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Indication
SHINGRIX is a vaccine indicated for prevention 
of herpes zoster (shingles) in adults aged 
50 years and older.
SHINGRIX is not indicated for prevention of 
primary varicella infection (chickenpox).
Important Safety Information
•  SHINGRIX is contraindicated in anyone with 

a history of a severe allergic reaction (eg, 
anaphylaxis) to any component of the vaccine 
or after a previous dose of SHINGRIX

•  Review immunization history for possible 
vaccine sensitivity and previous vaccination-
related adverse reactions. Appropriate 
medical treatment and supervision must be 
available to manage possible anaphylactic 
reactions following administration of 
SHINGRIX

•  In a postmarketing observational study, an 
increased risk of Guillain-Barré syndrome 
was observed during the 42 days following 
vaccination with SHINGRIX

•  Syncope (fainting) can be associated with the 
administration of injectable vaccines, including 
SHINGRIX. Procedures should be in place to 
avoid falling injury and to restore cerebral 
perfusion following syncope

•  Solicited local adverse reactions reported in 
individuals aged 50 years and older were pain 
(78%), redness (38%), and swelling (26%)

•  Solicited general adverse reactions reported in 
individuals aged 50 years and older were myalgia 
(45%), fatigue (45%), headache (38%), shivering 
(27%), fever (21%), and gastrointestinal 
symptoms (17%)

THE OLDER 
THEY GET,
THE GREATER 
THE RISK
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Get resources to help your staff and patients at talkShingles.com

Age-related decline in 
immunity leads to a sharp 
increase in the incidence 
and complications of 
shingles.1,2 By age 85, the 
lifetime risk of shingles 
rises from 1:3 to 1:2.1,10

SHINGLES

Increasing age 
causes a natural 
decline in immunity.1

AGE IMMUNITY

As immune function declines, 
there is a reduction in the 
number and functionality of 
immune cells that prevent 
reactivation of VZV.1-3,7-9 

VZV=varicella zoster virus.

AS AGE INCREASES, SO DOES THE RISK OF SHINGLES1-3

The age-related decline in immunity is a real threat for your patients aged 50+ years.1-3

No matter how healthy they may look or feel, they’re at risk for shingles.1,4-7

NEARLY EVERYONE ≥50 YEARS OF AGE IS
AT RISK FOR SHINGLES1,11,12

99.5% of people ≥50 years old are infected with the 
varicella zoster virus.11 In 1 out of 3 people, the dormant 
virus reactivates and causes shingles—a blistering rash 
that can be excruciatingly painful.1,12

WHAT CAN YOU DO ABOUT SHINGLES? VACCINATE.
Talk to your appropriate patients about SHINGRIX, the vaccine proven to help prevent 
shingles in patients 50 years of age and older.13

©2021 GSK or licensor.
SGXJRNA210080 September 2021  
Produced in USA.  

Trademarks owned or licensed by GSK.

Please see Brief Summary of 
Prescribing Information for SHINGRIX 
on the following pages.
References: 1. CDC. MMWR. 2008;57(RR-5):1-30. 2. Kimberlin DW, 
Whitley RJ. N Engl J Med. 2007;356(13):1338-1343. 3. Levin MJ. Curr 
Opin lmmunol. 2012;24(4):494-500. 4. Mahalingam R, et al. N Engl J 
Med. 1990;323(10):627-631. 5. Lungu O, et al. Proc Natl Acad Sci USA. 
1995;92(24):10980-10984. 6. Furuta Y, et al. J Infect Dis. 1992;166(5):1157-
1159. 7. Weinberg A, et al. J Infect Dis. 2010;201 (7):1024-1030. 8. Chlibek R, 
et al. Vaccine. 2014;32(15):1745-1753. 9. Patterson-Bartlett J, et al. Vaccine. 
2007;25(41):7087-7093. 10. Schmader K. Clin Infect Dis. 2001;32:1481-1486. 
11. Kilgore PE, et al. J Med Virol. 2003;70(suppl 1):S111-S118. 12. Kawai K, 
et al. BMJ Open. 2014;4(6):e004833. doi:10.1136/bmjopen-2014-004833. 
13. Prescribing Information for SHINGRIX.

Important Safety Information (cont’d)

•  The data are insufficient to establish if there 
is vaccine-associated risk with SHINGRIX in 
pregnant women

•  It is not known whether SHINGRIX is excreted 
in human milk. Data are not available to assess 
the effects of SHINGRIX on the breastfed infant 
or on milk production/excretion

•  Vaccination with SHINGRIX may not result 
in protection of all vaccine recipients
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BRIEF SUMMARY

SHINGRIX (Zoster Vaccine Recombinant, Adjuvanted)

The following is a brief summary only; see full prescribing 
information for complete product information.

1 INDICATIONS AND USAGE

SHINGRIX is a vaccine indicated for prevention of herpes zoster (HZ) 
(shingles) in adults aged 50 years and older.

Limitations of Use:

•  SHINGRIX is not indicated for prevention of primary varicella 
infection (chickenpox).

2 DOSAGE AND ADMINISTRATION

2.2 Administration Instructions 

For intramuscular injection only.

After reconstitution, administer SHINGRIX immediately or store 
refrigerated between 2° and 8°C (36° and 46°F) and use within 
6 hours. Discard reconstituted vaccine if not used within 6 hours.

2.3 Dose and Schedule

Two doses (0.5 mL each) administered intramuscularly according 
to the following schedule:

•  A � rst dose at Month 0 followed by a second dose administered 
2 to 6 months later.

4 CONTRAINDICATIONS

Do not administer SHINGRIX to anyone with a history of a severe 
allergic reaction (e.g., anaphylaxis) to any component of the vaccine 
or after a previous dose of SHINGRIX [see Description (11) of full 
prescribing information].

5 WARNINGS AND PRECAUTIONS

5.1 Preventing and Managing Allergic Vaccine Reactions

Prior to administration, the healthcare provider should review the 
immunization history for possible vaccine sensitivity and previous 
vaccination-related adverse reactions. Appropriate medical treatment 
and supervision must be available to manage possible anaphylactic 
reactions following administration of SHINGRIX.

5.2 Guillain-Barré Syndrome (GBS)

In a postmarketing observational study, an increased risk of GBS 
was observed during the 42 days following vaccination with 
SHINGRIX [see Adverse Reactions (6.2)].

5.3 Syncope 

Syncope (fainting) can be associated with the administration of 
injectable vaccines, including SHINGRIX. Syncope can be 
accompanied by transient neurological signs such as visual 
disturbance, paresthesia, and tonic-clonic limb movements. 
Procedures should be in place to avoid falling injury and to restore 
cerebral perfusion following syncope.

6 ADVERSE REACTIONS

6.1 Clinical Trials Experience

Because clinical trials are conducted under widely varying conditions, 
adverse reaction rates observed in the clinical trials of a vaccine 
cannot be directly compared with rates in the clinical trials of another 
vaccine and may not re� ect the rates observed in practice. There is 
the possibility that broad use of SHINGRIX could reveal adverse 
reactions not observed in clinical trials.

Adults Aged 50 Years and Older

Overall, 17,041 adults aged 50 years and older received at least 1 
dose of SHINGRIX in 17 clinical studies.

The safety of SHINGRIX was evaluated by pooling data from 2 
placebo-controlled clinical studies (Studies 1 and 2) involving 29,305 
subjects aged 50 years and older who received at least 1 dose of 
SHINGRIX (n = 14,645) or saline placebo (n = 14,660) administered 
according to a 0- and 2-month schedule. At the time of vaccination, 
the mean age of the population was 69 years; 7,286 (25%) subjects 
were aged 50 to 59 years, 4,488 (15%) subjects were aged 60 to 69 
years, and 17,531 (60%) subjects were aged 70 years and older. Both 
studies were conducted in North America, Latin America, Europe, 
Asia, and Australia. In the overall population, the majority of subjects 
were White (74%), followed by Asian (18%), Black (1.4%), and other 
racial/ethnic groups (6%); 58% were female.

Solicited Adverse Reactions: In Studies 1 and 2, data on solicited local 
and general adverse reactions were collected using standardized diary 
cards for 7 days following each vaccine dose or placebo (i.e., day of 
vaccination and the next 6 days) in a subset of subjects (n = 4,886 
receiving SHINGRIX, n = 4,881 receiving placebo with at least 1 

documented dose). Across both studies, the percentages of subjects 
aged 50 years and older reporting each solicited local and general 
adverse reaction following administration of SHINGRIX (both doses 
combined) were pain (78%), redness (38%), and swelling (26%); and 
myalgia (45%), fatigue (45%), headache (38%), shivering (27%), fever 
(21%), and gastrointestinal symptoms (17%).

The reported frequencies of speci� c solicited local adverse reactions 
and general adverse reactions (overall per subject), by age group, 
from the 2 studies are presented in Table 1.

Table 1. Percentage of Subjects with Solicited Local and 
General Adverse Reactions within 7 Daysa of Vaccination in 
Adults Aged 50 to 59 Years, 60 to 69 Years, and 70 Years and 
Olderb (Total Vaccinated Cohort with 7-Day Diary Card)

Adverse
Reactions

Aged 50-59 
Years

Aged 60-69 
Years

Aged ≥70 
Years

SHINGRIX Placeboc SHINGRIX Placeboc SHINGRIX Placeboc

Local 
Adverse
Reactions

n = 1,315
%

n = 1,312
%

n = 1,311
%

n = 1,305
%

n = 2,258
%

n = 2,263
%

Pain 88 14 83 11 69 9
Pain, 
Grade 3d 10 1 7 1 4 0.2

Redness 39 1 38 2 38 1
Redness, 
>100 mm 3 0 3 0 3 0

Swelling 31 1 27 1 23 1
Swelling, 
>100 mm 1 0 1 0 1 0

General 
Adverse 
Reactions

n = 1,315
%

n = 1,312
%

n = 1,309
%

n = 1,305
%

n = 2,252
%

n = 2,264
%

Myalgia 57 15 49 11 35 10
Myalgia, 
Grade 3e 9 1 5 1 3 0.4

Fatigue 57 20 46 17 37 14

Fatigue, 
Grade 3e 9 2 5 1 4 1

Headache 51 22 40 16 29 12
Headache, 
Grade 3e 6 2 4 0.2 2 0.4

Shivering 36 7 30 6 20 5
Shivering, 
Grade 3e 7 0.2 5 0.3 2 0.3

Fever 28 3 24 3 14 3
Fever, 
Grade 3f 0.4 0.2 1 0.2 0.1 0.1

GIg 24 11 17 9 14 8
GI, 
Grade 3e 2 1 1 1 1 0.4

Total vaccinated cohort for safety included all subjects with at 
least 1 documented dose (n).
a 7 days included day of vaccination and the subsequent 6 days.
b  Data for subjects aged 50 to 59 years and 60 to 69 years are based 

on Study 1. Data for subjects 70 years and older are based on pooled 
data from Study 1: NCT01165177 and Study 2: NCT01165229.

c Placebo was a saline solution.
d  Grade 3 pain: De� ned as signi� cant pain at rest; prevents 

normal everyday activities.
e  Grade 3 myalgia, fatigue, headache, shivering, and GI: De� ned 

as preventing normal activity.
f   Fever de� ned as ≥37.5°C/99.5°F for oral, axillary, or tympanic 

route, or ≥38°C/100.4°F for rectal route; Grade 3 fever de� ned 
as >39.0°C/102.2°F.

g  GI = Gastrointestinal symptoms including nausea, vomiting, 
diarrhea, and/or abdominal pain.

