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CHAIRMAN’S LETTER

T
he economy is reopening, and medical practices are see-
ing patients again at their office.

That’s good news but make no mistake: The crisis is far 
from over. And I’m not talking only about the pandemic, 
but about the current and coming financial crisis affecting 

medical practices, and their ability to keep their doors open.
Our editors recently had an enlightening — and frightening — 

discussion with Rebecca Etz, Ph.D., a professor of family medicine 
and population health at Virginia Commonwealth University and 
co-director of the Larry A. Green Center, which is an organization 
focused on saving and reforming primary care.

She shared with us a shocking statistic: Most primary care prac-
tices can only survive for four weeks if revenue dries up, and many 
practices have already shut down or are on the edge. She called 
the financial fallout from COVID-19 a potentially “extinction-level 
event” for practices.

So what can you do to survive? The challenges are many, and 
the answers are not always easy to find. Our goal with our cover 
story, and much of the content in this issue, was to provide 
physicians with some practical tips they can use to boost patient 
volumes and increase revenue during this challenging time. 

Telehealth will be key, and that means getting paid for tele-
health will be key. Be sure to check out our interview with Eliza-
beth Woodcock, a coding expert who answered frequent physi-
cian questions about coding, documenting and getting paid for 
telehealth. She shares a wealth of great advice that we think will 
help you going forward.

In addition to our content, you may notice that things are 
looking a bit different in the pages of Medical Economics®. That’s 
because our designers went back to the drawing board and 
enhanced Medical Economics for the 21st century. 

Our goals in this redesign were to create a business magazine 
with an authoritative and contemporary look, with more images, 
more interviews with physicians, and more avenues for our audi-
ence to engage with our content — both within these pages and 
on MedicalEconomics.com and through our multimedia offerings, 
including our video “Pulse” series and our upcoming podcast.

We want to hear from you about what you think of our new look. 
Please send us your thoughts at medec@mjhlifesciences.com.

We hope the content in this issue helps you, your practice and 
your patients get through this tough time. As always, stay healthy!

Mike Hennessy Sr.
Chairman and Founder
of MJH Life Sciences™

How to save  
your practice
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COVID-19 
COVERAGE CENTRAL
Medical Economics® editors are covering what you need to 
know during the ongoing novel coronavirus (COVID-19) 
pandemic. Our ongoing coverage of COVID-19 includes:

To read all of our ongoing coverage, go to
MedicalEconomics.com/coronavirus

� Breaking news on the latest developments.

� Tips for physicians to extend the life of N95 
respirators. 

� Mental health tips for doctors and other 
providers.

� How physicians can protect themselves from 
COVID-19.

� Strategies for using telehealth.

Watch this video and others at: bit.ly/MedEcVideo

Tabassum Salam, M.D., the ACP’s vice president of 
medical education, discusses what physicians need to 
know to get started with telehealth right away.

Perfect your 
telehealth program
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The FDA has approved Recarbrio to 
treat hospital acquired pneumonia 
and ventilator-associated bacterial 
pneumonia (HABP/VABP). 

Recarbrio has previously been 
used to treat patients with urinary 
tract complications and is a last 
resort for intraabdominal infections. 

Recarbrio is a combination of 
imipenem-cilastatin and relebactam 
and is administered intravenously in 
patients 18 years of age or older. 

The safety of this drug was 
determined through randomized, 
clinical trials in which 535 adults 
with HABP/VABP were given two 
treatments. One group consisting 
of 266 patients received Recar-
brio and the remaining 269 adults 
were given another antibacterial 
drug known as piperacillin-tazo-
bactam. By the end of the 28-day 
study, 21% of patients who had 
received piperacillin-tazobactam 

died, while only 16% of patients 
who received the Recarbrio died. 

When treating with Recar-
brio, some of the most common 
adverse reactions observed 
included increased liver enzymes 
(aspartate/alanine aminotrans-
ferases), diarrhea and anemia. The 
FDA also cautions this drug not be 
used on patients who have seizures 
and other central nervous system 
disorders. 

Social and economic inequities 
have a large impact on health dis-
parities, according to an analysis by 
the Kaiser Family Foundation.

As the COVID-19 pandemic and 
civil unrest over the police killing 
of George Floyd have made pain-
fully obvious that racial inequities 
impact the health and well-being of 
people and their communities, this 
has been an accepted fact. Despite 
that, the disparities in health and 
health care have persisted and 
widened in some cases, according 
to the analysis.

Black and American Indian or 
Alaska Native (AIAN) people are 
still faring worse than white people 
in most area of health status, 
including physical and mental 
health, birth risks, infant mortality 
rates, HIV and AIDS diagnosis and 
death rates, and the prevalence 
of and death rates due to certain 

chronic conditions, according to 
the analysis.

Specifi cally, black and AIAN 
people have an infant mortality 
rate nearly twice that of white peo-
ple, while black teens and adults 
are have a nearly eight times higher 
HIV diagnosis rate and a nearly 10 
times higher AIDS diagnosis rate 
than whites. Meanwhile, HIV and 
AIDS diagnosis rates for Hispanics 
are more than three times higher 
than that of whites, according to 
the analysis.

The COVID-19 pandemic has 
mirrored and compounded the 
underlying racial/ethnic dispar-
ities in health as the majority of 
states reporting that black peo-
ple account for a higher share of 
COVID-19 deaths and cases when 
compared to their share of the pop-
ulation. This is also true when it 
comes to Hispanics in some states, 

while AIAN, Asian, and Native 
Hawaiian or other Pacifi c Islander 
people have been disproportion-
ately impacted by the disease, the 
analysis says.

The analysis also found that 
the ensuing economic crisis has 
also had an inordinately negative 
impact on people of color.

Social determinants of health 
— such as poverty, education, 
neighborhood and physical 
environment, employment, social 
support networks, and access 
to health — have proven to be 
primary drivers of health and there 
are actions that can be taken by 
the health care industry to help 
address disparities. These include: 
expanding Medicaid, increasing 
access to health care, increasing 
access to linguistically and cultur-
ally appropriate care.

— Keith A. Reynolds

MEDICAL WORLD NEWS
How racial, social and economic 
disparities a� ect patient health

FDA approves new drug to treat hospital-acquired pneumonia
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In addition to the FDA approval, 
Recarbrio was also designated as a 
Qualified Infectious Disease Program 
(QDIP), which is a title given to 
antibacterial or antifungal drug prod-
ucts used to treat life-threatening 
infections. 

“As a public health agency, 

the FDA addresses the threat of 
antimicrobial-resistant infections 
by facilitating the development 
of safe and effective new  treat-
ments,” Sumathi Nambiar, M.D., 
M.P.H., director of the Division of 
Anti-Infectives within the Office 
of Infectious Disease in FDA’s 

Center for Drug Evaluation and 
Research, said in a press release. 
“These efforts provide more 
options to fight serious bacterial 
infections and get new, safe and 
effective therapies to patients as 
soon as possible.”

—Logan Lutton

MEDICAL WORLD NEWS

Physician groups: Racism is a health crisis
As protests rock the U.S. following 
the death of George Floyd at the 
hands of a Minneapolis, Minn., 
police officer, physician organiza-
tions are adding their voices to 
groups seeking to end racism and 
discrimination.

In a pair of statements released 
over the weekend, Gary L. LeRoy, 
M.D., president of the American 
Academy of Family Physicians 
(AAFP), and Heather E. Gantzer, 
M.D., FACP, chair of the Board of 
Regents for the American College 
of Physicians (ACP), spoke out 
against racism and discrimination 
in all its forms, but particularly as 
it relates to police violence against 
African Americans.

“It is evident that African-Amer-
icans in particular are at risk of 
being subjected to discrimination 
and violence against them because 
of their race, endangering them 
and even costing them their lives,” 
Gantzer said in the statement. 
“This should never be acceptable 
and those responsible must be 
held accountable. ACP has long 
held that hate crimes, prejudice, 
discrimination, harassment and 
violence against any person based 
on race, ethnicity, religion, gender, 
gender identity, sex, sexual orienta-
tion, or country of origin is a public 
health issue.”

“What is happening in our 
communities today, and what has 
been happening in our country 
for decades, is unacceptable,” 
LeRoy says in his release. “As 
a health care organization, the 

AAFP considers racism a public 
health crisis. The elimination 
of health disparities will not be 
achieved without first acknowl-
edging racism’s contribution to 

health and social inequalities. 
This includes inequitable access 
to quality health care services.”

Gantzer said that issues with 
policing are complex, and that it 
is incumbent on policy leaders to 
approach the problem in an evi-
dence-based manner.

“The issue of how to ensure 
that policing does not result in 
discriminatory enforcement and 
violence is a multifaceted and com-
plex one,” Gantzer said in the state-
ment. “While we caution against 
generalizing the egregious actions 
of some to all or most, a com-
prehensive and evidence-based 
approach to understanding and 
implementing solutions to discrimi-
natory actions and violence against 
others is imperative, even as 
individuals who commit such acts 
and others with decision-making 
authority must be held accounta-
ble for their own actions.”

LeRoy said what is most needed 
right now is an honest assessment 
and conversation about the prob-
lem  of racism.

“It is incumbent upon all of us to 
engage in an honest discussion about 
how to ensure that health outcomes 
and personal safety are not deter-
mined by the color of a person’s 
skin,” LeRoy added.

—Keith A. Reynolds

“Elimination of 
health disparities 
will not be achieved 
without first 
acknowledging 
racism’s 
contribution to 
health and social 
inequalities.”
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SPECIAL REPORT

James Ellzy, M.D., FAAFP, is a 
board-certifi ed family physician, an 
assistant professor at the Uniformed 
Services University of the Health 
Sciences and served for 22 years in the 
U.S. Navy, where he attained the rank 
of captain. 

In spite of his sterling credentials, 
Ellzy, who is also a board member 

of the American Academy of Family Physicians 
(AAFP), says he frequently encounters double-takes 
the fi rst time he meets with patients at his clin-
ical practice at the Fort Belvoir Family Medicine 
Residency in Virginia. In part, he says, the response 
is due to looking younger than his 49 years. But 
mostly it’s because he is African American, while 
many of his patients are white.

It’s not that these patients are overtly racist 
or necessarily aware of holding any biases against 
African Americans. Still, he adds, “I notice the look 
on their face when I fi rst meet them that says, ‘this 
isn’t who I was expecting to see.’” 

The “this isn’t who I was expecting to see” reac-
tion is an example of what psychologists and others 
who study human behavior call “implicit bias”: the 
unconscious, usually negative assumptions humans 
make about others they perceive as being in some 
way diff erent from themselves. 

While implicit (or “unintended”) bias aff ects 
nearly everyone, its consequences are especially 
signifi cant in medicine. Because the majority of 
physicians are white and male, the unconscious 
assumptions they may hold about patients who are 
neither white nor male can lead to inappropriate 

treatment decisions, and on a larger scale, worsen 
disparities in health outcomes.  

The good news is that as understanding of 
implicit bias grows, so do techniques for combat-
ting it. Increasing numbers of health care institu-
tions, physician organizations, and medical schools 
are developing training programs to help doctors 
recognize unintended bias and prevent it from 
aff ecting their medical decision-making. 

The roots of implicit bias
By itself, experts say, implicit bias is neither good 
nor bad. Rather, it is a result of the brain perform-
ing one of its primary evolutionary functions — 
absorbing and organizing the information con-
stantly bombarding it and guiding our actions based 
on that information. 

“It’s our brains trying to function at maximum 
capacity by fi nding patterns among information or 
events or groups of individuals as a way of enabling 
us to make decisions without really thinking about 
it,” explains Kierra S. Barnett, M.P.H., a doctoral 
candidate in public health at the Kirwan Institute 
for the study of Race and Ethnicity at Ohio State 
University in Columbus.   

Although this form of information processing is 
highly effi  cient — and indeed vital to humans’ abil-
ity to function on a day-to-day level — psycholo-
gists note that it comes with a signifi cant drawback: 
some of the information it takes in produces, or 
reinforces, negative stereotypes about others based 
on attributes such as their race, gender, ethnicity, 
and sexual orientation. 

Michelle van Ryn, Ph.D., M.P.H., a professor at 

by Jeff rey Bendix, M.A. Senior Editor

Overcoming racial and 
other biases in patient care
Editor’s note: This article on implicit bias in health care was fi rst published in late 2019, but due to recent attention on 
racial disparities in the United States, our editors have decided to re-feature it.
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the Oregon Health and Sciences 
University School of Nursing who 
has studied and written extensively 
about stereotypes and implicit bias, 
cites the example of an experiment 
where two groups of white people  
were given an account of the same 
crime, except that in one account 
the criminal has a name usually 
associated with African Americans. 

The people in the group reading 
that account were more likely to 
recall the violent aspects of the 
crime than was the group who 
assumed the criminal was white, 
she says, which in turn refl ects the 
pervasive images of African Amer-
icans as violent criminals in the 
news and entertainment media. 

“So implicit biases are basically 
this [learning] system applying 
whatever information it’s learned, 
even if it’s negative and inaccu-
rate, to whole groups of people,” 
she explains. Moreover, unless the 
process is interrupted, the brain 
will engage in confi rmation bias 
by focusing on events or actions 
confi rming what we think we 
already know about those groups, 
van Ryn says.

Unequal treatment, 
unequal outcomes  
The impact of unintended bias, 
both in individual physician-
patient encounters and outcome 
disparities, has been well-docu-
mented in research studies, most 
notably in an infl uential 2003 
Institute of Medicine report on 
racial and ethnic disparities in 
health care. It found evidence 
that “stereotyping, biases and 
uncertainty on the part of health 
care providers can all contribute 
to unequal treatment.” Moreover, 
even white clinicians who don’t 
believe they are prejudiced “typ-
ically demonstrate unconscious 
implicit negative racial attitudes 
and stereotypes.”

More recently, a 2016 study 
published in the Journal of Clinical 

Oncology examined interactions 
between black patients and white 
oncologists who had been admin-
istered a test for their levels of 
implicit bias. (See sidebar, “Meas-
uring Implicit Bias”). 

It found that oncologists who 
rated higher in implicit racial bias 
had shorter interactions with 
their patients, and their patients 
rated the interactions as “less 
patient-centered and support-
ive” than those with less implicit 
bias. The study also found links 
between a physician’s bias level 
and their patients’ confi dence in 
recommended treatments and 
more perceived diffi  culty in com-
pleting them.

Louis Penner, Ph.D., professor 
emeritus in the oncology depart-
ment at Wayne State University 
School of Medicine and lead 
author of the study, notes that the 
results highlight another harmful 
result of implicit bias: patients 
are able to recognize their phy-
sician’s attitude and, as a result, 
become less likely to adhere to 
treatment recommendations. 

“One of the eff ects we and other 
researchers have demonstrated in a 
variety of medical contexts is that 
if the doctor is high in implicit bias, 
the patient leaves the interaction 
with the feeling the doctor doesn’t 
really care about them, they don’t 
trust the doctor, and the treatment 
may not work,” he says.

In the case of cancer treat-
ment, with its expense and 
unpleasant side effects, the result 
may well be high rates of non-ad-
herence or sometimes stopping 
treatment entirely — outcomes 
which can, in turn, shape doctors’ 
treatment decisions.

“What happens in a lot of cases 
is black patients are underdosed 
and the rationale many physicians 
give is, ‘the patient’s probably not 
going to do the treatment anyway, 
so why should I make him that 
sick?’” Penner explains.

Overcoming racial and 
other biases in patient care

—James Allen, M.D., 
pulmonologist and medical director, 
University Hospital East, Ohio State 
University’s Wexner Medical Center.

“Doctors have 
been molded 
throughout 
medical school 
and all our 
training to be 
non-prejudiced 
when it comes 
to treating 
patients. It’s not 
only asked of us, 
it’s demanded 
of us, so many 
physicians would 
like to think they 
have no biases. 
But it’s not true. 
All human beings 
have biases.”
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Accepting the  
reality of implicit bias
While many people have difficulty 
acknowledging that their actions 
are influenced by unconscious 
biases, the concept is particularly 
troubling for doctors, who have 
been trained to view — and treat 
— patients equally, and the vast 
majority of whom sincerely believe 
that they do.

“Doctors have been molded 
throughout medical school and 
all our training to be non-preju-
diced when it comes to treating 

patients,” says James Allen, M.D., 
a pulmonologist and medical 
director of University Hospital 
East, part of Ohio State Universi-
ty’s Wexner Medical Center. “It’s 
not only asked of us, it’s demanded 
of us, so many physicians would 
like to think they have no biases. 
But it’s not true. All human beings 
have biases.” 

“Among physicians, there’s a 
huge stigma attached to any sug-
gestion of racial bias,” adds Penner. 
“And were a person to be identified 
that way, there could be very severe 

consequences in terms of their 
career prospects or even maintain-
ing their license.”

Ironically, as Penner and others 
point out, the conditions under 
which most doctors practice today 
— high levels of stress, frequent 
distractions, and hurried visits that 
allow little time to get to know 
patients — are the ones most likely 
to heighten their vulnerability to 
unintentional biases. 

“A doctor under time pres-
sure from a backlog of overdue 
charting and whatever else they’re 

s the number of people dying from COVID-
19 continues to increase, so too does the 
evidence that African Americans account for 

a disproportionate number of those deaths. Now, a 
new study suggests that African Americans infected 
with the virus also are being hospitalized in relatively 
greater numbers than other groups.

The study analyzes 1,052 confirmed cases of 
COVID-19 between January 1 and early April among 
patients at Sutter Health, a large, integrated health 
system in northern California.  It found that 52.5% 
of African American patients with the disease were 
hospitalized, compared with 25.7% of patients identi-
fying as non-Hispanic white. 

