature, 
their study using genome editing to 
correct a heterozygous mutation in human 
preimplantation embryos using a technique 
called CRISPR-Cas9. This bench research, 
while far from bedside use, raises questions 
about the medical ethics of what could be 
considered “genetic engineering.” The AMA 
Code of Medical Ethics has guidance for 
physicians conducting research in this area.

WHAT THE CODE SAYS

In Opinion 7.3.6, “Research in Gene 
Therapy and Genetic Engineering,” the 
Code explains:

Gene therapy involves the replacement 
or modification of a genetic variant to 
restore or enhance cellular function or the 
improve response to nongenetic therapies. 
Genetic engineering involves the use of 
recombinant DNA techniques to introduce 
new characteristics or traits. In medicine, 

the goal of gene therapy and genetic 
engineering is to alleviate human suffering 
and disease. As with all therapies, this goal 
should be pursued only within the ethical 
traditions of the profession, which gives 
primacy to the welfare of the patient.

In general, genetic manipulation should be 
reserved for therapeutic purposes. Efforts 
to enhance “desirable” characteristics 
or to “improve” complex human traits 
are contrary to the ethical tradition of 
medicine. Because of the potential for 
abuse, genetic manipulation of nondisease 
traits or the eugenic development of 
offspring may never be justifiable.

Moreover, genetic manipulation can carry 
risks to both the individuals into whom 
modified genetic material is introduced and 
to future generations. Somatic cell gene 
therapy targets nongerm cells and thus 
does not carry risk to future generations. 
Germ-line therapy, in which a genetic 
modification is introduced into the genome 
of human gametes or their precursors, 
is intended to result in the expression 
of the modified gene in the recipient’s 
offspring and subsequent generations. 
Germ-line therapy thus may be associated 
with increased risk and the possibility of 
unpredictable and irreversible results that 
adversely affect the welfare of subsequent 
generations.

Thus, in addition to fundamental ethical 
requirements for the appropriate conduct 
of research with human participants, 
research in gene therapy or genetic 
engineering must put in place additional 
safeguards to vigorously protect the safety 
and well-being of participants and future 
generations.

Physicians should not engage in research 
involving gene therapy or genetic 
engineering with human participants 
unless the following conditions are met:

(a)  Participate only in those studies for 
which they have relevant expertise.

(b)  Ensure that voluntary consent has been 
obtained from each participant or from 
the participant’s legally authorized 
representative if the participant lacks 

A M A  U P D A T E

50



18    Macomb Medicus, September/October 2017

A M A  U P D A T E

the capacity to consent, in keeping 
with ethics guidance. This requires that:

(i) prospective participants receive 
the information they need to 
make well-considered decisions, 
including informing them about 
the nature of the research and 
potential harms involved;

(ii) physicians make all reasonable 
efforts to ensure that participants 
understand the research is 
not intended to benefit them 
individually;

(iii) physicians also make clear that the 
individual may refuse to participate 
or may withdraw from the protocol 
at any time.

(c)  Assure themselves that the research 
protocol is scientifically sound and 
meets ethical guidelines for research 
with human participants. Informed 
consent can never be invoked to justify 
an unethical study design.

(d)  Demonstrate the same care and 
concern for the well-being of research 
participants that they would for 
patients to whom they provide clinical 
care in a therapeutic relationship. 
Physician researchers should advocate 
for access to experimental interventions 
that have proven effectiveness for 
patients.

(e)  Be mindful of conflicts of interest and 
assure themselves that appropriate 
safeguards are in place to protect the 
integrity of the research and the welfare 
of human participants.

(f)  Adhere to rigorous scientific and ethical 
standards in conducting, supervising, 
and disseminating results of the 
research.

AMA PRINCIPLES OF MEDICAL ETHICS: 
I,II,III,V

At the 2016 AMA Interim Meeting, the 
AMA House of Delegates adopted policy on 
genome editing and its potential clinical 
use. In the policy, the AMA “encourages 

continued research into the therapeutic 
use of genome editing” and also “urges 
continued development of consensus 
international principles, grounded in 
science and ethics, to determine permissible 
therapeutic applications of germline genome 
editing.”