The incidence of solicited local and general reactions was lower 
in subjects aged 70 years and older compared with those aged 
50 to 69 years.

The local and general adverse reactions seen with SHINGRIX had 
a median duration of 2 to 3 days.

(continued on next page)
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There were no differences in the proportions of subjects reporting 
any or Grade 3 solicited local reactions between Dose 1 and 
Dose 2. Headache and shivering were reported more frequently 
by subjects after Dose 2 (28% and 21%, respectively) compared 
with Dose 1 (24% and 14%, respectively). Grade 3 solicited 
general adverse reactions (headache, shivering, myalgia, and 
fatigue) were reported more frequently by subjects after Dose 2 
(2.3%, 3%, 4%, and 4%, respectively) compared with Dose 1 
(1.4%, 1.4%, 2.3%, and 2.4%, respectively).

Unsolicited Adverse Events: Unsolicited adverse events that 
occurred within 30 days following each vaccination (Day 0 to 29) 
were recorded on a diary card by all subjects. In the 2 studies, 
unsolicited adverse events occurring within 30 days of 
vaccination were reported in 51% and 32% of subjects who 
received SHINGRIX (n = 14,645) or placebo (n = 14,660), 
respectively (Total Vaccinated Cohort). Unsolicited adverse events 
that occurred in ≥1% of recipients of SHINGRIX and at a rate at 
least 1.5-fold higher than placebo included chills (4% versus 
0.2%), injection site pruritus (2.2% versus 0.2%), malaise (1.7% 
versus 0.3%), arthralgia (1.7% versus 1.2%), nausea (1.4% versus 
0.5%), and dizziness (1.2% versus 0.8%).

Gout (including gouty arthritis) was reported by 0.18% (n = 27) 
versus 0.05% (n = 8) of subjects who received SHINGRIX or 
placebo, respectively, within 30 days of vaccination; available 
information is insuf� cient to determine a causal relationship
with SHINGRIX.

Serious Adverse Events (SAEs): In the 2 studies, SAEs were 
reported at similar rates in subjects who received SHINGRIX 
(2.3%) or placebo (2.2%) from the � rst administered dose up to 
30 days post-last vaccination. SAEs were reported for 10.1% of 
subjects who received SHINGRIX and for 10.4% of subjects who 
received placebo from the � rst administered dose up to 1 year 
post-last vaccination. One subject (<0.01%) reported 
lymphadenitis and 1 subject (<0.01%) reported fever greater than 
39°C; there was a basis for a causal relationship with SHINGRIX.

Optic ischemic neuropathy was reported in 3 subjects (0.02%) 
who received SHINGRIX (all within 50 days after vaccination) and 
0 subjects who received placebo; available information is 
insuf� cient to determine a causal relationship with SHINGRIX.

Deaths: From the � rst administered dose up to 30 days post-last 
vaccination, deaths were reported for 0.04% of subjects who 
received SHINGRIX and 0.05% of subjects who received placebo 
in the 2 studies. From the � rst administered dose up to 1 year 
post-last vaccination, deaths were reported for 0.8% of subjects 
who received SHINGRIX and for 0.9% of subjects who received 
placebo. Causes of death among subjects were consistent with 
those generally reported in adult and elderly populations.

Potential Immune-Mediated Diseases: In the 2 studies, new onset 
potential immune-mediated diseases (pIMDs) or exacerbation of 
existing pIMDs were reported for 0.6% of subjects who received 
SHINGRIX and 0.7% of subjects who received placebo from the � rst 
administered dose up to 1 year post-last vaccination. The most 
frequently reported pIMDs occurred with comparable frequencies in 
the group receiving SHINGRIX and the placebo group.

Dosing Schedule: In an open-label clinical study, 238 subjects 50 
years and older received SHINGRIX as a 0- and 2-month or 0- and 
6-month schedule. The safety pro� le of SHINGRIX was similar when 
administered according to a 0- and 2-month or 0- and 6-month 
schedule and was consistent with that observed in Studies 1 and 2.

6.2 Postmarketing Experience

The following adverse reactions have been identi� ed during 
postapproval use of SHINGRIX. Because these reactions are 
reported voluntarily from a population of uncertain size, it is not 
always possible to reliably estimate their frequency or establish a 
causal relationship to the vaccine.

General Disorders and Administration Site Conditions

Decreased mobility of the injected arm which may persist for 1 or 
more weeks.

Immune System Disorders

Hypersensitivity reactions, including angioedema, rash, and urticaria.

Nervous System Disorders

Guillain-Barré syndrome.

Postmarketing Observational Study of the Risk of Guillain-Barré
Syndrome following Vaccination with SHINGRIX

The association between vaccination with SHINGRIX and GBS was 
evaluated among Medicare bene� ciaries aged 65 years or older. 
Using Medicare claims data, from October 2017 through February 
2020, vaccinations with SHINGRIX among bene� ciaries were 

identi� ed through National Drug Codes, and potential cases of 
hospitalized GBS among recipients of SHINGRIX were identi� ed 
through International Classi� cation of Diseases codes.

The risk of GBS following vaccination with SHINGRIX was assessed 
in self-controlled case series analyses using a risk window of 1 to 42 
days post-vaccination and a control window of 43 to 183 days 
post-vaccination. The primary analysis (claims-based, all doses) 
found an increased risk of GBS during the 42 days following 
vaccination with SHINGRIX, with an estimated 3 excess cases of 
GBS per million doses administered to adults aged 65 years or older. 
In secondary analyses, an increased risk of GBS was observed
during the 42 days following the � rst dose of SHINGRIX, with an 
estimated 6 excess cases of GBS per million doses administered to 
adults aged 65 years or older, and no increased risk of GBS was 
observed following the second dose of SHINGRIX. These analyses
of GBS diagnoses in claims data were supported by analyses of 
GBS cases con� rmed by medical record review. While the results 
of this observational study suggest a causal association of GBS 
with SHINGRIX, available evidence is insuf� cient to establish a 
causal relationship.

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

The data are insuf� cient to establish if there is vaccine-associated 
risk with SHINGRIX in pregnant women [see Use in Specifi c 
Populations (8.1) of full prescribing information].

8.2 Lactation

Risk Summary

It is not known whether SHINGRIX is excreted in human milk. Data 
are not available to assess the effects of SHINGRIX on the breastfed 
infant or on milk production/excretion [see Use in Specifi c 
Populations (8.2) of full prescribing information].

8.5 Geriatric Use

Adults Aged 60 Years and Older

Of the total number of subjects who received at least 1 dose of 
SHINGRIX in Studies 1 and 2 (n = 14,645), 2,243 (15%) were aged
60 to 69 years, 6,837 (47%) were aged 70 to 79 years, and 1,921 
(13%) were 80 years and older. There were no clinically meaningful 
differences in ef� cacy across the age groups [see Clinical Studies 
(14.1, 14.2, 14.3) of full prescribing information].

The frequencies of solicited local and general adverse reactions in 
subjects aged 70 years and older were lower than in younger adults 
(aged 50 through 69 years). [See Adverse Reactions (6.1).]

17 PATIENT COUNSELING INFORMATION

•  Inform patients of the potential bene� ts and risks of immunization 
with SHINGRIX and of the importance of completing the 2-dose 
immunization series according to the schedule.

•  Inform patients about the potential for adverse reactions that have 
been temporally associated with administration of SHINGRIX.

•  Provide the Vaccine Information Statements, which are available
free of charge at the Centers for Disease Control and Prevention 
(CDC) website (www.cdc.gov/vaccines).

Trademarks are owned by or licensed to the GSK group
of companies.

Manufactured by GlaxoSmithKline Biologicals
Rixensart, Belgium, U.S. License 1617, and
Distributed by GlaxoSmithKline
Research Triangle Park, NC 27709

©2021 GSK group of companies or its licensor.
July 2021 SHX:6BRS

©2021 GSK or licensor.
SGXJRNA210080 September 2021 
Produced in USA.
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M anaging and motivating patients with chronic conditions 
such as diabetes, heart disease, obesity, and others is one 
of the major clinical challenges facing physicians. It has 

reimbursement consequences for physicians who are working in 
risk-based models, and it goes to the core of why most physi-
cians went into this calling: to help patients become healthier. 

But helping patients with their chronic conditions cab be 
complex, frustrating and at times, frankly, hopeless. Diabetes, 
for example, is a condition that requires constant attention to 
managing blood sugar levels, taking medications, and making 
lifestyle changes. Many patients understandably struggle to 
adhere to their recommended treatment plan.

“Patients are so agreeable most of the time that when the 
plan comes up, they’re like, ‘Yeah, I can do that.’ Then reality 
sets in when they get home,” says Teresa Lovins, M.D., FAAFP, a 
family physician in Columbus, Indiana, who we interviewed for 
our cover story.

Patient motivation is a major challenge. Patients with 
chronic conditions often feel overwhelmed and frustrated 
by the demands of the condition, which can lead to feelings 
of hopelessness and apathy. As a physician, it is important to 
recognize and address these emotions, as they can significantly 
impact a patient’s ability to manage their diabetes effectively.

Our cover story in this month’s Medical Economics focuses on 
how physicians can take on these patients’ challenges and help 
them achieve tangible results and better outcomes. Improving 
adherence starts with developing personalized treatment plans 
that consider their individual needs and preferences, but the 
process doesn’t end there. Our cover story goes deep on this 
topic — you won’t want to miss it. 

In other content, we have an in-depth special report on med-
ical malpractice, a topics that keeps most physicians up at night. 
Our coverage discusses how physicians can prevent a lawsuit, 
but if the unthinkable does happen, our experts have provable 
strategies to defend yourself and protect your career.

If you have feedback on our coverage, or if you have ideas of 
stories we should pursue, don’t hesitate to reach out to Editorial 
Director Chris Mazzolini at cmazzolini@mjhlifesciences.com.

Mike Hennessy Jr., President and CEO of MJH Life Sciences®

Earning 
adherence
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New business and fi nance content 
for physicians — on demand
Medical Economics and Medical World News™ are 
pleased to introduce three new programs that will 
provide physicians with the business, personal fi nance 
and investing content they need to succeed in today’s 
challenging health care environment.

Every Wednesday, go to MedicalWorldNews.com 
and check out a new episode from one of these shows 
below, covering the gamut of health care trends, 
practice management best practices and fi nancial 
advice from experts.

What’s coming next in the busi-
ness of medicine? “Medical Eco-
nomics Pulse ™” features engaging 
interviews with expert guests on 
the pressing challenges facing 
physicians, tied around exclusive 
physician survey data that tackle 
the major trends impacting the 
market today and into tomorrow. 
Burnout, new practice models, 
reimbursement forecasts and 
more trends physicians must learn 
about to succeed.

Running a medical practice has 
never been more challenging. 
“Inside the Practice”™ taps the 
leading experts in practice admin-
istration to provide crash courses 
into the most vexing challenges 
facing practices today, including 
practice fi nances, technology, cod-
ing/documentation, staff  retention 
and more. “Inside the Practice”™

focuses on the beyond-the-class-
room business training physicians 
don’t receive in medical school. 

“Physicians Money Digest®: 
On-Air” is the best source for 
practical, forward-looking, 
and insightful content to help 
physicians meet their fi nancial 
goals. Our fi nancial experts will 
answer audience questions and 
off er timely guidance physicians 
can invest in, providing the 
latest analysis and intelligence 
when it comes to markets, 
investing, retirement planning 
and much more. 