Similarly, a higher proportion of African Ameri-
cans than non-Hispanic whites — 24.6% and 10.7%, 
respectively — were transferred to an intensive care 
unit. Statewide, the mortality rate from COVID-19 
among African Americans is 10%, although they 
account for 6% of California’s population.

The authors suggest several possible explanations 
for the disparity in rates of hospitalization admission. 
Among them:

• The virus has some unknown genetic or 
biological factors that increase the severity 
of the illness for African Americans who 
contract it.

• More limited access to primary care, making 
it more likely that African Americans will 
seek care at an emergency department or 
hospital rather than an outpatient setting;

• Prior negative experiences with health care 
providers, leading to distrust and the deci-
sion to seek care only in extreme circum-
stances; 

• Financial circumstances that result in the 
need to continue employment despite hav-
ing symptoms of the disease; and 

• A greater likelihood of diseases, such as type 
2 diabetes and congestive heart failure, that 
increase the risk of contracting COVID-19 
and the disease’s severity, increasing the 
chances of hospitalization.

The authors note that these disparities occur 
despite the fact that California has expanded Med-
icaid and adopted other policies designed to extend 
health care coverage, thereby demonstrating that 
“challenges remain to providing equitable care, with 
comparable outcomes for all.”

The study, “Disparities in Outcomes Among Covid-
19 Patients in a Large Health Care System in Califor-
nia” was published online May 21. It will appear in the 
July issue of Health Affairs.

A

African Americans with COVID-19 more 
likely to be hospitalized than whites 
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dealing with will have a harder 
time treating all patients with 
the same level of empathy and 
concern,” van Ryn says.

Learning to  
minimize the impact 
So what can physicians and health 
care organizations do to address 
these biases? Because the process 
that produces them is “hardwired,” 
eliminating them is next to impos-
sible, experts say. Instead, the 
focus should be on reducing their 
impact on doctor-patient interac-
tions and medical decision-making. 
And that process begins by just 
recognizing that they exist, says 
Preshuslee Thompson, a training 
and development specialist at the 
Kirwan Institute.

“Once you become aware of 
your biases, you can kind of bring 
them to your conscious mind and 
be able to say, ‘I know I have this 
bias, so I’ll keep it in mind while 
I’m working with this patient, or 
I know that some circumstances 
make me more susceptible to my 
implicit biases so I’ll try to avoid 
those when I’m making decisions 
about my patients,’ ” she says.   

Conversely, according to 
Barnett, “If you’re not going to 
acknowledge those biases, then 
you’re going to continue to allow 
your brain to work on autopilot 
and be influenced by them.”

Equally important is finding 
each patient’s unique qualities or 
features, thereby making it easier 
to see them as an individual rather 
than part of a faceless group. 
Penner cites the example of a white 
physician’s initial encounter with a 
patient who’s African American.

 “If that doctor views the 
patient simply as a black woman, 
the possibility that the doctor’s 
implicit bias will be activated is 
much greater than if she’s seen 
as Mrs. Brown, a retired school 
teacher and mother of four 
children. So he’s not looking at a 

social category, he’s looking at an 
individual,” Penner says.

“No one is  
immune to this”
People who have conducted train-
ing in identifying and addressing 
implicit bias also find it helpful to 
emphasize its pervasiveness. “No 
one is immune to this, even those 
of us with the most egalitarian 
goals of fairness and equality,” says 
Danielle Jones, MPH, manager of 
the AAFP’s Center for Diversity 
and Health Equity. “When you 
frame it from that perspective, I 
think it makes people a lot less 
defensive and more open to having 
a conversation around, ‘what are 
my biases, and what can I do to 
address them’ ”?

That was true for Ohio State’s 
Allen, who earlier this year partic-
ipated in a university-sponsored 
training session on implicit bias, 
an event he approached with some 
trepidation. 

“I had this fear there were 
these dark sides of me that I was 
not aware of and that the training 
would make me discover that I’m 
a bad person without realizing it,” 
he recalls. So he was pleasantly 
surprised to find that wasn’t the 
goal of the training, but rather to 
explore different forms of bias and 
how to overcome them. 

Allen attended the training to 
learn how to work better with his 
colleagues, who hail from a wide 
variety of ethnic, national, and 
religious backgrounds. But he soon 
found that it also changed how he 
relates to patients.

“I think it has resulted in my 
taking more of a shared deci-
sion-making approach in caring for 
my patients, rather than paternal-
istically dictating what the patient 
has to do,” he says. “Now, I’m more 
sensitive to personalizing care 
plans depending on whether the 
patient wants to be more aggres-
sive or less in their treatment.” 

Another useful technique for 
reducing the impact of uninten-
tional bias is by  undermining ste-
reotypes. For example, in her group 
training sessions, Jones might pres-
ent a case study about an African 
American patient who’s frequently 
late to appointments and ask 
participants to discuss factors that 
might account for the patient’s 
behavior, such as difficulty finding 
reliable transportation. 

“The goal is to find additional 
information or context to minimize 
that immediate reaction of assum-
ing that the stereotype is true,” 
Jones says.

Jones encourages doctors to 
practice mindfulness as a way of 
counteracting the bias that can 
result from not being able to spend 
much time with patients. The situa-
tion may lead to assumptions — or 
what Jones calls “mental shortcuts” 
— about patients.

“These mental shortcuts are 
where bias kind of sneaks in,” 
she explains. “So when we talk 
about mindfulness we’re trying to 
make doctors aware this could be 
happening, and get them to maybe 
consider alternatives in their clin-
ical decision-making and patient 
interactions.” Doing so, she adds, 
can also help physicians develop 
empathy for, and build relation-
ships with, their patients.

While not attributing it to mind-
fulness, Allen says that as a result of 
his training he now makes a point of 
chatting with patients about what’s 
going on in their lives, such as what 
they did on vacation or how their 
children are doing. Such conversa-
tions usually add no more than a 
minute or two the visit, and Allen 
feels it is time well spent. 

“It allows me to build those ties 
that come from showing my interest 
in them as unique people,” he says. 
“And hopefully it lets them see that 
I care about them as a person and 
not a bunch of skin and bones that 
happens to have a disease.”
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O n March 3, Susan Coker, the practice administrator of Tri 
County Internal Medicine in suburban Atlanta, and Kelly Sto-
pek, the practice’s medical director, left for a vacation in Costa 
Rica. When they returned a week later, Coker recalls, “the 
world had changed.” COVID-19 had arrived.

“Since March 10, we’ve spent 90% of our time on COVID-19 
in some form,” Coker says, adding that the practice began seeing a “dramatic 

decrease” in patient visits following President Donald Trump’s national 
emergency declaration a few days later. Through the end of April, 

patient visits were 50% to 60% of what they’d been pre-pandemic, 
and the practice’s revenues were poised to take a similar hit. “If 

your charges aren’t coming in, then the payments won’t be 
there either,” she says. 

by Jeff rey Bendix, M.A. Senior Editor
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Meeting the fi nancial 
challenges of COVID-19
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In anticipation of diminished 
income, Tri County eliminated its 
evening hours of operation, cut 
everyone’s pay by half and fur-
loughed some staff  members. But 
thanks to a $400,000 loan obtained 
under the Paycheck Protection 
Program (PPP) and the beginnings 
of a rebound in patient visits, the 
practice has started bringing back 
furloughed employees and restor-
ing salaries, Coker says. 

Tri County, of course, is hardly 
alone in feeling the impact of 
COVID-19. In a Medical Group 
Management Association (MGMA) 
member survey conducted the fi rst 
week of April, practices reported an 
average decrease of 55% in revenue 
and 60% in patient volume since 
the onset of the pandemic. And 
data from the U.S. Department of 
Commerce’s Bureau of Economic 
Analysis show spending on health 
care overall fell by 18% in the fi rst 
quarter of 2020 — before the full 
eff ects of the coronavirus had even 
become apparent. 

Meanwhile, a joint survey by the 
Primary Care Collaborative and the 
Larry A. Green Center found that 
as of early May, 42% of respondents 
had laid off  or furloughed employ-
ees, and 13% predicted they would 
close within the next month.

Making the picture bleaker — 
especially for primary care prac-
tices — has been the accompanying 
drop in ancillary services. In an 
MGMA survey in late May, about 
half of respondents said their ancil-
lary service volume had declined by 
51% or more since the onset of the 
pandemic. Another 40% reported 
declines of between 11% and 50%.

“A primary care practice can’t 
make it fi nancially just on submit-
ting E/M codes,” says Jacqueline W. 
Fincher, M.D., MACP, president of 
the American College of Physicians 
and one of fi ve doctors at McDuffi  e 
Medical in Thomson, Georgia. 
“It’s the ancillaries like EKGs, lab 
work and breathing tests that really 

support your offi  ce. And right now, 
practices are losing that business.” 

Fincher says overall revenue 
for the Center for Primary Care, 
the regional independent practice 
consortium to which McDuffi  e 
Medical belongs, was down 20% in 
April 2020 compared to April 2019, 
and the expected falloff  for May 
was 25% to 30%.

Telemedicine: 
The new normal?
Faced with these unprecedented 
circumstances, as well as uncer-
tainty about the future, what can 
primary care providers do to stay 
afl oat fi nancially and continue 
caring for patients? The answer, 
according to practice manage-
ment experts, lies in doing what 
practices have always done during 
times of crisis: Look for ways to 
increase revenue and hold down 
expenses, while communicating 
frequently with patients and staff .

On the income side of the equa-
tion, “telemedicine is your best 
bet,” practice consultant Elizabeth 
W. Woodcock, MBA, FACMPE, told 
attendees of the recent “COVID-19 
Practice Survival Guide” webi-
nar hosted by Medical Economics®. 
Woodcock added that several of her 
clients were aiming to get patient 
visits back to 75% of their pre-pan-
demic levels by the beginning of 
June through a combination of 
telemedicine and in-offi  ce visits. 

Increasing numbers of practices 
are adopting that strategy. Accord-
ing to data compiled by The Com-
monwealth Fund in early May, 12% 
of visits to ambulatory care prac-
tices were conducted via telehealth. 
That compares to fewer than 1% of 
visits two months earlier. 

CMS, too, is encouraging 
greater use of telehealth during 
the pandemic by increasing Medi-
care payments for some telehealth 
visits to match those of in-offi  ce 
visits, retroactive to March 1. It is 
also loosening restrictions on how 

—Guy Culpepper, M.D., 
Bent Tree Family Physicians

“Our patients 
weren’t used 
to telehealth, 
and for a lot 
of them the 
reaction was, 

‘Wait, you’re 
going to bill 
me for this?’ 
because they 
had been 
accustomed 
to ge� ing a lot 
of that phone 
care for free.”
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and where telehealth services may 
be provided and who can provide 
them. For example, patients now 
can have telehealth visits from 
home rather than having to travel 
to a designated originating site, 
as they were previously required 
to do. 

And doctors now are allowed 
to provide telehealth visits with 
patients in other states. 

Rehearse telehealth visits
Woodcock advises practitioners 
who haven’t previously used tele-
health to rehearse visits before try-
ing them with patients. “Role-play-
ing helps you figure out how to deal 
with the paperwork and side issues, 
like consent, scheduling and virtual 
rooming,” Woodcock explains.

Ideally, she says, rehearsals 

should include a physician, a 
scheduler, someone to role-play 
a patient and a medical assis-
tant. The latter’s responsibilities 
should include getting the patient 
on the phone, ensuring the tech-
nology is working correctly and 
performing clinical intake before 
turning the patient over to the 
doctor. When the visit is finished, 
the scheduler can set up any 
needed follow-up appointments.

Stopek says Tri County began 
providing telehealth visits within a 
few days of the mid-March national 
emergency declaration. “We just 
kind of threw it out there and fixed 
any problems as they came up, 
until it was a smooth workflow,” 
she recalls. By early May about 20% 
of the practice’s visits were being 
conducted that way. 

Patients generally seem happy 
with telehealth treatment, Stopek 
adds. “They’re getting a lot of their 
problems addressed with the com-
fort of not having to come here, 
where they’re worried they might 
get infected.” 

 Still, she says, from a health 
care standpoint, telehealth is a 
double-edged sword. “You want to 
be sure you’re taking care of the 
patient the best you can, but some-
times there’s a limit to how much 
you can do with a phone visit.”

Fincher agrees. “Sometimes 
the risk (of an office visit) is less 
than them having a heart attack at 
home,” she says. “If I think they’re 
having an exacerbation of conges-
tive heart failure, I’ve got to know 
if they have swelling in their legs 
and what their lungs sound like. I 

hile medical practices are understandably 
focused on financial survival, keeping up 
employee morale amid the fear and uncer-

tainty surrounding COVID-19 is equally important, 
practice leaders say. And the keys to that are ensur-
ing that employees feel safe and valued.

“We’ve been communicating, communicating, 
communicating (since the start of the pandemic),” 
says Susan Coker, practice administrator of Tri 
County Internal Medicine in suburban Atlanta. That 
communication takes the form of daily huddles that 
she conducts with front-office staff and that the 
medical director conducts with the practitioners. 
They use the huddles to discuss everything from 
upcoming reductions in hours to the latest guidance 
from the Centers for Disease Control and Prevention. 

Coker says employees use the daily huddles to ask 
questions, voice concerns and offer suggestions. “We 
always start by asking how everyone’s doing, and 
they’re good at communicating back to me,” she says.

At the Center for Primary Care-McDuffie Medical, 
near Augusta, Georgia, physicians met daily with 
the practice administrator and key staff members 
during the first weeks of the crisis to assess how 

things were going and address employee concerns, 
says Jacqueline W. Fincher, M.D., MACP, one of the 
practice’s five physicians. 

Following those meetings, their administrator 
would participate in conference calls with the 
practice’s other seven administrators to share 
information and coping strategies. “Communi-
cation is so important for making people feel 
valued, giving people a sense of, ‘We’re going to 
get through this together, and we’re going to do it 
safely,” says Fincher. 

In addition, the practice has been letting employ-
ees take off Friday afternoons or Monday mornings. 
“It extends the weekend a little and provides an addi-
tional break from the intensity of the job,” she says. 

Owen Dahl, MBA, CHBC, a medical practice 
management consultant in Texas, recommends 
looking for ways to provide staff members a sense of 
engagement with the practice beyond their own job, 
such as participating in task forces to create policy 
changes the pandemic will bring about.

“The more you can get your staff involved and 
committed to the culture change that’s going to 
come,” he says, “the better off you’re going to be.” 

Maintaining employee morale
W
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can’t do that over the phone.”
Like Tri County, the Center for 

Primary Care began off ering tele-
health visits immediately after the 
emergency declaration, and by late 
April they accounted for about 60% 
of its visits, says Fincher.  

Telehealth challenges
The biggest challenges Fincher and 
her colleagues face with telehealth 
visits have been demographic and 
technological. “We’re in a rural 
area with a lot of older patients,” 
she explains. “Many of them don’t 
have smartphones or are in places 
where bandwidth is limited,” and 
thus can’t access the practice’s 
patient portal.

“Just to get a patient connected 
can take as long as the appointment, 
especially the fi rst time, because it’s 
all new for them,” she says. 

Bent Tree Family Physicians, 
a seven-physician family practice 
with locations in the Dallas area, 
encountered a somewhat diff erent 
challenge when it began off ering 
telehealth visits: patient anger.

 “Our patients weren’t used to 
telehealth, and for a lot of them 
the reaction was, ‘Wait, you’re 
going to bill me for this?’ because 
they had been accustomed to 
getting a lot of that phone care for 
free,” says Guy Culpepper, M.D., 
Bent Tree’s founder and now one 
of three owners. 

But from a revenue standpoint, 
the practice had little choice, Culpep-
per says. In-person visits had fallen 
from a daily average of 200 pre-
COVID to between 10 and 20 in early 
May. Moreover, revenues from sono-
grams, stress tests and other ancillary 
services had all but disappeared. 

In April, the practice applied for 
but didn’t get a PPP small-business 
loan, leading it to furlough most of 
its 70 employees and the partners to 
forego their own pay. 

However, help came soon after 
from a diff erent, albeit unexpected, 
source: Bent Tree’s patients raised 

$750,000 through a GoFundMe 
page, which enabled the practice to 
bring back some staff ers. (The prac-
tice was able to obtain a PPP loan in 
May, which allowed it to rehire the 
rest of those it had furloughed.)

Reviving ancillaries
When it comes to reviving ancillary 
services, there’s nothing new or 
unusual for practices to try, says 
Owen Dahl, MBA, CHBC, a medical 
practice management consultant 
and principal of Owen Dahl Con-
sulting in Texas, who participated 
in the recent survival guide webi-
nar by Medical Economics®. Patients 
have to be persuaded to return, and 
the keys to that are communica-
tion, reassurance and patience.  

“Let patients know what you’re 
doing to keep them safe,” he says. 
“Show them with videos on your 
website or testimonials from other 

patients that you have everything 
under control and they’re not 
jeopardizing their safety by coming 
in.” All forms of communica-
tion, including phone calls, texts, 
emails and frequent updates on 
the practice’s website, are useful 
in maintaining relationships with 
patients, Dahl adds.

Overhead costs
In addition to exploring ways to 
maintain revenue during the pan-
demic, experts say that practices 
need to scrutinize overhead costs 
and reduce or eliminate any that 
aren’t essential. Since salaries and 
benefi ts usually account for the 
largest share of overhead, reducing 
those costs often requires furloughs 
and/or layoff s.