MORE GO-TO GUIDANCE

Chapter 7 of the Code, “Opinions on 
Research & Innovation,” also features 
guidance on other research-related subjects, 
including informed consent, conflicts of 
interest, use of placebo controls, and the 
use of DNA databanks.

The Code of Medical Ethics is updated 
periodically to address the changing 
conditions of medicine. The new edition, 
adopted in June 2016, is the culmination 
of an eight-year project to comprehensively 
review, update and reorganize guidance to 
ensure that the Code remains timely and 
easy to use for physicians in teaching and 
in practice.

COPY, PASTE, REPEAT: 
WIDESPREAD EHR PRACTICE 
COULD UNDERMINE CARE
By: Robert Nagler Miller, Contributing Writer, 
AMA Wire

The management of electronic health 
records (EHRs) has become one of the 
greatest administrative challenges facing 
physicians today. The volume of patient 
data is such, said one researcher, that if one 
were to print out all of the documentation 
in a single electronic patient record the 
result would be a stack the size of a late 
Hemingway novel.

“It makes it very difficult to pore through 
what could be 100 pages of a chart,” said 
Michael D. Wang, MD, a fellow in clinical 
informatics at the University of California, 
San Francisco (UCSF) Department of 
Medicine.

What’s more, in this age of “note bloat,” 
as Dr. Wang describes it, assessing what 

patient information is the most up-to-
date and significant can also prompt 
considerable head-scratching: Who wrote 
the note? When did she write it? Why is 
there so much repetition? Why are there so 
few updates?  

With these and related questions in mind, 
Dr. Wang and several UCSF colleagues 
undertook a study to look at the 
provenance of information contained in 
23,630 UCSF physician notes written in the 
EHR over an eight-month period in 2016. 
Using tools built into their EHR, they were 
able to determine whether the notes had 
been entered manually, imported from 
another source - such as laboratory test 
results or vital signs data - or copied from 
other notes and then pasted.

The results of the study, documented in 
a recent research letter in JAMA Internal 
Medicine, are striking. Only 18 percent 
of the text in a typical patient record 
was original text that had been entered 
manually. Almost half of the text - 46 
percent - had been copied and pasted, 
while 36 percent had been imported. 
The differences in EHR record-keeping 
practices among medical students, residents 
and direct care hospitalists were fairly 
negligible, with each group copying and 
pasting information at least three or 
four times as often as they had manually 
entered information.

The practice of  “copying or importing text 
increases the risk of including outdated, 
inaccurate or unnecessary information, 
which can undermine the utility of notes 
and lead to a clinical error,” Dr. Wang 
and his co-authors wrote. In making that 
argument, they cited a 2013 JAMA Internal 
Medicine article whose authors concluded 
that “copying and pasting mistakes... 
contributed to more than one-third (35.7 
percent) of errors” in patients whose 
charts had copied notes during a study of 
ambulatory patient safety.

In a conversation with AMA Wire® following 
the publication of his research letter, Dr. 
Wang said that he was not against the 
practice of copying and pasting patient 
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information per se, but that “judicious 
copying is the best policy for now.”

Given that physicians “are responsible 
for everything in the note,” Dr. Wang 
acknowledged, it will be difficult for many 
to refrain from copying and pasting older 
patient information in the EHR. However, 
he said, that process is a “lower-fidelity 
method of entering information” than 
writing an original entry in the EHR. 
He likened it to an email that has been 
forwarded so many times by so many people 
that it is challenging to locate who created 
the original message, and when.

The crux of the problem for the physician 
striving to determine the best course of 
treatment for her patient is this, said Dr. 
Wang: Was the note text from the referring 
physician written today or a year ago?

Dr. Wang said that technological 
refinements in EHR platforms should 
mitigate some of these concerns. Newer 
EHRs have tools that function like tracking 
mechanisms, allowing physicians to 
discern readily how, when and by whom 
information was entered.