CHECK OUT 
PHYSICIANS MONEY DIGEST®: 
ON AIR:
https://www.medicalworldnews.
com/series/physician-
s-money-digest-on-air/
season-1

CHECK OUT 
INSIDE THE PRACTICE™

https://www.medicalworldnews.
com/series/medical-
economics-inside-the-practice/
season-1

CHECK OUT 
MEDICAL ECONOMICS PULSE™

https://www.medicalworldnews.
com/series/medical-
economics-pulse/
season-1
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By  Jordan Rosenfeld, Contributing Author

PHYSICIAN’S 
MONEY DIGEST 

P hysicians may have greater earning 
potential than many other profes-
sionals, but they often also have 
greater debt and fi nancial burdens. 
When it’s time to think about sav-
ing for the children’s college years, 
the stakes can seem overwhelming. 

However, there are many strategies doctors can use 
to put kids through school without racking up more 
debt or sacrifi cing their own fi nancial goals.

Alissa Krasner Maizes, an attorney, registered 
investment adviser and founder of Amplify My 

BEST WAYS 
TO SAVE FOR 
KIDS’ COLLEGE 
EDUCATION

A GUIDE FOR 
PHYSICIANS

Wealth, off ers a counterintuitive word of advice: 
“Physicians should prioritize their own fi nances 
before they think of their kids’ needs” because 
“there are no loans for retirement, but there are 
other choices for college. Think about the life 
you want to live and look at your goals in their 
entirety.”

529 plans
The best-known option for those with young 
children is a state-sponsored 529 account, which 
allows you to put money aside for their college 
costs by designating them as the plan’s benefi ciary. 
“Some of the advantages are that you can invest 
that money and not pay taxes on the earnings, 
and as long as it’s used for qualifi ed [educational] 
expenses, you don’t pay tax on that,” Maizes says.

Another advantage is that if the money goes 
unused after 15 years, it can be rolled over to the 
benefi ciary through Roth IRA contributions. Addi-
tionally, Maizes points out, “someone else in your 
family may be interested in funding one for your 
kids. Grandparents, when they can aff ord it, often 
love to fund a 529.”

However, there are also downsides to these 
plans, according to Sean M. Duncan, certifi ed 

pogonici/Stock.Adobe.com
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PHYSICIAN’S MONEY DIGEST / SAVING FOR COLLEGE

public accountant, president of 
SMB Consulting and Accounting 
and founder of Chief Proactive 
Advisors. “With a 529, you’re 
putting money in that’s supposed 
to grow. But we have seen college 
costs outpacing investment returns 
and inflation.” 

Moreover, because 529s are 
typically state-based, “if your child 
decides they want to go to college 
outside the state, that may not 
help you,” says Tanisha Coffey, a 
principal broker and business and 
financial strategist at Rock Solid 
Financial. And if you move to away 
from the state where your 529 orig-
inated, you may not be able to take 
the state income tax deduction or 
tax credit for previous contribu-
tions to the plan.

Indexed universal  
life insurance 
A lesser known but often used 
college- and tax-saving strategy is 
to fund an indexed universal life 
insurance (IUL). Although most 
people think of insurance as some-
thing beneficiaries receive after the 
insured is deceased, IUL policies 
allow you to take out money you’ve 
invested as a loan — on a tax-de-
ferred basis — and still earn on the 
policy, Coffey explains: “When you 
put your money into an IUL, it can 
grow tax-free. But, unlike a 529, or 
some other options out there, you 
can do whatever you want with the 
money; there’s no requirement that 
it has to be used for education.” 
This is especially helpful if your 
child decides they want to go to a 
trade school or take some form of 
nontraditional training.

These policies make the most 
sense for individuals planning for 
the longer term, not “for somebody 
who’s got a 15-year-old who’s going 
to college in three years.” Because 
they are invested in the stock 
market, IULs reap the benefits of 
the market but don’t entail the 
same potential for loss as other 

market investments, Coffey says. 
“So, if the market goes up 14%, you 
have the ability to earn 14% that 
year. If the market goes down 8%, 
you don’t gain but you don’t lose, 
either.” If you’ve put $100,000 
into that policy, for example, you 
can take out money as needed, 
perhaps in $20,000 increments, to 
pay for college, and the money that 
remains in the policy will continue 
to grow.

Perhaps one of the most attrac-
tive features of these plans for 
physicians is that the money is pro-
tected from lawsuits and creditors. 
A malpractice lawsuit or settlement 
can’t touch an IUL policy.

High-yield savings accounts
For physician parents who start 
saving later, perhaps for a tween 
or teen, it may be a good idea to 
open a high-yield savings account. 
“Right now, these sound very 
attractive because the interest 
rates are finally high,” Maizes says. 
“I could see why someone would 
want to consider that if you have 
a child approaching college in the 
next few years; it’s a great place to 
put money because you don’t want 
to take the chance that the market 
fluctuates and the money is no 
longer there for the child.”

However, if your child can qual-
ify for financial aid, although this is 
unlikely given a physician’s salary, 
these accounts can work against 
them, Maizes observes. Addition-
ally, savings accounts, even high-
yield ones, don’t always keep up 
with inflation.

The more important ques-
tion when it comes to any of the 
options is, “What is your risk toler-
ance?” Maizes says. “It’s important 
that the physician feel comfortable 
with the way they’re investing 
money.”

Furthermore, anytime you’re 
trying to grow money for a long-
term goal, be it college or retire-
ment, “you should diversify the 

portfolio, says Duncan. “Don’t just 
drop it all into a 529, when you 
might be able to put half the money 
in and half the money in another 
vehicle that has more flexibility.”

Real estate
Something that Duncan has 
found to be quite lucrative for 
physician clients is real estate 
investment. “It’s a side hustle 
that generates cash, and there’s 
a specific strategy we use as the 
kids get into college.”

One option is to purchase, fix up 
and resell a home or building and 
use the profits to fund a 529, IUL 
or high-interest savings account. 
But if you know where your kid is 
going to school and can afford it, 
it’s a good idea to purchase a home 
in the area that can both serve as 
housing for the student and gener-
ate rental income.

“Your child can live in that 
house and then they can rent it 
to two or three roommates. Now 
there’s cash flow supporting this 
asset and you save on housing,” 
he says. The home can continue to 
generate income after the child has 
graduated or can be sold to pay the 
student’s college loans, if any.

Scholarships and grants
Lastly, don’t forget the sim-
ple, though time-consuming, 
process of combing through 
scholarships and grants, par-
ticularly those that are not tied 
to income, Duncan advises. 
There may be a grant for 
something your child has never 
considered: “Half of scholar-
ships for girls who play golf go 
unclaimed,” for instance, so you 
never know what you’ll find.

Whatever approach you take, 
the best strategy is to “focus 
on [what] gets you the highest 
yield.” To do so often means 
working with a dedicated finan-
cial planner who has experience 
in this area.
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By Todd Shryock, Managing Editor

PRACTICE 
MANAGEMENT

Value-based care is becoming 
increasingly popular with payers 
because it reimburses for out-
comes rather than services, putting 
a greater focus on the long-term 
health of the insured. Physicians 
have been slow to move away from 

traditional fee-for-service, but there are growing 
cost pressures in health care to reduce spending, 
and payers see value-based care as the best method 
to address the issue.

In order to entice more physicians to make the 
jump to value-based contracts, payers will often 
off er risk-adjusted models where the physician 
assumes some of the fi nancial risk but also shares 
in the savings. If a practice is effi  cient and invests in 
preventive care for its patients, revenue and profi t 
can be increased, but only if the right investments 
are made in technology and tracking.

Medical Economics spoke with Patrick Sulzberger, 
CPA, owner of Coding & Compliance Initiatives, 
about the pros and cons of risk-adjusted payment 
models and what a practice needs to do to be 
successful with them. The interview was edited for 
length and clarity.

Medical Economics: What are risk-adjusted 
payment models and why should physicians 
consider participating in them?

Patrick Sulzberger: If we think about how our 
health care systems have been glued together in 
the past, we’re in a model that the government 
and commercial insurance payers refer to as 

volume-based models, where every time we bill a 
CPT code, we’re getting paid a certain amount for 
that code that we’re billing. The concern from a 
payer’s perspective is, do we have enough incentive 
to be effi  cient with the way we run our health care 
business, bill for those services, and asked to be 
paid? The evolution of this is risk-based payment 
models that are asking us on the provider side to be 
willing to take some risk that we’re able to deliver 
good quality care in a cost-eff ective manner.

What risk-based models are saying is we recog-
nize in the industry that all patients are not equally 
complex. We have to have some way of paying 
providers in the health care system fairly for taking 
care of these patients across the spectrum. So 
someone who’s a very complex diabetic and maybe 
has chronic obstructive pulmonary disease isn’t 
going to cost the same as someone like me, who’s 
a wellness patient. What the industry is trying to 
get to is how much should it cost to take care of a 
patient based upon their complexity and risk? And 
so that’s what our fi rst step in the evolution of val-
ue-based health care is saying: How do we engage 
health care providers in being effi  cient while mak-
ing sure we’re paying them fairly for the complexity 
of the patient?

Medical Economics: For physicians who have 
never participated in a risk-based payment 
model, how do they get started? 

Sulzberger: The good news is most of their exist-
ing technology around their medical record system 
and their billing system is going to be just fi ne. What 

Getting started 
with risk-based 
payment models

Alpar/Stock.Adobe.com
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PRACTICE MANAGEMENT / RISK-BASED PAYMENT MODELS

we’re going to see though is a little 
more accountability around data 
collection and reporting around 
quality metrics and things like that. 
One of the ways to get started is for 
them to look at their major payer 
mix. What’s your proportion of 
Medicare, for example; what’s your 
proportion of Anthem or Blue Cross 
or United? Because many of the 
Medicare and commercial programs 
and even some of the state Medicaid 
programs are all very interested in 
the same thing, which is how do 
we engage the provider community 
with effi  ciency and quality? When 
you look at your payer mix, if, for 
example, you said 50% of my payer 
mix is Medicare, then you may want 
to reach out to Medicare and look at 
some of those Medicare Shared Sav-
ings Programs, which are typically 
in the form of an accountable care 
organization. And you can visit with 
Medicare, about how do I enroll to 
be engaged in this? 

Same thing: If you were 25% or 
30% commercial insurance, reach 
out to those bigger commercial 
payers and ask, how can we engage 
with you in value-based health 
care? Because what it can represent 
for those providers is an additional 
revenue stream.

I’d start with looking at your 
payer mix, look at those top two 
or three biggest payers and then 
contact them and ask what type of 
value-based programs do you have 
available for us? The good news is 
I’ve not found my clients needing 
a big investment in technology, but 
what you will fi nd is there’s more 
data collection, so you might have 
a little more administrative costs in 
those fi rst years as you’re ramping 
up to understand how to report.

Medical Economics: How is 
risk measured and how are 
payments typically calculated?

Sulzberger: There’s a variety of 
risk-based models out there, but 

one that’s very big is called hierar-
chical condition category codes, or 
HCCs. Medicare uses this, and all 
of their accountable care organiza-
tions and many commercial payers 
follow them. Those HCC categories 
tell us about a patient’s risk and 
they have what are called weights 
assigned to them. When we think 
about a risk factor, it’s a numeri-
cal score that tells you something 
about that patient’s complexity 
compared to the rest of the popula-
tion. If you and I were in the same 
insurance plan, and we were in a 
value-based program, the baseline 
or average in that population would 
have a risk level of, say, 1. So if I’m 
at point 5, then what that’s basically 
telling a payer is I’m about half as 
complex in my clinical conditions 
as the average in that population, 
so there’d be an expectation that 
I would cost less to take care of 
in the next 12 months based on 
that complexity. In those HCC 
categories, things like diabetes, 
obesity, and other types of chronic 
conditions have weights assigned 
to them. And those weights then 
go into a score, multiplied by an 
average cost in that population to 
tell us how much it should cost to 
take care of them.