Although layoff s are always 
painful, Dahl says the process can 
benefi t a practice in the long run 
if conducted strategically. He rec-
ommends assessing each employ-
ee’s skills and how — or whether 
— those skills fi t with the prac-
tice’s long-range goals and can be 
adapted to the diff erent ways care 
will be delivered post-pandemic.  

“We know that telemedicine is 
going to be a big part of the equa-
tion in the future,” he says. “So 
what are the core competencies 
and skill sets practices are going 
to need from their employees to 
succeed in that environment?” 

In addition, with fewer employ-
ees, those who remain can be 
cross-trained to enable them to 
take on additional tasks, thereby 
increasing their productivity and 
value to the practice. 

In the end, every practice is 
hamstrung in its forecasting by the 
unpredictable nature of COVID-19. 
“It’s an incredibly confusing time,” 
Dahl says. “All we can do is take it 
one day at a time.”

—Jacqueline W. Fincher, M.D., 
MACP, president, American College 
of Physicians

“A primary care 
practice can’t make 
it fi nancially just 
on submi� ing 
E/M codes. It’s the 
ancillaries like 
EKGs, lab work and 
breathing tests that 
really support your 
offi  ce. And right 
now, primary care 
practices are losing 
that business.”

»  MORE INSIDE:
Strategies to restore patient volumes 
at your practice Page 24
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Mark Schmidt, M.B.A., 
CEO, FundEx 
Solutions Group

W
hen the economy 
faltered because of 
the COVID-19 crisis, 
Congress passed the 
Paycheck Protection 

Program (PPP) to boost businesses 
struggling to keep employees on 
the payroll as business volume 
declined. The program’s intent was 
to not just help businesses survive 
in the short term, but to keep 
people employed, so the program 

has several caveats about how loan 
funds are used.

To better understand how loan 
forgiveness works, Medical Eco-
nomics spoke with Mark Schmidt, 
CEO of Fund-Ex Solutions 
Group, a lender that has issued 
more than $175 million in PPP 
loans to small businesses. 

The transcript has been 
edited for length and clarity, and 
because of changes made to the 
law after the interview, some 
notations about those changes 

have been made. 

Medical Economics®: For those 
practices who received a PPP 
loan, how does the forgiveness 
application process work?

Mark Schmidt: In essence, it’s an 
application process just like the 
loan application. Each borrower 
will fi ll out the application and 
submit that to their lender after 
the eight week period. [Note: 

Understanding the PPP loan 
forgiveness process

by Todd Shryock Managing Editor

For full forgiveness, practices must use the funds as outlined in the law

MONEY / Q&A
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Congress extended this to 24 
weeks after the interview.] The 
lender then reviews the applica-
tion and all the documents that 
were submitted. The lender has 
60 days with which to make a 
decision and relay that decision 
to the Small Business Adminis-
tration (SBA). The SBA then has 
90 days to review that and then 
notifi es the lender, the lender 
goes back to the borrower and lets 
them know whether or not they’ve 
been approved for forgiveness. 
My hope is it doesn’t take that 
long. It shouldn’t take the full 60 
days at most funders, and I like 
to think that the SBA will move 
more quickly than the 90 days 
that they’re allowed under the law, 
especially for the smaller loans.

ME: Is there a way to maximize 
the amount of forgiveness that 
you receive as a practice?

Schmidt: Pull out the regulations 
that were issued, read those, and 
understand them to the extent you 
can. Keep very good records, both 
for the eight [or 24] week payroll 
period and the reference period. 
And then the third thing is get help 
if you need it. A lot of our borrow-
ers out there will already have an 
someone on their own staff  or an 
accountant that helps them with 
taxes or otherwise, and that’s prob-
ably a good place to start. Again, 
it’s a not a simple process. It looks 
a lot like an IRS form and a rather 
complicated one at that. It includes 
an application form, a Schedule A, 
and it includes a worksheet. There’s 
a lot of math involved. There’s a lot 
of technicalities involved and again, 
it’s not a simple process.

ME: When looking at total-em-
ployee calculations, how do you 
calculate part time employees? 
How do they factor into all this?

Schmidt: Their forgiveness amount 
is based on the amount you spend 
during the eight [now 24] week 
period for certain eligible expenses, 
but that amount of eligible forgive-
ness is then reduced if you ever 
reduced your full-time equivalents 
(FTE). Congress put in this little 
provision that says if you happen to 
reduce your FTEs during this eight 
[or 24] week period after you get 
the loan, compared to the previous 
reference period, then you don’t 
get full forgiveness; in fact, it’s a 
percentage reduction. If you have 
reduced your FTEs by half, you 
only get half of the forgiveness. 
So the question arises, “How do I 
count my part-time employees?” 
and they basically made it pretty 
simple. It’s based on a 40-hour 
week. So anybody who works 40 
or more hours counts as one FT. 
Anybody who works less than 40 
hours, you can do one of two ways. 
You can either take each individ-
ual employee and calculate their 
FTE based on their hours, so for 
20 hours, you have half of an FTE. 
If you work 30 hours, you’re .75 
etc. Now, for companies that have 
a lot of part time employees, they 
gave you another simplifi ed option. 
Instead of going through the math 
on all of them, you can just count 
them all as half. You have to be 
consistent. If you do the math on 
some of them, you have to do the 
math on all of them. 

ME: What about somebody that’s 
on FMLA leave? Do they count 
toward the total? And what if they 
started FMLA after the loan appli-
cation? How does all that work?

Schmidt: Interestingly, SBA didn’t 
specifi cally address FMLA in the FT 
calculation. But they did a couple 
things that make me think it’s very 
safe to include those individuals. 
Number one, FMLA payments are 
included in the payroll defi nition. 

Second of all, they added a provi-
sion that if an employee is vol-
untarily reduced in hours or has 
resigned or refused a rehire off er, 
you don’t have to reduce your FTE 
for that reason. I think it’s safe 
to assume that somebody that is 
on Family Medical Leave Act is 
voluntarily reducing their hours. 
And keep in mind, a lot of times 
you’re continuing to employ and 
pay them. So they’re on paid leave, 
that clearly counts. 

ME: In the forgiveness forms, 
there’s a lot of mentions about 

Recent changes 
to the PPP law
� Borrowers can choose to 

extend the original eight-week 
period to 24.

� Payroll expenditure require-
ments drop from 75% of pay-
roll to 60%.

� Borrowers can use the full 24 
weeks to restore workforce 
levels and wages to pre-pan-
demic levels by Dec. 31—an 
extension from the original 
June 30.

� Two new exceptions to 
achieve full loan forgiveness: 
The inability to fi nd qualifi ed 
employees or were unable 
to restore business opera-
tions to prior levels because 
of COVID-19 operating 
restrictions.

� Borrowers now have fi ve years 
to repay the loan instead of 
two, but the interest rate 
remains at 1%.

� Delayed pay-
ment of payroll 
taxes is now 
permitted.

Q&A / MONEY
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calculating the payroll period. 
What does that refer to and how 
do you do that?

Schmidt: That’s a key factor. Your 
PPP loan was based on, for most 
part, 2019 data. You took 2019 pay-
roll data and determined what two 
and a half months of payroll was 
for 2019. And then you roll forward 
to the loan. So from the day you 
get the loan, and that’s the day 
you get the money, the repayment 
period starts with one exception. 
But what’s critical is money that is 
potentially eligible to be forgiven 
is the money that is spent during 
that eight [or 24] week period. The 
eight [or 24] week period starts the 
day you get the money. The reason 
this period is critical is because 
that’s the period of time within 
which that you must spend the PPP 
funds on eligible expenses: payroll, 
rent, mortgage interest, utilities. 
Those four things spent during that 
period is what you need to keep 
track of, and we need to keep very 
good records. 

The SBA threw a couple cur-
veballs at us here. For starters, a 
week starts the day you get the 
money, but they’ve given us an 
option. They said if you prefer, 
regardless of when you got the 
money, if you want the eight [or 
24] week calculation period to 
start on the first day of the next 
pay period, you can choose that. 
And they’ve also thrown in one 
other little kicker that I think is 
important. It’s not just the money 
you spend during the period, you 
add to that expenses that were 
incurred during the eight [or 24] 
week period. In other words, if 
your period ends on Monday and 
your payday is Friday, you can 
count those four days or what-
ever number of days that you 
haven’t paid your employees yet. 
So they’ve earned the money, but 
you just haven’t paid it yet. That’s 
what they mean by incurred, and 

you can count that in the forgive-
ness calculation as long as you do 
pay it on the next regular payday. 

In the salaries and wages cate-
gory, what you pay your employ-
ees matters. If you have reduced 
either one of those two factors, 
compared with a reference period 
from either last year or this year, 
then your forgiveness is reduced. 
It gets a little complicated, but 
in essence, if you’ve reduced 
your FTEs, you have to reduce 
your forgiveness amount by the 
percentage FTE reduction. If you 
reduce salaries for anybody dur-
ing this loan period, compared 
to a reference period, that’s a 
straight dollar amount reduction 
in the amount of forgiveness. 

ME: Is every employee salary eli-
gible for loan forgiveness, includ-
ing highly paid physicians?

Schmidt: The short answer is yes, 
but with limitations. The law puts 
a cap on salaries at $100,000 for 
both  calculating the loan amount 
and for the forgiveness amount. 

ME: If the program is renewed, 
what do practice leaders need to 
keep in mind that to maximize 
their forgiveness rate?

Schmidt: First of all, I think the 
odds of the program being renewed, 
at least with additional money, is 
actually declining. And the reason 
for that is the second round of 
money hasn’t disappeared nearly 
as fast as people thought it would. 
If you’ll recall, the first $350 billion 
was loaned out within a matter of 
days; I think it was just over a week. 
So when the second round of $310 
billion was put up, there was a ques-
tion how long it would last and it 
has lasted a number of weeks now. 
So it’s less likely that they’ll add 
more money in the program. 

ME: Do you have any theories as 
to why the there’s less interest in a 
second round? Is it just too much of 
a unknown business environment 
to be taking on additional loans?

Schmidt: I think that’s a lot of 
it, and there are also questions 
around the program itself. If you’ll 
remember early on, especially after 
that first round, the maximum loan 
was $10 million. And there were 
a number of borrowers that took 
out the large loans, where ques-
tions arose about whether they 
really needed it. Some of them had 
access to capital markets, some of 
them had other sources of liquid-
ity. And even though one could 
clearly argue they were eligible 
under the terms of the law, there 
was pushback, and a lot of ques-
tions arose about did we really 
intend for certain borrowers to 
have this and they started adding 
more red tape, if you will, around 
the forgiveness process. 

We now see a 10 page-appli-
cation form for forgiveness that 
is very complicated. Add to that 
the requirement to spend most 
of the money on payroll, and I 
think this is probably the big-
gest piece, a lot of practices and 
businesses are just shut down. 
The employees are on furlough. 
Borrowers looked at this and said, 
look, I don’t have a way to spend 
the money right now. Why would 
I want to borrow the money and 
then have to try and spend it in 
eight weeks? It won’t be forgiven. 
I don’t need more debt. But it’s 
still a little bit of a surprise if 
you stop and think about the fact 
that according to the SBA, a large 
percentage of small businesses 
have not applied. Now that might 
sound like good news for the 
economy, but I hope it doesn’t 
mean that people who need it and 
qualify for it are afraid to apply, 
because it’s a good program if you 
follow the rules.
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MONEY / FINANCIAL STRATEGIES

1 SET SMART GOALS
SMART goals for HR profession-

als are critical to creating strategic 
hiring objectives that are:

 ɋ S: Specific – goals that 
are clearly defined with the 
reasons to accomplish it

 ɋ M: Measurable – goals that 
allow measuring success at 
timely intervals; goals that can 
be quantified

 ɋ A: Achievable –goals 
that are realistic a nd can 
be accomplished taking 
into account current 
organizational status

 ɋ R: Reasonable – goals that 
produce end results worth 
your time

 ɋ T: Time-bound – goals that 
have fixed timelines

Before creating recruitment goals, 
develop a plan of how they can be 
achieved. Create reports on how long 
the goal will take to be achieved, how 
the success will be measured, how 
the timeline will be decided, etc. This 
will help you steer clear of recruit-
ment mistakes. 

2 CREATE GOOD  
JOB DESCRIPTIONS 

To create good job descriptions, 

you will have to look at your 
recruitment goals and set 
requirements accordingly. You 
will have to communicate your 
expectations clearly so that the 
only people who apply to the role 
are actually fit for it. For example, 
if you would like to hire someone 
who is comfortable with working 
on a contractual basis for three 
months after joining, mention it 
in the job description. This way, 
unfit candidates will filter them-
selves out, and you will save the 
time of going through hundreds 
of irrelevant resumes. 

Make sure that every line is to 
the point and there isn’t an overuse 
of fluff words such as organization, 
business, success, etc. 

3 CREATE A NEW  
CANDIDATE POOL 

Due to the impact of pandemics, 
such as the need for social distanc-
ing during COVID19, you will have 
to remodel recruitment metrics. 
For example, if your company is 
only looking to hire locally, you will 
have to modify your geographic 
search accordingly. 

As a recruitment expert, 
you can also come up with 

strategies for internal hiring or 
project-based hiring. See if you 
can repurpose your employees or 
make gig recruitments. The goal 
currently should be to save time 
and cost and maximize the safety 
of your people. 

4 LEARN SCREENING TOOLS
While telephonic inter-

views have been the first step 
of a recruitment process for a 
long time, many organizations 
are now using video interviews 
as final interviews. Soon enough, 
face-to-face interviews may not 
even exist. So, adapt to the change 
while also keeping the comfort of 
your candidates and employees 
at the center. Make sure your 
recruitment staff members assist 
candidates in using technology. 

5 ADAPT TO  
REMOTE ONBOARDING 

Because of the new work-from-
home culture, remote onboard-
ing has also increased in popularity.  
The employee will start working 
with you without a single office 
visit. This is where the challenge 
lies, and your team should be pre-
pared for it. 

See if your team is equipped with 
remote onboarding tools such as 
video conferencing software, screen 
sharing software, VR technology to 
give office tours, and screen record-
ing tools. Your team should be able 
to make the new employee feel like a 
part of the team.

Kelly Barcelos is a marketing manager 
specializing in human resources. Send your practice 
finance questions to: medec@mjhlifesciences.com. 

5 things practices need to do 
when hiring during a pandemic
If you’re hiring or looking to hire amidst a pandemic, you will have to up your 
recruitment game. 

That’s because the nature of jobs, candidate preferences, and recruit-
ment metrics are changing dramatically. You may be looking for candidates 
with multiple skills so that you can repurpose efforts when the needs pres-
ent themselves, you may no longer be able to hire people already in your 
recruitment pipeline due to geographical constraints. Recruitment metrics 
may change significantly, which will need to revisit your recruitment strategy. 

Here are five things you will need to do to hire top talent despite the pandemic.
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The COVID-19 pandemic has created numerous challenges for 
physician practices, among them increased diffi  culty keeping 
patients up-to-date and accurately informed. MJH Life Sciences, 
the parent company of Medical Economics, recently conducted 
a survey of our physician audience to learn about these 
challenges. We present the data below.

by Medical Economics® Staff 

How COVID-19 has a� ected 
patient communication

Strategies to restore patient volumes Page 26     Five tips to re-imagine the patient experience Page 27

PRACTICE
MANAGEMENT

Exclusive survey

Compared with 
pre-COVID-19, 
how often are you 
communicating 
with patients?
[On a scale 1-10; 
10 = more, 5 = same, 1 = less]

5.7

How has the pandemic aff ected the methods 
by which you are communicating with patients?
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COVID-19 SURVEY / PRACTICE MANAGEMENT

Chronic disease management

What topics are you most often communicating about with your patients?
[Respondents chose all that apply]

How has COVID-19 aff ected your practice when it comes to communicating 
with patients who have chronic diseases with respect to general follow-ups?

27% 50%

23%
About the sameMore reactive More proactive

How has COVID-19 aff ected your practice when it comes to communicating 
with patients who have chronic diseases with respect to labs and diagnostics?

63%

14%

23%

About the sameMore reactive More proactive

How has COVID-19 aff ected your practice when it comes to communicating 
with patients who have chronic diseases with respect to medication adherence?

13%

69%

19%

About the sameMore reactive More proactive

Acute disease needs/diagnoses

Chronic disease management

COVID-19-related information

Offi  ce hours and protocols

Well-patient resources

Other

70%

59%

54%

36%

26%

11%
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PRACTICE MANAGEMENT / COVID-19 SURVEY

Reopening your practice

What worries you most about reopening?

Logistics of 
ensuring a safe 
environment

76%
56% 53%

42%
26%

Worsening of the 
pandemic/increase 

in cases
Risk of viral 

exposure to self

Uncertainty about 
your practice/its 
future success

More demand More demand 
for your time and for your time and 

services

Primary care specifi cs
Are you communicating COVID-19 testing opportunities to your patients?

Do you plan to continue using telehealth and other remote patient services 
at a high rate after the pandemic ends?

Yes, through my practice

Yes, through another service

No

Yes

No

Don’t use telehealth

64%

55%

25%

19%

11%

7%
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COVID-19 SURVEY / PRACTICE MANAGEMENT

Who took the survey?

About the survey

OF PHYSICIANS SAID A MAJOR CHALLENGE IS 
PATIENTS WITHOUT ACCESS TO TECHNOLOGY 
NEEDED FOR TELEHEALTH

23%

The data in this survey was collected 
between May 22 and May 26, 2020, via 
pop-up alerts on MJH Life Sciences™ 
websites. More than 1,300 health care 
providers participated in the survey.