“The whole note has a timestamp,” he said, 
which will preclude the time and need to 
suss out its source.

Should any doubt remain as to the accuracy 
of information in a patient’s EHR, best 
practices dictate that a physician identify 
the author of the information and confirm 
it with that person, said Dr. Wang.

Almost one-half of the physician workday 
is now spent on EHR data entry and other 
administrative desk, work while only 27 
percent is spent on direct clinical face time 
with patients, according to a time-motion 
study published in Annals of Internal 
Medicine last year.

Over the long haul, Dr. Wang added, 
physicians and policymakers will need 
to consider the depth and breadth of 
information captured in a patient profile to 
determine what the EHR of the future will 
look like. What the billing requirements or 
legal expectations will be are among the 

questions that the shapers of EHRs will 
need to ask and answer, he said.

PHYSICIANS PROTEST 
HARMFUL ANTHEM 
EMERGENCY CARE COVERAGE 
POLICY
By: Andis Robeznieks, Senior Staff Writer, 
AMA Wire

A new policy by Anthem Blue Cross Blue 
Shield holds patients responsible for 
bills stemming from care delivered in 
emergency departments that is later deemed 
nonemergent.

“Save the ER for emergencies - or you’ll be 
responsible for the cost,” states a notice 
the insurance company sent its enrollees 
in Missouri. “Going to the emergency room 
or calling 9-1-1 is always the way to go 
when it’s an emergency. And we’ve got you 
covered for those situations. But starting 
June 1, 2017, you’ll be responsible for ER 
costs when it’s NOT an emergency (this isn’t 
a change to your benefits plan).”

The AMA has asked Anthem to immediately 
rescind the policy in states where 
it has been put into effect and halt 
implementation in all other states.

“Physicians know that patients and 
caregivers should never second guess 
their instincts that emergency care is 
needed, nor should they be expected to 
self-diagnose to determine whether, for 
example, chest pain is a heart attack or 
indigestion,” AMA Executive Vice President 
and CEO James L. Madara, MD, wrote in a 
letter to Anthem President and CEO Joseph 
Swedish. “Anthem’s policy requires that they 
diagnose their acute symptoms at a critical 
and emotional moment, when time could 
be of the essence. The impact of this policy 
is that very ill and vulnerable patients will 
not seek needed emergency medical care 
while, bluntly, their conditions worsen or 
they die.”

Dr. Madara’s letter goes on to note that the 

policy also serves to reduce the value of 
health insurance purchased from Anthem, 
as once covered care for an emergency 
medical condition now “leaves patients 
potentially holding the bag for the cost of 
that care.”

THE PRUDENT LAYPERSON STANDARD

The AMA, the American College of 
Emergency Physicians (ACEP) and the 
Medical Association of Georgia (MAG) also 
suggest that the new policy may violate 
the “prudent layperson standard” which has 
been codified into state and federal laws 
- including the Affordable Care Act (ACA). 
The standard defines an emergency medical 
condition as one that manifests itself “by 
acute symptoms of sufficient severity” 
that a prudent layperson could reasonably 
expect that the absence of immediate 
medical attention could place their health 
in serious jeopardy. Anthem’s retrospective 
review appears to be inconsistent with such 
a standard.

“This new policy will mean that patients 
experiencing emergencies will not go to 
the ER because of fear of a bill, and could 
die as a result,” ACEP President Rebecca 
Parker, MD, said in a news release. “Health 
plans have a long history of not paying 
for emergency care. Now, they are trying 
to roll over federal law that emergency 
physicians fought for to protect patients 
from this ‘profits first, people last’ behavior 
by insurers.”

The policy is in place in Georgia, Kentucky 
and Missouri, and will be implemented in 
Indiana starting Sept. 1. It was first rolled 
out in Kentucky in late 2015, and Anthem 
reports that only “around 1 percent” of 
ER claims have been denied for being an 
avoidable visit. That statistic does not 
capture patients who, due to the new 
policy, decided to avoid the emergency 
room even when their condition was 
emergent.