The way that we would typically 
get paid is there’s actually multiple 
ways we can do it. But if we were 
in a value-based Shared Savings 
Program, then at the end of the 
year, we’re going to look at whether 
we were able to take care of this 
population of patients in a cost-
eff ective and quality manner and 
bring that cost down below that 
historical level. And if we are, then 
we get to share in that savings. For 
example, if we were in a population 
of 50,000 patients and it had cost 
$5 million to take care of them, 
and we’re now in a Shared Savings 
Program with some other organiza-
tions and we bring that cost down 
to $4 million, those payers are 
happy to share some of that 

$1 million savings back with all of 
us because they’re still to the good 
even if they share half of it back. 
So those HCC categories are really 
where the patient risk score comes 
from, and that maps from diagnosis 
codes and demographic data.

Medical Economics: What 
kind of fi nancial impact can 
practices expect to see from 
participating in risk-based 
payment models?

Sulzberger: There’s usually 
a ramp-up period as we get 
started and we learn about how 
to capture data and code better. 
With risk-based models, it’s the 
diagnosis coding that tells you 
about the patient’s condition. 
So we’re very used to the CPT 
coding, which drives the payment 
in a volume-based model. But in a 
value-based model, the diagnosis 
coding tells us about the complex-
ity of the patient and that’s what 
maps into these HCC categories 
that tell us about weights and com-
plexity and how much it should 
cost. I have clients that had been in 
value-based programs like shared 
savings now for say, six to seven 
years, and by year four, fi ve and 
six, in a group with 20 providers, 
I have some of my clients that are 
earning an additional $600,000 
to $800,000 a year in revenue to 
the group on the Shared Savings 
side in addition to their regular 
volume-based revenue streams. 
Depending on the type of program, 
there are chronic care management 
programs as well that you can get 
into in addition to potential risk-
based models with shared savings. 

The good news is, there are lots 
of opportunities, there are lots of 
diff erent ways to participate in 
value-based health care. Usually 
what I’ve seen though is you’ll 
have a little bit of a ramp-up as we 
learn how to capture data and man-
age and report on those chronic 
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RISK-BASED PAYMENT MODELS / PRACTICE MANAGEMENT

patients in a little more eff ective 
way, because we haven’t had to do 
that in the past. The doctors and 
clinicians have needed to take care 
of them, but we haven’t had to 
report on the data the same way. 
This is a long-term play.

Value-based health care, in my 
estimation, is here to stay, and I think 
Medicare is pretty clear about that. 
It’s worth a couple-year ramp-up 
when you’re thinking about your 
practice in fi ve, 10, 15 or 20 years.

Medical Economics: How 
long does it take to prepare a 
practice for these risk-adjusted 
payment models, and will they 
see positive results right away?

Sulzberger: You are not going to 
necessarily see positive fi nancial 
returns right away. It may be a 

couple of years before you’re really 
getting good at how to document 
and code to the highest specifi city 
or really manage those chronic 
patients more eff ectively from a 
reporting perspective. But I would 
say you give a good clinical team 
and revenue cycle team 12 to 18 
months of practice with this and 
they’re going to start becoming 
very profi cient, they’re going to 
understand where those strengths 
and weaknesses are, and they’re 
going to start really being able 
to roll more eff ectively moving 
forward. It’s really worth it because 
all of the payers right now that I’ve 
at least worked with, they’re not 
interested in negotiating on fees. 

What they’re going to say is if 
you want to increase your revenue 
stream, then you’re going to need 
to create value, which means you’re 

going to need to get into these 
value-based programs.

Medical Economics: Do you 
see these risk-based models 
becoming more prevalent in 
the future?

Sulzberger: Yes, I think that 
this is absolutely here to stay. 
And I think what you’re going to 
see is a migration where in the 
past, 100% of our revenue came 
from the volume-based payment 
model. I think you’re going to see 
that proportion go down to where 
maybe 80% is volume, 20% value; 
then 60%, volume, 40% as value. As 
we keep moving forward over the 
next decade or so, more and more 
of our revenue stream will come 
from these risk-based, value-based 
payments.
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“Medicine is not merely 
a science but an art,” 
the Renaissance phy-
sician and philoso-
pher Paracelsus once 
said. “The character 
of the physician may 

act more powerfully upon the patient than the drugs 
employed.”

That observation from 600 years ago remains 
true for today’s primary care doctors, particularly 
when it comes to helping patients manage chronic 

diseases. A doctor may understand the science 
behind treatments for diabetes or hypertension. But 
that knowledge does little good unless the patient 
sticks to a plan for managing their disease, whether 
it is exercising more or remembering to measure and 
record blood sugar levels. That is where the art of 
medicine comes in. 

“Physicians spend all this time getting educated, 
but we also have to be conscious of whether we’re 
talking to patients in a way that connects with 
them,” says Dustin Arnold, D.O., an internist who 
has practiced in Cedar Rapids, Iowa, for 25 years. 

CHRONIC 
CONDITIONS

MANAGING CHRONIC CONDITIONS

THE ADHERENCE 
CHALLENGE
By Jeff rey Bendix, Senior Editor
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Chronic diseases a  
growing problem
The need for patient adherence 
to treatment plans has never been 
greater — chronic diseases are 
becoming more widespread and 
deadly. According to the Centers 
for Disease Control and Preven-
tion, in 2018 nearly 52% of adults 
had at least one of the 10 most 
commonly diagnosed chronic 
conditions, and about 27% of 
adults had multiple chronic con-
ditions. The latter percentage was 
up from about 22% in 2001.

Similarly, a 2022 study from 
the National Center for Health 
Statistics found that mortality 
rates for several common chronic 
diseases, including heart disease, 
chronic lower respiratory dis-
eases, diabetes, chronic liver dis-
ease and kidney disease, increased 
from 2020 to 2021. 

At the same time, physicians 
confront a growing array of obsta-
cles to helping patients follow 

treatment plans, such as shorter 
appointment times, the spiraling 
costs of prescription drugs, and 
patients whose insurance coverage 
is inadequate for their health needs.

All this is in addition to the 
ever-present challenge of coax-
ing patients to change lifelong 
behaviors that may have caused, 
or exacerbated, the disease in the 
first place — never an easy task. 

Helping patients under-
stand disease management
Faced with these difficulties, how 
can primary care doctors best 
help patients adhere to a plan for 
managing their chronic disease 
or condition? Those experienced 
in treating such patients say it 
begins with ensuring the patient 
understands the disease and how 
and why it needs to be managed.

“The most essential first 
step is making sure the patient 
understands the rationale and 
importance of the treatment 

plan,” including the potential 
consequences of nonadherence, 
says Ryan Mire, M.D., MACP, an 
internist in Nashville, Tennessee, 
and president of the American 
College of Physicians.  

“To be able to explain to them 
why they’re taking these medica-
tions or on this type of diet, why 
they have to lose 20 pounds, it all 
plays a big role in getting patients 
to buy into their health care,” adds 
Daron Gersch, M.D., FAAFP, who 
practiced family medicine in Long 
Prairie, Minnesota, for 25 years.

Sometimes a patient’s lack of 
understanding of what is required 
to adhere to a plan is masked 
by their eagerness to appear on 
board with it and to please the 
doctor, says Teresa Lovins, M.D., 
FAAFP, a family physician in 
Columbus, Indiana. 

“Patients are so agreeable most 
of the time that when the plan 
comes up, they’re like, ‘Yeah, I 
can do that.’ Then reality sets in 
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when they get home that they have 
to do breathing treatment or use 
their inhaler several times a day, and 
they didn’t realize what that really 
entails,” Lovins says.

Building long-term 
relationships
Along with educating the patient, it 
is vital to establish a long-term rela-
tionship, doctors say. Doing so not 
only builds trust, but it also often 
reveals clues as to what motivates 
the patient — a crucial part of cop-
ing with chronic diseases.

“What I teach residents and try 
to follow throughout my career is 
first of all really getting to know the 
patient,” says Robert Juhasz, D.O., 
an internist affiliated with the Cleve-
land Clinic and former president of 
the American Osteopathic Associa-
tion. “That’s why I focus on getting 
a good history when I meet a patient 
for the first time, so I can under-
stand what’s going on with them.”

That understanding, he adds, also 
enables him to grasp the exter-
nal obstacles the patient faces in 
improving their health. “You can say 
you’d like to see them move toward 
a healthier diet, but if you think 
they don’t have access to nutritional 
food, you have to ask, ‘Is that goal 
something you think you could do? 
If not, what would get in the way?’ ”

Juhasz says he lets patients set 
the agenda for the visit in terms of 
what they see as its purpose and their 
expectations for it. Doing so, he says, 
provides important insights into the 
patient’s daily life, such as whether 
and how much they smoke or drink, 
if they are sexually active, the type of 
work they do and whether it exposes 
them to health risks.

“You may not be able to do all 
of this (what the patient wants) 
because we’re all time pressured 
these days, but it’s important to 
do as much as possible,” he adds. 
“Because if you don’t, you could 
miss the opportunity to know what 
motivates the patient to actually 

make changes in their life.” 
Building such relationships may 

not be easy during a brief appoint-
ment, but it is possible, says Gersch. 

“If a patient is coming in for a 
20-minute medication follow-up or 
their yearly physical, you can still 
build that trusting relationship, but 
it’s not going to happen over one 
or two visits,” he says. “It’s going 
to take a period of years before that 
patient feels comfortable enough to 
tell you they’ve only been taking a 
prescription medication once a day 
instead of three times because they 
can’t afford it.

“The ‘art’ aspect of medicine is a 
lot easier when you have that long-
term relationship,” he adds.

The ability to read a patient and 
know what style of doctoring they 
best respond to is also part of the 
art of medicine, says Arnold.

“I think to be successful at patient 
(adherence) requires the skill set to 
act paternally with some patients, 
meaning you make the decisions for 
them, and other times to be more 

fraternal and make the decisions 
together,” he says. “The doctors who 
are good at patient care are able to 
flip those roles depending on what 
works best for each patient.”

What motivates the patient?
Another advantage that comes from 
developing long-term relationships 
with patients, Arnold says, is uncov-
ering what they value and enjoy in 
life — key to developing a treatment 
plan the patient will stick with for 
the long term. He cites the example 
of one of his patients whose love 
of reading motivates them to keep 
their diabetes under control. 

“They don’t want to run marathons 
or lose weight, but to lose their vision 
due to the macular retinopathy that 
often comes with diabetes would be 
devastating,” he says.

Although not a primary care doc-
tor, dermatologist Gary Price, M.D., 
confronts many of the same diffi-
culties when it comes to changing 
patients’ behavior. But for Price, the 
task is persuading sun-worshiping 
patients with skin cancer to reduce 
their exposure to solar radiation. 
“Convincing them to do that can be 
a real challenge,” Price admits.

Like Arnold, Price tries to learn 
as much as he can about a patient to 
find what is important to them and 
use that information as a motiva-
tional tool. “When I ask many of my 
older patients, the answer often is 
something like seeing a grandchild 
graduate or the desire to remain 
physically active,” Price explains, 
“Once you understand what moti-
vates them, the reasons for avoiding 
heavy sun exposure can be put in 
that context.”