Practice type

Private/independent: 45%

Group practice: 20%

HMO-based practice: 1%

Hospital/health system:  24%

Other: 10%

Health care role

Physician:  79%

Nurse practitioner/physician assistant: 10%

Nurse:  2%

Practice administrator:  3%

Other:  6%
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PRACTICE MANAGEMENT 

L ike many physicians 
nationwide, Kan-
sas-based primary 
care physician Jen-
nifer Bacani McKen-
ney saw a dramatic 
drop in patient 

volume when COVID-19 hit. A few 
weeks into the pandemic, McKen-
ney knew she had to take action to 
keep the practice afl oat. 

“We decided to go back six 
months in our schedule to see 
if there were people we would 
normally see for regular visits like 
a monthly weight-loss check or a 
three-month diabetic check,” she 
says. “We called them and sched-
uled appointments either in the 
clinic, in the parking lot, through 
telehealth or by phone.”

Soon after, they began calling 
patients from lists their Account-
able Care Organization sends 
throughout the year, including 
patients due for well visits and 
patients with chronic medical con-
ditions who hadn’t yet been seen 
this calendar year. McKenney’s 
hope was to get them back on track 
for visits and let them know it was 
safe to come in. 

Although patient volumes 
started to increase in early May 
when Kansas reopened its econ-
omy, McKenney says volumes are 
still down 50%. 

This sustained dip in volume is 
not uncommon. The number of vis-
its to ambulatory clinics declined 
nearly 60% by early April and is 
still about one-third lower than 

before the pandemic, according to 
a recent data analysis conducted by 
researchers at Harvard University 
and Phreesia, a health care technol-
ogy company. 

Only 31% of patients feel 
comfortable visiting their doc-
tor’s offi  ce, according to a recent 
national survey conducted by 
Leede Research. Although patients 
increasingly embrace telehealth, 
41% have delayed health care ser-
vices and 38% intend to delay future 
care, treatment and procedures.

Rebuilding patient volumes will 
be a struggle for some practices, 
says Laurie Morgan, a practice 
management consultant and 
partner at Capko & Morgan in San 
Francisco. “The urgent messages 
patients have gotten for months 
about staying home and away from 
others may seem incongruent with 
long-standing advice about preven-
tive care,” says Morgan. “Recogniz-
ing this hesitancy is, I think, critical 
to successfully nudging patients to 
resume care.”

1 FOCUS ON PATIENT 
OUTREACH 

Cheryl Mongillo, MBA, administra-
tive director of two independent 
family practices in Delaware, says 
her staff  calls patients who are 
due for a well visit, blood pressure 
check or hemoglobin A1c test to let 
them know the practice is open and 
booking appointments.

“We want patients to know that 
we’re here,” she says. “We’ve been 
here the entire time, and we’re not 

going to abandon them.”
It may be helpful to provide 

front desk staff  with scripted 
language to use when talking 
with patients, says Owen J. Dahl, 
MBA, FACHE, LSSMBB, founder 
of Owen Dahl Consulting in The 
Woodlands, Texas. He suggests 
focusing on the following:

� Reason for the call 
(e.g., patient is due for 
annual physical).

� Specifi c steps the 
practice has taken to 
ensure patient safety.

� Date and time of 
available appointment.

� What patients can expect 
when they come into 
the offi  ce.

“The more scripting you use — 
and the more consistent you are 
with the messaging — the more 
comfortable patients are going to 
feel,” he says. 

2 BE REPETITIVE
“Patients will need to (hear) 

reassuring messages — plus mes-
sages about the risk of continuing 
to delay preventive and chronic 
care — multiple times to get them 
past their resistance,” says Mor-
gan. “Probably, they will need to 
hear it many times.”

Social media is an excellent 
outlet for these types of messages, 
especially when practices use 
apps that enable them to schedule 
posts based on optimal times for 
engagement, says Morgan. 

Offi  ce manager Debbie 

by Lisa A. Eramo, M.A. Contributing author

Strategies to rebuild patient 
volumes in the wake of COVID-19
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Emmons, CMM, CPC, uses social 
media to reassure patients at her 
Kentucky-based primary care 
practice that it’s safe to come into 
the office. For example, she posts 
pictures of providers and staff 
on Facebook wearing homemade 
masks donated by the community. 

“It got the point across that we’re 
all wearing masks, and this is what 
you’ll see when you come in,” she 
says. “We also tell patients that 
if they don’t have a mask, we’ll 
provide one.”

Email is another option. 
“However, email is easily missed 

in a crowded inbox, so practices 
shouldn’t be afraid of emailing 
important updates more than 
once,” says Morgan. 

Practice administrator Cath-
erine Franzetti, MBA, sends 
a monthly campaign through 

The American Medical Association 
(AMA) has produced a series of 
recommendations to ensure that 
practices reopen safely. Here is a 
brief rundown. 

 Comply with  
government guidance

Follow guidelines put in place by 
both states and the federal govern-
ment before reopening.  Also be 
aware that many cities and states 
have extended or amended their 
stay-at-home orders and be sure to 
comply to these regulations as well.

 Make a Plan
Make and follow a plan for your 
reopening, as well as for a “soft 
reopening” where you can reopen 
gradually. Any plan should include 
a thorough accounting of supplies 
and plans for restocking them. Also 
plan for how you will handle staff-
ing and cleaning if a patient or staff 
member is diagnosed with COVID-
19 after being in the building.

 Open incrementally
A staggered reopening will give you 
a chance to identify and address 
any practical challenges that arise. 
Start with a few in-person office 
visits, bring staff back in phases, 
and continue to utilize telehealth.

 Institute safety measures  
for patients

Use a modified schedule, desig-
nate separate waiting areas for 
“well” and “sick” patients, leave 
more time between appointments, 
and limit patient companions 
to cut down on the chance of 
cross-infection.

 Ensure workplace safety  
for clinicians and staff

Make clear any personal health 
requirements such as staying 
home if they have symptoms of 
COVID-19 or have been in con-
tact with someone who has and 
screening employees for fevers 
before they enter the building.

 Implement a  
tele-triage program

Some patients contacting the 
office to make an in-person 
appointment may be just served 
just as well through the practice’s 
telehealth platform, a COVID-
19 testing site, or a hospital. A 
tele-triage program can funnel 
them to the care they need.

 Screen patients before  
in-person visits

Verify a patient does not have 
symptoms of COVID-19 before 

they enter the practice through 
telehealth. In instances where an 
in-person appointment is neces-
sary have staff call the patient 
within 24 hours prior to the visit 
to review logistics and screen the 
patient for COVID-19 symptoms.

 Coordinate testing with local 
hospitals and clinics

Contact your local public health 
department for information on 
available testing sites and identify 
several sites in your catchment 
area. Contact the sites to verify 
tests are available and turnaround 
time on results.

 Contact your malpractice 
insurance carrier

Contacting your insurer can 
ensure that frontline physicians 
are protected from malpractice 
litigation. Congress has passed 
some shields from liability for 
physicians in certain instance, but 
the reopening can create height-
ened risk for malpractice.

 Establish confidentiality/privacy
Institute or update your confiden-
tiality, privacy, and data security 
protocols to deal with the changes 
brought by COVID-19.

10 tips for reopening your practice safely
by Keith Reynolds Associate Editor

» Continues on Page 26
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the patient portal with various 
COVID-19 updates and reminders 
to help patients of her New York 
City-based primary care practice 
stay informed. 

And, notes Morgan, make it 
personal. “Another communica-
tion essential: personal contact. 
It’s invaluable to have someone 
from the practice contact patients 
and let them know their physician 
is concerned with their well-be-
ing. This can even be done by an 
employee working from home.”

3 PROVIDE CONVENIENCE
Telemedicine, online booking 

and use of the patient portal should 
be part of every practice’s strategy, 
says Morgan. “This is how practices 
can shine,” she says. “These are 
excellent ways to ease patients back 
into a more regular way of interact-
ing with their physicians.”

4 OFFER COVID-19 TESTING 
Franzetti’s practice began 

offering valid antibody testing in 
early May, and they now perform as 
many as 250 tests per week. “After 
one person gets the test, they usu-
ally want their whole family to get 
tested,” she says, adding that some 
employers require the antibody test 
before people can return to work. 
Once patients are in the office for 
the antibody test, physicians are 

able to identify other potential care 
gaps and services.

Kelly Shackleton, practice 
manager at an internal medicine 
practice in central New York, 
agrees. Her practice performs 
more than 200 valid antibody 
tests a week. When patients come 
in for the test, they see firsthand 
what safeguards are in place, e.g., 
separate entrances for healthy 
vs. sick or symptomatic patients, 
hand sanitizers at each door and 
a bountiful supply of personal 
protective equipment. Shackleton 
even removed 15 out of 20 chairs in 
the waiting area so patients don’t 
congregate. Once a patient arrives 
for their appointment, a medical 
assistant immediately brings them 
into an exam room. “All of this adds 
another level of reassurance that 
we’re taking measures to be safe,” 
she adds.

The CDC recently released new 
guidelines indicating that antibody 
tests could have high false positive 
rates. However, Shackleton says 
all the patients who have tested 
positive for COVID-19 also tested 
positive for the antibody. 

5 THINK OUTSIDE THE BOX
To better ensure patient safety 

at her Kentucky-based practice, 
Emmons says providers evaluate 
symptomatic patients inside a 
camper that one of their physician 

assistants donated temporarily.
Asymptomatic patients are 

permitted to enter the practice for 
their appointments. Upon arrival, 
a receptionist takes their temper-
ature. Patients also receive a mask 
donated by the community if their 
don’t already have their own. Then 
a medical assistant immediately 
takes them into an exam room. 
“It’s like we’ve stepped up to be 
a five-star resort,” says Emmons. 
“Our patients are getting that one-
on-one special treatment. They 
also feel better knowing that sick 
patients aren’t even seen inside 
the practice.”

6 ESTABLISH A CHRONIC 
CARE PROGRAM 

“Chronic Care Management 
(CCM) can be done fairly easily, 
and it helps maintain relationships 
with your patients,” says Dahl. If 
practices don’t have sufficient staff 
to take this on internally, they can 
hire an external vendor, he says. 
Physicians can bill for CCM every 
30 days, receiving between $42 
and $137, depending on patient 
complexity and time spent.

7 EDUCATE THE PUBLIC 
“It’s time for practices to 

aggressively work with media outlets 
to spread the word about the risk 
of children falling behind on their 
vaccines,” says Morgan. “There’s 
momentum to reopen schools in the 
fall, but kids need to be kept safe not 
just from COVID-19, but from other 
diseases that may be much more 
dangerous for children.”

Dahl agrees, noting that media 
interviews can be a helpful way for 
physicians to raise awareness of 
the importance of preventive and 
chronic care. These are free oppor-
tunities to market the practice.

“Rebuilding patient volumes 
won’t be like turning on a light 
switch,” says Dahl. “The expecta-
tion is that we need to plan on this 
taking a period of time.”

The percentage of patients who 
feel comfortable coming to an 
in-person physician appointment.
Source: leede Research

31%
»  Continued from Page 25
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things COVID-19 is teaching 
us about the patient experience

2 MAKE IT FAMILIAR 
Virtual workfl ows should 

match the familiar steps of an 
in-offi  ce visit, but without the 
hassle of long waits and duplicated 
forms. Telehealth workfl ows that 
map to traditional clinical work-
fl ows — from waiting room to pay-
ment to intake to doctor’s visit — 
deliver a more natural, comfortable 
experience that patients prefer and 
expect, while allowing physicians 
and clinical staff  to work effi  ciently 
and eff ectively. 

5
With in-person visits down, social distancing measures in eff ect and no cur-
rent COVID-19 vaccine, physicians are leveraging new digital tools to survive. 
Telehealth has allowed providers to continue to see and connect with patients 
through virtual consults. Almost overnight, telehealth shot up to over half of 
provider visits, and researchers expect uptake will increase to nearly 65% this 
year. Patients, too, have embraced the virtual care experience. In a recent poll by 
Sykes Enterprises, two-thirds of respondents said the pandemic has increased 
their willingness to try telehealth, and Forrester is now predicting virtual care 
interactions to exceed 1 billion in 2020.

Digital patient engagement tools, including telehealth, are also facilitating the 
growth in virtual medical appointments for issues not related to the coronavi-
rus. Forrester analysts expect general medical care virtual visits to top 
200 million this year, up from the original prediction of 36 million for all of 2020. 
These care delivery shifts — along with relaxed regulations for telehealth use 
and expanded reimbursement policies — are not only improving the fi nancial 
forecast for physicians, but also are increasing patient access to virtual care 
services and providing a valuable solution for chronic and preventative care 
management to continue improving patient outcomes.

Lessons learned
COVID-19, together with uptake in telehealth, is changing patients’ expectations 
and experience of care. With both physicians and their patients adjusting to the 
new normal, many practices are questioning whether it’s possible — or even 
desirable — to put the genie back in the bottle. 

With the arduous adjustments behind us, we can begin to make sense of the 
lessons. Here are fi ve things COVID-19 is teaching us about the patient experi-
ence that will extend long past this pandemic:

1 KEEP IT SIMPLE 
Digital solutions such as telehealth 

are essential, but they also must be 
easy to implement and use to engage 
patients. Nine out of 10 patients 
have access to a patient portal, for 
example, but less than one-third use 
them, according to the Government 
Accountability Offi  ce. Cumbersome 
logins and app fatigue (too many 
choices, too much research, too 
many downloads) don’t match con-
sumer expectations for instantane-
ous, seamless communication. 

3 BE CONVENIENT 
Integrating digital check-in technol-

ogy with the telehealth platform makes 
intake and registration faster and easier 
for patients. These tools allow patients 
to begin the check-in process — includ-
ing review of systems, consent forms 
and health risk assessments — without 
the back-and-forth of phone calls and 
faxes. Cloud-based software also allows 
for life’s little interruptions without the 
risk of losing work. Patients can simply 
pick up where they left off .

4 KEEP IT SHORT 
As restrictions lift, practices 

likely will off er both traditional 
and virtual appointments. Digital 
check-in tools, with their ability to 
capture upstream data, can eliminate 
the frustration of waiting rooms 
with their long wait times, tight 
appointment windows and “petri 
dish” environments. Eliminating wait 
times improves patient satisfaction 
and trust, with the added benefi t of 
increasing practice productivity. 

5 PUT PATIENTS FIRST 
Digital tools such as telehealth, 

digital check-in, text messaging, 
wearables and online scheduling help 
keep patients engaged and connected 
by bringing together services in a way 
that’s seamless, fast, convenient and 
accessible. Patients who are more 
informed about and involved with their 
care experience better outcomes.

Scott Freedman 
is chief revenue 
offi  cer for Epion 
Health. Send your 
practice management 
questions to medec@
mjhlifesciences.com
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Opinion: Is this the end of the independent physician? Page 32

Burnout has been a widespread and 
growing problem among doctors 
in recent years, brought on by frus-
trations with paperwork, electronic 
health records and other distrac-
tions from patient care.

Now, doctors face the additional 
challenges of caring for patients with the coronavi-
rus while trying to remain healthy themselves. To 
explore how the COVID-19 pandemic is aff ecting 
burnout, Medical Economics® spoke with Susan 
Hingle, M.D., MACP, who is leading the eff orts for 
the American College of Physicians (ACP) to fi ght 
burnout among its members.

Hingle is a past chair of the ACP Board of 
Regents and Board of Governors and is a professor 
of medicine at Southern Illinois University School 
of Medicine. This interview has been edited for 
length and clarity. 

Medical Economics®: What do you think the pan-
demic’s impact is going to be on burnout among 
primary care doctors? Is it causing more doctors 
to feel exhausted and overwhelmed? Or is it 
giving them a new sense of meaning about the 
importance of their work and reducing feelings 
of burnout?

Hingle: I think a lot of it remains to be seen. The 
likelihood is that it will increase burnout. Like you 
said, we’re only in the early phases of the corona-
virus. ... Four diff erent phases (are predicted). The 
one that we’re currently in ... is really the immediate 
morbidity and mortality related to COVID-19. The 
second phase is anticipated to be the impact on 
urgent non-COVID conditions. So all the resources 
are currently being directed to fi ght the virus, which 

is (how) it should be.
But there are a lot of other chronic and acute 

health issues coming up. That’s supposed to be the 
second wave, and I (liken) it to running a sprint and 
a marathon at the same time. Then the third wave is 
anticipated to be the impact of interrupted care on 
patients with chronic conditions. And that’s where 
it really will start to hit the primary care physicians 
more. And then the fourth wave is sort of the psychic 
trauma — the mental health issues, the burnout that 
you mentioned — that is likely to escalate and stay 
elevated for some time. And that’s because of the 
common drivers of burnout.

One of the biggest drivers of burnout is control 
— physicians feeling like they don’t have control. 
Talk about the perfect storm for that, with phy-
sicians taking care of patients with a very con-
tagious, deadly virus, often without appropriate 

by Jeff rey Bendix, M.A., Senior Editor

Susan Hingle, M.D., MACP, of Southern Illinois University 
School of Medicine.

Fanning the � ames: the impact of 
COVID-19 on physician burnout
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personal protective equipment 
(PPE) and being asked to work 
longer hours than typical with less 
ability to really provide the care 
that they want (to provide).

Physicians do a lot of things 
based on guidelines and experi-
ence and routine, and now that’s 
all thrown out the window. We’re 
not able to see our patients in 
our clinics unless it’s something 
really emergent because of social 
distancing. And we’re learning how 
to provide telemedicine care and 
all the rules and regulations that go 
along with that. So really a ton of 
loss of control.

A second big burnout driver 
is alignment with organizational 
culture and values. And acutely, the 
need is for treating patients with 
the virus, which is quite appropri-
ate. But primary care physicians 
long have felt a lack of respect from 
the powers that be. And things 
(for addressing that) are being 
pushed down the road. So I think 
that sense of not feeling valued is 
escalating for people in the primary 
care setting.

