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LETTER FROM THE EDITOR
Members, 

It is amazing how quickly our lives and perspec-

tives can change.  Only one month ago, we were 

just learning about COVID-19 and now many lives 

have been changed forever.

 I will continue posting COVID-19 updates online, on social media, and 

through email, sharing items from both the state and ISMA.  Please 

do not hesitate to reach out if you need anything.  I am working from 

home like many of you but will get back to you as soon as possible.  

A heartfelt thank you to everyone working on the front lines and 

volunteering from me and the Corydon Group team.  

Stay Healthy! 

Morgan Perrill
Executive Vice
President
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Hello again my fellow readers of the IMS Bulletin and phy-
sician members of the Indianapolis Medical Society.  I want 
to start off my letter this month by apologizing for the letter 
that I wrote for you all last month.  I realized after getting 
my magazine delivered and reading the letter again, that 
the overall tone and message may have been slightly inap-
propriate given all that is happening locally, nationally and 
internationally.  At the time when I was writing my letter, life 
was certainly different, and times have definitely changed.  I 
hope you all can understand that the lighthearted tone of my 
previous letter was not meant to downplay or minimize the 
seriousness of what is happening to the medical community 
currently but was only meant to inform everyone of what 
was happening throughout the month of March.

Obviously, many things have happened over the last several 
weeks and by the time this letter gets published and deliv-
ered in the April addition, based on future forecasts and 
statistical predictions, things might be significantly worse.  
My goal is to not dwell too much on the negative aspects of 
the current climate we are living in as I assume you have all 
been keeping abreast of the situation from either personal 
anecdotes, media updates or what we are hearing from local, 
state and federal government.  These are obviously unprec-
edented times that we are living in.  We have all needed to 
make significant sacrifices and changes to our daily routine 
as well as to our work and practice.  Both of my children, 
who are elementary school aged, have been at home now for 
several weeks and will likely remain there for the rest of the 
academic school year.  Spring break will be upon us but for 
our family, this will not change anything significantly as we 
will all be at home diligently practicing our social distancing 
and doing our best to help prevent the spread of this deadly 
disease.  I feel very fortunate that my wife has been able to 
stay at home with our children, but my thoughts go out to 
working families and those who may not be so privileged to 
have someone at home to help with the new routine.  As for 
my practice, we are no longer seeing any patients physically 
in the clinic and are working through the ups and downs 
of the transition over to telemedicine and virtual patient ap-
pointments.  This may be our new norm for the foreseeable 
future.

Along with my own personal changes that have been made, 
I also cannot stop thinking about families who have had to 
make significant changes to their lives due to the restrictions 
and recommendations to stay at home for all those deemed 
nonessential.  Although these restrictions are necessary 
to prevent the spread of this very contagious disease, we 
also have to think about the very vulnerable in our popu-
lation and do our best to care for them as well.  There is a 
good likelihood that rates of domestic and child abuse will 
skyrocket during these times of stay at home recommenda-

tions.  Even though we may feel 
relatively powerless to prevent 
this, we can try to do our best 
to recognize those who may be 
at highest risk and checking on 
them frequently.  We can do our 
best to keep up the support for 
the clinics and help centers who 
treat these susceptible patients as 
well.

And of course, my thoughts also 
go out to all of you currently on 
the front lines working incredibly long hours with sometimes 
limited equipment and resources.  You all put yourselves at 
risk every day when you go into the hospital to help care for 
the very sickest amongst us and whenever you leave, going 
back home to your loved ones, you are also putting them at 
risk as well.  For those of us like myself, who are not directly 
involved with care of patients infected by this pandemic but 
have had to make significant changes to our overall practice 
and daily routine, my thoughts go out to you as well.  We will 
continue to care for patients with the best of our ability and 
reassure ourselves that we will get through this and things 
will eventually get better.

As you may know from reading our emails and getting 
updates from the Indiana State Medical Association, we are 
always looking for different ideas and ways to help ease the 
burden of all our physician colleagues that are having to 
change a lot of their lifestyles and practice during this pan-
demic.  We have partnered with the state health department 
in helping collect personal protective equipment for distribu-
tion to hospitals in need.  There are also plenty of links for 
help with financial assistance from the federal government 
during this time as many clinics and ambulatory surgery 
centers have had to cut down significantly or close.  As al-
ways, if there are any other ideas or if any other significant 
needs arise, please let us know and we will mobilize our forc-
es to help as best as we can.  For now, please do your best to 
keep yourself, your family, your loved ones and your patients 
safe and healthy.  Take care, and I will see you all again next 
month.

Eric Tibesar, MD
President, Indianapolis Medical Society
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Due to the COVID-19 public health emergency, tele-
medicine has become the preferred method of treating 
non-emergent health issues and is recommended as 
such by multiple governmental agencies, including the 
Centers for Disease Control and Prevention (CDC) and 
the Indiana State Department of Health (ISDH).  Fed-
eral and state public health emergency declarations 
have resulted in the temporary waiver of longstanding 
requirements governing telemedicine making it more 
widely available to health care providers and their 
patients.  There are several key changes to state and 
federal laws that all health care providers should be 
aware of during the public health emergency. 

Expansion of Allowable Telemedicine Technologies.

Health care providers in Indiana that are permitted to 
practice telemedicine may now temporarily use au-
dio-only devices, including the telephone, to provide 
telemedicine services, subject to certain limitations de-
scribed below.1  Indiana’s telemedicine law, temporarily 
waived in part by the Governor, prohibits the use of 
audio-only technology for telemedicine services.  In 
addition, Indiana Medicaid will reimburse health care 
providers that use audio-only devices for telemedicine 
subject to their compliance with other Medicaid reim-
bursement guidelines for telemedicine.2   

There are some licensure and billing restrictions on 
the utilization for telemedicine delivered via audio-on-
ly technology.  First, physical therapists, occupational 
therapists, and speech therapists must use audio-visual 
technology to deliver telemedicine services.  Second, 

1 Governor Holcomb’s Executive Order 20-13 (EO 20-13), https://www.in.gov/gov/files/Executive%20Order%2020-13%20Medi-
cal%20Surge.pdf.
2 Indiana Health Coverage Programs (IHCP) Bulletin, March 19, 2020: http://provider.indianamedicaid.com/ihcp/Bulletins/
BT202022.pdf.  See also IHCP Webinars, https://www.in.gov/medicaid/providers/1014.htm.  
3 See EO 20-13, https://www.in.gov/gov/files/Executive%20Order%2020-13%20Medical%20Surge.pdf.  DEA COVID-19 Informa-
tion Page, https://www.deadiversion.usdoj.gov/coronavirus.html.
4 HHS, Office for Civil Rights, Notification of Enforcement Discretion For Telehealth Remote Communications During the 
COVID-19 Public Health Emergency, https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/
notification-enforcement-discretion-telehealth/index.html.

if a practitioner is going to prescribe controlled sub-
stances via telemedicine, as discussed in more detail 
below, both Indiana and the U.S. Drug Enforcement 
Agency (DEA) require that the telemedicine encounter 
be conducted through an audio-visual real time, two-
way interactive communication system.3   Third, Medi-
care continues to limit certain telemedicine encounters 
to audio-visual communications despite the public 
health declaration. 

