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n the present day, health-
care has come to mean 
every aspect, service and 
device for taking care 
of your health.  It has 

become conscripted by government, 
politicians, political ideologues, third 
parties and media to conveniently 
and neatly defi ne whatever they want 
to “give” you. By simply becoming in-
volved, these middlemen are diluting 
the quality of the actual health service 
you can achieve, be they government 
or insurers. 

Healthcare is not a thing at all to 
be given, bought or sold, but an entire 
ecosystem with many unique moving 
parts that are only connected by virtue 
of the existence of the patients. Each 
patient, having individual needs, will 
have a landscape that suits the needs 
of their own health, and one that will 
change with time. While Americans 
have a need of good health, they have 
a right to choose the ecosystem that 
suits their own needs. 

Th e larger healthcare landscape 
includes all goods, services, and 
payment mechanisms for achieving 
and maintaining one’s health.  In 100% 
of interactions, insurance has inserted 
itself. For simpler interactions, insur-
ance serves to keep costs hidden and 
high.  

Health insurance was initially 
an inexpensive stop-gap/stop-loss 
measure to help individuals mitigate 
expensive life-threatening health risk 
expenses, like those caused by disease 
and trauma. Now, through 100 years 

of government intervention, law and 
“health policy,” health insurance has 
become bloated, expensive, ineffi  cient 
and diffi  cult to access and use.  Health 
insurance has integrated itself into 
becoming the defi nition of healthcare 
after being advantaged by government 
for the last near-century. Health in-
surance is neither health nor health-
care, but only a third-party payment 
mechanism.

When you have government spon-
sored taxpayer paid health insurance 
like Medicare or Medicaid, govern-
ment entities and politicians and their 
paid third-party administrators decide 
what you can and cannot have. When 
you have employer sponsored health 
insurance, the employer “buys” the 
policy with money that you’ve earned 
or merited for your compensation 
package. In this case, both the employ-
er and paid third parties get to decide 
what you can and cannot have. See 
how both scenarios further divorce 
the patient from choice and from the 
physician or other care entities?

Free market principles have not 
failed healthcare, but healthcare hasn’t 
been permitted to naturally utilize the 

free market in almost a century.  Many 
aspects of the healthcare ecosystem 
have been skewed, cancelled or down-
right outlawed. Th e patient-physician 
healing relationship has been all but 
destroyed by third parties. How can an 
individual pick and choose for them-
selves if government and third parties 
are paying? Th ey can’t. 

Th ere’s the rub for all who advocate 
socialized medicine, government sin-
gle-payer, employer based health in-
surance, or anything but the fi rst-par-
ty transaction of the patient choosing 
and paying the caregiver directly.

So “healthcare”— all the industries, 
interests, products and services that 
make up the ecosystem—must be 
permitted by government to embrace 
the effi  ciency and fairness of the 
free market. Patients only become 
smart, healthy, thrifty consumers 
when they experience, learn and grow 
while choosing and buying their own 
goods and services. Th e free market 
responds to needs and wants by pro-
viding these goods and services with 
outstanding quality, effi  ciency and 
various price options. Quality goes up 
and price comes down through free 
market competition, not government 
edict. 

All patients, governments, and all 
of, so-called, “healthcare,” would ben-
efi t from direct free market competi-
tion.  Freewill and freedom will take 
care of the rest, naturally.  

Craig M. Wax, DO, is a family physician, media 

host and health policy expert

I

Th e free market can save healthcare

“The patient-physician 
healing relationship has 
been all but destroyed 
by third parties.”

READ MORE Returing to solo practice  PAGE 47
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It’s no surprise that patients who take an 
active role and interest in their healthcare 
have better health outcomes and lower 
costs. It’s also no surprise that patients 
haven’t been connecting with practices 
or using traditional patient engagement 
solutions, as those tools don’t off er dif-
ferent options for how patients want to 
connect. 

Healthcare consumers now expect 
more from providers. Patients want tools 
that are fl exible and easy-to-use to help 
them meet their health needs, according 
to a recent report by Deloitte.

To meet this demand, physicians’ offi  c-
es, specialty clinics, community pharma-
cies, and the like have adopted technology 
solutions from multiple vendors for ap-
pointment reminders and patient portals. 
In addition, most providers off er these 

services through a patchwork of technolo-
gy or single-point solutions that often lack 
interoperability and can overwhelm staff  
with added administrative complexities 
and increasing frustration. 

Th e answer to this problem is not 
less technology—it’s technology that 
does more. Providers need to adopt new, 
cutting-edge solutions that off er multiple 
channels to connect with patients, based 
on their preference and convenience, as 
well as a single place for staff  to manage 
communications. 

Th e challenge of using technology to 
connect with patients poses the opportu-
nity to think about patient engagement in 
new ways. Healthcare consumerism has 
changed the way we want or expect busi-
nesses to communicate with us. Today, it’s 
crucial for providers to think of patients as 
customers and engage with them via the 
same channels that other businesses use 
to nurture those valuable relationships.  

New communication options, such as 
cell phones and wearables, have shifted 
the way we providers and consumers 
communicate with each other. 

Bloggers

“Please remember it 

wasn’t medical school 

or residency that made 

you who you are. It was 

and will continue to be 

experiences with your 

loved ones, your unique 

gifts, and the hand of 

Providence. ... Give all 

you can to your patients 

and team members at 

work. However, don’t put 

your career in the top 

three items of your life’s 

priority list.”

—Jack Faircloth, MD, on how 

physicians can better care for 

their patients and themselves  

“Genomics holds great 

potential to transform 

healthcare. Patients 

are often ahead of 

their providers in 

understanding how 

genomics can help 

them stay healthier, and 

in highly competitive 

healthcare markets, 

providers cannot aff ord 

to be late adopters.”

—Joel Diamond, MD, FAAP, 
on starting a precision medicine 

program 

MORE ONLINE   To read more, visit bit.ly/fresh-look-patient-engagement
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Why providers need 
to take a fresh look at 
patient engagement
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Doctor recommended, 
patient approved

The AGA recommends PEG laxatives 
(like MiraLAX) as a fi rst-line constipation treatment1

Start with MiraLAX for proven relief of occasional constipation.
 *Survey of 300 consumers, 2017. 

Use as directed on product labeling or as directed by your doctor. 

Reference: 1. Clinical decision support tools. American Gastroenterological Association website. 
http://campaigns.gastro.org/algorithms/constipation/index.html. Accessed May 12, 2017. 