Sticking with the plan
Uncovering the patient’s goals is 
just the beginning, Price adds. After 
that, it is critical to regularly remind 
them of what they need to do. “One 
can talk about the importance of 
applying sunscreen, but the big 
challenge is getting them to put it 

“Most of us really 
care about our 
patients, and when 
they have a bad 
outcome it bothers 
us. You have to 
understand some 
patients are not 
going to change, but 
that doesn’t mean 
you quit.”
— Robert Juhasz, D.O., internist, 
the Cleveland Clinic 

CHRONIC CONDITIONS / EARNING ADHERENCE
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on when they get up every day. And 
if they continue experiencing heavy 
sun exposure, the challenge is get-
ting them to mitigate its effects.”

Gersch says a technique he has 
found often works for patients in 
effecting a major lifestyle or diet 
change is to break it into what he 
calls “doable portions.”

“If a patient needs to lose a lot of 
weight, instead of coming right at 
them I might start with, ‘Let’s see if 
we can get to where you’re not gain-
ing weight anymore. Then let’s see 
if we can get to where you’re losing 
a few pounds.’ That way it doesn’t 
seem overwhelming, but it becomes 
more like, ‘Yeah, I can give that a 
try.’ I’ve found that’s a lot more 
effective than just telling them they 
need to lose 150 pounds,” he says.

Like many other physicians help-
ing patients cope with adherence 
challenges, Gersch finds it is crucial 
to enlist the help of family mem-
bers, especially spouses. 

“That’s usually the person the 
patient is spending the most time 
with,” he says. “So, if the patient 
needs to quit smoking or cut back on 
alcohol or whatever, if you can get the 
spouse’s support, and maybe even 
say they’re going to do it as well, that 
makes it much easier for the patient.”

Conversely, lack of support can 
make the desired behavior change 
more difficult, if not impossible, says 
Gersch. “If the husband’s dealing 
with a heart issue and the wife does 
all the cooking, if I can’t get her on 
board for making heart-healthy meals, 
it’s not going to happen,” he says.

It takes a team
A further important contributor to 
successful adherence, doctors say, 
is team-based care. “Designating 
roles for members of the health 
care team to assist in additional 
counseling or follow-up to check in 
on patients can help to make sure 
they are continuing their treatment 
plans,” Mire says. He adds that a 
team member who can spend time 

counseling patients also provides an 
opportunity to identify any social or 
cost barriers to adherence patients 
may be facing.

 “Having motivated team 
members who care about patients 
is a fundamental part of manag-
ing chronic disease,” says Arnold, 
adding that some of his long-term 
patients have become friends with 
the nurses in his practice. “When 
they come in it’s more like a social 
visit and I’m kind of an after-
thought,” he laughs.

Meeting the cost challenge
Inability to afford prescription 
medications poses another adher-
ence barrier and one doctors say 
they are seeing among more of 
their patients. Not only are the 
prices of many medications rising, 
but patients are paying more out 
of pocket for them. A 2020 IQVIA 
Institute study found that patient 
out-of-pocket costs for prescrip-
tion medications jumped by 8.1% 
between 2015 and 2019, from $74 

billion to $82 billion. And although 
9% of all prescriptions in 2019 went 
unfilled, the rate was 45% for those 
with an out-of-pocket cost of $125 
or more.

The problem is exacerbated 
by some patients’ unwillingness 
to admit they cannot afford their 
medications. “They feel like they’re 
saying, ‘I’m not successful enough 
in life to afford these prescriptions,’ 
and it’s embarrassing for them to 
admit that,” Arnold says.

“I think physicians today are 
much more conscious of cost than 
when I started practice,” he adds. 
“Back then I didn’t know what one 
blood pressure medicine cost com-
pared to another, but now I’m very 
sensitive to it.” When the problem 
arises, he assigns a nurse to call 
local pharmacies or use an app to 
compare prices for the patient. 

Gersch says the affordability 
problem often takes the form of 
underinsurance. “They have insur-
ance, but it comes with a deductible 
that’s higher than they can afford 
out of pocket. We’re seeing that 
quite a bit,” he says. 

In such cases, he and his staff 
look for workarounds, such as ask-
ing the drug manufacturer whether 
it has assistance programs for which 
the patient qualifies. Sometimes he 
will give the patient samples, but 
only as a last resort. “I’d rather have 
them on a medicine they can afford 
and use long term,” he says.

But despite help with prescription 
costs and the myriad other types of 
adherence support physicians offer, 
some patients are unwilling or una-
ble to follow a treatment plan. When 
that happens, it is important not to 
get discouraged, says Juhasz.

“Most of us really care about our 
patients, and when they have a bad 
outcome it bothers us,” he says. 
“But you have to understand some 
patients are not going to change, 
but that doesn’t mean you quit. You 
have to meet them where they are 
and offer what you can.”

“Patients are so 
agreeable most 
of the time that 
when the plan 
comes up, they’re 
like, ‘Yeah, I can 
do that.’ Then 
reality sets in 
when they get 
home.”
— Teresa Lovins, M.D., 
FAAFP, family physician, 
Columbus, Indiana 

EARNING ADHERENCE / CHRONIC CONDITIONS
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TECHNOLOGY  / OPINION
By M. Bridget Duff y, M.D.

W
hen ECRI named 
clinician burnout a top 
patient safety concern, 
the group least likely 
surprised to hear it 

was clinicians. Still, the report’s 
language was stark, even for those 
of us who have been trying to bring 
more awareness to the growing 
issue and fi nd ways to improve 
clinician well-being.

Burnout in health care is now 
being called a public health crisis 
–– it aff ects clinicians, their families, 
patients, organizations and the 
health of communities. It also has 
the potential to negatively impact 
the future of health care. Burnout 
leads to more experienced clinicians 
leaving the fi eld sooner than they 
might otherwise do, and discour-
ages the next generation 
from rising (or remaining) in 
the fi eld to fi ll that void.

As a physician and long-
time patient advocate for 
many friends and family 
members, I continue to 
examine ways in which we 
can mitigate clinician burn-
out. We need systematic ways to 
remove unnecessary hassles, elim-
inate administrative burden and 
reduce levels of stress and cognitive 
overload for physicians and nurses. 
We can start by simplifying complex 
workfl ows, saving care teams valua-
ble time that can be better spent on 
providing direct patient care.

There must also be a metric for 
humanity that evaluates the capac-
ity for caring before, during and 
after a new process or technology 
is implemented. Rather than sim-
ply introducing technology with no 

consideration of its impact on cli-
nicians — as happened with many 
EHR rollouts –– we must establish 
a way to measure whether a new 
solution actually improves the lives 
of clinicians and their ability to 
provide high-quality care.

Clinician purpose
In addition to clinician burn-
out, ECRI’s top 10 patient safety 
concerns include improper man-
agement of test results in elec-
tronic health records (EHRs). 
Although it is a needed repository 
for clinical, fi nancial and regulatory 
data, the EHR has created admin-
istrative burdens for clinicians, 
turning physicians and nurses 
into data entry clerks. It has also 
become a barrier between clini-

cians and their patients. It can add 
fatigue, take clinicians’ focus away 
from patients at critical moments 
and create additional tasks and 
demands that can ultimately con-
tribute to burnout.

Just as clinicians have a higher 
purpose in their work, health tech-
nology can serve a higher purpose, 
enabling clinicians to easily com-
municate and share information 
without having to take their hands 
and attention away from patient 
care. The right technology can 
foster human connection. 

Elevate clinician voices
In medical school and nursing 
school, clinicians are taught to 
“tough it out” and not show signs 
of weakness. Yet, we are all human. 
We need to acknowledge burnout is 
a system issue –– not an individual 
one. Although discussions about 
prevention traditionally focus on 
interventions and solutions at the 
individual level, we need to redirect 
our attention and do the hard work 
of eliminating preventable trauma 
of complex and fatiguing systems.

To accomplish this task, we 
must elevate the voices of clini-
cians and engage them and their 
patients in co-designing the next 
generation of health care technol-
ogies. Had we taken this approach 
before implementing the EHR, we 

could have avoided burning out a 
generation of clinicians. 

Fortunately, I am seeing more 
organizations understand the bene-
fi ts of giving clinicians and patients 
a seat at the table of innovation 
design. By listening to physicians, 
nurses and patients, these tech-
nology-minded professionals are 
better equipped to develop innova-
tions that actually improve lives.

M. Bridget Duff y, M.D., is chief medical offi  cer 
of Vocera Communications and co-founder of 
the Experience Innovation Network.

 WE NEED TO DESIGN HEALTH TECHNOLOGY 
WITH THE CLINICIAN IN MIND

“we must elevate the voices of clinicians and engage 
them and their patients in co-designing the next 

generation of health care technologies.”
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Financial advice that 
female physicians would 
give their younger selves
By Rebekah Bernard, M.D.

Studies show that female physicians earn 
$2 million less than their male col-
leagues over a 40-year medical career. 
Although there are steps that can be 
taken to close the gender pay gap, you 
also need to be smart about managing 
money. I asked other female physicians 

to share their fi nancial mistakes and advice they 
would give their younger selves.

Overcome negative beliefs
Many women report discomfort and embarrassment 
when it comes to talking about fi nances, with just 55% 
of women saying they feel confi dent about money 
management, according to results from studies by 
Fidelity Investments and U.S. Bank. Julie K. Gunther 
M.D., a family physician and owner of sparkMD, a 
direct primary care practice in Boise, Idaho, says 
that this was a struggle early in her career.  “A huge 
problem for me has been understanding that how 
we make money and value ourselves is based on our 
belief system — what has been passed down from our 
parents or our family,” she says. 

In particular, Gunther felt uncomfortable with 
the idea of profi ting from her work as a physician. “I 
wish I could go back and tell myself that my ability, 
talent, and good works and contribution do not need 
to be free or even aff ordable for everyone. I don’t 
have to justify how I make money, how much I make, 
how much I spend or who I give it to,” she says.

Gunther recommends that every physician read 
about money management or take a course on the 
subject. “I don’t mean just how or where to invest, 
but to understand what money means to us. It is a 
resource just like time, and we need to protect it, 
care for it and don’t just give it away,” she says. 

Negotiate your fi rst salary
“Never accept the fi rst salary you are off ered,” says 
Tiff any Leonard, M.D., a family physician in Hatboro, 
Pennsylvania. Indeed, failing to negotiate your salary 
is a mistake that can lead to $1 million or more in 
lost income over a career, and it’s a mistake that 
women make four times as often as men. 

The idea of negotiating salary never occurred to 
me when I received my fi rst job off er. With such an 
increase over residency wages, I recall just say-
ing, “Thank you.” It was only when my potential 
employer immediately volunteered another 20% that 
I realized my mistake.

Research shows that women may avoid negoti-
ation because of fear of confrontation or anxiety 
about being rude. Even when women do negotiate, 
study results show that women have less successful 
outcomes than men. Researchers blame this on back-
lash from employers who may see assertive negotiat-
ing behavior as a challenge to societal expectations 
that women be more passive and accommodating. 
Solutions include greater pay transparency and 
openness about discussing salaries with each other. 
This is an area in which women can engage male 
colleagues as allies, something that I am seeing more 
often with graduating residents. New physicians 
are increasingly discussing salaries with each other; 
seeing these diff erences helps women close the pay 
gap by negotiating higher wages. 

Spend less and save more 
Many midcareer female physicians would tell their 
younger selves to live on a lower income and start 
saving for retirement as early as possible. “Get a 
professional fi nancial planner early — your mom’s 
advice is probably dead wrong,” says Leonard, who 
owns her own practice. Leonard advises contributing 

CAREERS
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the maximum to retirement accounts 
first and living on money left over.