The U.S. Health and Human Services Office for Civ-
il Rights (OCR) has also loosened restrictions on the 
types of telemedicine technologies that can be used 
during the public health emergency.  OCR announced 
that it will not impose penalties for noncompliance 
with HIPAA’s existing regulatory requirements for tele-
health services, provided that the telehealth services 
are delivered in good faith during the COVID-19 public 
health emergency. As such, providers may temporar-
ily use any non-public facing, audio and video remote 
communication to telecommunicate with patients, 
namely, Apple FaceTime, Facebook Messenger video 
chat, Google Hangouts video, and Skype. Although 
providers will not face penalties for non-compliance 
with HIPAA while using such applications, OCR has 
nonetheless encouraged providers to notify patients of 
associated privacy risks.4

Expansion of Reimbursement for Telemedicine.

Medicare and Indiana Medicaid both loosened reim-
bursement requirements for telemedicine services 
provided during the public health emergency.  Indiana 

ED ITOR IAL

COVID-19 and 
The Rise of 
Telemedicine
by Tom Hutchinson and Stephanie Eckerle

Krieg DeVault, LLP

https://www.in.gov/gov/files/Executive%20Order%2020-13%20Medical%20Surge.pdf.
https://www.in.gov/medicaid/providers/1014.htm
https://www.in.gov/gov/files/Executive%20Order%2020-13%20Medical%20Surge.pdf.
https://www.deadiversion.usdoj.gov/coronavirus.html.
https://www.hhs.gov/hipaa/for-professionals/special-topics/emergency-preparedness/notification-enforcement-discretion-telehealth/index.html.
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Medicaid will temporarily reimburse health care pro-
viders for real-time, interactive consultation between a 
health care provider and a patient when that consulta-
tion is done via a computer, phone, or other audio-only 
or audio-visual method (emails or text messages are not 
permissible).  

Indiana Medicaid also reimburses health care providers 
for telemedicine encounters when the patient is located 
in the patient’s home during the encounter.  If a Med-
icaid provider is providing telemedicine to an Indiana 
Medicaid beneficiary, it is important that the health 
care provider obtains patient consent and properly doc-
uments the services provided.   

CMS has also expanded coverage for virtual services 
provided to Medicare beneficiaries during the public 
health emergency, which include telehealth encoun-
ters, virtual check-in, and e-visits starting March 6, 
2020.5  In particular, during the public health emergen-
cy Medicare will pay for a telehealth encounter when 
the patient is located at their own residence without 
any geographical restrictions. Lastly, physicians and 
other practitioners have the option to reduce or waive 
cost-sharing obligations Medicare beneficiaries may 
owe for telehealth services furnished consistent with 
the then applicable coverage and payment rules.  If 
a health care provider is looking at waiving these 
cost-sharing obligations, it is critical that they review 
and comply with the Office of Inspector General Policy 
Statement on this issue.6

Expansion of Prescribing Practices

Both the DEA and Governor Holcomb expanded a 
health care provider’s ability to prescribe controlled 
substances via telemedicine during the public health 
emergency. Generally, a prescriber may not issue a 
controlled substance prescription without an in-person 
medical examination. However, this requirement is 
temporarily waived under one of the exceptions to the 
Ryan Haight Online Pharmacy Act and Governor Hol-
comb’s Executive Order 20-13.   Under both the DEA and 
Indiana Executive Order 20-13, prescribers in Indiana

5 See CMS Clinician Letter, April 7, 2020:  https://www.cms.
gov/files/document/covid-dear-clinician-letter.pdf.  CMS Addi-
tional Background: Sweeping Regulatory Changes to Help U.S. 
Healthcare System Address COVID-19 Patient Surge, March 
30, 2020: https://www.cms.gov/newsroom/fact-sheets/addition-
al-backgroundsweeping-regulatory-changes-help-us-health-
care-system-address-covid-19-patient.  CMS Medicare Tele-
medicine Health Care Provider Fact Sheet, March 17, 2020, 
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedi-
cine-health-care-provider-fact-sheet.
6 OIG Policy Statement Regarding Physicians and Other 
Practitioners That Reduce or Waive Amounts Owed by Federal 
Health Care Program Beneficiaries for Telehealth Services 
During the 2019 Novel Coronavirus (COVID-19) Outbreak , 
March 17, 2020, https://oig.hhs.gov/fraud/docs/alertsandbulle-
tins/2020/policy-telehealth-2020.pdf. 

may prescribe all controlled substances via telemedi-
cine under the following conditions:

  • The prescriber has a valid DEA registration; 

  • The prescription is issued for a legitimate medical   
purpose by a prescriber acting in the usual course of 
his/her profession;

  • The telemedicine communication is conducted using 
an audio-visual real-time, two-way interactive commu-
nication system; and

  • The prescriber acts in accordance with applicable 
Federal and State law.

In addition, the DEA has additional resources on pre-
scribing controlled substances during the public health 
emergency that can be found at the DEA’s COVID-19 
Information Page.  

Health care providers that utilize telemedicine during 
the COVID-19 public health emergency should ensure 
that they are up to date on the rapidly evolving regu-
lations.  This article is intended to be only generally 
guidance for health care providers and should not be 
construed as specific legal advice.  If you have any 
questions, please feel free to contact Tom Hutchinson 
at thutchinson@kdlegal.com or Stephanie Eckerle at 
seckerle@kdlegal.com.