Bayer, the Bayer Cross, and MiraLAX are trademarks of Bayer.
© 2017 Bayer   May 2017   68522-PP-MLX-BASE-US-0328

96% patient satisfaction rate*

#1 GI-recommended laxative for over 10 years

✔

✔

For fi rst-line constipation therapy,
stick with the leader

http://campaigns.gastro.org/algorithms/constipation/index.html


The article published in the November 
25, 2019, edition of your journal re-
garding “gender pay gaps” bothers me. 

I am a board certifi ed family phy-
sician in my 41st year of practice. I am 
not aware that disclosure of my gender 
to insurance payers was necessary to 
negotiate contractual payments, and 
that checking off  the hypothetical male 
check box would ensure me higher 
reimbursements. A 99213 is a 99213 no 
matter who sees the patient. 

I would be interested as to how the 
content of this article was obtained. 
Was it derived by a blanket look at de-
mographic information and numbers  
which a biased author wanting to push 
their own narrative used? Was indi-
vidualization of each physician taken 
into account (hours worked, amount 

of patients seen, amount of procedures 
conducted, etc.)? Are we to automat-
ically assume that whoever is issuing 
reimbursement rates for insurance 
companies are misogynists across the 
board? 

Perhaps pay gaps have nothing to 
do with gender and everything to do 
with the other factors mentioned. 
Perhaps I work harder, smarter, or lon-
ger caring for my patients than others 
do—whether they be male or female. 
Perhaps I carry a larger patient panel 
and see higher volumes? 

When women (or men) work less 
hours than I do, it would make sense 
to be paid less. I fi nd the lack of infor-
mation as to how this author came 
about the conclusion that payment 
gaps amongst physicians can come 

down to gender and gender only 
troublesome. 

I fi nd it problematic that such 
an article was chosen for publica-
tion. Uniting physicians, both male 
and female, as opposed to drawing 
controversy would be more benefi cial 
to us a whole profession. Find a clinic 
in which there are both male and 
female counterparts practicing the 
same specialty, with the same degree 
credentials, under the same offi  ce 
manager, and show me that their pay-
ment reimbursements for individual 
offi  ce codes are unbalanced because 
of their gender. Th en we can have this 
conversation. 

Charles P. Bolotte, MD

NAPOLEONVILLE, LA.

learly, nurse practitioners 
will be playing an important 
role in providing primary 
care as pointed out by Joyce 
M. Knestrick, Ph.D., C-FNP,

APRN, FAANP, in “Nurse practitioners 
are critical providers of patient care” 
(Your Voice, January 10, 2019).

It’s been reported that only about 
18% of American medical students 
are entering primary care residencies.  
Most primary care doctors are seeing 
too many patients trying to keep up 
with the demand for their services. 
Th ey’re spending too little time with 
them and too much time with paper-

work, for medicine and patients’ needs 
have become complicated and time 
consuming. More so than ever before.

Th e future of primary care training 
will probably be a hybrid that combines 
the best of traditional physician train-
ing and of nurse practitioner training, 
a hybrid that will provide the practical 
skills that are needed to provide care in 
the new world of medicine.

It will talk about 6 years (after high 
school) to produce the primary care 
providers of the future. Most to their 
training will occur in community health 
centers, which will also be the training 
sites for all primary care providers.

Primary care providers will see 
only about 8 patients in a typical day. 
Th eir incomes will be greatly reduced.  
Some may work in hospital networks 
or large private organizations; 
some will be stationed in urgent 
care centers—some of which will 
be independent or affi  liated with 
hospitals.

Th e time has come for primary 
care to undergo major changes. Tradi-
tional primary care training is due for 
a major overhaul. 

Edward Volpintesta, MD

BETHEL, CONN.

C

Traditional primary care 
needs an overhaul

Discussions of gender pay gaps seeks to divide physicians
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VITALS
New study shows 
the value of primary care

Source: Levine DM, Landon BE, Linder JA. Quality and Experience of Outpatient Care in the United States for Adults With or Without Primary Care. JAMA Intern Med. 

Published online January 28, 2019. doi:10.1001/jamainternmed.2018.6716

In the fi rst study of its kind, researchers found that patients with primary care doctors receive better medical care.

While it may seem like an obvious point to many physicians, the authors of a new study published in JAMA Internal Medicine 

say theirs is the fi rst to directly compare outpatient care quality and experience when delivered inside or outside of a relationship 

with a primary care physician.

The bottom line: “Receipt of primary care …  was associated with signifi cantly more high-value care, more low-value 

care, and better healthcare experience.” Here’s what they found:

Adults with primary care physicians were more 
likely to receive “high-value care” such as:

   colonoscopies and mammograms

  diabetes care

  counseling, especially for smoking cessation

  fl u vaccines

   blood pressure checks

More patients with primary care rated their 
healthcare as “excellent”

31

79%with primary care

without primary care 69%

“Policymakers and health system leaders seeking 
to improve value should consider increasing investments 
in primary care.” —Study authors, JAMA Internal Medicine, January 28, 2019

Adults with primary care physicians were also 
more likely to receive some low-value care 
such as:

   inappropriate antibiotics (11% more likely 

than patients without a primary care 

physician)

American patients use primary care physicians less 
than patients in comparative countries

   1 out 4 patients reported not using primary care, 

yet 67% of them had health insurance

   While poor access may be an issue, the authors 

say that “some Americans do not perceive the 

potential value of primary care.”

2 4

MedicalEconomics.com 11MEDICAL ECONOMICS  ❚  MARCH 10, 2019

http://medicaleconomics.modernmedicine.com/


In recent months, I have had three physician clients 

investigated for prescriptions written to themselves, 

employees, friends/acquaintances, or family members.

In each case there was no medical record to support 

a patient visit related to the prescription and no patient 

exam, physical or otherwise. None of my clients 

knew they had done anything questionable but now 

face the possibility of a license or Drug Enforcement 

Administration (DEA) suspension, which can have a 

signifi cant impact on their careers.

1/ Conduct an exam
All individuals require 

an appropriate exam, 

whether physical or 

visual, in compliance 

with their state law. 

The patient must be 

able to talk freely about 

the issue and disclose 

conditions or medication 

use. The physician should 

document the patient’s 

condition or issue, then 

retain the record in a 

HIPAA-compliant manner.

2/ Stay in your lane
Physicians should not 

operate beyond their 

area of experience and 

expertise. They should 

not prescribe something 

to friends and family that 

they would not prescribe 

to their patients, nor 

should they prescribe 

something if they are not 

up-to-date on the drug’s 

literature, side effects, or 

interactions.

3/ Beware narcotics
Narcotic prescriptions 

should be picked up 

by a patient directly 

from a pharmacy or 

handed directly to the 

patient at the time 

of the medical visit. 

A provider leaving 

a prescription at his 

offi ce for pick-up 

(when he or she is not 

there), is generally not 

proper as prescriptions 

can be stolen, lost, 

or given to someone 

other than the  

intended recipient.