Investing early for retirement 
is essential for physicians because 
more years in training means we 
don’t have as long as most profes-
sionals to allow retirement contri-
butions to grow. Once we do start 
earning full wages, income caps may 
limit our ability to invest in tax- 
favorable retirement funds such as 
a Roth IRA. Although investing for 
retirement may feel uncomfortable 
during lower-earning residency 
years, most physicians wish that 
they had made the sacrifice. 

Another benefit to living frugally 
is the freedom to walk away from a 
job you don’t love. Shenary Cotter, 
M.D., says she would advise herself 
to “keep your lifestyle the same as 
residency until you have enough 
money in the bank to leave any job 
that makes you sad.” 

“Don’t let the idea of having 
money or your first paycheck allow 
you to get comfortable living at 
or just below your means,” says 
Andrea Otto, M.D., a family physi-
cian in Kirkwood, Missouri. “Live 
below your means by keeping in 
mind what really matters to you.”

Pay off debt
An important step to financial inde-
pendence is paying off debt, espe-
cially student loans. “Be aggressive 
about making sacrifices to pay off 
your loans early,” advises Katie P. 
Edson, M.D., a family physician in 
Christiansburg, Virginia. Edson says 
that debt and lifestyle can trap phy-
sicians in jobs they dislike and that 
paying off debt allowed her to open 
her own clinic. Sarah J. Martin, M.D., 
a family physician in Sauk Centre, 
Minnesota, agrees. “Don’t take out 
the maximum in loans if you can help 
it,” she says. “Budget yourself so that 
you can pay school loans fast.”

Although many female physicians 
agreed that paying off debt is the key 
to financial independence, Janice C. 
Brown, M.D., a physiatrist in Ocala, 

Florida, says that fears over student 
loans should not stop doctors from 
practicing medicine on their own 
terms. “Medical school debt is an 
investment in you and not a burden; 
pay it off based on your emotional 
comfort level,” she says.  Instead, 
Brown would advise herself: “No. 1 
is to save money and invest it. Mak-
ing money while you sleep trumps 
any debt.”

Female physicians also would 
advise their younger selves to con-
sider using alternate loan repayment 
options such as the National Health 
Service Corps, applying to the Pub-
lic Student Loan Forgiveness pro-
gram, or joining the military. Rachel 
Langley, D.O., a family physician in 
Colorado Springs, Colorado, served 
in the Air Force as a flight surgeon 
to pay for medical school. “There 
are different arrangements the 
military can make for physicians,” 
she says. “If you start from when 
you apply to medical school, you 
receive a stipend throughout school 
and can arrange for training during 
your summers, which I thought was 
a lot of fun.” Physicians also can 
join the military after residency and 
receive loan repayment in exchange 
for years of service. “The great thing 
is that after a set period of time, you 
will be debt-free,” she says.

Because the Public Student Loan 
Forgiveness program requires phy-
sicians to first work for a qualified 
employer for 10 years (which can 
include residency training), doctors 
who are interested in self-ownership 
may want to skip the program, says 
Megan Moini, M.D., a primary care 
physician and pediatrician in Beach-
wood, Ohio. “I wish I had refinanced 
my student loans  instead of banking 
on loan forgiveness,” she says.

Take care of your wellness
Female doctors emphasized that 
they would urge their younger selves 
to be more mindful of their health. 
“Don’t eat from a vending machine 
in undergraduate because you are 

worried about money,” says Esther 
Khatibi, M.D., a family physician in 
Corpus Christi, Texas. “Your health 
is a bank that you deposit into.” 

Cotter says that she would tell her 
younger self to prioritize self-care 
and family over work and to use her 
vacation and sick days. “Yes, all of 
them,” she says. “Every single year.” 
Cotter also says that she would also 
advise herself to work part time 
when her children were small. 

Otto agrees. “Don’t let your job or 
career run your life. It’s too easy to 
get caught up and lose sight of your 
priorities and who you really are,” 
she says. Langley says she would also 
urge her younger self to devote time 
to hobbies. “They can support you 
through difficult times,” she notes.

Do what you love
Ultimately, female physicians would 
remind their younger selves to 
maintain focus on what they love. 
“Don’t worry that everyone is pick-
ing specialties in medical school. If 
family medicine is the best option 
for you, then you’ll be able to do 
what you love,” Khatibi says. 

Many physicians say they would 
encourage their younger selves to 
take a chance on self-ownership. 
Family physician Candice Cavicchia 
Miller, M.D., now owns her own 
practice, Sparrow Family Medicine 
in Lancaster, Pennsylvania. Miller 
says she would remind herself that 
doctors are always replaceable to 
corporations. “It sounds scary, but 
it’s actually very reassuring,” she 
says. “You can leave the job you hate 
— it will go on without you. So take 
care of yourself.”

The best financial advice for 
female physicians, according to 
Brown, is to take control. “Don’t be 
afraid to practice medicine the way 
you want,” she says.

Rebekah Bernard, M.D.,  is a family physician in 
Fort Myers, Florida, and the author of “Patients at 
Risk: The Rise of Nurse Practitioner and Physician 
Assistant in Healthcare.”
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The threat of a malpractice lawsuit is one of the worries that keep many doctors up at 

night. Concern is natural, experts say, but the best lawsuit prevention is to prepare for 

the likelihood of receiving one. The more prepared a physician is, the better chances of a 

successful outcome. In this month’s special report, legal experts recommend some best 

practices, including making sure you’ve got the best insurance policy, working on patient-

communication strategies, and following the right steps after a lawsuit.
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By Chris Mazzolini, Editorial director

A physician has an 88% chance of facing a 
malpractice lawsuit during their career, 
according to Hugh Francis III, M.D., 
chair of the board at State Volunteer 
Mutual Insurance Company (SVMIC), 

a malpractice insurer. Medical Economics® sat down 
with Francis to discuss what physicians can do to 
lessen the risk of a lawsuit or, in the worst-case sce-
nario, emerge with a good outcome and their career 
and reputation intact. The following transcript was 
edited for length and clarity.

Medical Economics: How likely is it for a 
physician to face a malpractice lawsuit 
during their medical career?

Hugh Francis III, M.D.: According to data from 
SVMIC, a doctor has an 88% chance of facing a law-
suit during their career, especially in certain surgi-
cal specialties like obstetrics where the likelihood is 
even higher. So, you can pretty much count on one.

Medical Economics: What is your advice for 
physicians to avoid a lawsuit? What are some 
best practices for doctors to make sure that 
they don’t run into an adverse event?

Francis: The best way to avoid a lawsuit is to have 
excellent outcomes and results. Most lawsuits arise 
due to bad outcomes or results. However, even the 
best doctors can’t get perfect outcomes all the time, 
despite selecting the best procedures and tests. 
It is crucial to let the patient know that you care 
about them and their outcomes, especially when 
there’s a less-than-perfect outcome. Doctors care 
desperately for their patients and want to avoid 
poor outcomes. Excellent communication with the 
patient and answering their questions is key, as well 
as documenting all discussions and decisions made. 
These practices can help in preventing lawsuits.

Medical Economics: Some of this depends 
on specialty and the experiences of 
physicians in their careers, but what are 
some of the land mines or issues that may 

lead physicians toward adverse outcomes 
and lawsuits?

Francis: The top categories are surgical outcomes, 
failure to diagnose and medication errors. However, 
a bad outcome and an unhappy patient who is still 
seeking answers or is dissatisfi ed with the outcome 
(are) necessary for a lawsuit to occur. When there 
is a problem, doctors should prioritize running 
to the patient and not the phone. If the patient is 
informed about what is happening and understands 
the eff orts to solve the problem and prevent it from 
happening again, they are more likely to be under-
standing and less likely to seek legal action.

Medical Economics: As we discussed 
earlier, many physicians may encounter 
situations where a lawsuit may arise. If a 
patient fi les a lawsuit against you, what is 
the fi rst thing you should do? And what are 
some things you should avoid doing?

Francis: The fi rst thing to do is to contact your 
malpractice insurance company. If you’re insured 
with our company, that’s how you would contact 
them. You should follow their instructions. Typi-
cally, they will assign you a local defense attorney 
who will handle your case. 

It’s important not to talk to other doctors about 
the case, even though that may be our fi rst tendency. 
You may be tempted to call a trusted colleague and 
ask for their opinion on what happened. However, 
this could create problems for you later. During 
the deposition, the plaintiff ’s attorney may ask you 
which doctors you’ve talked to about the case and 
what they said, which could hurt your case. It’s also 
important to avoid the patient’s medical record. Any 
late entries made in the record could be viewed as 
self-serving and harm your case. It’s best to let your 
lawyer obtain the medical records and review them 
with you. Avoid any temptation to add entries to 
the record yourself, even if you’re still using paper 
records. This is illegal and unethical. Let your lawyer 
guide you through the process.
Medical Economics: Facing a lawsuit as 

Navigating a malpractice suit
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a physician is undoubtedly 
an emotional and stressful 
situation. What advice do you 
have for physicians to maintain 
their perspective and continue 
practicing medicine during this 
difficult time?

Francis: While some may advise 
not to take it personally, the truth 
is that malpractice lawsuits are 
highly personal to most physicians, 
and that’s understandable. How-
ever, it’s essential to recognize that 
medical malpractice is big business 
and an unfortunate reality of prac-
ticing medicine today. Physicians 
should expect to feel desperate, 
angry, depressed or isolated, but 
these emotions are common and 
often part of the process. To keep 
things in perspective, physicians 
should focus on defending them-
selves while also maintaining a bal-
anced and normal life. It’s impor-
tant to remember that the lawyers 
handling the case deal with these 
situations all day, every day. Simi-
larly, as a neurosurgeon would not 
stress over a craniotomy, lawyers 
do not stress over defending cases, 
even though it may be a significant 
event for the physician. Moreover, 
physicians should understand that 
it is unlikely that anyone in their 
regular job will know about the 
lawsuit, unless they share it them-
selves. In summary, physicians 
should cooperate with their attor-
neys to the best of their abilities, 
live a balanced life and trust that 
things will almost always turn out 
OK for doctors in these situations.

Medical Economics: What 
feedback has your company 
received from physicians 
who have gone through the 
malpractice lawsuit process?

Francis: Physicians who have 
been through the process tell us 
that they were pleasantly surprised 
at how smoothly our company 

enabled them to navigate this 
terrible situation. They appreciated 
having people on their side who 
knew what they were doing and 
did it well. Moreover, they were 
amazed by how effectively their 
defense attorneys could defend 
them. Many physicians may not 
have been defended with that level 
of success in the past, so they were 
shocked at how well the job could 
be done. Our policyholders who 
have been through a lawsuit with 
SVMIC are also our most loyal 
policyholders. They don’t want to 
hear about changing companies 
and are our biggest advocates. We 
are grateful for their support.

Medical Economics: What 
advice do you have for choosing 
the best carrier, especially for 
those considering a change?

Francis: We believe in the mutual 
insurance company concept, where 
physician policyholders are the own-
ers and there are no outside investors 
or stockholders. It’s difficult to see 
how a company can make financial 
decisions that benefit its physician 
policyholders when it’s also answer-
ing to outside stockholders who have 
no medical expertise. When selecting 
a malpractice insurance company, it’s 
important to consider more than just 
the rate. Mutual insurance compa-
nies may not always have the lowest 
premiums, but they are willing to 
spend more on defending doctors 
who have done nothing wrong.