A M A  U P D A T E
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Mandatory Flu Shot for Employees:
Policy Implementation & Best Practices

By: Jessica A. Engerer, JD, and Patrick J. Haddad, JD, Kerr, Russell and Weber, PLC, MSMS Legal Counsel

MORE AND MORE HEALTH CARE 
EMPLOYERS ARE REQUIRING 
THAT ALL EMPLOYEES GET THE 
INFLUENZA VACCINE IN ORDER 
TO HELP PROTECT PATIENTS AND 
COWORKERS DURING FLU SEASON. 
This trend has resulted in questions 
pertaining to the legality of such policies, 
as well as how to properly implement a 
mandatory influenza vaccination policy 
for employees. Employers may adopt 
mandatory flu shot policies which are 
drafted and implemented in a legally 
compliant manner. 

Legal Regulation of Vaccination Policies 

As a condition of employment, an employer may require 
that all employees receive a flu shot. However, an employer’s 
compulsory flu shot policy must provide for exemptions in 
order to comply with various laws regulating the employer/
employee relationship. For example, if an employee with a 
physical or mental disability refuses a flu shot, the employer 
may have to make a reasonable accommodation in order to 
comply with the federal Americans with Disabilities Act (ADA) 
and the Michigan Persons with Disabilities Civil Rights Act, 
unless the accommodation would impose an undue hardship 
on the employer. A reasonable accommodation could take 
the form of exempting the employee from the requirement 
and instead requiring a different protective measure, such as 
wearing a surgical mask. Similarly, if an employee objects due to 
a sincerely held religious belief, the employer may also have to 
provide a reasonable accommodation in order to comply with 
the federal Civil Rights Act of 1964 and the Michigan Elliot-
Larsen Civil Rights Act, unless doing so would impose an undue 
hardship on the employer. 

If an employee refuses to comply with the employer’s policy 
and/or any reasonable alternative protective measures required 
by the employer if an exemption is granted, an at-will employer 

may pursue disciplinary action which could 
include termination. An employer should 
understand that, as with other employment 
decisions, its determination to impose 
disciplinary action for noncompliance could 
be challenged by the employee and is not 
binding on governmental agencies or the 
courts. In appropriate circumstances, an 
employer should consult knowledgeable 
legal counsel before making employment-
based decisions.

Employers Should Adopt a Written 
Policy 

It is advisable for an employer that 
wishes to require flu shots to adopt a written flu shot policy so 
that all employees have reasonable advance notice that receiving 
an annual influenza vaccination is a condition of employment. 
The policy should set an annual compliance deadline based on 
the anticipated start of the flu season and outline consequences 
for noncompliance. For instance, the policy may list the 
steps triggered by noncompliance, such as a written warning, 
suspension, and termination if the noncompliance is not cured 
within a certain time frame. The policy should also specify 
what written documentation the employee must furnish to the 
employer to prove that the employee was vaccinated. 

An Employer’s Policy Should Include Exemptions 

An employer’s influenza vaccination policy should provide 
a process for employees to request an exemption from the 
employer. Additionally, the policy should notify employees that 
if the employer grants an exemption, employees are required 
to comply, as a condition of employment, with reasonable 
alternative protective measures specified by the employer.  

Exemptions should be allowed for a number of reasons, 
including: 

This content is furnished for informational purposes only. It does not communicate legal advice by the Michigan State Medical Society or Kerr 
Russell. Receipt of this content does not establish an attorney/client relationship. © 2017 Michigan State Medical Society and  Kerr Russell.
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 Mandatory Flu Shot

for Employees:
 Policy Implementation

and Best Practices
by Jessica A. Engerer, JD, and Patrick J. Haddad, JD, Kerr,  

Russell and Weber, PLC, MSMS Legal Counsel

More and more health care employers are 

requiring that all employees get the influenza 

vaccine in order to help protect patients and 

coworkers during flu season. This trend has 

resulted in questions pertaining to the legality 

of such policies, as well as how to properly 

implement a mandatory influenza vaccination 

policy for employees. Employers may adopt 

mandatory flu shot policies which are drafted 

and implemented in a legally compliant manner.