4/ Follow the law
Physicians should follow 

both state and federal 

legal protocols required 

for prescribing, record 

keeping, and patient 

treatment under all 

circumstances.

Although a common 

practice, physicians 

need to be aware that 

self-prescribing and 

prescribing for family, 

friends, and employees 

puts them at risk. 

Awareness of state 

laws and DEA and 

licensure requirements 

can protect their 

license—and save their 

career. 

prescriptions are based on 

patient examination. Some 

states have rules dictating 

when a physical exam is 

needed, and some states 

have special standards for 

controlled substances. 

Where there are 

exceptions to physical 

exams, such as cases 

where telemedicine might 

be permissible, almost 

all states still require a 

physician-patient relationship 

and a documented patient 

evaluation.

In addition to state 

law, every physician 

must also comply with 

DEA requirements that 

specifi cally dictate the 

necessary information 

required to prescribe.  

Physicians should check 

their licensing requirements 

for any specifi c rules 

related to self-prescribing 

or prescribing to family 

and friends. Here are 

four recommendations 

physicians should follow 

before writing prescriptions 

for family and friends:

The dangers of self-prescribing

Ericka L. Adler, JD, has practiced in the area of 

regulatory and transactional healthcare law for more 

than 20 years. Send your legal questions to medec@

ubm.com.

Ethical concerns
The American Medical 

Association Code of 

Medical Ethics states that 

physicians generally should 

not treat themselves 

or members of their 

immediate families outside 

of emergency situations. 

Similarly, the American 

College of Physicians 

(ACP) advises physicians 

against treating close 

friends or employees. ACP 

also mentions the risk of 

treating conditions outside 

their specialty and possible 

embarrassment that a 

friend or employee might 

experience in a thorough 

history and exam, which 

could lead to a superfi cial 

medical evaluation and a 

potentially bad outcome.

Legal risks
Aside from the ethical 

concerns, there are legal 

risks. 

Almost all states 

have one or more laws 

requiring a prescriber or 

dispenser to ensure that 
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IN PRACTICE:

TREATMENT POW3R
The DHHS Guidelines recommend the use of a complete triple therapy 
consisting of a dual nucleoside reverse transcriptase inhibitor (NRTI) 
plus an integrase strand transfer inhibitor (INSTI) for treatment 
initiation in most people diagnosed with HIV-1.1 First recommended by 
the DHHS Guidelines in 2009, dual NRTI plus INSTI regimens are now 
strongly recommended due to demonstrated efficacy, favorable 
safety, and ease of use.1,2

Advantages of dual NRTI + INSTI triple-therapy regimens1

•  Demonstrated durable virologic efficacy, favorable tolerability and
toxicity profiles, and ease of use

• High barrier to resistance

•  Recommended for use when rapid initiation of antiretroviral therapy
 (ART) is warranted

Considerations:

 The Treatment1

• Virologic efficacy

• Barrier to resistance

• Potential adverse effects

• Convenience (eg, pill size/burden, dosing frequency)

• Known or potential drug-drug interactions

The Patient1

• Pretreatment viral load and CD4 count

• Baseline resistance

• Pregnancy or potential to become pregnant

• Comorbidities and coinfections

• Insurance coverage/access to medication

• Adherence potential today and over the course of the patient’s lifetime

For more information on the advantages of triple therapy, visit 
hivtreatmentpower.com.

References: 1. US Department of Health and Human Services. Panel on Antiretroviral Guidelines for Adults and 
Adolescents. Guidelines for the use of antiretroviral agents in adults and adolescents living with HIV.  
https://aidsinfo.nih.gov/contentfiles/adultandadolescentgl.pdf. Updated October 25, 2018. Accessed November 27, 2018. 
 2. US Department of Health and Human Services. Panel on Antiretroviral Guidelines for Adults and Adolescents. 
Guidelines for the use of antiretroviral agents in HIV-1-infected adults and adolescents. https://aidsinfo.nih.gov/  
contentfiles/adultandadolescentgl001561.pdf. Published December 1, 2009. Accessed June 5, 2018.

GILEAD and the GILEAD Logo are trademarks of Gilead Sciences, Inc.   
© 2019 Gilead Sciences, Inc. All rights reserved. UNBP4178  01/19

TREATMENT

SUPPRESSION

INITIATION

https://aidsinfo.nih.gov/contentfiles/adultandadolescentgl.pdf
http://hivtreatmentpower.com
http://hivtreatmentpower.com
https://aidsinfo.nih.gov/contentfiles/adultandadolescentgl001561.pdf


by TODD SHRYOCK Managing Editor

I
T experts talk about interoperability 
in terms of great progress, new oppor-
tunities, and advances in patient care. 
With doctors, the same topic tends to 
generate eyerolls, skepticism, and even 
fear—fear of costs, poor interfaces, and 
more government interference in their 
workday. 

Th e fundamental idea of interoperability 
is simple—doctors should be able to access 
all data regarding their patients irrespective 
of where in the healthcare system the data 
was generated or what software was used to 
create it.

But experts say the path to get there re-
quires solving a complicated puzzle of link-
ing competing businesses, state and regional 
information exchanges, technology-focused 
nonprofi ts, and federal regulations. 

“If I’m at a facility using Epic, and I’m get-
ting patients from another Epic facility, then 
it’s not bad. But if they are on any other EHR, 
the data is still coming by fax or email and it’s 
diffi  cult to get the information,” says Darren 

Sommer, DO, MBA, MPH, who works as a 
hospitalist in multiple facilities and has broad 
experience with EHR systems. “In one hospi-
tal, I have to cut and paste patient informa-
tion into a HIPAA-compliant email and send 
it to myself at another hospital, even though 
they are both on the same EHR system.”

Sommer says that he’s seen little progress 
toward interoperability. In some ways, it’s 
gotten worse as more technology fl oods into 
healthcare, adding more data from devices 
that may not connect with EHRs and other 
healthcare software.

“Even if we had complete interoperabili-
ty and access to data, what do we do with it 
all?” says Sommer. “Ultimately, we are limit-
ed in how much time we have. Th e ability to 
fi nd information quickly is just as important 
as access,” he says.

Peter Basch, MD, MACP, senior director 
for IT quality and safety, research, and na-
tional health IT Policy at Columbia, Md.-
based MedStar Health, says part of the prob-
lem is that what a doctor needs to eff ectively 

HIGHLIGHTS

  While the 

government and 

private sector 

have been driving 

interoperability to 

date, consumers 

may also push for 

signifi cant progress in 

the coming years.