Look for a mutual insurance 
company owned by physician 
policyholders that gives doctors the 
right to consent to settle any case. 
No case will be settled without the 
doctor’s consent. It’s important to 
have your day in court rather than 
settle. So, I would advise looking for 

a mutual insurance company that 
gives the physician policyholder the 
right to consent.

Medical Economics: Is there 
anything that we haven’t 
discussed that you think is 
important for a physician 
audience to consider?

Francis: Well, there are two very 
important things to keep in mind. 
The first is the importance of not 
talking. Physicians should avoid 
talking to other doctors who are 
treating physicians or who might 
testify for them. The plaintiff’s 
attorney’s first question will be, 
“Who have you talked to?” It’s hard 
for doctors not to talk because they 
are collegial and make decisions 
well together, but they must avoid 
talking to prevent problems for 
themselves. They can talk to their 
spouses, lawyers and leaders in 
their faith, but they must avoid 
talking to other doctors.

Another difficult role for doctors 
to play is the role of not being in 
charge. Most doctors are good at 
their work and make excellent 
decisions. They are well thought of 
in their fields and have a tendency 
to think that carries over into being 
an excellent private airplane pilot 
or legal defense adviser when that’s 
not their area of expertise. They 
need to listen and cooperate and 
not be the boss. It’s hard for some-
one who is a boss all day, every day. 
The doctor needs to listen to their 
defense attorneys, prepare for their 
deposition, answer emails from 
their defense attorney promptly 
and do what the lawyer tells them 
to do. It’s not natural for doctors, 
but they are smart people and can 
learn to do it well. This leads to 
their success in these cases.

View the entire interview at  
https://www.medicaleconomics.com/view/navigating-a-malpractice-case
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ADVANCE CARE DIRECTIVES CAN PREVENT 
‘WRONGFUL LIFE’ LAWSUITS 

W
rongful death 
lawsuits occur 
when alleged 
negligence has 
led to a prema-
ture loss of life. 
Those are well 

known. But there’s a surge in a new 
type of litigation: “wrongful life” 
lawsuits. Although not yet grabbing 
headlines, these lawsuits emerge 
when hospitals and clinicians 
don’t bother to obtain or choose 
to ignore a patient’s documented 
care planning wishes. These 
lawsuits not only cost the health 
care system substantially but call 
attention to the growing demand 
of today’s patients wanting to have 
their voices heard in end-of-life 
decisions.

Advances in diagnoses, treat-
ments, and medications are allow-
ing people to live longer and more 
productive lives, making end-of-life 
care issues of growing signifi cance. 
But is this an issue strictly of per-
sonal values, or is it also an issue 
of economics and public policy, 
as well as a looming public health 
crisis? Actually, it is all of these.

End-of-life care is a subject that 
Americans avoid, but we shouldn’t. 
Instead, we should embrace the 
fact that we are the fi rst generation 
in human history that has some say 
about how, when and where we die. 

We are empowered as never 
before and can avoid (or greatly 
reduce) what we fear the most — 
pain, isolation and dependency — 
by taking one simple step: complet-
ing an advance care directive.

Advance care directives pro-
vide the opportunity to clearly 
articulate who can make medical 
decisions for us when we can’t, 
whether we want heroic measures, 
where we want to receive treat-
ment and what is important to us 
as we weigh days of life vs quality 
of life. Thaddeus Mason Pope, J.D., 
Ph.D., professor of law at Mitchell 
Hamline School of Law in St. Paul, 
Minnesota, says, “It’s a medical 
error to provide too much treat-
ment, just as it is to provide too 
little treatment.”

It is ironic that in our culture, 
which celebrates personal freedom, 
autonomy and equity, only 40% of 
Americans have completed these 
forms, and the rate is approxi-
mately 20% in minority groups. 
That makes this an issue to which 
attention must be paid. “From an 
ethical point of view, a patient has 
the right to decide their end-of-life 
treatment,” says Samuel D. Hodge 
Jr., J.D., a professor of legal studies 
at Temple University in Philadel-
phia. “And that decision must be 
respected.”

Having an advance care plan-
ning document in place and easily 
accessible makes it possible for the 
patient’s voice to be considered 
in clinical decision-making and 
increases the likelihood that the 
care delivered will align with their 
values and priorities. This is espe-
cially important when the patient, 
for whatever reason, is unable to 
make decisions for themselves. 
As a career emergency medicine 
doctor, I’ve seen the positive 

outcomes when patients have com-
mitted those decisions to paper 
(or video) and have designated a 
trusted individual to help assure 
that their wishes are respected. In 
those cases, care is personalized, 
and families are not as distressed. 
Sadly, I have also seen what hap-
pens when an advance care plan is 
not made or is not readily available 
in time of need: Stress, chaos, con-
fl ict and heartache ensue.

Although the primary reasons 
to complete advance directives 
are for individualized care and 
respect for values and wishes, 
every health care policy action has 
fi nancial implications. Completion 
of advance directives will reduce 
health care costs by respecting 
people’s choices. For most Amer-
icans, it is estimated that 25% or 
more of all the health care dollars 
spent in their lives will be spent in 
the last months of life. 

The inevitable cannot be 
avoided, but how we get there 
can be a supported, manageable, 
family-centered experience that 
respects individual values. Having 
an advance directive on fi le should 
be as routine as getting a driver’s 
license or a Social Security number. 
The cost is negligible, and the pay-
off  is substantial.

Dan Morhaim, M.D., is a career emergency 
department physician and former faculty 
member at the Johns Hopkins Bloomberg 
School of Public Health. He served for 24 years 
in the Maryland state legislature and is the 
author of “Preparing for a Better End.”

By Dan Morhaim, M.D.

LEGAL  / OPINION
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A malpractice defense attorney 
explains how to prevent a lawsuit
By Chris Mazzolini, Editorial Director

Medical malprac-
tice attorneys 
that defend 
physicians 
have seen 
every kind of 
lawsuit. 

So what should a physician do 
when dealing with such a career 
crisis? What should they avoid 
doing? Medical Economics sat 
down with Fred Cummings, JD, 
a medical malpractice attorney 
in Phoenix, to discuss proactive 
strategies for preventing a mal-
practice lawsuit. The following 
transcript was edited for length 
and clarity.

Medical Economics: How 
likely is a physician to face 
a lawsuit during their career?

Fred Cummings, JD: Statistics 
really vary. I’ve seen statistics that 
show that as many as one-third 
to a little over half of physicians 
can reasonably anticipate facing a 
lawsuit sometime in their medical 
career. And for those who have 
been sued, about half of them will 
get sued again.

Medical Economics: Can you 
talk about some of the top 
reasons that physicians are 
sued?

FC: Generally, the largest reason 
why physicians are sued is because 

of either a failure to diagnose a 
condition or there was an unex-
pected complication from surgery 
— or even just any type of poor 
outcome may lead a physician to be 
sued. In general, for a primary care 

physician, failing to refer a patient 
up to an appropriate specialist is 
(often) going to get them in trou-
ble. I often will lecture to physi-
cians and say the primary reason 
physicians get sued (is because of) 
poor documentation. So it’s the 
outcome that motivates a patient 
to sue, but its documentation that 
motivates the attorney to bring 
that lawsuit.

Medical Economics: One of the 
things many physicians are 
concerned about is lawsuits 
resulting from errors with the 
EHR (electronic health record) 
system. Can you talk a little 
bit about what some of the 

problems are with EHR, as well 
as some of the potential risks 
they involve?

FC: EHRs themselves do not 
cause a lawsuit. However, poor 

application of that tool can 
cause a lawsuit. Training is a 
big issue with individuals for 
electronic medical records, 
and not knowing exactly how 
they work and what they’re 
supposed to do. Then some-
times they’re not set up as a 
traditional chart. For exam-
ple, there is no section that 
indicates that the tests that 
came in was reviewed. That’s 
another aspect of it.

Another factor is the 
repopulation of charts from 

prior visits, which is the copy-and-
paste method of electronic medical 
records. That’s a huge problem 
both in a primary care offi  ce and 
a hospital. I’ve seen electronic 
medical records take the hospital 
chart from 100 pages to 400 pages 
because of repopulation.

The other aspect of electronic 
medical records that get physicians 
in trouble is that physicians tend 
to rely too much on the drop-down 
box method that you fi nd a lot in 
EHRs, and the only record is pos-
itive, the patient was nice during 
their exam, but it does not spend 
enough time saying what the neg-
ative fi ndings are. In a lawsuit sce-
nario, sometimes that’s interpreted 

LEGAL
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as you didn’t check. And I know 
every physician has heard: ‘If it’s 
not documented, it didn’t happen.’ 
Right? That includes recording 
the negative outcomes, and that’s 
a big thing for electronic health 
records. The other aspect, of 
course is information that’s not 
correctly documented — incom-
plete medication lists or not having 
your electronic medical record set 
up so that there are warnings if you 
prescribe one medication and then 
prescribe another medication that 
may be contraindicated. Of course, 
a hospital has that system, but 
now we’re finding that physicians 
are supposed to also have that in 
their bailiwick of their electronic 
medical records so that they can 
provide patient safety. It’s all about 
patient safety.

Medical Economics: In your 
experience, what are patients 
really looking for when they sue 
for malpractice?

FC: Physicians are sometimes 
surprised to find out that patients 
aren’t solely motivated by money. 
I think there is somewhat of a 
misconception that it’s a jack-
pot mentality, that patients will 
sue because they can get a lot of 
money. However, the fact of the 
matter is, especially in the medical 
negligence field, there are so many 
barriers to being able to bring a 
successful lawsuit that that really 
is not the primary driving force 
for people when they have to then 
overcome those barriers. A lot of 
times, patients just want to know 
what happened.

And it’s partly because the phy-
sician has not communicated what 
has happened, why it’s happened, or 
given a reasonable explanation, so 
they feel they have to seek answers. 
Another reason can be solely just so 
that whatever has happened to them 
doesn’t happen to others. Then there 
are some more surprises — rising 

motivations including revenge, 
getting back at the physician. ‘If they 
did this to me, I want to make sure 
they don’t practice again.’ Those 
types of things. Those patients are 
quickly disillusioned by the system 
because we generally do not take 
such actions in a civil lawsuit, of 
course. But a lot of times, patients 
just simply want to find out what 
went wrong.

Medical Economics: What 
are some communication 

techniques physicians can 
use to prevent the risk of a 
malpractice lawsuit?

FC: Communication is essential. 
That is really the root of all rela-
tionships, isn’t it? And no more so 
than a physician-patient relation-
ship. Sometimes, of course, and 
especially in a primary care setting 
but really in all settings, the pres-
sure to document and listen to the 
patient is overwhelming. Patients 
will often complain about the fact 
that the doctor never looked at 
them. They’ll say things like, ‘He 
was spending the whole time on 
his computer. He was saying he was 
trying to input what I was saying, 
but he never looked at me. Then he 
didn’t really explain what he was 
doing. I didn’t feel like he listened 
to me.’

I can tell you, especially in the 
primary care field, that if a patient 
feels like they’ve been listened to, 
that you heard their complaints 
and you then explained why they 
were feeling what they were feeling 
and what you were going to do 
about it, you create a bond. That’s 
how you do it — by communica-
tion. Make them feel that they’re 
part of their health care.

Medical Economics: You 
spoke earlier about how 
documentation is one of the 
most important things to 
prevent a lawsuit. What are 
some of the common mistakes 
physicians make when it comes 
to documentation?