Legal Regulation of Vaccination Policies

As a condition of employment, an employer may require 

that all employees receive a flu shot. However, an employer’s 

compulsory flu shot policy must provide for exemptions in 

order to comply with various laws regulating the employer/

employee relationship. For example, if an employee with a 

physical or mental disability refuses a flu shot, the employer 

may have to make a reasonable accommodation in order to 

comply with the federal Americans with Disabilities Act (ADA) 

and the Michigan Persons with Disabilities Civil Rights Act, 

unless the accommodation would impose an undue hardship 

on the employer. A reasonable accommodation could take 

the form of exempting the employee from the requirement 

and instead requiring a different protective measure, such as 

wearing a surgical mask. Similarly, if an employee objects due 

to a sincerely held religious belief, the employer may also have 

to provide a reasonable accommodation in order to comply 

with the federal Civil Rights Act of 1964 and the Michigan 

Elliot-Larsen Civil Rights Act, unless doing so would impose an 

undue hardship on the employer.

If an employee refuses to comply with the employer’s policy 

and/or any reasonable alternative protective measures 

required by the employer if an exemption is granted, an at-will 

employer may pursue disciplinary action which could include 

termination. An employer should understand that, as with 

other employment decisions, its determination to impose 

disciplinary action for noncompliance could be challenged by 

the employee and is not binding on governmental agencies 

or the courts. In appropriate circumstances, an employer 

should consult knowledgeable legal counsel before making 

employment-based decisions.
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Employers may adopt mandatory flu shot policies which are 
drafted and implemented in a legally compliant manner.

1. a sincerely held religious belief or creed; 

2. a qualifying physical or mental disability; 

3. a prior severe allergic reaction to the flu shot; 

4. a history of Guillain-Barré Syndrome; or  

5. some other relevant medical reason. 

If an employee requests an exemption, the employer will need 
to determine whether an exemption should be granted and if so, 
the reasonable alternative protective measures that it will require 
the employee to comply with during flu season. An employee’s 
request for an exemption, as well as the employer’s decision, 
should be documented in writing.

Strategies for Improving Vaccination Rates 

Educating employees about the benefits and importance of 
the flu shot may help maximize employee participation. Just 
like frequent hand washing and wearing gloves, the flu shot is 
an important protective measure for employees and patients. 
The Centers for Disease Control and Prevention (CDC), the 
Advisory Committee on Immunization Practices (ACIP), and 
the Healthcare Infection Control Practices Advisory Committee 
(HICPAC) recommend that all U.S. health care workers get 
vaccinated annually against influenza[1]. The CDC has a variety of 
resources related to influenza vaccination for health care workers 
(www.cdc.gov/flu/healthcareworkers.htm), as well as general 
information pertaining to adult immunization (www.cdc.gov/
vaccines/hcp/patient-ed/adults/index.html) that may be helpful to 
employers and employees in the health care field.

(248) 637-5390

Keeping the game fair...

...so you’re not fair game.

800.282.6242  •  ProAssurance.com

Healthcare Liability Insurance & Risk Resource Services 

ProAssurance Group is rated A+ (Superior) by A.M. Best. 

Your Michigan medicine  

is getting hit from all angles.

You need to stay focused and on point — 

confident in your coverage.

Get help protecting your practice,  

with resources that make important  

decisions easier.