  Experts say 

doctors need to be 

involved in developing 

the rules of the road for 

interoperability.
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But experts say the path to get there re-
quires solving a complicated puzzle of link-
ing competing businesses, state and regional
information exchanges, technology-focused
nonprofi ts, and federal regulations.

“If I’m at a facility using Epic, and I’m get-
ting patients from another Epic facility, then
it’s not bad. But if they are on any other EHR,
the data is still coming by fax or email and it’s
diffi  cult to get the information,” says Darren

p p
ty and access to data, what do we do with it
all?” says Sommer. “Ultimately, we are limit-
ed in how much time we have. Th e ability to
fi nd information quickly is just as important
as access,” he says.

Peter Basch, MD, MACP, senior director
for IT quality and safety, research, and na-
tional health IT Policy at Columbia, Md.-
based MedStar Health, says part of the prob-
lem is that what a doctor needs to eff ectively
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the rules of the road for 

interoperability.
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treat patients is a constantly moving target. 
“Before there was any interoperable infor-
mation or fax machines, doctors were satis-
fi ed with the information they received via 
mail or courier,” Basch says. “I believe that 
as the expectation of what is considered 
physicians’ work changes, the expectations 
of whether we are getting what we need will 
change with it.” 

Even in situations where information 
systems are connected, the data that doc-
tors need will vary by role, says Basch. For 
example, what an ED doctor requires to see 
for a patient complaining of chest pain is 
diff erent from an internist doing a general 
checkup. He adds that doctors also need a 
broader pool of information, including non-
clinical data such as insurance coverage and 
prior authorization requirements. 

THE ROOT OF THE PROBLEM
Experts say the foundation of today’s interop-
erability problems started with the Meaning-
ful Use program. It created a situation where 
many vendors were fi ghting for market share 
in the burgeoning EHR fi eld, and doctors 
often ended up with software that wasn’t 
adaptable to changing needs and companies 
that weren’t interested in sharing patient 
information with competitors, even though 
that’s what physicians needed. 

When information was shared, it was of-
ten of little use. “You hear horror stories of 
moving from a page or two for a discharge 
summary to a mandated 50 to 100-page 
summary that said nothing,” says Basch. “A 
lot of doctors found it was a waste of time 
reading it and easier to just ask the patient 
why they were in the hospital and what their 

symptoms were.”
EHR purchases made 

in the early days of 
Meaningful Use can 

haunt physicians 
to this day. “Th e fi rst 

requirement to receive 
incentives in stage one of 

Meaningful Use was that you 
had to obtain health IT,” says 

Amit Trivedi, director of health IT 
standards for the Health Information 

and Management Systems Society (HIMSS). 

Interoperability

M
ore than 1.5 million people 

live in Philadelphia, and 

the city is an economic, 

education, and healthcare 

hub to many in Pennsyl-

vania,New Jersey and Delaware. In 

2012, stakeholders from Philadel-

phia-area healthcare organizations 

came together to launch the Health-

Share Exchange (HSX), a health in-

formation exchange (HIE) between 

provider and payer organizations 

with a goal of improving healthcare 

communications and data interoper-

ability throughout the area.

Today, HSX’s membership 

includes more than 100 indepen-

dent ambulatory practices, 85 

post-acute care organizations, eight 

health plans, seven behavioral 

health organizations, six account-

able care organizations and nine 

skilled nursing/long term care 

facilities that share data with more 

than 15,000 providers in the region. 

Nearly 8 million patients are a part 

of HSX’s data depository.

HSX is the largest HIE in a major 

metropolitan area created from the 

ground up by healthcare insurers 

and healthcare providers working 

together, and CEO Martin Lupinetti, 

MBA says the organization aims to 

reduce overall healthcare costs and 

patient confusion.

“We have all these assets: a no-

tifi cation service, a patient matching 

algorithm, an application program 

interface. We have all these things 

that if assembled in the right way, 

can solve a lot of different health-

care challenges,” Lupinetti says.

“So, the short-term goal is real-

ly to embrace the power, and how 

we put those things to good use. 

We see ourselves as morphing, 

not just as an HIE, but really as a 

data company, a data aggregator 

that offers health information and 

exchange services,” he explains.

Richard Snyder, MD, chief med-

ical offi cer at Independence Blue 

Cross, helped launch HSX. He says 

payers and providers realized that 

the risk of not creating a viable HIE 

would mean higher costs due to 

care overlap and lack of continuity 

in treatment.

“This region is saturated with 

academic health systems and their 

affi liated providers and facilities,” 

says Snyder, noting that many 

patients receive healthcare services 

in multiple systems using varying 

EHRs.

“Initial use cases for HSX were 

built on the premise that avoid-

able redundancy in testing and 

prescribing coupled with real-time 

knowledge of a patient’s history 

and use of healthcare services 

would prevent avoidable readmis-

sions,” he says. 

TRUE MEANINGFUL USE
It was not easy to get competing 

healthcare organizations to agree 

that sharing data and patient 

information would benefi t their 

organizations, says Snyder.

“After previous statewide 

and regional failed attempts at 

implementing health information 

How one Health Information 
Exchange is breaking down 
data barriers   
By Donna Marbury contributing author
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exchanges to address Meaningful 

Use, we took a different approach,” 

he says.

That meant identifying pain points 

for clinicians and administrators and 

coming up with ways to use the pro-

posed HIE to solve those problems, 

rather than taking an off-the-shelf, 

government-dictated solution.

Snyder says that the homegrown 

model was more attractive to payers 

and providers. Because stakeholders 

within the healthcare community 

assisted with developing by-laws 

and a participation agreement, Sny-

der says, competing businesses felt 

protected.

“As a payer HSX member, we 

have created and maintain a clinical 

activity history that includes up 

to four years of documentation of 

diagnoses, treating physicians and 

facilities, inpatient stays, emergency 

department visits, prescriptions, 

procedures, and lab results,” says 

Snyder.

“This clinical activity history 

can be pushed to emergency 

department physicians real-time or 

retrieved by a treating provider to 

round out the clinical picture that is 

not contained in their [EHR]. A com-

peting health insurer or payer cannot 

request this information.”

HSX is a 501(c)(3) organization, 

funded by membership fees and 

grants, so it is able to serve a diver-

sity of healthcare organizations, says 

Lupinetti.

“We have a founding principle 

that any federally qualifi ed health 

center or city clinic, including heavy 

Medicaid or underserved clinical 

practices, do not have to pay for any 

services,” he says. “That’s based 

on the fact that we receive grants 

from CMS really with a purpose 

of directing the benefi t to those in 

most need.”

Russ Allen, communications 

coordinator for HSX, says the orga-

nization continues to branch out to 

post-acute care and other continuity 

of care entities because those end-

to-end connections are important to 

providers and patients.