A third really important driver 
of burnout is the loss of social 
support and community. Because 
people are socially isolating to pre-
vent the spread of the coronavirus, 
they’re really losing that work sup-
port network that is so important 
in maintaining well-being.

You mentioned finding mean-
ing in work as something that’s 
potentially a positive that could 
come out of this, and I think that 
remains to be seen, based on, 
again, the outcomes of patients 
with the coronavirus or the out-
comes for the patients with chronic 
conditions that we’re now needing 
to take care of differently than we 
have in the past.

ME: What are you hearing from 
other ACP members? 

Hingle: It’s been very stressful for 
many of them, depending on the 
setting that they’re working in. 
In the hospital setting, the fear of 
contracting the virus and bringing 
that virus home to their families is 
really strong. The ability to provide 
high-quality care without proper 
personal protective equipment is 
another big stressor. So the hospital 
setting is really acute stresses.

In the outpatient setting, people 
are afraid that they’re not going 
to be able to keep their practices 
open. Volumes are down in the 
outpatient setting. In most places, 
they’re at about 30% to 40% of 
pre-COVID-19 numbers. And those 
visits are done by telemedicine 
rather than face-to-face medicine 
for the most part.

The government has (enacted) 
different protections to (encour-
age) telemedicine to happen more 
frequently, but telemedicine visits 
typically are paid at 40% less than 

face-to-face office visits. So if you’re 
down to about 40% of your pre-
COVID-19 visits and you’re getting 
paid 40% less for (visits), it’s going 
to be really difficult to keep the 
doors open at outpatient clinics.

ME:: It is the ACP providing 
any resources to help doctors 
with this?

Hingle: They are, and the govern-
ment is as well. The government 
started a program called the Pay-
check Protection Program, which 
allows health care facilities and all 
small businesses to apply for loans. 
And these can help businesses 
maintain their payroll. And it’s my 
understanding that up to 25% of that 
loan potentially could be forgiven if 
people are unable to pay it back.

The ACP website has a list of dif-
ferent available resources and inter-
pretation of a lot of the laws and 
regulations that have changed. The 
ACP also has a discussion forum 
where physicians can kind of share 
what their issues are, and hopefully 
others have figured out ways to miti-
gate some of those concerns.

ME:: A couple years ago the ACP 
launched a program that estab-
lished “well-being champions,” 
physicians who were trained to 
help other physicians find more 
meaning in their work to combat 
burnout. Are these champions 
doing anything different now 
during the pandemic? What are 
you hearing from them?

Hingle: In the past, a lot of the 
work of the champions was at 
chapter meetings. Chapter meetings 
obviously aren’t happening because 
of social distancing. So a lot of 
the educational part has changed 
format. Webinars are taking place 
with practical tips and advice for 

“One of the biggest 
drivers of burnout is 
control — physicians 
feeling like they 
don’t have control. 
Talk about the perfect 
storm for that, with 
physicians taking care 
of patients with a very 
contagious, deadly 
virus, often without 
appropriate personal 
protective equipment 
and being asked to work 
longer hours than typical 
with less ability to really 
provide the care that 
they want (to provide).”
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managing COVID-19 in your prac-
tice and in the hospital setting. And 
one webinar focused on utilizing 
positive psychology as well.

So some of the same content 
but delivered in a different format. 
The champions have also been 
some of the key contributors to that 
discussion forum that I mentioned. 
They’ve been asked to weigh in 
regularly in response to a lot of the 
questions (from) members. The 
champions are also being asked 
to help with advocacy efforts. A 
lot of the advocacy work needs to 
take place at the local level, so the 
champions are deployed through the 
state chapters. And very commonly, 
they’re asked to get involved in 
advocacy efforts as well.

ME: What do you mean  
by advocacy?

Hingle: Working with local hospi-
tals and health systems to secure 
PPE for the health care workers. 
Working with state legislatures to 
put in protections that will hope-
fully allow practices to, again, make 
payroll and hopefully keep their 
doors open long term when the 
acuity of COVID-19 is past. Things 
along those lines.

ME: Given the long hours that so 
many clinicians are being asked 
to work now, what can they do 
to maintain their physical and 
emotional well-being?

Hingle: So a lot of that, I think, gets 
back to what’s worked for them in 
the past. Anytime we’re in a time 
of crisis, we focus so much of our 
energy on that, and we forget that 
it’s important to take care of our-
selves as well. And so some people, 
they need to exercise. Some people 
need the opportunity to meditate. 

So whatever’s worked in the 

past is what they should sort of get 
back to. Really getting back to that 
first level of Maslow’s hierarchy of 
needs, which are the physiologic 
ones. Eating well, sleeping, resting, 
exercise. Those types of things. 

Another important thing is 
finding time to reflect about the 
meaning of the work that we’re 
doing and everything else that’s 
going on in society as a whole. So 
really finding that reflection time. 
You know, every day may not be 
good, but there’s likely good in 
every day. So really taking time to 
take that step back. 

And being there for each 
other. I know I spend a lot of 
my time checking in on people, 
especially people who I know are 
having a hard time. People who 
are physically ill, people who 

are on the front lines of ... the 
pandemic, the people who were 
helping to create all the different 
protocols and make those deci-
sions. That gives me a different 
sense of meaning, being able to 
help my colleagues.

And then I think a really big one 
is taking breaks from the news and 
social media. For me, that’s been 
really helpful. I find when I spend 
more time on those, my anxiety 
level really escalates. So figuring 
out what works for you individually 
and doing that on a regular basis.

ME: Are there any resources  
you can recommend to doctors 
who are experiencing symptoms 
of burnout? 

Hingle: Most of the major medical 
organizations have done a really 
good job of being there for their 
members. So accessing the websites 
of whatever organization you belong 
to. For internists, the American 
College of Physicians has a lot of 
resources available. Those discus-
sion forums that I mentioned.

There also are a lot of support 
lines available. Mostly those are 
through local hospital systems. I 
know that here in Springfield, one of 
our hospital systems has a support 
line that anyone can call. It doesn’t 
have to be someone who is a health 
care provider. It doesn’t have to 
be someone who is acutely ill with 
COVID-19. It can be anyone who’s 
really experiencing stress. I was 
reading about these support lines, 
and in some of the major metropoli-
tan areas, they’re getting 100,000 to 
250,000 calls a day. 

And so I want people to be 
aware that those are available and 
that there definitely is no shame in 
asking for help. That’s how we’re 
all going to get through this — by 
helping each other and getting 
through it together.

“Another important 
thing is finding 
time to reflect 
about the meaning 
of the work that 
we’re doing and 
everything else 
that’s going on in 
society as a whole. 
So really finding 
that reflection time. 
You know, every day 
may not be good, 
but there’s likely 
good in every 
day. So really 
taking time to take 
that step back.”
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You’ve controlled their A1c and blood pressure. But your patients with 
chronic kidney disease (CKD) and type 2 diabetes (T2D) are still at risk.1–3
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▪  Elevated blood glucose 
(A1c) levels

HEMODYNAMIC DRIVERS

▪ Rise in blood pressure
▪  High intraglomerular pressure 

INFLAMMATORY AND 
FIBROTIC DRIVERS1,4

▪ Proinfl ammatory cytokines
▪ Fibrotic proteins
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Today, the treatment of CKD in T2D does not adequately address inflammation and fibrosis, 
a major driver of CKD progression1

CKD PROGRESSION IN T2D IS INFLUENCED BY 3 MAJOR DRIVERS1,4:
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W
hen we look back 
on this time, will we 
remember fondly the 
era when the Ameri-
can patient still had 

a trusted primary care physician? 
Unfortunately, that is a real possi-
bility if our independent physicians 
continue to weather this storm 
without comprehensive support 
from our government and commer-
cial payers.

The hospitals that are collec-
tively fi ghting this global pandemic 
deserve all of the fi nancial sup-
port that has been pledged thus 
far by the government and other 
commercial health insurers. As an 
industry and a country, we were 
unprepared for a virus of this scale 
to hit our nation, and the providers 
on the front lines need every ounce 
of support, in dollars, supplies, and 
in the 7 p.m. cheering that takes 
place across the country.

Yet, we should not underes-
timate the great, knee-wobbling 
impacts the pandemic has had 
on the health care industry, most 
acutely felt by the nation’s tradi-
tional front-liners in primary care. 
The plight of the independent phy-
sician has never been so stark.

As the CEO of one of the largest 
independent physician organiza-
tions in the country, we are in full 
protection mode of this corner-
stone of American health care. 
COVID-19 has changed everything. 
Most pressing of course is pro-
tecting the future of primary care 
practices and the independent 

physician given the fi nancial 
crunch this cohort faces after just 
a few months of COVID-19 driven 
business contraction.

While physicians are some 
of the biggest champions of the 
shelter-in-place orders, this has 
been crippling to our businesses. 
Much like local restaurants and 
other businesses that found their 
healthy balance sheets wiped out 
in the blink of an eye, independent 
physicians have similarly found 

themselves needing to reinvent 
their business models overnight. 
Strategically, my organization has 
long championed virtual health and 
through around-the-clock support 
of our independent physicians, 
made our proprietary technology 
platform seamlessly available to 
more than 2,500 providers during 
the fi rst two weeks of the out-
break. Total virtual visit volumes 
increased from approximately 500 
a week to over 7,000 a day in the 
span of 2 weeks.

However, patients are not seek-
ing care at typical levels, with pri-
mary care in-offi  ce visits down 50% 
to 90% in the United States. With 
the coverage of virtual or telehealth 
visits, the high performing groups 
are only attaining 50% to 60% of 
pre-crisis volumes. For practices 

that have challenges related to 
geography and/or patient make-up, 
it can be considerably worse. That 
backdrop will prove unsustainable.

As stay-at-home orders lift, pri-
mary care providers are returning 
to their post as the essential front-
line team to test and treat patients, 
and to help ensure the safety of 
our communities. They may fi nd 
it necessary to change the physical 
structure and operational proto-
cols of their practices based on 
lessons learned from this outbreak. 
Physicians  will need additional 
funding to pay staff , to purchase 
personal protective equipment and 
cleaning supplies, to transform the 
practice’s operational workfl ow to 
safely care for their patients — and 

then to perform diagnostic tests 
and off er both sick and preventa-
tive health visits in their practices. 
It will not go back to “normal.”

We need immediate action at the 
state and federal levels, as well as 
support from commercial payers, to 
protect independent physicians and 
their patients. Dollars earmarked 
and dollars delivered to this cohort 
to date have been insuffi  cient. Our 
communities need additional help 
to protect patient’s access to med-
ical care by helping preserve both 
the viability of current physician 
practices and the ability to grow and 
transform their practices success-
fully in this new environment. 

Shawn Morris is the CEO of Privia Health, a 
national physician organization focused on value-
based health care.

Is this the end of the 
independent physician?

by Shawn Morris

CAREERS/ OPINION

“The plight of the independent physician 
has never been so stark.”
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CHRONIC 
CONDITIONS
Coding case study: Asthma Page 38     

Personalize care to improve 
patient heart health
How physicians can help patients adhere to treatments
by Todd Shryock Managing Editor

Cardiovascular disease is one of the 
most common chronic conditions 
that primary care doctors treat, yet 
improving patient outcomes can be 
challenging for a variety of reasons. 
Treatment often requires a combina-
tion of prescription drugs and lifestyle 

changes, and patients need to adhere to all treat-
ment recommendations to get better.

“There is the medical treatment side and the 
behaviors side, and the reality for many patients 
is that they struggle with both,” says Eugene 
Yang, M.D., FACC, University of Washington 
School of Medicine and chair-elect of the Amer-
ican College of Cardiology Prevention Section 
and Leadership Council. “It is across-the-board 
diffi  cult to have a patient adhere to guidelines 
for their medications and also adhere to specifi c 
lifestyle recommendations that are based on 
clinical studies.”

As physician income becomes increasingly tied 
to patient outcomes through the CMS Quality 
Payment Program and value-based care contracts 
with private payers, these struggles can aff ect a 
practice’s bottom line.

“We are all increasingly being paid based on per-
formance, and everyone is moving toward having a 
higher percentage of that type of payment model,” 
says Yang. “If you manage things well, you can 

reduce the rates of patients coming in with strokes 
and heart attacks.” 

So what can physicians do to improve the 
cardiovascular health of their patient population? 
Experts say it starts with a fi rm understanding of 
each patient’s unique circumstances and adapting 
treatment plans to fi t each individual patient.

Recognize, address social determinants 
One of the most common reasons a patient fails to 
follow a doctor’s treatment plan or fails to take pre-
scribed medicine is social determinants of health. 
A patient who is urged to exercise may not have a 
street that is safe to walk on, limiting their options. 
The lack of a readily accessible grocery store can 
also present challenges for patients who need to eat 
a healthier diet. 

For some patients, the signs of a lack of food 
or safe housing may be obvious, but for others, 
physicians may not even realize social determinants 
are a factor.

“There are absolutely unseen barriers that, even 
for care teams with long-term cognitive patients, 
can go totally missed,” says Aaron George, D.O., 
FAAFP, director of medical education for Meritus 
Health in Hagerstown, Maryland. “Sometimes it’s 
obvious when you have a patient with challenges 
you have to work through, but there are often 
socio-economic, family and community barriers 
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that the patients face that we lack 
the ability to see upfront.”

George says to be careful about 
placing patients into categories 
and to be aware that bias cuts 
both ways. A patient who has a 
low literacy level and is strug-
gling with social determinants 
may have a tremendous desire 
to be healthy and be willing to 
do anything to achieve that goal. 
Conversely, a patient who appears 
affl  uent with a high education 
level and no fi nancial issues may 
have little dedication toward 
living a healthier lifestyle.

“One approach to solving this 
is to have a standardized initial 
process for trying to understand 
where a patient is,” says George, 
noting that tools are available 
from many professional societies 
that help a physician identify how 
a patient lives and their barriers 
to care. “Implement one of those 
tools for every patient at the outset, 
perhaps at their fi rst visit, before 
they even step in with the physician. 
You will start with a fi rm ... under-
standing where they are coming 
from, as opposed to having informa-
tion trickle out over the course of 
months or years of care.”

Ada Stewart, M.D., FAAFP, 
president-elect of the American 
Academy of Family Physicians, says 
that understanding the patient’s 
specifi c challenges and building 
a solid relationship are key to 
keeping patients on track with 
their treatment plan — and that 
includes assessing their mental 
health. “Make sure you are looking 
at mental health issues, such as 
depression or other stressors like 
alcohol use, as those are really 
important to be able to fi nd out 
why folks are not adherent.”

Set shared goals
Patients need goals to be successful 
but, according to experts, they also 
need to be part of the decision-mak-
ing process when setting those 

goals. Patients need to understand 
their risks, what they can do to 
lower them and the importance of 
regular check-ins to chart progress 
or address challenges.

“Make patients accountable 
for their own health,” says Yang. 
“The way to do that is to increase 
the frequency of check-ins with 
patients. The more frequent check-
ins, the better chance they feel they 
can achieve a certain goal.”

More frequent check-ins can 
also help identify what is work-
ing and what isn’t, says Yang. For 
example, a yearly checkup for 
cholesterol level won’t off er any 
insight into what the patient is 
doing that’s helping, but a more 
frequent one can help pinpoint 
behavior that is having an eff ect 
one way or another.

The pandemic’s boost to tele-
medicine may help doctors manage 
patients with cardiovascular dis-
ease better than before, says Yang. 
“With the increase in telemedicine, 
we are seeing more and more vir-
tual visits, and that may allow us to 
increase the frequency of checking 
in,” he says. “The higher the fre-
quency of checking in, the greater 
the benefi ts of achieving goals and 
maintaining adherence because the 
patient feels a stronger connection 
to the physician.”

When Stewart checks in with 
patients, she uses motivational 
interviewing techniques to see 
where they are in their treatment. 
For example, with high blood 
pressure, she’ll ask: “How is the 
medication working for you?” or 
“Are you able to take your medica-
tion every day?” 

“If they say that they’re not 
taking their blood pressure medica-
tion, I try to make sure they under-
stand the consequences of not 
taking it and emphasize the impor-
tance of the medicine, diet and 
exercise,” says Stewart. “Then I’ll 
address any barriers they have and 
let them know that I understand 

their challenges. You want to make 
sure that they recognize they are a 
partner in their health.” 

She says for some patients, 
focusing on one key goal may be 
the best strategy. “We fail a lot of 
times as physicians in making sure 
our regimens are simplifi ed,” says 
Stewart. Maybe a patient won’t 

“There are absolutely 
unseen barriers that, 
even for care teams 
with long-term 
cognitive patients, 
can go totally missed. 
Sometimes it’s 
obvious when you 
have a patient with 
challenges you have 
to work through, but 
there are o� en socio-
economic, family and 
community barriers 
that the patients 
face that we lack the 
ability to see upfront.”

—Aaron George, D.O., FAAFP,
director of medical education, Meritus 
Health, Hagerstown, Maryland
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walk a mile a day, but maybe they 
are willing to walk down their 
street or to the mailbox and back. 
“We have to talk about what their 
goals are and what they see them-
selves doing to get there.”  

Experts say to be wary of over-
whelming patients with too many 
goals and guidelines, or the patient 
may not achieve any of them.