[1] www.cdc.gov/flu/healthcareworkers.htm
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2017 2016 2015 2014 2013 2017 2016 2015 2014 2013

AMEBIASIS 0 1 0 1 1 LEGIONNAIRE'S DISEASE 12 34 24 24 31

BLASTOMYCOSIS 0 1 0 1 0 LISTERIOSIS 1 1 1 1 1

BOTULISM (FOODBORNE) 0 0 0 0 0 LYME DISEASE 0 3 7 1 0

BOTULISM (INFANT) 0 0 0 0 0 MALARIA 0 2 2 1 0

BRUCELLOSIS 0 0 0 0 0 MEASLES 1 0 0 0 0

CAMPYLOBACTER 25 96 78* 86* 68* MENINGITIS VIRAL 2 43* 60* 44* 75*

CHICKENPOX 19* 33* 32* 88* 40* MENINGITIS BACTERIAL/BACTEREMIA
CHLAMYDIA 1330 3,183 2,735 2,468 2,514    (EXCLUDING N. MENINGITIDIS) 4 9 10 8 4

COCCIDIOIDOMYCOSIS 1 2 2 7 2 MENINGOCOCCAL DISEASE 0 1 1 1 0

CREUTZFELDT JAKOB 1 2 1* 2* 1 MUMPS 2* 2* 0 2* 0

CRYPTOCOCCOSIS 0 1 1 2 1 PERTUSSIS 23* 37* 35* 83* 108*

CRYPTOSPORIDIOSIS 2 10* 1* 9* 7 POLIO 0 0 0 0 0

DENGUE FEVER 0 1 1 0 0 PSITTACOSIS 0 0 0 0 0

DIPHTHERIA 0 0 0 0 0 Q FEVER 0 0 0 0 1

EHRLICHIOSIS 0 3* 0 1* 0 RABIES ANIMAL 0 1 1 3 2

ENCEPHALITIS PRIMARY 0 1 2 2 0 RABIES HUMAN 0 0 0 0 0

ENC POST OTHER 1 1 1 2 2 REYE SYNDROME 0 0 0 0 0

FLU-LIKE DISEASE 18,887 21,741 27,943 28,824 42,842 ROCKY MNTN SPOTTED FVR 0 0 0 0 0

GIARDIASIS 8 23 17 21 19 RUBELLA 0 0 0 0 0

GONORRHEA 312 807 514 474 575 SALMONELLOSIS 23 78 82 75 76*

GRANULOMA INGUINALE 0 0 0 0 0 SHIGELLOSIS 25 50 21 9 4

GUILLAIN-BARRE SYN. 3 10* 4* 6* 8* STEC** 5 7 8 11 6

HEMOLYTIC UREMIC SYN. 0 0 0 0 0 STREP DIS, INV, GRP A 15 31 27 26 18

HEPATITIS A 27 9 5 4 7 STREP PNEUMO, INV + DR 23 55 52 45 58

HEPATITIS B (ACUTE) 3 8 6 7 7 SYPHILIS 19 78 104 77 78

HEP B (CHRONIC) 36* 110* 132* 141* 123* SYPHILIS CONGENITAL 0 0 1 0 1

HEPATITIS C (ACUTE) 10* 31* 16* 15* 7 TETANUS 0 0 0 0 0

HEP C (CHRONIC) 382* 938* 688* 705* 494* TOXIC SHOCK SYNDROME 0 0 0 1 2

HEPATITIS D 0 0 0 0 0 TUBERCULOSIS 4 11 6 11 11

HEPATITIS E 0 0 0 0 0 TULAREMIA 0 0 0 0 0

H. FLU INVASIVE DISEASE 5 14 11 9 11 TYPHOID FEVER 0 0 1 1 0

HISTOPLASMOSIS 0 5* 5* 2* 3* VIBRIOSIS 0 1 0 0 0

HIV^ 36 79 76 54 35 VISA 0 0 0 1 2

INFLUENZA 3,412* 1,284* 764* 820* 147 WEST NILE VIRUS 0 2 4* 0 3*
KAWASAKI SYNDROME 2 5 10 5 9 YELLOW FEVER 0 0 0 0 0

ZIKA 0 4 0 0 0

*Includes both Probable and Confirmed case reports
**Shiga-toxin producing Escherichia coli per MDHHS; combo of E. coli & Shiga Toxin 1 or 2
^ Previously reported as "AIDS"