FC: Firstly, it’s to document in 
and of itself. Do not abandon 
your tried-and-true principles 
of the SOAP format (subjective, 
objective, assessment, and plan) 
because your EHR doesn’t seem 
to fit quite as well. Even in the 
comments section, you want to 
make sure all those things are 
there. Why? Because somebody 

“Physicians are 
sometimes surprised 
to find out that patients 
aren’t solely motivated 
by money. … 

A lot of times, patients 
just want to know what 
happened. And it’s partly 
because the physician 
has not communicated 
what has happened, why 
it’s happened, or given a 
reasonable explanation, 
so they feel they have to 
seek answers.”
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down the line — a lawyer or other 
physician — needs to know what 
your thought process was. Some-
times just putting down the bare 
bones will create a false impres-
sion in the record.

The other thing physicians 
often don’t do is pay attention to 
what they’re putting down. They 
don’t check their dictation and 
then don’t notice that words are 
missing. Sometimes they’re very 
critical words. And this is very 
true for EHRs, boilerplate tem-
plates that they have already pre-
populated the chart with, because 
this is a routine thing they do 
all the time, or it’s a condition 
they treat all the time. It’s like a 
cookie-cutter. The problem with 
that is, as we know, patients aren’t 
necessarily the round peg that will 
fit into that square hole, right? So 
that’s where physicians (often) 
get in trouble, by not individual-
izing the patient’s chart. And then 
every other aspect of charting 
that you’ve heard from before still 
exists today, which is that charts 
are incomplete. Medications 
are not all written down in the 
correct amounts or include what 
the patient presently is taking. 
Patients’ medical histories aren’t 
recorded. Essentially, the patient 
chart is your documentation of 
your interaction with this patient 
and your understanding of the 
patient’s health care. If something 
is missing, then that’s going to get 
exploited later.

Medical Economics: If you’re 
facing a lawsuit, what are 
some of the things you should 
do right away to try to mitigate 
your risk? And what are some 
things you should not do?

FC: Certainly, one thing you don’t 
want to do is ignore it. I have had 
physicians who, on day 23 — three 
days after they’re supposed to 
answer the complaint — call me 

and say, “I got this complaint, but 
I don’t know what to do with it.” 
What happens is not necessarily 
good for the physician. You don’t 
want to ignore the fact that you’ve 
been sued. If you have medical 
negligence insurance, contact your 
insurance carrier. That is a require-
ment of every insurance policy out 
there.

You should also marshal your 
records — all the records that 
relate to the patient, not just the 
ones that you think they may be 
complaining about. You don’t want 
to change the record, modify the 
record, or add to the record — 
keep the record as it is.

You (also) don’t want to talk to 
everyone about the lawsuit, how 
you feel wronged by it, how the 
patient is wrong and you are right, 
and what’s wrong with the legal 
system today. Just talk to your 
insurance carrier, your lawyer, and 
your spouse. That’s it. The reason 
is because anything you say — sort 
of like we hear in crime shows — 
can and will be used against you. 
That could cause people to go out 
and interview people you’ve talked 
to and find out what your present 
state of mind was. Did you make 

any admissions? That’s what you 
want to avoid.

Medical Economics: We often 
hear that physicians practice 
defensive medicine to try 
to prevent lawsuits. Does 
it actually help prevent a 
lawsuit?

FC: If by defensive medicine you 
mean ordering that diagnostic 
test or recommending your med-
ical treatment that may not neces-
sarily be the best option but is an 
option that serves the physician 
and hoping they don’t get later 
sued for malpractice, I would say 
studies are mixed on this.

Believe it or not, there is some 
evidence to suggest that defensive 
medicine, in fact, works. However, 
there are downsides to that. Let’s 
just talk about things that aren’t 
legal, the medical ethics of it. If you 
know you’re doing a test that might 
not be necessarily indicated but 
you just want to make sure you’re 
protected, that is not medically 
ethical to do. 

You also might not be solving 
the problem, by ordering the test 
or a medical procedure that you 
have recommended for the patient, 
you are now subjecting the patient 
to an additional risk of harm. 
That may later come back to bite 
you. That scenario where you’ve 
ordered a test that you think might 
not be really necessary, but you 
need to make sure you’ve got your 
butt covered, and then something 
happens. Now the motivation and 
reason for the test is going to be an 
issue, as well. So now the doctor is 
putting profits over care, and that 
is a deadly argument in a trial.

I certainly understand why 
defensive medicine is practiced. 
Yes, sometimes it has been suc-
cessful, but you’re really increasing 
your risk of having a malpractice 
suit brought against you — one 
that may not be defensible.

LEGAL / HOW TO PREVENT A LAWSUIT

“EHRs themselves do not 
cause a lawsuit.

However, poor 
application of that tool 
can cause a lawsuit.”
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ccording to the latest data available from the Federation 
of State Medical Boards (FSMB), in 2021, there were 7,223 
actions taken by state licensing boards against physicians 
nationwide. Contrary to common perception, many of these 
medical board complaints did not stem from clear and une-

quivocal malpractice, fraud or misconduct issues.
Because state medical boards do not restrict or impede any person 

or entity from filing a complaint against a physician, anyone, including a 
disgruntled former employee, contentious business partner, or adversar-
ial spouse filing for divorce, can trigger an investigative process that can 
ultimately prompt a medical board to discipline a physician. In addition, 
many state and federal laws mandate that hospitals, insurance carriers, 
law enforcement agencies and local prosecutors report to a licensing 
board whenever a physician is arrested, has their hospital medical staff 
privileges suspended or restricted or becomes the subject of an adverse 
judgment or settlement as a result of a medical malpractice lawsuit.

There are serious repercussions 
from a medical board complaint; 
such a move can result in the loss of 
hospital and controlled dangerous 
substances (CDS) prescribing priv-
ileges, specialty board certification, 
membership in medical associations 
and societies, and status as a cre-
dentialed provider for third-party 
payers, including Medicare. This is 
precisely why, whenever a physician 
becomes the subject of scrutiny by 
a licensing board, a timely and vig-
orous response is critical. Although 
medical licensure, in itself, is a 
privilege, not a constitutional 
right, a medical professional still 
maintains the right to due process, 
or more specifically, the right to a 
full and fair hearing on the merits 
of any claim or allegations brought 
against them by a state licensing 
board. Should the matter proceed 
to a hearing, it is essential to have 
a skilled medical expert who will 
defend the quality of care employed 
by the physician.

The NPDB explained
It is important to understand that 
medical board discipline involves 
more than a hefty penalty or 
financial settlement. Any discipline 
invoked by a state licensing board is 
inevitably reported to the National 
Practitioner Data Bank (NPDB), a 
federal database operated by the 
U.S. Department of Health and 
Human Services, that compiles 
and maintains all adverse action 
reports against health care provid-
ers. A report to the NPDB is like a 
national news bulletin transmitted 
to the entire health care commu-
nity. Physicians cannot escape the 
ramifications of a NPDB report. 
Whenever a physician applies for 
credentials, certification, licensure, 
registration or accreditation from 
any health care organization, that 
entity will likely query the NPDB, 
which will reveal the adverse report. 
In addition, health care organizations 
often perform “continuous” queries 
on the NPDB, which allows them to 

regularly monitor a particular practi-
tioner and be notified automatically 
whenever an adverse action against 
them is reported to the NPDB.

Hospital actions
According to federal law, hospitals 
must also report any and all adverse 
actions against a medical staff 
member that adversely affect the 
clinical privileges of that member 
for a period longer than 30 days. 
In addition, hospitals must report 
the acceptance of the surrender of 
clinical privileges, or any restriction 
of clinical privileges, while that phy-
sician is under investigation by the 
hospital relating to possible incom-
petence or improper conduct. 

More concerning than this 
“30-day rule” is an additional 
requirement that hospitals report 
to the NPDB whenever a physician 
agrees to surrender their privileges, 
or resign from the medical staff, in 
return for the hospital agree-
ing not to conduct an investigation. 
This rule effectively precludes 
physicians under investigation 
from making a good faith offer to 
“just walk away” by resigning their 
medical staff membership and 
clinical privileges in exchange for a 
clean slate, with no reporting to the 
NPDB. Instead, the physician often 
has no recourse but to fight the 
adverse action and gamble on the 
uncertainty of a “fair” hearing.

The key to preventing adverse 
actions is to remain on guard for 
investigations targeting a physician’s 
clinical, prescribing, billing and 
documentation patterns. Medical 
providers should seek legal counsel 
immediately whenever it becomes 
evident that some institution is tar-
geting them for an adverse action. 
Waiting too long can bring dire 
consequences.

Alex Keoskey, Esq., is a trial attorney and 
certified health compliance officer at Mandelbaum 
Barrett P.C. in Roseland, New Jersey.
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Adverse actions against 
physicians can bring 
dire consequences

LEGALLY SPEAKING / LEGAL



ISMIE’s new Patient Safety Center 
offers an overview of key risk 
mitigation strategies, current risk 
management news and trends, 
and is designed to support 
patient safety efforts and better 
outcomes. ISMIE is proud to help 
facilitate better outcomes, one 
resource at a time.

BETTER 
OUTCOMES

ISMIE
Patient Safety



� Send Digital Receipts:
Email or SMS a Receipt

� Send Invoices
� Accept EMV/NFC

(Apple Pay, ETC.)

�
 Email or SMS a Receipt

�

with
4G / Wifi 

Your Business Could Be 
Getting up to $26,000
per W-2 Employee with 
ERC Credits

YOU DON’T NEED A SALES REDUCTION 
TO QUALIFY FOR ERC. OPERATIONAL 
IMPACTS TO YOUR BUSINESS COULD 
QUALIFY YOU AS WELL. 

OUR EXPERTS WILL HELP YOU 
MAXIMIZE YOUR REFUND!

Apply today and an ERC Specialist will contact you directly. 

Please visit www.tryerc.com

SWITCH NOW 
AND GET YOUR FREE 
SMART TERMINAL

GROW YOUR BUSINESS.  PARTNER WITH NAB TODAY!

866.481.4604
© 2023 North American Bancard, LLC (NAB). All rights reserved. NAB is a registered ISO of BMO Harris Bank N.A., Chicago, IL, Citizens 
Bank N.A., Providence, RI, The Bancorp Bank, Philadelphia, PA, and First Fresno Bank, Fresno CA. American Express may require separate 
approval. *Durbin regulated Check Card percentage rate. A per transaction fee will also apply. **Some restrictions apply. This advertise-
ment is sponsored by an ISO of North American Bancard. Apple Pay is a trademark of Apple.

WWW.NYNAB.COM

� FREE Credit Card Terminal Placement 
Wireless/Landline/High-Speed/Dial-Up

� Easy Setup (with no setup fees and quick 
approvals)

� Seamless Integration with Your Current POS

� Access to Payments Hub - Our Secure, 
Online Merchant Portal

� $295** Towards Your Early Termination 
Fee (if you have one) with Your Current 
Processor

� Free Paper**

�  Next Day Funding with Weekend Settlement

�  Point of Sale Systems
Recommendations, Solutions & Integrations

With Rates Starting Under 1.00%*

YOU ARE WINNING!

Bonus Features!
EDGE: The Best CASH DISCOUNT 
PROGRAM from North American Bancard
Are you ready to get rid of the impact of payment 
processing costs on your business?  With the Edge 
Cash Discount program you will enjoy the same 
profi t margins from cash payments as you do from 
non-cash payments.

Optional ProgramOptional Program

FREE STANDARD TERMINALS 
AVAILABLE AS WELL

REDUCE YOUR CREDIT CARD PROCESSING FEES