“A lot of times you throw a 
whole bunch of things at them 
and you think they are listening, 
but when they come back for a 
follow-up, they didn’t do any of 
them because they didn’t under-
stand,” says Stewart. “When they 
don’t hear you, we end up having 
increased hospitalizations and 
increased deaths, especially when 
we are talking about heart disease. 
If you put too much on them, then 
a lot of times they will just give up 
and say, ‘Forget it.’ ”

Set goals with the patient that 
they believe they can meet and 
keep making progress on, even 
if it’s in small increments. Other 
patients may be able to handle 
bigger steps. There’s no one-size-
fi ts-all plan. “Every patient is not 
the same,” says Stewart. “You have 
to look at who your patient is, 
where they are, and what barriers 
they may have and what we can do 
to help them.”

Be proactive
Yang says that some population 
health initiatives are helping to 
identify high-risk patients by 
assigning them risk scores based 
on hospital utilization. A team of 
caregivers is then assigned to help 
the patient better manage their 
blood pressure and keep track of 
how they are progressing toward 
their heart health goals. He adds 
that physicians should use nurses, 
advanced care providers and 
other staff  as needed to help keep 
patients on track.

Stewart only has one care 
coordinator for her patient panel, 

and that person will reach out to 
patients that Stewart has identifi ed 
as high risk for nonadherence. The 
care coordinator will follow up 
about two weeks after an appoint-
ment to make sure the person is 
taking their medication and isn’t 
experiencing side eff ects and to 
answer any questions.

But even without the benefi t of 
a full care team or computer-gener-
ated risk scores, George says there 
is one warning sign of increased 
cardiovascular risk that often goes 
unnoticed by physicians.

“I think the biggest warning sign 
that we ignore nationally is the 
subtle creep of weight gain,” says 
George. “I rarely fi nd a patient that 
puts on 60 pounds in six months; 
it’s 3 pounds one year, 4 pounds 
the next year and six pounds the 
next year. Somehow, I think we all 
tolerate it and accept it as an almost 
unfortunate norm.”

Because the weight gain is min-
imal, physicians tend to ignore it 
and the patient is willing to accept 
it, says George. “I’m really quick 
to show patients the trend of their 
weight gain over the last eight years 
or 10 years, and how it’s gone up 
just a couple of pounds each year. 
I tell them, ‘Imagine where you’re 
going to be 10 years from now or 
fi ve years from now.’ ”

Paying attention to patient 
trends is an important part of mon-
itoring cardiovascular health. The 
more patient contact, the better. 

“I can tell you that without a 
doubt, almost all my patients in the 
days leading up to their visit will 
take their medications because they 
want their blood pressure to look 
good, or they won’t eat bad foods 
for a couple days before they are 
having their lipid tests done,” says 
George. “But we don’t live life like 
that. For the majority of patients, 
the more frequent touch points that 
are brief and done by nonphysi-
cian team members are going to be 
increasingly important.”

— Ada Stewart, M.D., FAAFP,
president-elect, American Academy 
of Family Physicians

“A lot of times you 
throw a whole 
bunch of things 
at them and you 
think they are 
listening, but 
when they come 
back for a follow-
up, they didn’t 
do any of them 
because they 
didn’t understand. 
When they don’t 
hear you, we 
end up having 
increased 
hospitalizations 
and increased 
deaths, especially 
when we are 
talking about 
heart disease.”
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Asthma
Coding case studies

Getting paid requires accurate documentation and selecting the correct codes. In our Coding Case Studies, we 
will explore the correct coding for a specific condition based on a hypothetical clinical scenario. Check out the 
following scenario involving a patient presenting with a headache and see if you can choose the correct codes.

by Renee Dowling, CPC Contributing author

Clinical Scenario
Chief complaint 
Asthma exacerbation

History 
  6-year-old boy, established patient. 
  Mother says son has had an exacerbation of 
asthma symptoms during their family vacation  
to a dude ranch in Arizona last week. Mother says 
that there was a lot of secondhand smoke at  
the ranch. 
  Mother says the albuterol inhaler was last used 
this morning, about 90 minutes prior to arrival, 
but seems less effective than usual.  Father also 
has asthma.

Exam 
Vital Signs: 
BP: 110/67 
HR:  100 
T: 98.9°F 
R: 28 
Wt.: 25kg 
SpO2: 95% 
General appearance: mild respiratory distress, alert. 
ENT: oropharynx clear, no plaques or exudates, 
minimal nasal flaring noted, no accessory muscle use. 
Respiratory: diminished breath sounds with mild 
expiratory wheezing heard throughout. 
Cardiovascular: no murmurs, no rubs, no gallops.

Assessment and Plan 
  Intermittent asthma with acute exacerbation 
caused by exposure to seconhand smoke
  Nebulizer treatment given, with improvement; 
3-day course of oral prednisone
  Family history of asthma

Documentation Coding Requirements
How should this be coded? Here is some background information on 
documentation requirements and the available ICD-10 codes. When 
documenting asthma, include the following:

Cause 
Exercise induced, cough variant, related to smoking, chemical or particular 
cause, occupational

Severity  
Choose one of the three options below for persistent asthma patients

 Mild persistent
 Moderate persistent
 Severe persistent

Temporal Factors  
Acute, chronic, intermittent, persistent, status asthmaticus, acute exacerbation

Asthma ICD-10 Codes
J45.20  Mild intermittent asthma, uncomplicated
J45.21  Mild intermittent asthma with (acute) exacerbation
J45.22  Mild intermittent asthma with status asthmaticus 
J45.30  Mild persistent asthma, uncomplicated
J45.31  Mild persistent asthma with (acute) exacerbation
J45.32  Mild persistent asthma with status asthmaticus
J45.40  Moderate persistent asthma, uncomplicated
J45.41  Moderate persistent asthma with (acute) exacerbation
J45.42  Moderate persistent asthma with status asthmaticus
J45.50  Severe persistent asthma, uncomplicated
J45.51  Severe persistent asthma with (acute) exacerbation
J45.52  Severe persistent asthma with status asthmaticus
J45.901  Unspecified asthma with (acute) exacerbation
J45.902  Unspecified asthma with status asthmaticus
J45.909  Unspecified asthma, uncomplicated
J45.990  Exercise induced bronchospasm
J45.991  Cough variant asthma
J45.998  Other asthma
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Renee Dowling is a billing 
and coding consultant with 
VEI Consulting in Indianapolis, 
Indianapolis. Send your 
diagnosis coding questions to 
medec@mjhlifesciences.com

J45.21 
Mild intermittent asthma, with (acute) exacerbation 
main reason for visit, so listed as primary diagnosis.

Z82.5 
Family history of asthma and other chronic lower 
respiratory diseases.

Z77.22 
Contact with and (suspected) exposure to 
environmental tobacco smoke (acute) (chronic). Per 
ICD-10 guidelines for asthma and other respiratory 
diseases, additional required code for history of 
tobacco use, or current use of or dependence on 
tobacco, when applicable.

DIAGNOSIS CODE

CODING INSIGHTS / CHRONIC CONDITIONS

The number of U.S. patients 
with an asthma diagnosis.

MILLION
25

Source: CDC
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Your telehealth reimbursement 
questions, answered
by Chris Mazzolini, MS Editorial Director

P hysicians need telehealth to ensure 
they can treat their patients dur-
ing this unprecedented COVID-19 
pandemic. They also need to secure 
the necessary revenue to keep their 
practices functioning through accu-
rate coding and documentation. 

So how can physicians ensure they get paid for 
telehealth visits?

Since the beginning of the COVID-19 pandemic, 
Medical Economics® has received many questions from 
physicians on how to properly code and document 
telehealth visits. To answer your questions, we 
reached out to health care business consultant Eliz-
abeth W. Woodcock, MBA, FACMPE, an expert on 
coding and documentation. The following interview 
has been edited for length and clarity.

Medical Economics®: Where can physicians go 
to get the most correct, up-to-date information 
for telehealth coding and documentation?

Woodcock: It’s a great question. And we’re ham-
pered by two details that are incredibly frustrating. 
First of all, almost every payer has its own nuances, 
its policy protocols related to coding reimburse-
ment. And second of all, those are changing what 
seems like every day. So if you’re frustrated, you’re 
not the only one. I am, too. However, it appears that 
we are now at a ... sustainable state, meaning (the 
rules have been) worked out and as of today, you 
pretty much know what they are going to be.

ME: We received a lot of questions about whether 

you can be reimbursed via telehealth for phone 
calls that don’t use video.

Woodcock: On April 30, CMS actually made audio-
only telemedicine possible. Prior to that, they had 
held steady to audio and video being required. But 
(that April 30 ruling) was actually retroactive back to 
the beginning of the public health emergency. Indeed, 
audio is now applicable. And so physicians can bill 
the telephone-only codes and, interestingly enough, 
receive reimbursement at the level of an outpatient 
visit. So it’s exciting to have had that change.

ME: That’s Medicare we’re talking about, correct?

Woodcock: That’s a great point. Yes, this is Medi-
care. And indeed, just like we discussed early on, 
because each payer has diff erent policies, it pays to 
check with your particular payers to see if they allow 
phone-only telemedicine visits.

ME:  We have received a lot of questions about mod-
ifi er “CS.” Can you explain what that is and what 
physicians need to know to get paid for using it?

Woodcock: “CS” is a relatively new modifi er that 
was brought about based on a law passed by the 
federal government and includes all payers. So this is 
not just a Medicare issue. All private payers did agree 
to this — not to the particular use of the modifi er 
but to the fact that physicians will be reimbursed at 
100% of the allowable if a COVID-19 test is adminis-
tered or ordered during the encounter. There’s a bit 
of nuance in that the law says: If the encounter is for 
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the evaluation of (whether) a test 
(needs) administered or ordered, 
that counts too. 

So what do you do? For Medicare 
patients, use modifier “CS.” ... It’s 
a payment modifier that triggers 
100% of the allowable. And because 
it’s a payment modifier, it needs to 
go on right after the CPT code. So 
for example, if you see a patient and 
it’s a level-three established patient, 
visit (99213) and you ordered a 
COVID-19 test, you want to put the 
“CS” modifier in the documenta-
tion. And what that means is your 
Medicare contractor will pay you at 
100% of the allowable. It’s impor-
tant to recognize, and this is a great 
payment tip, that you can actually 
go back to March 18 to use this 
modifier. Most of our Medicare con-
tractors are requiring these claims 
be resubmitted. But you can go back 
to March 18 and resubmit them with 
the “CS” modifier to get paid at 
100%. For other payers, they’re all 
obligated to do this, but you do need 
to check with them with regard to 
the policy about coding.

ME:  What’s the best way to check 
with private payers? Are they 
updating physicians on a regular 

basis, or do you need to pick up 
the phone and contact the payer?

Woodcock: I wish we could pick 
up the phone and contact any 
payer, but that’s an impossible task 
because they don’t have phone num-
bers any longer. However, they’re 
certainly issuing memoranda. We 
are seeing that it’s actually on their 
websites. Most of them have a 
COVID-19 or a public health emer-
gency resource page. So that’s prob-
ably the best bet. Unfortunately, 
Plan B is to go ahead and submit the 
claim and then get the denial. 

ME:  This was maybe the most 
frequent question we received in 
regard to telehealth: What are the 
current rules regarding “place of 
service”? And what do you need to 
do to ensure that you’re receiving 
the best possible reimbursement? 

Woodcock: When the public health 
emergency was declared, CMS said, 
“Let’s go ahead and use a telehealth 
‘place of service 02.’” So all of us 
were scrambling. And there was 
correspondence and communication 
coming out that physicians would 
be paid at the regular rate, except 

that the “02” modifier triggered 
a lower facility rate. I won’t go 
into the details, other than saying 
physicians were getting paid less. So 
CMS came out and said to replace 
the “02” with whatever “place of 
service” you would have used if that 
patient encounter had been face 
to face. And so, even though this is 
frustrating, I would argue that CMS 
was actually doing the right thing 
by saying, “Listen, we know this is 
triggering a lower reimbursement. 
We want doctors to get paid what 
they should. So if you would have 
been billing as a ‘place of service 
11,’ which is a physician’s office, 
then please go ahead and continue 
to do that.” It was a great strategy. 
Even though it’s frustrating from a 
payment perspective, it really was 
the best thing to do.

ME:  The next question asks about 
the G2012 code and whether it can 
be used for follow-up phone calls 
after a telemedicine visit. Can 
you talk a little bit about what’s 
allowed in terms of that “G” code 
and following up?

Woodcock: So the “G” code pays 
about $15 but does indeed require 

Q&A / TECHNOLOGY

“I know this is 
frustrating and at 
times overwhelming, 
but it does represent 
a new normal. So I do think it’s a great opportunity. 
(It takes) time to really learn these rules related to 
telemedicine, (but) I think it’s time well invested.”
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you to get outside of a seven-day 
window, so it cannot be used for ser-
vices that originate from an “evalu-
ation and management (E/M)” ser-
vice that was provided. So if you call 
the patient two or three days later, 
the E/M code ... incorporated your 
reimbursement. But if you’re calling 
them nine days later or you’re just 
checking in with them, then that 
would certainly count as G2012. 
Again, about a $15 reimbursement. 
Now if you’re remote patient moni-
toring, another set of higher paying 
codes fall under that topic.

ME:  Could you expand on those 
remote patient-monitoring codes? 

Woodcock: Absolutely. Let’s say 
you have a patient who tested 
positive or negative for COVID-19, 
and you’re worried about them. So 
you’re basically checking in with 
them — you’re remote patient mon-
itoring because (they’re not) coming 
into the office. ... There are multiple 
codes in that series. And they can 
be billed in units of time, and those 
units are in 20 minutes.

ME:  What is modifier “95,” and 
how does it work? 

Woodcock: Modifier “95” is the 
telehealth modifier Any time you 
conduct telehealth, be sure to add 
modifier “95.” It’s really an infor-
mation-only modifier, so it doesn’t 
trigger a different kind of payment. 
It’s really meant for researchers to 
track on the back end and for CMS 
to know what type of visit you’re 
rendering. ... Let me just mention 
again that it’s with “place of service 
02” and modifier “95” that we’re 
seeing a variation in terms of some 
payers asking for the “02” and some 
payers asking for the “95.” There’s 
also this crazy modifier called a “GT” 
that was kind of an old telemedicine 
modifier. Unfortunately, some payers 

are asking for that as well.

ME:  So again, it’s important to 
check with your payers to see 
what they’re requiring to ensure 
you’re using the right modifiers to 
get paid.

Woodcock: Absolutely.

ME:  Here’s another technical 
question about modifiers: Can 
you use modifier “95” and “CS” at 
the same time?

Woodcock: You absolutely can. But 
because “95” is informational only, 
I’m going to use that in a second-
ary position. “CS” should go in the 
primary position because it triggers 
a different payment. 

ME:  Can you use modifier “CS” if 
a patient is evaluated for COVID-
19, but then no testing is ordered. 
Is testing a required part of that?

Woodcock:  would ask that our 
physicians really review that law. It’s 
my interpretation that it certainly 
can be evaluation only. I am seeing 
some payers be very specific about 
— you have to have the COVID-19 
test ordered or administered for 
that encounter. I do want to men-
tion that this is actually not just the 
encounter. So if the physician, for 
example, orders a flu test in addition 
to the COVID-19 test during the 
course of this encounter, those 
are also indeed covered at 100%. I 

didn’t want to forget that nuance. 
It’s important.

ME:  In terms of technical glitches 
with telehealth, one of the ques-
tions we received was if a tele-
health call is interrupted and 
essentially can’t continue because 
of a software glitch or some inter-
net connection issue, how do you 
handle the billing? 

Woodcock: The best way to 
handle this is to just default to a 
telephone-only code, which a few 
months ago would have meant a 
plunge in reimbursement. But now, 
it’s the same thing as a “99212,” 
“99213” and “99214,” respectively. 
So there are three telephone codes 
that now pay at the same rate as 
in-person visit.

ME:  Is there anything else in 
regard to telehealth billing, cod-
ing or documentation that you 
think is important for physicians 
to keep in mind?

Woodcock: I know this is frustrat-
ing and at times overwhelming, but 
it does represent a new normal. So 
I do think it’s a great opportunity. 
(It takes) time to really learn these 
rules related to telemedicine, (but) I 
think it’s time well invested. All the 
data are showing us that ... patients 
are going to have an incredible 
amount of hesitancy about physi-
cally going to the physician office 
again. So it’s a great time to learn 
about this.

Check out 
This interview was transcribed from a video interview that was 

recorded as part of Medical Economics® Pulse video program. 

Check out more video interviews with experts at bit.ly/MedEcVideo.
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T he variety of devices 
and apps that 
measure health data, 
known as wearables, 
are growing in popu-
larity with patients. 
Despite their 

ubiquity, they are technologically in 
their infancy, according to experts, 
leaving physicians to fi gure out what 
to do with the data produced. While 
wearables may off er patients useful 
ways to engage in their own health, 
these devices are still developing the 
sophistication and clinical validity 
to be of optimal use to physicians. 

So how can physicians comb 
through the noise of so much data 
for useable information that can 
help their patients? Experts say it 
takes a combination of creativity, 
discernment and patience.

How valid are wearables?
Physicians should realize that 
health technology is still develop-
ing, says Crystal Riley, Pharm.D., a 
lecturer of health administration 
at New York University’s Robert F. 
Wagner Graduate School of Public 
Service. While there may be some 
quality diff erence between an app 
that a patient can download to a 
smart device, such as a watch or 
Fitbit, and a glucose monitor, very 
few wearable devices have been 
clinically validated.

“The devices, from a technolog-
ical perspective, are not all created 
equal,” Riley says. “There haven’t 
been extensive studies done across 

all of these diff erent wearables to 
make sure that the data they’re 
collecting (are) accurate.”  

If inaccurate, she surmises, how 
meaningful can the data be?