                   Macomb County Health Department 

Audit June 13, 2017

Cumulative total for previous years; year-to-date total for May, 2017

                    Diseases Reported in Macomb County Residents
               Reportable Diseases Summary
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__________________________________

UTILIZE MSMS’ WEBSITE ENGAGE   
(WWW.MSMS.ORG/ENGAGE)
Connecting constituents and Lawmakers is a critical and central function 
of grassroots advocacy. Engage gives users access to an editable, prefilled 
web-form letter sending system, which has become the easiest and most 
effective way for constituents to contact their Lawmakers. With Engage, 
YOU become a “virtual lobbyist,” so please familiarize yourself with 
Engage and Take Action Now!  
__________________________________

TAKE ACTION
Write your Lawmaker and Ask for Support to Rein in MOC Red Tape

Michigan patients have a right to high quality health care, and Michigan 
physicians have a right and a responsibility to deliver that care to our 
patients.

Unfortunately, Maintenance of Certification red tape and insurance 
company policies too often stand in between physicians and their patients. 
That’s not just a hassle -- that’s dangerous.

State lawmakers recently introduced House Bills 4134 and 4135, bills to 
rein in maintenance of certification red tape, to ensure Michigan patients 
have a right to the highest quality health care, and that physicians have the 
right to deliver it.

Please write your lawmakers and ask for their support on these common 
sense bills that will protect patients’ and physicians’ right to care!

MI’s Immunization Waiver Works! Ask your Lawmaker to Vote ‘NO’ to 
HBs 4425 & 4426

Childhood immunizations protect our kids from dangerous infectious 
diseases like measles, mumps, rubella and more, but they can’t help if 
parents don’t get their kids vaccinated.

Michigan recently approved a change to Michigan’s childhood 
immunization standards requiring parents of school-aged children who 
seek a “non-medical exemption” to immunization requirements to have 
their waiver certified by their local health department.

While individuals may still choose and obtain a waiver for any reason, the 
new rule has led to better education about the safety and effectiveness of 
immunizations, encouraging informed decisions.

It’s a common sense reform that’s protecting kids and making Michigan a 
healthier state, and immunization waiver rates have plummeted as a result. 
That means our children are safer and healthier.

Unfortunately, a pair of state lawmakers have introduced House Bills 
4425 and 4426, misguided legislation that would roll back these effective, 
lifesaving initiatives and undo the progress Michigan has made protecting 
children from vaccine-preventable diseases.

According to testimony by state officials, Michigan’s improved opt-out 
policies are working and they’re making kids healthier. Now’s not the time 
to turn back the clock on this critical reform.

Please urge your lawmaker to support Michigan kids first by voting 
NO on House Bills 4425 and 4426.

__________________________________

VOTE ‘YES’ TO PROTECT ER PHYSICIANS
In February, the Senate Judiciary committee approved Senate Bill 33, new 
legislation to protect physicians and other health care providers working 
in the emergency room.  

Emergency rooms are high stakes, high pressure settings where every 
second counts.  Michigan’s incredible ER physicians and medical teams 
work under incredible stress, and on the frontlines of many of the state’s 
toughest medical cases.

Crime, abuse, and attacks that begin outside the hospital too often spill 
over into the ER, while health care providers are working to save the lives 
of the victims. 

SB 33 creates common sense protections for the health care team.  Under 
the legislation, any individual who assaults, batters, wounds, resists, 
obstructs, opposes, or endangers emergency room staff could face serious 
jail time.

Senate Bill 33 still requires a vote of the full Senate, then the House, 
before it can become law.  Now’s the time to contact your state Senators, 
and urge them to vote YES on Senate Bill 33.

__________________________________

INTERSTATE MEDICAL LICENSURE 
COMPACT IS A BAD SOLUTION
House Bill 4066 would set up an “interstate medical licensure compact,” 
creating one more onerous and unnecessary bureaucratic barrier between 
Michigan physicians and their patients.