“This is vital information that is 

at their fi ngertips,” Allen says. “In 

some cases, it’s auto routed or auto 

pushed to them so they don’t have 

to physically pull it. We’re giving 

them insight that they didn’t have 

before. We have yet to encounter 

any organization in the continuum 

that’s really not a good fi t.”

MEMBERSHIP BENEFITS
Associates in care management and 

other member support functions at 

participating healthcare insurers use 

the HSX data, including the real-time 

admission discharge and transfer 

(ADT) data to access discharge 

plans, facilitate care, and ensure 

timely follow-up appointments.

“Also, the data supplements 

HEDIS and STARS data collection 

efforts,” Snyder says. “Often, better 

coordination of care with primary 

care physicians has resulted from 

having this information, such as the 

avoidance of emergency department 

visits.”

Lupinetti says health plans, 

accountable care organizations, and 

providers fi nd the encounter noti-

fi cation service valuable, because 

it sends an alert when one of their 

patients is hospitalized or goes to an 

emergency department. It can also 

send alerts when patients are dis-

charged from hospitals or post-acute 

care facilities.

“We’re starting to use the data 

and population health for trends 

analytics, and report on various 

interesting aspects of that data,” 

Lupinetti says.

REGIONAL EXPANSION
In July 2018, HSX expanded into 

New Jersey, joining the New Jersey 

Health Information Network, a state-

wide health information organization 

between providers that has a goal 

of joining the eHealth Exchange, a 

national network of providers. Lupin-

etti says that because of the large 

number of healthcare organizations 

within the tri-state region, expansion 

is important to ensuring continuity 

of care.

Lupinetti hopes HSX can navigate 

some of the regulatory and business 

barriers in New Jersey and Delaware 

to help the region become more 

interoperable.

“Some [of the other regional 

HIEs] are very hospital-focused data 

sharing exchanges,” he says. “Some 

are very health plan focused. But 

they all haven’t quite synced togeth-

er and we think given our neutral 

status and given we have such a 

diverse membership that we’re a 

logical choice to really help kind of 

advance the agenda of regional data 

sharing.” 

Editor’s note: This article was fi rst 

published in our partner publication, 

Managed Healthcare Exectutive.
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before.” 

— RUSS ALLEN, HSX
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“It didn’t matter what you bought or how 
you used it, just that you bought it. Now, you 
may be stuck with what you had and hope it 
evolved or maybe you picked the right one 
to begin with.”

Sommer says EHR companies aren’t re-
quired to share data, and have no incentive 
to help. “Th ey already sold the technology, 
and if someone has to pay for access to pa-
tient records from other systems, that’s an-
other revenue stream for them.” Switching 
EHRs is costly and time-consuming, which 
leaves doctors with few options.

WHAT’S HOLDING 
INTEROPERABILITY BACK
Experts say that nothing stops data from 
fl owing between doctors other than the orga-
nizations that house it, and until that chang-
es, interoperability will suff er. “When you are 
looking at interoperability and why we can’t 
seamlessly move data, part of it is because we 
are still in a growth phase,” says Robert Ten-
nant, MA, director, health information tech-
nology policy, Medical Group Management 
Association. 

“Th ere is so much opportunity out there, 
but it’s going to require some action, and 
some of that will come in the form of regu-
lations issued by the Offi  ce of the National 
Coordinator for Health IT (ONC),” he says. 

One of the key regulations being crafted 
as part of the 21st Century Cures Act, passed 
in December 2016, focuses on stopping data 
blocking—the willful policy by companies 
and healthcare organizations of preventing 
health information from being shared.

“Healthcare providers and technology 
developers may have powerful economic 
incentives not to share electronic health 
information and to slow progress towards 
greater data liquidity,” Don Rucker, MD, 
national coordinator for health IT said in a 
blog post in June. “Th e Cures Act confronts 
information blocking by providing a com-
prehensive response to these concerns. Th e 
information-blocking provision addresses 
actions that can impede the fl ow of elec-
tronic health information, or its use to im-
prove health and the delivery of care.”

ONC is also working on initiatives to make 
health records accessible via smart phones 
and creating standards for organizations to 
safely exchange data, but experts say ques-
tions still remain about how interoperability 
should work to best benefi t doctors. For in-

stance, should the information be “pushed” 
to the physician or “pulled,”— meaning does 
the doctor have to actively search for the 
patient’s records or should all that data be 
automatically delivered to all the patient’s 
other providers? 

Tennant says there are pros and cons to 
both approaches. Pushed information may 
be more convenient, but might result in in-
formation overload. “In the push approach, 
a clinician might come to work Monday and 
fi nd 200 messages pushed from various en-
tities—discharges notices, lab reports—the 
physician could spend the entire day going 
through all the data.” 

Th e pull approach requires the physicians 
to spend time searching for the patient’s in-
formation, but ensures the physician gets 
only the specifi c information they require.

Th e best solution, says Tennant, may be 
to combine both approaches, where prior-
ity patients, such as those who were in the 
ED, have their information pushed to their 
physicians as part of an alert, while data for 
routine exams is pulled when needed.

“Th is is not just a problem of getting data, 
but getting the right data at the right time 
and prioritizing it, and the industry has a 
long way to go to get there,” says Tennant. 

GROWING PAINS
Almost all of the issues aff ecting interopera-

“Patients will benefi t from 

better care [with interoperability], 

providers will have more robust 

data and health plans will have 

fewer claims, but who ultimately 

is expected to pay for it? 

Physician practices.”

— ROBERT TENNANT, MA, DIRECTOR, HEALTH INFORMATION 

TECHNOLOGY POLICY, MGMA
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bility are off shoots of its newness, says Jitin 
Asnaani, MBA, executive director of Com-
monWell Health Alliance, a nonprofi t trade 
association focused on universal access to 
health data. CommonWell has more than 
45 million patient records available through 
its network and is adding two million more 
each month. “We are in an early growth 
stage that is similar to what the internet was 

in ’97 or ’98,” says Asnaani. 
“Every year, health data is be-
coming a bigger and bigger 
part of life, which is very sim-
ilar to internet development.”

But like the early years of 
the internet, there remain a 
lot of questions about quality 
and consistency. “Th ere is a 
huge body of work and a big 
body of hype in this space,” 
says Asnaani. “Today, there is 
a concerted industry eff ort to 
get the data that is produced 
to be more consistent, com-
plete and of higher quality. In 
the short term, the data itself 
still needs to get better.”

He says two recent major 
events have pushed interop-
erability closer to the fi nish 
line. Th e fi rst was when Com-
monWell and Carequality—
another industry trade group 
with similar goals— started 
working together. 