ED ITOR IAL

https://www.cms.gov/files/document/covid-dear-clinician-letter.pdf.
https://www.cms.gov/newsroom/fact-sheets/additional-backgroundsweeping-regulatory-changes-help-us-healthcare-system-address-covid-19-patient
https://www.cms.gov/newsroom/fact-sheets/medicare-telemedicine-health-care-provider-fact-sheet
https://oig.hhs.gov/fraud/docs/alertsandbulletins/2020/policy-telehealth-2020.pdf.
https://coronavirus.in.gov/2513.htm


by RICHARD D. FELDMAN, MD

IMS Board Member, MHM Board member and Past President, Former Indiana State Health Commissioner  

IMS BULLETIN  • APRIL 2020 PAGE 8

ED ITOR IAL

The 2020 
Legislative 
Review 
This was billed as the health-focused Indiana legisla-
tive session with emphasis on increasing health-system 
transparency and reducing medical-care costs.  There 
were health-related legislative advancements along 
with missed opportunities.  

HB1004 requires providers to give good faith estimates 
of costs on procedures and other elements of medical 
care upon patient request. To help preserve access 
and continuity of care, it also protects patients from 
the effects of “non-compete clauses” when their physi-
cians leave employment of a hospital or other network. 
Among other provisions, former employers are re-
quired to provide patients with their last known contact 
information for the physician.  

Lastly, HB1004 attempted to address the problem of 
“surprise billing”.  Patients assume that in an in-net-
work hospital that all providers are in-network. Bal-
ance billing from an “out-of-network” provider may 
occur.  The bill allows the provider to only charge up 
to the in-network rate unless the patient is notified five 
days in advance and agrees to the higher amount.  The 
language does not require insurance to pay that in-net-
work amount, thus the patient may still be theoretically 
stuck with a surprise bill up to the in-network amount.  
This is a disappointing result, and other related issues 
are left unresolved.

The federal government performed the heavy lifting 
in accomplishing what the Indiana Legislature could 
not - increasing the legal age of tobacco and vaping 
products to age 21.  Federal law was reinforced by SB1 
which focuses on increased regulation of tobacco retail-
ers and penalties for selling to minors.  It ends fines to 
minors found in possession or attempting to buy these 
products, which is counter-productive.  It also prohibits 
the incorporation of dangerous Vitamin E acetate in 
vaping liquids.  

HB1207 allows pharmacists to expand dispensing of 
auto-injectable epinephrine to properly trained individ-
uals for emergency use in anaphylaxis (for example, 

think of camp counselors and bee stings). The bill also 
provides exceptions to e-prescribing of controlled med-
ications when technologically difficult or impossible or 
when the prescriber determines it is impractical to best 
assure timely, quality care. Further, the legislation plac-
es some modest new safeguards on coverage modifica-
tions for prescription medications during a plan year. 
Good legislation.

SB255 allows patients to obtain insulin without a pre-
scription, assuring this medication is always available 
when needed.  Indiana was the only state that did not 
allow it. HB 1080 lowers the age for required insur-
ance coverage for colorectal cancer screening from the 
current age 50 to age 45.   Colon cancer is significant-
ly increasing in younger people. HB1182 extends the 
expiration date of the IV drug-user needle exchange 
program statute another year.  These programs are vi-
tal to reducing HIV and Hepatitis C in our communities.  
Commonsense measures. 

HB1070 prohibits hand-held cell phone use while driv-
ing.  Finally!

In response to reports of high hospital costs in Indiana, 
SB5 forms an all-payer claims database that provides 
information on costs of hospital procedures and other 
services. The challenge is for the information to be us-
able, meaningful, and understandable.  Time will tell.

Pharmacy benefit managers, intermediaries for admin-
istration of pharmacy benefits, are felt responsible for 
adding undue costs to prescription medications.   SB241 
is the first step in establishing a regulatory structure, 
licensure, and oversight.

Issues left unaddressed for next session:  Prohibition of 
flavored tobacco and vaping products, non-prescription 
birth control pills, proper identification to the public 
of health-care providers with the title of “doctor”, and 
medical marijuana.  Other issues likely to arise are in-
dependent practice for nurse practitioners (APRNs) and 
increasing the cigarette tax.  Should be interesting. 



https://www.pnc.com/en/about-pnc.html?lnksrc=topnav
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LASIK Candidacy: LASIK 

or contacts, which is better?  
by FRANCIS W. PRICE JR., MD 

Price Vision Group, Indianapolis, IN
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LASIK provides prompt, excellent, and highly predictable visu-

al correction in appropriate candidates; the key is to carefully 

screen patients to rule out conditions that could lead to adverse 

results and to detect and initiate appropriate treatment for con-

ditions, such as dry eyes, that could impair visual outcomes. 

At Price Vision Group, all of our doctors specialize in corneal 

diseases and treatment, so we are acutely aware of the prob-

lems than can occur with corneal surgeries and know how 

to avoid them.  We are often referred complicated cases for 

that very reason. Our research partner, the Cornea Research 

Foundation of America conducted a ground-breaking study 

to assess patient satisfaction comparing two popular vision 

correction methods, LASIK and contact lenses. We are tasked 

with the responsibility to determine if LASIK is a good choice 

for a patient through proper screening, helping to establish 

clear expectations of anticipated outcomes and provide proper 

education on each of their vision correction options.

Determining LASIK candidacy

The primary condition that we rule out prior to LASIK is 

called keratoconus (KC), which literally means cone-shaped 

cornea. This is a condition in which the cornea begins to 

thin and bulge outward causing visual distortion along with 

increasing astigmatism and nearsightedness.  Understandably, 

one does not want to perform a procedure that removes corne-

al tissue if the cornea is already weakened and unstable.  

Over the past 20 years we have developed much more sophis-

ticated imaging and analysis tools to help rule out frank or 

latent KC. We image the anterior and posterior surfaces of the 

cornea with sophisticated devices to assess the thickness and 

shape, and we evaluate the stability of the patient’s refraction 

over the last few years. Our improved ability to rule out these 

patients has further reduced the already small risk of experi-

encing corneal ectasia after LASIK, which is a condition with 

symptoms and treatments similar to KC. We encourage pa-

tients to never rub or push on their eyes, because eye rubbing 

is a risk factor for KC development or progression. The rare 

patients who manifest KC after LASIK, or ectasia, are usual-

ly eye rubbers. Fortunately, we now have a treatment called 

corneal crosslinking (CXL) that strengthens the cornea to help 

arrest the bulging associated with KC or post-LASIK KC.  