Even if the data were all valid, 
Riley points out that for patients 
who wear their devices frequently 
or regularly, no physician would be 
able to sort through the amount of 
data that would accumulate. 

Indeed, everyone is drowning 
in data, according to Christian 
Habermann, MBA, co-founder of 
MayaMD, an artifi cial intelligence 
(AI)-based health care company 
in Boston. 

“Patients today have more 
health data at their disposal than 
ever before and so do doctors,” he 
says. “This is the information age 
after all, and it’s very accessible. 
The problem is that doctors today 
are already inundated and some-
what overwhelmed with their cur-
rent workload, not to mention the 
endless hours of having to enter 
their patients data into EHRs.” 

More data are not the solution 
and simply contribute to physician 
burnout, he says. 

“Until there’s a way to really 
integrate data in a meaningful way, 
for the moment, I think it’s a really 
good patient empowerment tool 
and a mechanism for physicians to 
start the conversation about recog-
nizing health patterns,” Riley says.

Snapshot of patient health
The most useful data to come out 

of wearables may actually be quali-
tative, gleaned from a conversation 
between physician and patient.

“Once you can fi gure out how 
to interact with this data without 
drowning in it, it’s worth the chal-
lenge because our patients see us 
three or four times a year and we 
make huge decisions about their 
(health),” says Betty Rabinowitz, 
M.D., FACP, chief medical offi  cer of 
NextGen Healthcare, a health care 
technology company in New York 
that supports ambulatory care.

Rabinowitz says there’s a great 
deal of evidence that the data a 
patient brings from wearables 
can help physicians get a better 
snapshot of that patient’s health 
during a clinical visit or to the root 
of complex problems.

Additionally, Riley suggests 
that wearables also encourage 
patients to engage more with 
their own health care. “So the 
patient can look at their data, 
and the physician can ask if there 
are any spikes and give them 
markers to help evaluate their 
own health care.”

And, as Haberman points out, 
research shows engaged patients 
lead to better health outcomes.

These conversations around the 
data patients are gleaning from 
their own wearables can also help 
physicians personalize patient care, 
says Kyna Fong, Ph.D., CEO and 
co-founder of Elation Health, a 
health care technology company in 
San Francisco. 

by Jordan Rosenfeld Contributing author

Drowning in data: How docs 
can make data useable
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“That conversation about 
what (patients) are doing outside 
of your clinic is an important 
part of coming up with a treat-
ment or care plan that works for 
that patient and can be really val-
uable for building relationships,” 
Fong says.

The question of integration
For wearable data to be truly 
useful, however, they have to go 
beyond the qualitative and offer 
actionable information that can 
integrate into a physician’s EHR. 
However, many medical groups 
and hospitals are reluctant to allow 
wearable data into their EHRs due 
to the lack of validity, says health 
care data expert, Theresa Hush, 
co-founder and CEO of Roji Health 
Intelligence, a health care technol-
ogy and consulting company based 
in Chicago.

“We’re in the wild west of biom-
etric data,” Hush says. 

What’s more, she says, as 
AI-based algorithms continue 

to improve, the technology will 
begin to grow in capability — 
which also means growth in the 
amount of data.

Haberman says the data will 
begin to become useful, and even 
essential, when more sophisti-
cated AI begins to pull trends and 
insights out of the streams of data. 

“This is when the data can be 
used for real precision medicine, 
population health and preventa-
tive care,” Haberman says, citing 
the prediction and detection of 
most chronic diseases as one of 
its potentially powerful uses. 
“A lot of this new patient data 
could be pulled from wearables 
and biometric devices and then 
reside behind the scenes, if you 
will, in databases and ware-
houses that can collect and syn-
thesize it. If certain associations 
can be made with the data and 
(that information) meets certain 
criteria that makes it imperative 
for a doctor to know, then it can 
be alerted in EHRs.”

Analyzing wearable data
A few vendors are already offering 
software and technology to help 
aggregate this data coming from 
multiple sources, such as wearables, 
health information exchanges and 
insurance claims, says Rabinowitz. 

So how do physicians and 
practice managers decide whether 
or not these products are right for 
their practice? Rabinowitz offers 
four questions to ask of a software 
that might help a physician decide:

1 Can it ingest and inter-
pret data from multiple 
sources?

2 Was the system designed 
for clinical use? 

3 Can the system separate 
out inconsequential data 
from actionable data?

4 Do the insights inte-
grate back into the EHR 
workflow?

Rabinowitz believes that 
without a comprehensive solution 
for collecting and analyzing data, 
physicians will eventually find 

“Once you can figure out 
how to interact with this 
data without drowning 
in it, it’s worth the 
challenge because our 
patients see us three or 
four times a year and we 
make huge decisions about 
their (health).”

—Betty Rabinowitz, M.D., FACP, chief medical officer, NextGen Healthcare
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that patients must use multiple 
wearables/apps to collect a number 
of different data points from blood 
pressure to sleep quality. 

“That is absolutely time prohib-
itive and not scalable,” Rabinowitz 
says. The more comprehensive, 
the better. 

Become part of the  
design conversation
As these technologies continue to 
evolve, Hush feels that it’s crucial 
for physicians to find their way into 
the design conversation.

“I think the worst thing to do 
with physicians is tell them what 
you want them to do at the last 
stage of the process,” says Hush. 
“They’re really needed in map-
ping out the clinical pathways of 
patients (who) are presenting with 
wearable data.”

She suggests that physicians 
speak to administrators and IT 
folks to be sure they’re a part of 
the design conversation whenever 
possible. “There shouldn’t be any 
black boxes deciding what a patient 
is at risk for that physicians are not 
validating through their own learn-
ing and education,” Hush says.

And, either way, she says, “I 
definitely advise physicians to start 
ramping up their understanding 
of this technology and how it can 
be applied. Look beyond their own 
EHRs and into other ways of aggre-
gating data and putting (that data) 
to use, even experimentally.” 

Embrace with care
Though physicians should begin to 
embrace these technologies, they 
should do so with some care so they 
don’t wind up assuming responsi-
bility for reviewing health data they 
did not solicit, advises Fong.

“If you don’t review all the 
pieces of the data or something is 
found later, you could potentially 
have liability.”

Furthermore, Fong adds, to have 
value, “(the data need) to have 

purpose, timeliness and a feedback 
loop where physicians can flag and 
correct issues. And health data 
systems need to start with patient 
benefit. When we strategically use 
physicians as care coordinators and 
data curators, and we listen to them 
when they say something isn’t valua-
ble or correct — instead of dumping 
millions of raw records at their clinic 
door — that’s when data will become 
the most valuable for patient care.”

Hush believes that it won’t actu-
ally be up to the individual physi-
cian to sort through these individ-
ual streams of data, but rather the 
organizations or group practice 
administrators who will synthesize 
data and pass the information on 
to physicians. 

“(The data) will be queued up 
for them by industries or popu-
lation health solutions that show 
them the patients who appear to be 
at risk from a variety of factors and 
suggest the next step.”

In short, Haberman says, 
“For doctors to even think about 
accepting additional patient data 
from today’s wearables, it needs 
to be very concise and needed. So 
providers need to understand their 
patient population and what data 
from certain cohorts would really 
help to improve outcomes.”

—Crystal Riley, Pharm.D., a lec-
turer of health administration, New 
York University’s Robert F. Wagner 
Graduate School of Public Service

“The devices, from 
a technological 
perspective, are 
not all created 
equal. There 
haven’t been 
extensive studies 
done across all 
of these different 
wearables to 
make sure that 
the data they’re 
collecting (are) 
accurate.”

The percentage of American 
who have tried mobile health 
apps or fitness trackers.45%
Source: Gallup
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Telehealth compliance programs 
avoid and mitigate risk
The dramatic expansion of tele-
health across the United States in 
response to the COVID-19 pandemic 
has allowed providers to continue 
servicing their patients during this 
stay-at-home era while minimizing dis-
ruption to their business. Telehealth 
expansion also has spurred innovation 
by enabling companies to harness 
technology, identify new ways of 
delivering patient treatment, collect 
and aggregate patient data, and lower 
costs associated with brick-and-mor-
tar provider facilities. 

While telehealth represents tre-
mendous opportunity for providers, 
it also poses substantial risk. The 
current proliferation of telehealth 
services has been prompted, in 
large part, by changes to federal and 
state regulations and requirements 
in response to the COVID-19 pan-
demic. The shifting landscape and 
complex web of federal and state 
regulations make legal compliance 
for telehealth providers extraordi-
narily difficult. Moreover, even prior 
to the COVID-19 pandemic, federal 
enforcement authorities prioritized 
rooting out fraud in the telehealth 
industry, as evidenced by the pros-
ecution in the past year of several 
telemedicine providers accused of 
improper billing, kickbacks, bribes 
and prescribing medically unneces-
sary drugs or devices. 

The federal government is now 
providing hundreds of millions of 
dollars in stimulus funds to support 
the delivery of telemedicine ser-
vices. The flow of federal dollars to 
telehealth providers and the overall 
visibility of this industry mean that 
law enforcement actively will pursue 
bad actors in this space, particularly 

those who seek to profit unlawfully 
from the circumstances created by 
the pandemic. 

Implement strong 
compliance programs
Compliance programs are designed to 
prevent misconduct from occurring. 
They ensure that applicable laws and 
regulations are followed, provide 
mechanisms for reporting suspected 
misconduct, and set clear expecta-
tions and obligations for employees 
of an organization. Law enforcement 
authorities look to the adequacy of 
companies’ compliance programs in 
assessing culpability and criminal and 
civil penalties. 

Given the current environment 
and the importance of compliance 
programs, telehealth providers 
should take immediate steps, with 
input from legal counsel, to imple-
ment effective and comprehensive 
compliance programs. Among other 
measures, providers should consider 
the following: 

 ɋ Implement/review written 
policies: Ensure that written 
policies are in place that 
expressly require compliance 
with applicable federal and 
state laws, regulations and 
requirements. Considering 
recent changes, policies put 
into place prior to the COVID-
19 outbreak should be reviewed 
and revised as necessary.

 ɋ Designate a compliance 
officer: Identify an individual 
to serve as a compliance 
officer to oversee the 
implementation of the 
organization’s compliance 
program. Designating a 

compliance officer is an 
important step in ensuring 
the allocation of adequate 
resources to implement a 
compliance program. 

 ɋ Train and educate: 
Conduct regular trainings 
of business management, 
administrative staff, physicians 
and other affected employees 
regarding existing compliance 
policies. Provide refreshers 
and updates to employees 
through newsletters, 
memoranda and the like.

 ɋ Establish reporting 
mechanisms for suspected 
misconduct: Implement 
reporting mechanisms, such 
as an anonymous tip line, 
so employees at all levels of 
the organization can report 
instances of suspected 
wrongdoing. Put in place 
processes to act upon 
reports and to assess and 
investigate allegations. 

 ɋ Regularly audit/monitor 
compliance program: 
Conduct annual audits of 
the compliance program to 
assess compliance activity and 
effectiveness. In addition, stay 
apprised of changing laws and 
requirements to ensure that 
existing compliance policies 
are effective and up-to-date.

Ariel Glasner is a partner based in Blank Rome 
LLP’s Washington, D.C. office, specializing in white 
collar defense and government investigations. 
Jane Thomas is an associate in Blank Rome LLP’s 
Washington, D.C., office, where she concentrates 
her practice on insurance recovery and a wide 
range of general litigation matters. Send your legal 
questions to medec@mjhlifesciences.com.
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W hile busy physician own-
ers have many competing 
time pressures, succes-
sion planning is one of 
the most eff ective ways 
to give you peace of mind 
and ensure you are pre-

pared for any unforeseen event or for retirement. 
When successful physician practice owners reach 
a certain age, it becomes imperative to address 
succession planning. Many of them may have been 
dodging this particular conversation for years, 
yet they sometimes approach me with seemingly 
ironclad convictions about how they would like the 
succession to play out. That doesn’t mean that they 
actually know what they want. They may have sim-
ply met with their accountant or a fi nancial advisor 
to learn about avoidance of future or current tax 
liabilities related to ownership changes.

To be honest, physician owners often contact me 
fully devoted to a set of myths, beliefs and emotions 
that are almost always counterproductive in the early 
stages of the process. The fi rst step by any qualifi ed 
consultant should not be a discussion of strategies or 
tools. It should be a frank discussion of what the phy-
sician client really wants. That discussion requires 
breaking down some myths that are almost universal 
among physician practice owners and confronting 
not only the realities of succession planning, but also 
the emotions and physician dynamics that are power-
ful forces in many medical practices. 

Myth No. 1: There’s plenty of time
In physician-practice succession planning, time 
is either your ally or your enemy. You can spend 
time planning for succession during your active 
business lifetime or postpone planning for the 
more chaotic, uncertain and expensive succession 
planning to occur postmortem, when the choice is 
no longer yours.

Reluctance to accept the realities of time can 
have disastrous consequences, especially since 
timing issues are often beyond an owner’s con-
trol. Just as the aging CEOs of major corporations 
are pressed by shareholders who demand a succes-
sion plan to protect their investments,  physician 
owners, too, should implement a succession plan to 
protect the interests of all stakeholders. The lesson? 
Start early. Select your successor(s) and work with 
an experienced consultant to develop a succession 
plan before it’s an issue.

Myth No. 2: It’s easier to just sell it
Really? To whom? When? For how much? Finding a 
willing buyer for any medical practice is rarely just a 
matter of hanging up a “for sale” sign. Buyers are not 
necessarily prepared to wait until the time is right in 
a business’s life cycle before making an off er. And it 
is even more diffi  cult for solo physician practices.

The same issues of timing infl uence the way 
medical practices are valued. Some physician own-
ers have an idea of the worth of their practice based 
on revenues, fi xed assets, profi tability and a variety 

by Nick Hernandez, MBA, FACHE Contributing author

4 myths about 
succession planning for 
physician practices

Political donations: What do know before you contribute Page 50   
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of balance sheet items. If you are 
not one of those, then a valuation 
of the practice may be needed at 
some point.

What physician owners want 
is fair value paid by the buyer, as 
if that was a constant or objective 
number. Fair market value, as 
defined by the United States Board 
of Tax Appeals, is “The price at 
which property would change hands 
between a willing buyer and a will-
ing seller, neither being under any 
compulsion to buy or sell, and both 
having reasonable knowledge of the 
relevant facts.” The truth is that val-
uing a medical practice is a detailed 
process (as I have written about 
several times in the past), and when 
the time comes for a valuation, you 
will need an independent valuation 
of the practice, documentation of 
the business valuation data and 
methodology and, perhaps, periodic 
review of the valuation.

Myth No. 3: A successor will 
be ready when I’m ready
It is not surprising how many phy-
sician practice owners approach 
me wanting a succession plan 
without a successor clearly estab-
lished. “Established” means more 
than simply identifying a successor. 
It’s also preparing that successor, 
which may require a long appren-
ticeship. The apprenticeship will 
certainly involve learning all the 
operational tasks required in the 
business, but it also may require 
much more from both the succes-
sor and the current practice owner.

Growth is the lifeblood of any 
business. In most medical prac-
tices, growth comes not only as 
a result of outstanding clinical 
performance, but also through the 
careful management and expansion 
of relationships with patients and 
referring physicians. A success-
ful succession plan builds into 
the apprenticeship the mastery 
of business tasks and, equally as 
important, the building of business 

relationships. The outstanding 
taskmaster does not always turn 
out to be the best rainmaker, and 
that’s an important thing to know 
when identifying a successor.

The physician owner also may 
have handpicked a successor who 
has very different ideas about how 
the practice should eventually be 
run. Now the owner has to listen to 
new ideas about a successful prac-
tice that he or she has built. It’s 
not easy. That’s why a consultant 
should stress a long apprenticeship 
as part of the succession plan.

Myth No. 4: Giving up  
ownership means losing  
control and income
Too many physician owners see a 
succession plan as “all or noth-
ing”— that changing ownership 
means giving up control and reduc-
ing income. However, it is entirely 
possible to create a succession plan 
that transfers business ownership 
to an eventual successor without 
losing control, income or — as is 
vitally important to many founders 
— the continued opportunity to 
build a legacy.

It is possible for a physician 
owner to still run a medical practice 
and be paid for that role without the 
loss of title or any of the other sat-
isfactions of operating an independ-
ent physician practice. However, 

the earlier a physician owner begins 
transferring ownership to a succes-
sor, the likelier it is for a succession 
plan to be a success, both emotion-
ally and financially.

Final thoughts
Think of a succession plan as a liv-
ing document that records exactly 
how you want the next chapter of 
your business story to unfold — a 
tool designed to ensure your prac-
tice continues to thrive for many 
years following your departure. 
Know that once you’ve made the 
succession plan, it can change. New 
circumstances, unforeseen needs 
or a new vision can all inspire 
changes to your finished plan. 
The good news is you can change 
course and make corrections as 
you go, especially if you see any 
vital errors. But you must also trust 
in the training process and in your 
successor’s decisions.

So relax. You have to give up 
the reins sometime. Let go of the 
responsibilities of leadership, and 
look toward your future. Decide 
what legacy you want to leave 
behind, both professionally and 
personally, and greet it with prom-
ise and hope by making a rock-solid 
succession plan. It is helpful to 
work toward deadlines for com-
pleting your succession plan. Allow 
yourself a generous amount of time 
to seek advice and carefully weigh 
the decisions. 

People often say change is inev-
itable, but it is possible to cultivate 
a change for the better by planning 
in advance for your medical prac-
tice succession.

Nick Hernandez, MBA, FACHE, is the CEO 
and founder of ABISA, a consultancy specializing 
in strategic health care initiatives for physician 
practices. His firm helps devise and implement 
strategies that allow practices to remain 
competitive and solvent. 