“Th is meant that you no 
longer had two large par-
ties that didn’t talk to each 
other,” says Asnaani. “Now 
that we do, we have 15 of 
the top 20 EHR vendors on 
the network.” Th e second 

event was passage of the 21st Century Cures 
Act, whose data blocking prevention rules 
should provide a major boost to interoper-
ability eff orts.

In contrast to what many physicians 
think, Asnaani says, data blocking today 
originates more with health systems and 
providers than with EHR vendors. Th at 
wasn’t the case fi ve years ago, when most 
jealously guarded their data. “Over the last 
fi ve years, I don’t know of any major vendor 
who looks at the world that way anymore,” 
he says. “I still see a broad spectrum of infor-
mation blocking in the provider communi-

ty—they do not want to participate and do 
not want to share data.”

He says thin margins and a surplus of 
hospital beds leave health system leaders 
looking for every little advantage, limiting 
their interest in participating in health in-
formation exchanges that may give data to 
competitors. Th e Cures Act will change that. 
“Th at will unlock [health institutions] and 
force them to participate if they are not al-
ready planning to do so,” says Asnaani. “Our 
intention is to make good data available to 
both providers and patient.”

Asnaani acknowledges that many obsta-
cles remain, including the fi ne-tuning of infor-
mation for each specialty, as Basch noted ear-
lier. But progress will continue this year and 
beyond, Asnaani says. He compares interop-
erability progress to highway building. Th e 
building of roads is going great, but the type 
of “vehicle” each doctor needs to navigate the 
roads eff ectively have not been built yet.

“Today, all vehicles are clunkers,” Asnaani 
says. “Over this year and next, we’ll start to 
see sedans that consistently work well and 
you’ll know what you are getting, but we still 
won’t have Ferraris or semis built for specifi c 
needs.”

Trivedi says much progress has occurred 
in the last 10 years, but he understands why 
physicians may be frustrated. “Progress isn’t 
the same as satisfaction, so I think it’s safe to 
say that folks aren’t satisfi ed with the prog-
ress made to date,” he says. He adds that 
while the government and private sector 
forces have been driving interoperability to 
date, a third player may push for signifi cant 
progress in the coming years: consumers.

“If you look at all the entrants into health 
IT, they are focused more on consumers,” 
says Trivedi. Devices like smart watches 
generate patient data, and new smart phone 
apps allow consumers to track everything 
from their exercise to their medication us-
age. “I think you will see more interopera-
bility based on that demand, because it will 
not just be government, but consumers de-
manding more interoperability.”

THE INFORMATION DIVIDE
One reason some doctors have seen little 
progress is that interoperability advance-
ment eff orts are not uniform across the 
country. “Th ere is a lot of disparity depend-
ing on what physicians you talk to, what 
organizations they are with and where they 

“Today, there is a 

concerted industry 

effort to get the data 

that is produced to 

be more consistent, 

complete and of higher 

quality. In the short 

term, the 

data itself 

still needs to 

get better.”

— JITIN ASNAANI, MBA, EXECUTIVE DIRECTOR, 

COMMONWELL HEALTH ALLIANCE
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are located,” says Trivedi. “A lot of times, the 
industry is focused on enterprise and large 
academic centers and that’s where you see 
the advances happen. On the other hand, 
smaller physician practices may not get to 
see all the benefi ts.”

Th is information divide concerns both 
health IT experts and physicians. While 
Basch lives in a city, he knows the challeng-
es doctors face doctors in rural areas where 
broadband access may not even be avail-
able. “Physicians who do not have access to 
these services may at least potentially land 
on the wrong side of the information divide,” 
says Basch, adding that a rural doctor in solo 
practice should have access to the same in-
formation as a doctor in a large city.

“My hope is that we can accommodate 
that through public policy that encourag-
es aff ordable broadband and encourages 
stakeholders in the IT community to make 
information available,” he says.

Tennant says physicians will have to 
shoulder some of the cost burden to make 
interoperability practical. “Patients will 
benefi t from better care, providers will have 
more robust data and health plans will have 
fewer claims, but who ultimately is expect-
ed to pay for it? Physician practices,” says 
Tennant. “Th ey have to buy the technology, 
they are expected to buy the software inter-
face that links to the health information ex-
change or hospital.”

Jitin expects interoperability to be simi-
lar to internet service, where providers un-
derstand its value and pay a monthly fee to 
support it. Trivedi sees everyone paying for 
it in some fashion. “One way or another, we 
all pay,” says Trivedi. “Government makes its 
investment in regulations; vendors in devel-
oping products; physicians, clinicians, and 
hospitals have to purchase them and con-

sumers have to purchase insurance. Th ose 
costs, one way or another, get distributed 
and borne by everyone in the system.”

LOOKING FORWARD
Experts say the best thing doctors can 
do now is to assess their EHR’s capability 
and plans. “Don’t sit back and wait—talk 
to your EHR vendor,” says Tennant. “Tell 
them you want the ability to get access to 
the data, because a lot of times, vendors are 
saying they aren’t hearing a demand from 
their customers. Without that demand, it 
won’t move forward.” He adds that if the 
EHR vendor is not planning on adding in-
teroperability access, it may be time to look 
for another one to avoid being left behind.

Basch says doctors need to be involved in 
developing the rules of the road for interop-
erability. “Sharing data without rules or un-
derstanding isn’t necessarily going to lead to 
better, safer and more aff ordable care,” says 
Basch. “We have to think about how we can 
better work together. We can get there and 
we will get there, but we can’t assume a per-
fect digital information fl ow will get there on 
its own.”

Jitin says there are opportunities for 
physicians to have a say in how interop-
erability develops, and to check with both 
vendors and health information exchange 
websites to learn how to get involved and 
off er feedback.

“Interoperability is happening now in 
U.S. healthcare the way the internet hap-
pened for consumers in the ‘90s,” says Ji-
tin. “Like the early internet, you can either 
wait and wait and be at a disadvantage, or 
participate now and have a say in how it 
improves and get it into your practice. Ten 
years from now, doctors won’t know how 
they lived without it.” 

“Even if we had complete interoperability and access to data, 

what do we do with it all? Ultimately, we are limited 

in how much time we have. The ability to fi nd 

information quickly is just as important as access.”

— DARREN SOMMER, DO, MBA, MPH, HOSPITALIST

Th ose
ibuted
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mary of Old Records.” That’s 

usually further down after 

the exam under the review 

of old CT scans.

There is no reason the 

review and summary can’t 

be up moved up or even 

included in the HPI. To get 

MDM credit for it, you’d 

be better off labeling it as I 

suggest above. 

your e-mail with reference 

to obtaining data and re-

viewing records. However, 

this isn’t documented in 

the note. You allude to 

some of that history in the 

history of present illness 

(HPI) section, but there is 

no reference to review and 

summary of old or other 

records.