The legislation would create a new licensure process for physicians, 
and drive up costs on patients.  The bill would create an entirely new 
bureaucracy between states for physicians that may at some time wish to 
leave Michigan and practice elsewhere.

The bill would consume physicians’ time and money, taking them away 
from the exam room and the operating suite, and raise costs while 
providing absolutely no benefit for patients.

The new system would also require for the first time that Michigan 
physicians participate in costly, unnecessary Maintenance of Certification 
procedures just to be eligible for licensure.

It is a bad solution in search of a nonexistent problem, and one that 
would have a serious negative impact on Michigan patients and their 
pocketbooks.

Please contact your state Representative today and urge him or her to 
vote NO on House Bill 4066.
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120 West Saginaw Street | East Lansing, Michigan  48823

517-337-1351 | msms@msms.org | www.msms.org 

m Male          m Female

First (legal) Name: ________________  Middle Name:  ___________  Last Name:  ________________________  m MD     m DO

Nickname or Preferred Form of Legal Name:  ______________________________  Maiden Name (if applicable) _________________

Job Title:  _______________________________________________________________________________________

W Phone ___________________  W Fax  __________________   H Phone  _________________ H Fax  _________________

Mobile:  _______________________________Email Address ________________________________________________  

Office Address          m Preferred Mail          m Preferred Bill          m Preferred Mail and Bill 

_____________________________________________________________________________________________

City: ______________________________________________________  State:  __________ Zip:  __________________

Home Address          m Preferred Mail          m Preferred Bill          m Preferred Mail and Bill 

_____________________________________________________________________________________________

City: ______________________________________________________  State:  __________ Zip:  __________________

*Please base my county medical society membership on the county of my (if addresses are in different counties): m Office Address     m Home Address

*Birth Date: ____ / ____ / ____  Birth Country _______________  MI Medical License #:  ________________ ME #:  ___________

Medical School _____________________________  Graduation Year:  _____________ ECFMG # (if applicable) ______________

Residency Program  ________________________________________________  Program Completion Year _______________

Fellowship Program  ________________________________________________  Program Completion Year _______________

Hospital Affiliation _________________________________________________________________________________

• Primary Specialty ___________________________________________________________ Board Certified:     m Yes     m No

• Secondary Specialty _________________________________________________________ Board Certified:     m Yes     m No

Marital Status:     m Single     m Married     m Divorced     Spouse’s First Name:  _______________  Spouse’s Last Name:  _______________

Is your spouse a physician?:     m Yes     m No          If yes, are they a member of MSMS?:     m Yes     m No

Within the last five years, have you been convicted of a felony crime?:     m Yes     m No          If “yes,” please provide full information: ____________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Within the last five years, have you been the subject of any disciplinary action by any medical society or hospital staff?:      m Yes     m No           

If “yes,” please provide full information: _____________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

I agree to support the County Medical Society Constitution and Bylaws, the Michigan State Medical Society Constitution and Bylaws, and the Principles of 
Ethics of the American Medical Association as applied by the AMA and the MSMS Judicial Commission.

Signature ___________________________________________________   Date:  _______________________________

m I am in my first year of practice post-residency.
m I am in my second year of practice post-residency.
m I am in my third year of practice post-residency.
m I have moved into Michigan; this is my first year practicing in the state.

         m I work 20 hours or less per week.
         m I am currently in active military duty. 
         m I am in full, active practice.
         m I am a resident/fellow.

State and County Medical Society 
MEMBERSHIP APPLICATION

Join MSMS and your County Medical Society online at www.joinmsms.org

Co
un

ty
 M

ed
ica

l S
oc

iet
y U

se
 O

nl
y

Re
vi

ew
ed

 a
nd

 A
pp

ro
ve

d 
by

:

__
__

__
__

__
__

__
__

__
__

__
__

_

__
__

__
__

__
__

__
__

__
__

__
__

_

Application Code:
_________________________