“Think of a 
succession 
plan as a living 
document that 
records exactly 
how you 
want the next 
chapter of your 
business story 
to unfold.”
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Political contributions:  
What to know before you donate
The COVID-19 crisis, its intersection 
with health care policy and how it has 
personally affected physicians across 
America have encouraged many doc-
tors to be more politically active. 

What follows are basic answers to 
some common legal questions about 
political donations. This summary is 
not specific legal advice and should 
be treated as a resource for your 
own compliance and due diligence.

Who can make political 
contributions?
Individuals and certain specific busi-
ness entities, including some LLCs 
and partnerships depending on how 
those entities are taxed. (But not your 
“professional corporation”; see details 
below.) Individuals can contribute 
to candidates, parties and a variety 
of political organizations in different 
amounts. Both minors and adults can 
give. However, you’re not allowed to 
give your minor children money spe-
cifically to make contributions that 
you are directing. It needs to be their 
own money and their choice. 

Who can’t?
The list of prohibited donors is long 
and detailed, so for the purposes of 
our discussion, we’ll highlight some key 
details. Campaigns are prohibited from 
accepting contributions from certain 
types of organizations and individuals. 
These prohibited sources are:

 ɋ Your “professional corporation.” 
Although law firms, doctors’ 
practices and similar businesses 
are often organized as 
partnerships, some of these 
businesses may instead be 
professional corporations. Unlike 
a partnership, a professional 
corporation is prohibited 

from making any 
contributions because 
contributions from 
corporations are 
unlawful.

 ɋ Corporations, 
including nonprofit 
corporations. 
(Contributions from 
a separate segregated fund are 
permissible.)

 ɋ Labor organizations. (Funds 
from a separate segregated fund 
are permissible.)

 ɋ Federal government contractors.
 ɋ Foreign nationals (exception 

for green-card holders as 
permanent resident aliens). 

 ɋ Contributions in the name  
of another.

Can I donate 
anonymously?
Probably not, at least not directly to 
a specific candidate and especially if 
you are donating more than $50 and 
using any form except cash, according 
to the FEC. 

 ɋ An anonymous contribution 
of cash is limited to $50. Any 
amount in excess of $50 must 
be promptly disposed of and 
may be used for any lawful 
purpose unrelated to any federal 
election, campaign or candidate.

 ɋ Federal law requires disclosure 
of most significant contributions 
over $200. This includes donors’ 
names, addresses, occupations 
and employer information, which 
then become public record freely 
available and tracked by the FEC. 
Many organizations report all 
contributions to stay on the safe 
side of disclosure laws. 

Federal law requires that 
all political action com-
mittees, political parties 
and federal candidates 
disclose any and all 
contributions received 
that are over $200. 
This information, then 
becomes public record.

How much can  
I contribute?
Surprisingly to many, you are most 
limited in giving money to a specific 
candidate directly ($2,800) but 
can make very large contributions 
($100,000 plus) to a national party 
committee account and can give 
away potentially millions through 
other methods. The FEC has a very 
detailed chart that breaks down 
contribution limits based on the type 
donor and the type of recipient. Cash 
(actual currency) contribution limits 
are most specifically limited by the 
FEC: A campaign may not accept 
more than $100 in cash from a 
particular source with respect to any 
campaign for nomination for election 
or for election to federal office.

What is a contribution? 
A contribution can take many forms 
including the following examples: 

 ɋ Direct monetary contributions 
and personal loans. 

 ɋ In-kind contributions of goods 
and services offered free or 
below market rate 

 ɋ Finds obtained through sales, 
fundraisers and purchases of 
political items or event tickets.

Ike Devji, J.D., has practiced law exclusively in 
the areas of asset protection, risk management and 
wealth preservation for the past 16 years. Send your 
legal questions to medec@mjhlifesciences.com
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MEDICAL EQUIPMENT

Bionet CardioCare 2000: $1,255.00
Schiller AT-2 Plus: $2,275.00*
*add Spirometry: $1,000.00
Burdick ELI 250c: $3,422.00 
Welch Allyn CP150 w/ Interp:
$3,258.00

Advertising in
Medical Economics®

has accelerated the 
growth of our business 

by putting me in 
contact with health care 
professionals around the 
country. It has allowed 

me to help both my 
colleagues and 

my patients.

“

”— Mark J. Nelson, MD
FACC, MPH

Joanna Shippoli
Advertising
(440) 891-2615

jshippoli@mjhlifesciences.com

Reach your target audience. Our audience.
Contact me today to place your ad.

Joanna Shippoli
(440) 891-2615
jshippoli@mjhlifesciences.com
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Build your team.
Place a recruitment ad.

Joanna Shippoli
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Reach your target audience. Our audience.
Contact me today to place your ad.

Joanna Shippoli
(440) 891-2615
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Release Date: July 1, 2020
Expiration Date: July 1, 2021

Learning Objectives 
Upon successful completion of this activity, you should be better prepared to:

•  Discuss effi cacy, safety, and considerations for patient age in selection of 
agents for severe asthma

•  Evaluate the effi cacy and safety of agents for treatment of chronic 
rhinosinusitis with nasal polyps and other comorbid conditions of severe or 
diffi cult-to-treat asthma

Accreditation/Credit Designation
Physicians’ Education Resource®, LLC, is accredited by the Accreditation 
Council for Continuing Medical Education (ACCME) to provide continuing 
medical education for physicians.

Physicians’ Education Resource®, LLC, designates this enduring material for a 
maximum of 0.25 AMA PRA Category 1 Credits™. Physicians should claim only 
the credit commensurate with the extent of their participation in the activity. 

Acknowledgment of Commercial Support
This activity is supported by an educational grant from Genentech, Inc.

Off-Label Disclosure/Disclaimer
This activity may or may not discuss investigational, unapproved, or off-label 
use of drugs. Learners are advised to consult prescribing information for any 
products discussed. The information provided in this activity is for accredited 
continuing education purposes only and is not meant to substitute for the 
independent clinical judgment of a health care professional relative to 
diagnostic, treatment, or management options for a specifi c patient’s medical 
condition. The opinions expressed in the content are solely those of the 
individual faculty members, and do not refl ect those of PER® or any company 
that provided commercial support for this activity. 

3 Things You Should Know 
About Diffi cult-to-Treat 
And Severe Asthma

To learn more about this topic,
including information on guide-
lines and recommendations for 
management of severe asthma 
in patients across age groups, 
go to gotoper.com/online-cme-
activities/cpc/cpc-aaaai20

Michael E. Wechsler, MD, MMSc
Professor of Medicine
Director, The Cohen Family Asthma Institute
Division of Pulmonary, Critical Care & 
Sleep Medicine
National Jewish Health
Denver, CO

This activity was written by PER® editorial staff 
under faculty guidance and review.

Faculty, Staff, and Planners’ Disclosures
In accordance with ACCME Guidelines, PER® has 
identifi ed and resolved all COI for faculty, staff, and 
planners prior to the start of this activity by using a 
multistep process.
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LLC./Regeneron Pharmaceuticals Inc.

The staff of PER® have no relevant fi nancial rela-
tionships with commercial interests to disclose.

CONTINUING MEDICAL EDUCATION

Follow-Up

VISIT
from

Instructions for Participation/How to Receive Credit
Read this activity in its entirety. 

  Go to gotoper.com/go/aaaai20print to access and complete the post-test.

Answer the evaluation questions.

Request credit using the drop-down menu.

You may immediately download your certifi cate.
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R
ecently updated guidelines and a growing 
number of biologic therapies for di�  -
cult-to-treat asthma re� ect a greater un-
derstanding of asthma as a heterogenous 

disease that is o� en worsened by comorbidities.1

Approximately 20% of adults with asthma have 
di�  cult-to-treat disease, de� ned as poor control on 
treatments such as medium- or high-dose inhaled 
corticosteroids (ICS) and a second controller.2 Near-
ly 10% of adults with asthma have severe disease, 
de� ned as di�  cult-to-treat asthma despite good 
adherence and proper inhaler use.  

Treating these patients requires a deliberate and 
personalized approach, bearing in mind that severe 
asthma is associated with a doubled risk of all-cause 
mortality, and oral corticosteroids (OCS) carry a 
burden of side e� ects.3,4 Here are three important 
things you need to know about di�  cult-to-treat and 
severe asthma.

1 Endotypes and pheno-
types affect treatment 
responses in asthma. 
An earlier categorization of asth-

ma as non-atopic “intrinsic” or atopic “extrinsic” 
cases has given way to newer nomenclature 
describing multiple phenotypes and endotypes.5

Patient phenotypes are based on observable 
characteristics due to environmental and hered-
itary in� uences. Endotypes are based on patho-
physiological and mechanistic factors that can be 
assessed with biomarkers.

Two broad asthma endotypes are type 2 (some-
times called T2 high) and non-type 2 asthma (or 
T2 low).6,7

Type 2 pathway in� ammation is marked by 
atopy and eosinophilia due to the activation of cyto-
kines from T-helper 2 (� 2) cells and group 2 innate 
lymphoid cells.8 Targets of particular interest are the 
cytokines interleukin (IL) 4, IL-5, and IL-13.

Targets of Interest: 
IL4, IL-5, IL-13

Approximately 60% of patients with severe asthma 
have the type 2 endotype; they may be further cate-
gorized as having allergic immunoglobin E (IgE)-me-
diated asthma, eosinophilic IL-5–mediated asthma, 

or high exhaled nitric oxide (eNO) IL-13–mediated 
asthma.7 Some patients with type 2 asthma have 
early-onset asthma, late-onset asthma, or aspirin-ex-
acerbated respiratory disease. 

60% with Type 2 Endotype

2 Biomarkers point to 
potential biologic treat-
ment in diffi cult-to-treat 
type 2 asthma.  

When patients’ asthma remains uncontrolled on 
Step 4 treatment or they are taking maintenance 
oral corticosteroids (OCS), the Global Initiative for 
Asthma (GINA) recommends that clinicians assess 
them for biomarkers of type 2 asthma.2,9 � ese 
biomarkers include2: 

FeNO, fractional exhaled nitric oxide.

Blood 
eosinophils 
of ≥150/µL

FeNO of 
≥20 parts 
per billion

Sputum 
eosinophils 

≥2%

Currently, no reliable blood or serum biomark-
ers are available for diagnosing neutrophilic (non-
type 2) asthma, but lack of biomarker evidence of 
type 2 asthma indicates its presence.10 

Biomarkers in Type 2 Asthma
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Biomarker assessment guides clinicians in 
choosing the appropriate biologic option if needed. 
Monoclonal antibody therapies available for chil-
dren, adolescents, and adults with type 2 asthma are 
as follows11:
❚ Benralizumab binds to IL-5 receptor alpha on eosinophils, 

causing apoptosis and a resulting reduction in peripheral 
eosinophils; it is approved as an add-on therapy for patients 
aged 12 and older with severe eosinophilic asthma.12

❚ Dupilumab is an IL-4 receptor alpha antagonist that also 
blocks IL-13 activation; it is approved as an add-on ther-
apy for patients aged 12 and older with moderate-to-
severe asthma and an eosinophilic phenotype or OCS-
dependent asthma.13

❚ Mepolizumab prevents IL-5 from activating the IL-5 
receptor on eosinophils and reduces the number of cir-
culating eosinophils that can travel to the airways; it is 
approved for patients aged 6 and older with severe asthma 
and an eosinophilic phenotype.14 

❚ Omalizumab binds to IgE and prevents allergen-related 
mast cell activation and production of infl ammatory medi-
ators; it is indicated for patients aged 6 and older with 
persistent moderate-to-severe asthma, inadequate control 
from inhaled corticosteroids (ICS), and evidence of allergy 
to perennial aeroallergens.15 

❚ Reslizumab is another IL-5 antagonist that reduces circu-
lating eosinophils; it is approved for add-on maintenance 
in adults with severe eosinophilic asthma and is dosed 
based on body weight.16

No targeted biologic therapies are approved for 
severe non-type 2 asthma. 

3 Biologic therapy is 
attracting interest for 
asthma with comorbid 
chronic rhinosinusitis. 

In adolescents and adults with di�  cult-to-treat 
asthma, GINA recommends considering whether 
chronic rhinosinusitis (CRS) or other comorbidities 
are contributing factors.2 CRS, which may occur 
with nasal polyps (CRSwNP), commonly a� ects 
patients with asthma. CRS o� en causes disabling 

fatigue, facial pain, and headache, and it is a reason 
for most of the 250,000-plus annual sinus surgeries 
in the United States.17,18

� e following symptoms, if they occur for at 
least 12 weeks, are de� ning characteristics of chronic 
rhinosinusitis in adults:19

Rhinosinusitis Characteristics
≥2 OF THE FOLLOWING:
Mucopurulent 
drainage

Facial pain, pressure 
or fullness

Nasal obstruction Hyposmia

PLUS INFLAMMATION EVIDENCED 
WITH ≥1 OF THE FOLLOWING:
Purulent mucus or edema in middle 
meatus or anterior ethmoid area
Polyps in nasal cavity or middle meatus
Radiographic evidence of paranasal sinus 
infl ammation

Dupilumab is approved as an add-on therapy 
for adults with inadequately controlled CRSwNP. 
In late 2019, the FDA accepted a biologics license 
application for omalizumab for the treatment of 
nasal polyps in adults with inadequate response 
to intranasal corticosteroids.20 In the phase 3 
placebo-controlled POLYP 1 and POLYP 2 studies, 
omalizumab was associated with statistically 
signi� cant improvements in nasal polyp score 
and daily nasal congestion score.21 In the phase 
3 SYNAPSE trial for mepolizumab, patients with 
surgical-refractory CRSwNP had signi� cant 
improvement in nasal obstruction and size of nasal 
polyps in weeks 49 to 52 compared with the pla-
cebo group; the manufacturer is planning an FDA 
submission.22 In addition, benralizumab has been 
investigated in phase 3 trials for use in patients 
with severe nasal polyps.23

CONTINUING MEDICAL EDUCATION
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CME POST-TEST QUESTIONS

1  The phase 3 POLYP 1 and POLYP 2 
studies evaluated the efficacy and safety of 
which biologic asthma therapy in adults 
with chronic rhinosinusitis with nasal 
polyps (CRSwNP)? 

A Dupilumab
B Mepolizumab
C Reslizumab
D Omalizumab

2  A 26-year-old man presents with poor 
control of asthma despite treatment with 
daily budesonide and formoterol 160/4.5. 
Which test is GINA-recommended for 
determining whether to initiate the patient 
on a biologic for type 2 asthma?

A FEV1
B Sputum eosinophil assessment 
C IgM assessment
D Sputum neutrophil assessment

3  The patient in the prior question is 
determined to be an appropriate candidate 
for therapy with anti–interleukin-4Rα bi-
ologic asthma therapy. Which biologic has 
this mechanism of action? 

A Benralizumab
B Dupilumab
C Mepolizumab
D Reslizumab

To learn more about this topic, including information on  
guidelines and recommendations for management of severe  

asthma in patients across age groups, go to  
gotoper.com/online-cme-activities/cpc/cpc-aaaai20

ME0720_054-CV3_CME.indd   57ME0720_054-CV3_CME.indd   57 6/26/20   1:44 PM6/26/20   1:44 PM

https://www.gotoper.com/online-cme-activities/cpc/cpc-aaaai20
https://www.gotoper.com/go/aaaai20print


©2020 NeoTract, Inc. All rights reserved. MAC00901-05 Rev B

I  am a urologist.
I  am a patient.

Enlarged Prostate (BPH) affects over 40 million men in the United States. Symptoms may include interrupted 
sleep and urinary problems as well as loss of productivity, depression and decreased quality of life.2

Learn more and check out the data at UroLift.com/info

If your patients have symptoms of an enlarged prostate, introduce them to the 
UroLift® System. Here’s why I chose UroLift System and recommend it to my patients.

Proven, minimally invasive approach to treating enlarged prostate that provides 
rapid symptom relief and recovery3,4

An earlier alternative to medical therapy that provides symptom relief 
better than reported for medication3,5

Durability through 5 years6

Over 175,000** men have been treated with the UroLift System worldwide

The procedure is covered by Medicare and all major private insurers when 
medical criteria are met.

men have been treated with the UroLift System worldwide

 and all major private insurers when 

PRE-PROCEDURE POST-PROCEDURE

“ “
When my BPH symptoms became unbearable I really
didn’t want to undergo invasive surgery and I’m not a 

personal fan of BPH medications. Relief can be inadequate 
and temporary and they have a whole host of side effects.1

Peter J. Walter, M.D., F.A.C.S.* Western New York Urology Associates and
UROLIFT® SYSTEM PATIENT

UroLift® Implant
Actual Size 

The UroLift System procedure is FDA-cleared for the treatment of symptoms due to urinary outflow 
obstruction secondary to BPH, including lateral and median lobe hyperplasia, in men 45 years of age 
or older. Results and patient experience may vary. Clinical data from a pivotal 206-patient randomized 
controlled study showed that most common adverse events reported include hematuria, dysuria, 
micturition urgency, pelvic pain, and urge incontinence. Most symptoms were mild to moderate in 
severity and resolved within 2 to 4 weeks after the procedure.

*Dr. Walter is UroLift System faculty and a paid consultant for NeoTract|Teleflex
**Management estimate based on product sales and average units per procedure

1. AUA Guidelines 2003, 2010; 2. Speakman et al. 2014 BJUI International; 3. Roehrborn J Urol 2013 L.I.F.T. Study;
4: Shore, Can J Urol 2014 Local Study; 5. AUA BPH Guidelines 2003; 6. Roehrborn et al. Can J Urol 2017
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