From a quantitative per-

spective, what we are left 

with here is one worsening 

established problem on 

table 1, and a correspond-

ing either worsening or 

systemic problem on table 

3. The fi rst table scores two 

points, or low MDM, and 

the second scores three 

points, or moderate MDM.

One could infer that 

you read something or 

sourced it somewhere. It’s 

too precise for it to have 

come from the patient, I 

think, but you can’t expect 

a payer auditor to do that. 

It is unlikely that a regula-

tor would “assume” your 

record review and give you 

decision-making points for 

it—especially since the text 

you reference is in the HPI.

They are actually looking 

for a header or label that 

states “Review and Sum-

Proper documentation for 99214 coding

Bill Dacey, MHA/MBA, CPC 

is principal in The Dacey Group, 

Inc., a consulting firm dedicated 

to coding, billing, documentation, 

and compliance concerns for 

physicians. Send your billing and 

coding questions to medec@ubm.

com. 

A payer has questioned my coding for an 

offi ce visit as a 99214. I saw the patient 

following an ED visit for uncontrolled 

hypertension. I documented her urgent care 

and ED visit dates, noted blood pressure results 

at the acute care facility, and medication 

recommendations by these facilities. 

Medical decision-making (MDM) clearly states that there 

must be documentation of at least one chronic mild and/or 

self-limited problems with ongoing activity/active problem 

and mild to moderate exacerbation with regard to risk. Data 

also had to be obtained and reviewed from the urgent care 

and E, visits that were on two separate days. Medications 

were managed and adjusted: Lisinopril was stopped and 

HCT was advised for patient to continue. 

Why isn’t the above information suffi cient for a 99214 code?

A: I reviewed the note 

you sent. As you correctly 

stated, the assessment 

and plan clearly indicates 

the “exacerbated, 

progressing, worsening” 

nature of the hypertension 

is associated with 

moderate level decision-

making for an established 

CPT code 99214.

There are three 

decision-making tables. 

To attain a given level 

of decision-making, you 

need to have two of the 

three. I say this because 

you allude to the second 

table, the data table, in 

99214 
REQUIREMENTS

History and exam must be 

detailed

Medical decision making 

must be moderate

The presenting problem must 

be moderate to high

Typical face-to-face time: 

25 minutes
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by KEITH LORIA Contributing author

The impact of 

prior authorizations

O
ne of the most infuriating chal-
lenges for physicians is obtaining 
prior authorizations for prescrip-
tions and testing. In the eyes of 
physicians, prior authorizations 
are nothing more than insurance 
companies inserting themselves 
into the care decision-making 

process, creating problems for both doctors 
and patients. 

Most doctors view prior authorizations 
as an attack on their autonomy, their years 
of training, and their ability to care for their 
patients. Plus, there’s the time wasted and 
revenue lost due to haggling with payers over 
approval for drugs and tests. In a recent sur-
vey, physicians told Medical Economics that 
prior authorizations were one of the major 
problems that were “ruining medicine.”

“Prescriptions are expensive and prior 
authorizations are an easy way for insurance 
companies to save money,” says Matthew 
Mintz, MD, FACP, an internist in Bethesda, 
Md. “Th e process is made, in my opinion, 
purposefully burdensome so that the physi-
cian or patient will simply give up, and use a 
cheaper alternative.”

PRIOR AUTHORIZATIONS SURGE
According to a December 2017 study from 
the American Medical Association, 86 per-
cent of physicians report that prior authori-
zations have increased during the prior fi ve 
years and 51 percent report that they have 
increased signifi cantly.

Th e health insurance industry says prior 

authorizations are an important tool adopt-
ed by health plans and government-spon-
sored healthcare programs to help ensure 
patients receive the best care. 

“It protects patients, ensuring that the 
treatment is safe, medically necessary and 
appropriate,” says Cathryn Donaldson, the 
director of communications for America’s 
Health Insurance Plans (AHIP), an industry 
group. “Health insurance providers have a 
360-degree view into how patients use their 
care and coverage, and we are committed 
to helping people get better when they’re 
sick and keeping them healthy when they’re 
well.”

Just as doctors use scientifi c evidence to 
determine the safest, most eff ective treat-
ments, health insurance providers rely on 
data and evidence to understand what tools, 
treatments, and technologies best improve 
patient health, Donaldson says. 

“It takes collaboration between health 
insurance providers and clinicians and hos-
pitals,” Donaldson says, adding that AHIP 
agrees that the prior authorization process 
can be more effi  cient. Th at’s why in January 
2018, AHIP, in conjunction with the Ameri-
can Medical Association (AMA) and other 
healthcare organizations, issued a pledge to 
streamline the prior authorization process. 

THE BOTTOM LINE
But many physicians believe that the true 
motivator of prior authorizations is the bot-
tom line for payers, not necessarily patient 
care.

HIGHLIGHTS

  By putting the 

burden of lowering 

costs on physicians 

through increasing 

numbers of prior 

authorizations, many 

physicians believe 

insurance companies 

are detracting from 

patient care.

  It’s often better to 

address authorization 

matters proactively 

with patients rather 

than waiting until a 

treatment has been 

 denied.
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Timothy Cordes, MD, a pediatric car-
diologist in Indianapolis, Ind., says he has 
experienced a rise in prior authorization 
requests over the last couple of years. “Th ey 
seem to modify their own internal guide-
lines regarding when certain testing is indi-
cated, and how frequently these tests should 
be repeated,” he says. “More often, lately, the 
insurance guidelines don’t match the medi-
cal society recommendations or don’t align 
with common practice.”

Cordes notes that every discussion 
with an insurance company’s physicians 
requires spending time to educate the re-
viewing MD, who might not be familiar 
with the specialty.

“Wasting physician and nurse time does 
not reduce healthcare costs,” he says. “All pri-
or authorization calls by doctors or nurses 
requires time and resources. Th e insurance 
company prior authorization requirement 
and obstacle impedes timely and effi  cient 
provision of care. It also usurps the doc-
tors’ decisions and ultimate responsibility 
for care, but does not compensate for time 
spent or assume medical-legal responsibility 
for patient outcomes.”

Th e fact that practices bear the burden of 
requesting the prior authorization is what 
causes so much frustration among provid-
ers, says Johnathan Rhodes, JD, a healthcare 
attorney at Denver-based Fennemore Craig 
Rhodes.