We also consider age and family history in determining if 

LASIK is a good fit.  LASIK is not advised for patients less 

than 18 years of age, because the refraction or glasses pre-

scription may not have stabilized yet.  Moreover, the cornea 

1 Rosenfield M. Computer vision syndrome: a review of ocular causes and potential treatments. Ophthalmic Physiol Opt 2011;31:502-515.
2 Eydelman M, Hilmantel G, Tarver ME, et al. Symptoms and satisfaction of patients in the patient-reported outcomes with laser in situ ker-
atomileusis (PROWL) studies. JAMA Ophthalmol 2017;135:13-22.

is softer and more pliable in younger patients so they may be 

more likely to develop KC. As we age, our corneas naturally 

stiffen. 

How dry eye plays a role

The most common preoperative, or postoperative, condition 

that can affect LASIK outcomes and patient satisfaction is dry 

eyes. Our collective appreciation of “dry eyes” in ophthalmol-

ogy has improved dramatically in the last 15 years.  As we 

strive for better and better vision after LASIK and other proce-

dures like cataract surgery, we have found that dry eyes, more 

accurately called ocular surface disease (OSD), is a common 

reason for fluctuating or poor vision. The tendency to develop 

OSD increases with age and is affected by a variety of medica-

tions and increased screen use on laptops, tablets and phones.1 

Its treatment has become a multibillion-dollar industry in the 

U.S.  

Price Vision Group has made a concerted effort to find better 

treatments for OSD.  We have participated in clinical trials 

that led to FDA approval of new OSD treatments, and we offer 

a variety of treatments ranging from topical medications to 

dietary supplements, diet modification, mechanical heat and 

compression to the lids, intense pulsed light (IPL) treatments, 

and behavioral modification. OSD is quite common in the US, 

and it is unclear if it is related to diet, pollution, aging, in-

creased screen use, or other unknown factors.  What is clear 

is that good preoperative screening for dry eyes is needed 

prior to LASIK, as well as cataract surgery, so that appropri-

ate treatment can be initiated before surgery and continued 

afterwards to ensure excellent visual results and patient ex-

perience. Like many conditions, OSD generally worsens over 

time if left untreated, so proactive detection can greatly impact 

overall long term patient satisfaction.

LASIK can temporarily worsen OSD because when we make 

the flap, we cut corneal nerves that provide feedback to 

increase tear production and blink rate when the eye is dry 

or irritated.  We compensate for that after surgery by asking 

patients to consciously blink more and use artificial tears, and 

we may recommend supplements to improve tear production 

and quality.  Dry eye symptoms usually subside within 3 to 6 

months after LASIK as demonstrated in the FDA sponsored 

study to assess patient-reported outcomes with LASIK (PROWL 

study).2  Occasionally a patient may have persistent dry eye 

problems after LASIK.

How do patients rate LASIK vs. contact lenses?
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The FDA funded and conducted the PROWL study to evalu-

ate visual symptoms before and after LASIK.2 They did this 

in response to a small, but vocal group, that protested their 

approval of LASIK. The PROWL study had two arms, one was 

a six-month study of military personnel having LASIK and 

the other was a 3-month study of civilians having LASIK.  The 

results were very positive for LASIK, because they showed a 

mean postoperative reduction in dry eye symptoms as well as 

visual symptoms like halos, glare, and starbursts as compared 

with the preoperative baseline.  While most patients reported 

fewer visual symptoms after LASIK, a small subset reported 

no visual symptoms prior to LASIK and some visual symptoms 

afterwards.

Concurrent with the FDA sponsored study, the Indianapo-

lis-based Cornea Research Foundation of America sponsored a 

multicenter study to compare patient reported outcomes with 

LASIK vs. contact lens wear.3 The study enrolled 1800 par-

ticipants who either had LASIK or continued to wear contact 

lenses. The participants were recruited at 20 sites across the 

USA and were surveyed at baseline and annually for 3 years.  

This study was unique because it was the first study to compare 

LASIK with a popular vision correction alternative; one third of 

the study participants were successful contact lens wearers who 

continued to use contacts. 

Compared with those who continued to use contact lenses, the 

LASIK patients reported significantly higher satisfaction (Figure 

1), significantly improved night driving vision (Figure 2), and 

significantly fewer corneal abrasions, ulcers, and eye infections 

every single year of the study.3

The overall level of dry eye symptoms remained fairly constant 

among those who continued wearing contact lenses during the 

3-year study period (Figure 3). However, about 5% discontinued 

contact lens use each year, usually because of discomfort and 

dryness.3 

Former contact lens wearers who had LASIK reported a mean 

reduction in dry eye symptoms (Figure 3).3 In contrast, those 

who wore glasses at baseline reported a mean increase in dry 

eye symptoms after LASIK.3 Interestingly, ¾ of those who wore 

glasses at baseline had previously tried contacts but discontin-

ued use because of discomfort and dry eyes.3 Thus we found 

that this is a group with whom we need to be more aggressive 

in treating OSD and dry eye symptoms both before and after 

LASIK.

The study also assessed symptoms of depression, because there 

have been a few reports of people who claimed that they became 

depressed after having LASIK, so we felt it was important to 

document overall mental impact of these two popular vision 

correction methods. The mean level of self-reported depression 

measured in the baseline preoperative survey did not differ 

significantly from the levels measured at 1, 2 and 3 years after 

LASIK.3 A similarly small proportion of participants scored high 

in self-reported depression before LASIK and after LASIK.3  Of 

course with any surgical procedure, we cannot guarantee that 

everyone will get exactly the results they want, so as physicians

3 Price MO, Price DA, Bucci FA, et al. Three-year longitudinal survey comparing visual satisfaction with LASIK and contact lenses.  Ophthalmology 
2016;123:1659-1666.

we must strive to set realistic expectations.  

Our LASIK and contact lens study was groundbreaking because 

it directly compared satisfaction with 2 popular vision correction 

alternatives in a large number of patients, who were followed 

for 3 years. We published the study in the leading ophthalmic 

journal, Ophthalmology, in 2016, and I presented the study re-

sults at a refractive meeting at the National Eye Institute (NEI) in 

2018. This study revealed superior patient satisfaction and visual 

results with LASIK relative to contact lenses even with the older 

LASIK technology in use when the study began in 2012. We can 

now achieve superior visual outcomes with topography-directed 

LASIK technology.

Future articles will discuss alternative ways to correct refractive 

error.

Figure 1. Three years after having LASIK, patients who previously used 

contact 

lenses 

were 

asked, “At 

this time 

do you 

believe 

that LASIK 

works 

better for you than contact lenses?”

Figure 2. Proportions that reported no difficulty driving at night be-

cause of vision 

at baseline 

(using glass-

es or contact 

lenses) and at 1, 

2, and 3 years 

after LASIK or 

with continued 

contact lens use 

(control group).

Figure 3. Proportions that reported no feelings of dry eyes during the 

previous week 

at baseline 

(using glass-

es or contact 

lenses) and at 1, 

2, and 3 years 

after LASIK or 

with continued 

contact lens 

use (control 

group).

ED ITOR IAL
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WOMEN IN MEDIC INE

Born in Salem, IN in 1914 Naomi Dalton grew up in 
Bloomington Indiana with her mother, father and 
older brother. Her mother’s illness during most of 
her childhood with what she later postulated to be 
rheumatic fever, caused her to be interested in med-
icine. Excelling academically, in 1931 she graduated 
from high school in the top 10 of her class and was 
inducted into the junior honor society.

As a student at Indiana University-Bloomington Dal-
ton was an accomplished college student who stud-
ied pre-med, German, Latin, and Greek eventually 
completing her first year of medical school while at 
IU-Bloomington. In 1935 she moved to Indianapolis to 
attend Indiana University school of medicine (IUSM) 
where she was one out of six women in a class of 
110-115 students, which was the largest class of wom-
en in medical school in the history of IUSM! 

At the age of 23, she graduated from medical school 
in 3 years, one of out of three women in her grad-
uating class. Dr. Dalton noted that due to personal, 
family, and financial reasons a few of the other 
women in her class “did not make it”. 

In the 1930’s 250 female medical graduates competed 
annually for the 185 internships positions that were 
open to women. The 4,844 male medical graduates 
meanwhile competed for 6,154 positions.1 Accepted 
into an internship at Ball Memorial Hospital in Mun-
cie Indiana, a substantial achievement, her intern 
class was composed of 4 other female physicians.

Throughout her intern year she rotated through 
various specialties such as OB, emergency medicine, 
and surgery. It was on her surgical rotation where 
she first gained exposure to Anesthesiology. Nearing 
the end of the 6 months of her surgical rotation the 
main nurse and physician anesthetist fell ill with 
tuberculosis and Dr. Dalton was shifted over to help 
the anesthesia team. Upon the completion of her

1 http://www.nyssa-pga.org/wp-content/uploads/2017/10/The-Wondrous-Story-of-Anesthesia-chapter.pdf

internship Dr. Dalton worked in Lafayette, IN for a 
few years as a general practitioner. 

In 1941 she received a phone call from her moth-
er asking her, on Dr. WC Reed’s behalf (a general 
surgeon and a family friend), if she would take over 
his office in Bloomington, IN. Dr. Reed had been 
called into the reserves to work as an officer for 
WWII. Agreeing to the arrangement for what she 
thought would be a year, it turned out that Dr. Reed 
would not return for 4-5 years! Throughout her time 
managing Dr. Reed’s practice Dalton took home call 
where she delivered babies, practiced pediatrics, and 
administered anesthetics in Bloomington Hospital. 

It was during the WWII and though the need for 
anesthesiologists increased, anesthesia residencies 
perversely excluded women, so Dr. Dalton chose to 
practice anesthesia whenever and where ever she 
could. With a strong passion for anesthesiology, she 
brought the first anesthesia machine in the hospital 
to administer anesthesia and by the time Dr. Reed 
returned Dr. Dalton was practicing anesthesiology 
over 90% of the time. 

In 1945 Dr. Dalton opened up her own practice in 
Bloomington and would be the second or third fe-
male physician to practice in Bloomington history. 
About a year after she opened up her practice Dr. 

Naomi 
Dalton, MD
by JANELLE MCNEIL-MASUKA MS4 AND THERESA ROHR-

KIRCHGRABER, MD

IUSM and Executive Director, IU National Center of Excellence 

(1)	http://www.nyssa-pga.org/wp-content/uploads/2017/10/The-Wondrous-Story-of-Anesthesia-chapter.pdf
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Dalton decided to apply for formal training in a res-
idency and was accepted into a pediatrics residen-
cy in California. Upon hearing the news, Dr. Reed 
urged Dr. Dalton to stay in Bloomington as there was 
a shortage of physicians due to WWII. She agreed to 
stay and wrote to the residency program in Cali-
fornia asking if they would consider her at a later 
date after the war and unfortunately the program 
declined her offer.  Feeling discriminated due to her 
gender, she continued to look for opportunities to 
attend a residency.  

Through the 1950’s, after giving up her private 
practice, Dr. Dalton continued in anesthesiology at 
Bloomington Hospital but she longed for a change 
of pace and at her next class reunion she spoke with 
an anesthesiologist expressing her interest in an-
esthesia residency training. He connected her with 
colleagues from Veterans Hospital in Houston Texas 
and soon Dr. Dalton was invited down for an inter-
view. In 1953 she was offered a position and became 
the first woman to matriculate to Veterans Hospital 
in the anesthesiology residency program. 

Interested in missionary work, in 1957 she was cho-
sen to go to India and for the next 5 years she stayed 
in India working with very ill patients. She reported 
that it felt like being back in “primitive times” as she 
treated patients with rare intestinal/diarrheal infec-
tions, eye diseases, brain tumors, and tuberculosis. 
As an anesthesiologist she most commonly managed 
cardiac, lung, oncologic and neurologic cases. 

Gender disparities continued while in India and as a 
woman working in the hospital, she couldn’t use the 
bathroom during daytime. Women were allowed to 
use the restroom early in the morning and again in 
the evening. Only the men had the privilege of using 
the restroom regularly throughout the day. Gender 
inequalities would continue plague the US and the 
rest of the world for years to come. 

In 1965 Dr. Dalton, nearing 50 years of age,  she 
returned from India and resumed her anesthesiolo-
gy work in Bloomington. Retiring from practicing 
in 1968 she subsequently took a volunteer position at 
Planned Parenthood in Indiana and would go on to 
become the medical director. She received the Mar-
garet Sanger Award each year she served as medi-
cal director, an incredible honor.

2 Interview with Naomi L. Dalton, p. 93. Conducted by Steven Stowe, 25 March 1993, Bloomington, Indiana. Indiana Uni-
versity Center for Documentary Research and Practice, #93-6-1,2.

In 2000 Dr. Dalton passed away at the age of 86 and 
her legacy lives on through her extensive work in 
the field of Anesthesiology and her mission work. 
She was a pioneer for women in medicine and 
Anesthesia. Dr. Dalton’s ability to overcome gender 
inequalities helped lay the framework for future 
generations of women physicians. 

Thankful acknowledgment to Steven Stowe with the 
Indiana Medicine project whose historical interview 
and transcript helped to inspire this piece.2

WOMEN IN MEDIC INE
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House Enrolled 
Act 1182  
by Sydney E. Moulton, MPA

The Corydon Group

When the HIV outbreak hit Scott County and the surrounding 

areas, it was apparent to public health professionals that more 

tools were needed to stem the tide of transmission. After a 

colossal legislative effort, Senate Enrolled Act 461 was passed 

in 2015 and it created the framework by which syringe service 

programs (SSPs) could operate in counties and municipalities. 

Currently, there are nine counties with operational SSPs. 

During this past legislative session, Sen. Jim Merritt (R-Indi-

anapolis) introduced Senate Bill 207 that sought to remove 

the expiration date of the statute that makes SSPs possible. 

It passed through the Senate Health and Provider Services 

Committee, but was met with contention on the Senate floor 

with many Senators voicing their concerns about the effective-

ness of SSPs, the amount of needles that were being returned, 

and the other items being handed out to participants. The bill 

ultimately failed with a vote of 22-27.

After the vote was cast, it became quickly apparent to stake-

holders involved, the Indiana State Department of Health 

(ISDH), the Indiana State Medical Association (ISMA), advocates 

in the HIV community and others, that we needed to address 

the expiration date of the SSP statute this legislative session. 

There were six programs up for renewal in 2020 and these 

programs needed assurance that they would be able to operate 

in the coming years and plan their funding. When examining 

our options, it was evident that House Enrolled Act (HEA) 1182 

was the best vehicle since it was already dealing with issues 

related to HIV.

As introduced, HEA 1182, authored by Rep. Ed Clere (R-New 

Albany), updated the public health codes related to HIV to 

reflect the current science and state of the disease, changed 

how we refer to someone living with HIV by changing certain 

terminology, and streamlined statutes related to HIV testing. It 

also created a framework for local entities to establish Suicide 

and Overdose Fatality Review (SOFR) Teams. The genesis of 

this legislation is that over the past few years, there has been 

an effort in the HIV community to modernize our HIV statutes 

given how far modern medicine has come in terms of treat-

ment availability, PrEP, and the Undetectable = Untransmittable 

movement. The SOFR team concept came from a community 

desire to detect trends in overdoses and suicides and create 

strategies and develop system or community level improve-

ments to prevent them. 

After HEA 1182 passed out of the House of Representatives 98-

0, the bill moved over to the Senate where Sen. Vaneta Becker 

(R-Evansville) was the Senate sponsor. Once there, we confront-

ed multiple challenges. First, we had to figure out what was 

palpable to Senate leadership since there were concerns about 

removing the expiration date entirely. There was a sentiment 

that SSPs needed to be reevaluated more holistically and by 

removing the expiration date there would no longer be that op-

portunity. Therefore, with the assistance of Senate leadership, 

ISDH and program operators we were able to craft language 

that allowed for additional data reporting and included a 

one-year extension of the SSP statute to July 1, 2022. After the 

language was drafted, we needed to gather legislative support. 

I cannot express enough how instrumental the State Health 

Commissioner, Dr. Kris Box, and her staff were in meeting 

with legislators and conveying the importance of SSPs in the 

effort to identify and manage the spread of communicable 

diseases. 

It was then time for the bill to be heard in the Senate Health 

and Provider Services Committee. In addition to the amend-

ment we had drafted to include the one-year extension for 

the SSP statue, we also worked with our friends at ISMA to 

include an amendment that would add protections for health-

care providers if they are exposed to communicable diseases. 

In committee we had a diverse group of individuals who came 

and testified in support on different portions of this bill, this 

included ISDH, the Indiana Primary Health Care Association, 

Rep. Rita Fleming, MD (D-Jeffersonville), a professor from Indi-

ana University, the Clark County health officer, ISMA, support-

ers of syringe exchange programs, and Health and Hospital 

Corporation of Marion County. The bill passed out of committee 

unanimously and later passed out of the Senate 36-14. After-

wards, the House agreed to the amendments in the Senate and 

then it passed 78-7.

Ultimately, through the combined effort of passionate advocates 

and the leadership of ISDH we were able to get this legislation 

across the finish line. The reforms in HEA 1182 will promote 

public health efforts to end the Indiana HIV epidemic by reduc-

ing HIV-related stigma and discrimination and eliminating bar-

riers to HIV testing and treatment. In addition, the protections 

for healthcare providers will ensure they can practice with 

reassurance they have the remedy to find out if they have been 

exposed to HIV. The extension of the SSP statute to July 1, 2022 

will allow for the opportunity to gather data and educate about 

the vital importance of this harm reduction tool. This bill was 

a great example of how the State and advocacy organizations 

could work together to accomplish a common goal. 

For the complete bill, please visit the following link: http://iga.

in.gov/legislative/2020/bills/house/1182. 

http://iga.in.gov/legislative/2020/bills/house/1182
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  WELCOME NEW IMS MEMBER

David S. Brokaw, MD
OrthoIndy

Orthopedic Trauma

Indiana U School of Med, 1987

Timothy E. Dicke, MD
OrthoIndy

Orthopedic Surgery

Ohio State College of Medicine, 

1985

Gregory D. Dikos, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med, 2004

David L. Farr, MD
OrthoIndy

Anesthesiology

Indiana U School of Med, 1982

Raymond J. Gotanco, MD
OrthoIndy

Internal Medicine

Southern Illinois Sch of Med, 

1999

Stephen T. Greenfield, MD
OrthoIndy

Orthopedic Surgery

Cleveland Clinic Lerner, 2010

Robert S. Griffin, MD
OrthoIndy

Anesthesiology

Indiana U School of Med, 1991

Robert J. Huler, MD
OrthoIndy

Orthopedic Surgery

University of Michigan Med, 

1984

Vince S. Hume, DO
OrthoIndy

Physical Medicine & Rehab

U of New E. Coll. of Osteop. 

Med., 2001

Timothy A. Hupfer, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med, 1984

Nicholas R. Jasper, MD
OrthoIndy

Physical Medicine & Rehab

Indiana U School of Med, 2007

Bradley A. Jelen, DO
OrthoIndy

Physical Medicine & Rehabili-

tation

Ohio U College of Osteopathic, 

1994

Kosmas J. Kayes, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med, 1990

Stephen L. Kollias, MD
OrthoIndy

Orthopedic Surgery

U of Chicago, Pritzker of Med, 

1989

Jordon Lachowecki, MD
Community Anesthesia Asso. 

Anesthesia

Indiana U School of Med, 2015

Scott A. Linter, MD
OrthoIndy

Orthopedic Surgery

Southern Illinois Sch of Med, 

1989

Robert P. Marske, MD
OrthoIndy

Anesthesiology

Indiana U School of Med, 1987

Ian McAlister, MD
OrthoIndy

Orthopedic Surgery

University of Texas, 2013

John R. McLimore, MD
OrthoIndy

Physical Medicine & Rehab

U of Kentucky College of Med, 

1989

Patrick D. Millikan, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med, 2012

Kevin R. O’Neill, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med, 2007

Mark C. Osborne, MD
OrthoIndy

Physical Medicine & Rehab

Chicago Medical School, 2011

Mihir M. Patel, MD
OrthoIndy

Orthopedic Surgery

Washington U of Medicine, 

1998

Christopher L. Pomeroy, MD
OrthoIndy

Orthopedic Surgery

U of Louisville School of Med, 

2009

Gregory T. Poulter, MD
OrthoIndy

Orthopedic Surgery

MCP Hahnemann Sch of Med, 

2002

Megan Power, MD
OrthoIndy

Anesthesiology 

Indiana U School of Med, 2013

Michael C. Reeder, MD
OrthoIndy

Hospitalist

Indiana U School of Med, 1995

Gregory T. Reveal, MD
OrthoIndy

Orthopedic Surgery

Wright State U Sch of Med, 

1994

Troy A. Roberson, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med

Bruce T. Rougraff, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med, 1986

D Kevin Scheid, MD
OrthoIndy

Orthopedic Surgery

Indiana U School of Med, 1984

Aali Shah, MD
OrthoIndy

Anesthesiology 

U of Kansas School of Med

Kevin K. Sigua, MD
OrthoIndy

Physical Medicine & Rehab

Ross University Dominica, 

2000

Andrew P. Smithka, MD
OrthoIndy

Anesthesiology 

Loyola University Chicago Sch 

of Med

Michele M. Spolyar, MD
OrthoIndy

Hospitalist

Indiana U Sch of Med, 1997

Kyle N. Seudeal, MD
Indy Southside Surgical

General Surgery

Wayne St U Sch of Med, 2012

Alex J. Susott, MD
Community Anesthesia Asso.

Anesthesiology 

Indiana U Sch of Med

James P. Treadway, MD
OrthoIndy

Anesthesiology 

Indiana U Sch of Med, 2002

George L. Vestermark, MD
OrthoIndy

Orthopedic Surgery

Indiana U Sch of Med,  2013

Matthew R. Walker, MD
OrthoIndy

Orthopedic Surgery

U of Illinois, Chicago, 2012

Clement D. Wang, MD
OrthoIndy

Anesthesiology 

Indiana U Sch of Med, 1991

Mboumi I. Wanko, MD
Indy Southside Surgical

General Surgery

SUNY Upstate, 2013

Lauren A. Zanotti, MD
OrthoIndy

Anesthesiology 

U of Oklahoma C of Med

Residents
Megan Duffy, MD
Pediatrics  

Medical College of WI, 2017

Holly D. Storm, MD
Obstetrics and Gynecology

Marian School of Osteopathic 

Medicine, 2017 



https://www.goodmancampbell.com
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THERESA ROHR-KIRCHGRABER , MD
Theresa Rohr-Kirchgraber, MD, Profes-
sor of Clinical Medicine and Pediatrics,  
has been awarded an IU School of Med-
icine IU Trustee Teaching Award 2020. 
This award recognizes her outstanding 
teaching and leadership and its impact 
on learners in IU School of Medicine.

RICK C . SASSO , MD 
Rick C. Sasso MD, Indiana Spine Group, 
co-authored a manuscript published 
in the peer-reviewed Journal of the 
American Academy of Orthopaedic Sur-
geons. The study reports the results of 
a multi-center, prospective, randomized 
trial of fusion rates for patients with 

degenerative spondylolisthesis.

Park DK, Roberts R, Arnold P, Kim DH, Sasso R, Baker 
KC, Fischgrund JS: Lumbar spine fusion rates with local 
bone in posterolateral and combined posterolateral and 
interbody approaches. J Am Acad Orthop Surg Glob Res 
Rev 3: e018, 2019.

 IN MEMORIAM

CHARLES A . BONSETT, MD 
Dr. Charles A. Bonsett, passed away at the age 98 after a brief illness just shy of his 99th birthday. 
Charles attended School 62 and was a 1939 graduate of Arsenal Technical High School. After high 
school, he completed one year at Butler University. He ended up only completing one year because 
of his Army service in WW2. He served in the Pacific theater in the capacity of field communica-
tions, drawing on radio electronic skills acquired while in high school.

Returning home at the conclusion of the war, he resumed his studies at Butler University. Charles 
then went to the Indiana University School of Medicine graduating in 1952. After completing his 
internship at Methodist Hospital, he did a residency in Neurology at Indiana University, where he later became a clinical 
professor of neurology. At the completion of his residency in 1956, he joined the staff of the newly opened Community 
Hospital on the eastside of Indianapolis, as well as serving on the staff of St. Francis Hospital.

In addition to his medical practice, he directed the Muscular Dystrophy Clinic at Indiana University for 30 years. Dr. Bon-
sett undertook a primarily locally funded research program to find a treatment for muscular dystrophy that spanned over 
more than three decades. This research led to FDA approved clinical trials of a treatment that, although demonstrating 
promising results, only recently has generated follow-on research at Victoria University in Melbourne, Australia. He also 
served as an expert medical witness for the Social Security Administration.

His keen interest in medical history led to his championing the preservation of the Old Pathology Building on the Central 
State Hospital campus. This building was both the site of part of his medical education and later the venue for his muscu-
lar dystrophy research laboratory. The Old Pathology Building now houses the Indiana Medical History Museum, which 
he helped to establish. He was a prolific writer on Indiana medical history, contributing a long-running monthly column 
for publications of the Indiana State Medical Association. 
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St. Vincent Womens:   MFM Ultra Sound Series  Quarterly 1-4 pm 
St. Vincent Simulation Center: Sim Debriefing Essentials 12x/Year
St. Vincent Simulation Center: PMCH Crisis Management 12x/Year

ONLINE EVENTS
Indiana School of Medicine
Indiana University School of Medicine is committed to providing valuable educational 
opportunities. Many of our educational activities usually offered as face-to-face meetings, 
have now transitioned to a virtual format in an effort to keep healthcare teams connected 
and engaged during the COVID-19 pandemic. 
    Current Virtual Series actives open to the public: 
 Grand Rounds: Dermatology, Gastroenterology, Medicine, Pathology, 
 Pediatric, Psychiatry, Otolaryngology, OBGYN 
 Project ECHOs: Cancer Prevention & Survivorship Care, Integrated Pain 
 Management
 Education & Research: Child Neurology, Clinical Research Ed, Faculty Devel.
 Simulation, IU Health Pathology Digital Imaging, Neonatal & Prenatal Ed, 
 Pulmonary Research 
    Schedule of activities, visit https://iu.cloud-cme.com

2020 Live Events 
Sept 26 ASCO Review, Hine Hall, University Conf Center, Indianapolis, IN 
Oct 9 23rd Annual IU Gastroenterology Hepatology Update, IN History Center

For more detailed information, please visit the events page. 

WEEKLY EVENTS 
Day of the Week Event

Monday   St. Vincent: General Cardiology 7-8 am 

Tuesday  St. Vincent: Trauma Case 12-1 pm 

  St. Vincent Womens: Neonatology Journal Club  
  (every other month) 12-1 pm 

Wednesday St. Vincent: CCEP 7-8 am 
  St. Vincent Heart Center: Intervention Cardiol 
  ogy 7-8 am 
  St. Vincent: Advanced Heart Failure 7-8 am 
  St. Vincent: Surgery Didactics 7:30-8:30 am 
  St. Vincent: Surgery M&M 6:30-7:30 am 

Thursday  St. Vincent PMCH: Pediatric Cardiothoracic   
  Surgery & Cardiology Conf. 12-1 pm 
  St. Vincent OrthoIndy: Fractures 8-9 am 
  
   
Friday 

1st Week of the Month

2nd Week of the Month

3rd Week of the Month

4th Week of the Month

Annual

TUESDAY 

Community North: Breast 
Cancer Conf. 7-8 am

Community East: Medical GR 
1-2 pm 
Community South General 
CHS 12-1 pm 

Community North: Breast 
Cancer Conf. 7-8 am
Community South: South 
Thoracic 8-9 am 
Community South: South 
Molecular 5-6 pm 

Community East: Breast Can-
cer Conf. 7-8 am

WEDNESDAY 

Community East: CHE Admin 
Conf. 12-1 pm
Community North: Psychiatry 
GR 12:30-1:30 pm 
Community North: Chest 
Cancer Conf. 7-8 am 
Community Heart & Vascular: 
Imaging Conf. 7-8 am 

Community North: GI/Oncol-
ogy Conf. 7-8 am 
Community Heart & Vascular: 
M&M Conf. 7-8 am 
Community South: Breast 
Cancer Conf. 8-9 am 
St. Vincent Simulation Center: 
Pediatric GR 12-1 pm 
St. Vincent Womens: Neonatol-
ogy GR 12-1 pm 

Community North: Psychiatry 
GR 12:30-1:30 pm
Community North: Melanoma 
7:30-8:30 am 
Community Heart & Vascular: 
CV Conf. 7-8 am

Community North: GI/Oncol-
ogy Conf. 7-8 am
Community Heart & Vascular: 
Disease Manage Conf. 7-8 am
St. Vincent Womens: Perinatal 
Case 7-8 am 

THURSDAY

St. Vincent: Electrocardiograph 
Conf. 7-8 am 

St. Vincent Heart Center: Car-
diac, Medical, Surgery 7-8 am 

FRIDAY

Community North: Forum 
7-8 am
Community South: South Case 
Presentations 12-1 pm 

Community North: Gynecolog-
ical/Oncology Conf. 7-8 am 

Community North: GU Conf. 
7-8 am 
Community South: South Case 
Presentations 12-1 pm

MONTHLY EVENTS

IMS is not responsible for the events listed.  We recommend that before attending any CME/Confer-
ence events that you check with the provider to confirm the program is still available. 

https://indymedicalsociety.org/imsevents/
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Taha Shipchander (2021)
Jodi L. Smith (2022)
Eric E. Tibesar (2020)
John J. Wernert (2020)
H. Jeffrey Whitaker (2020)
Steven L. Wise (2021)

Ranai Abbasi (2021)
Laurie L. Ackerman (2022)
Jeffrey L. Amodeo (2021)
Nicholas M. Barbaro (2019) 
Brian D. Clarke (2020) 
Richard Feldman (2021)

Doris Hardacker (2021)
Brian S. Hart (2020)
Kyle Jamison (2021)
David A. Josephson (2020)
Penny W. Kallmyer (2020)
John E. Krol (2020)

Daniel E. Lehman (2020)
James Leland (2022)
Christopher Mernitz (2021)
Martina F. Mutone (2021)
Ingrida I. Ozols (2020)
Scott E. Phillips (2022)

Richard H. Rhodes (2020)
Theresa Rohr-Kirchgraber  
(2022)
Jason K. Sprunger (2020)
Richard M. Storm (2021)
Glenn A. Tuckman (2021)

Maureen Watson(2022)

*Several open positions, 
contact EVP if interested.

off icers 2020

board of d irectors 2020
Terms End with Year in Parentheses

Ann Marie Hake, Chair and Mercy O. Obeime, Vice Chair

past pres idents ’ council 2020
* Indicates Voting Board Members, Term Ends with Year in Parentheses

delegates 
Delegates to the Annual State Convention 

The year shown in parentheses indicates year in which the term expires following the conclusion of the ISMA Annual Convention.

alternate delegates 
Delegates to the Annual State Convention 

The year shown in parentheses indicates year in which the term expires following the conclusion of the ISMA Annual Convention.

ind iana state medical association

At-Large Member
David R. Diaz

Trustees
David R. Diaz  (2020)
John C. Ellis  (2021) 

Alternate Trustees
Susan K. Maisel  (2022)
Richard H. Rhodes  (2021)

President
Robert Flint (2020)

Past Presidents 

John P. McGoff  
2017-2018

Jon D. Marhenke  
2007-2008

Bernard J. Emkes 
2000-2001

Peter L. Winters  
1997-1998

William H. Beeson  
1992-1993

George H. Rawls  
1989-1990

John D. MacDougall  
1987-1988

George T. Lukemeyer  
1983-1984

Alvin J. Haley  
1980-1981
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