“Both individual and institutional 
healthcare providers must hire people just 
to manage these prior authorizations and 
shepherd them through the process,” he 
says. “Keep in mind that many providers, 
particularly the large institutional provid-

ers, may deal with dozens or even hundreds 
of diff erent health plans, all with diff erent 
requirements related to prior authoriza-
tions. Th is leads to a very frustrating and 
cumbersome process.”

Kevin Gebke, MD, a family practitioner 
at Indiana University Health, says prior au-
thorizations have long been a challenge for 
providers and their staff  because insurance 
companies have diff erent requirements for 
formulary inclusion and prior authorization 
criteria.

“Th ere certainly are times when prior 
authorizations are reasonable and limit un-
necessary testing or reduce costs of medica-
tion therapy,” Gebke says. “Unfortunately, we 
do recognize that many of these hoops are in 
place to discourage utilization. Th is, in turn, 
feeds into the pessimism.”

IMPACT ON PATIENT CARE
By putting the burden of lowering costs on 
physicians through increasing numbers of 
prior authorizations, insurance companies 
are detracting from patient care, Mintz says.

Most physicians agree, according to the 
AMA survey. More than 90% said that prior 
authorizations have a negative aff ect on pa-
tient care, either by delaying care or causing 
patients to abandon treatment.

More than 60% of physicians said they 
needed to wait at least one business day to 
complete prior authorizations, while 30% 
said they have had to wait three business 
days or longer.

Th is time lag creates a massive barrier to 
patients receiving the care they need, says 
Matthew Hahn, MD, a family physician in 
Hancock, Md., and author of Distracted: 

“The [authorization] process is made, in my 

opinion, purposefully burdensome so that 

the physician or patient will simply give 

up, and use a cheaper alternative.”

—MATTHEW MINTZ, MD, INTERNIST IN BETHESDA, MD.
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How Regulations Are Destroying the Practice 

of Medicine and Preventing True Health-Care 

Reform.
“Th e more hoops a doctor or practice 

has to jump through to obtain care for their 
patients, the less likely that care will take 
place,” says “In addition, some meds, tests 
and referrals are declined in the prior autho-
rization process.”

“Th e burden created by prior authori-
zations is extremely taxing to physicians 
and medical practices, creating minutes 
to hours of work just to obtain basic care 
for their patients,” he adds. “Th is translates 
into added administrative costs for practic-
es, and incredible distraction from patient 
care, which is diffi  cult even under optimal 
circumstances.”

STRATEGIES TO HELP
Gebke says the most eff ective way physi-
cians can lessen the burden on their prac-
tices is to standardize in-offi  ce processes for 
handling prior authorizations. 

“Typically, we tend to have a set of stan-
dard work for our staff  to follow—to prepare 
prior authorizations for approval or fi nal 
input from the physician,” Gebke says. “Th e 
real challenge is knowing which services will 
require a prior authorization.”

“We recognize that [prior authorization] 
is going to be in administrative burden, but 
if we can approach it as a team so that the 
providers are not completely overburdened 
by the task, it makes it seem more manage-
able,” he adds.

Th ere are also technology tools that 
can help. Cordes says a strategy physicians 
can use to help ease the burden is to take 
advantage of any electronic or automated
processes a payer may have for receiving re-
quests and returning determinations. 

“Automated prior authorization process-
es seem to be increasing in number and 
some states even require an electronic pro-
cess with respect to prescription drugs,” he 
says. “Make sure whoever is accountable for 
the prior authorization process is familiar 
with that particular payer’s requirements. 
Th ere may be certain deadlines, documen-
tation, etc., that vary from payer to payer 
and providers need to be aware of what 
those are.”

But electronic systems are not perfect. 
It’s rare that a physician gets an immediate 
answer, and will often need to check back to 

provide more information. 
Mintz also likes electronic authorization, 

and has found it to be his most eff ective cop-
ing strategy. It eliminates the huge pain point 
of waiting on the telephone, dealing with 
cumbersome automated phone trees and 
getting disconnected, Mintz says. Th at al-
lows staff  to focus their eff orts on cases that 
don’t meet the rules for automated approval. 

COMMUNICATION MATTERS
Physicians need to communicate eff ective-
ly with patients regarding prior authori-
zations, and it’s often better to address the 
matter proactively with patients rather than 
wait until a treatment has been  denied.  

Hahn explains to his patients, many of 
whom are often unaware of the prior autho-
rization process, that insurance coverage for 
some medications, tests, and referrals is dif-

fi cult to obtain because the insurance com-
pany makes it so diffi  cult for the physician 
and his or her staff . 

“Th ere’s not much we can do. Th is is dic-
tated by the insurance,” he says. “As for med-
ications, we often try to encourage patients 
to use a medication that doesn’t require pri-
or authorization.”

Once it is understood that a prior autho-
rization is required, it’s important for physi-
cians to educate the patient on that process 
and the possibility that the authorization 
will be denied. 

“Th ey need to understand, up front, that 
prior authorizations take time and it could 
mean a delay in care,” Rhodes says. 

Prior authorizations

“[Prior authorization] protects 

patients, ensuring that the treatment 

is safe, medically necessary 

and appropriate.”

— CATHRYN DONALDSON, DIRECTOR OF COMMUNICATIONS, 

AMERICA’S HEALTH INSURANCE PLANS
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As the owner of a physician practice, you work hard 

and sacrifi ce a great deal of time to make your business 

successful.  As the practice grows, so does your workload.

You start on the front lines driving clinical treatments 

and referrals, then move to the back offi ce supervising 

daily operational tasks, often obligatory, just to keep 

the practice afl oat. You know you’re needed to keep the 

business running, but you want to make sure it continues 

to operate effi ciently if you aren’t around.

Here are three things you can do replace yourself in 

your practice and regain some time for yourself:

choose this route. Will the 

quality be to your standard? 

Will your practice be a 

priority for the vendor like 

it is for you? Do your due 

diligence and vet a qualifi ed 

third-party company.

Consider bringing on
a partner
Perhaps you want to take 

a bigger step back than 

simply passing off some 

tasks to someone else. 

You want to grow your 

practice, but you don’t 

want to do it alone. You 

can see the bigger picture, 

and you know a partner is 

necessary.

A physician partner 

can help you get to the 

next level by bringing a 

complementary skill set 

to the practice. Having a 

physician partner will allow 

you to spend more time 

doing the things you love 

outside the practice and 

focus on the things you 

have a passion for within 

the practice. A good phy-

sician partner will want to 

see the practice succeed 

because of the synergistic 

elements you both bring to 

the practice. 

staff, consider fi nding a 

partner who can comple-

ment your business.

Outsource help
Some tasks may be 

better completed by 

outsourcing rather than 

hiring and training new 

employees. Back offi ce 

assignments, such as 

billing and collections, can 

be outsourced if you aren’t 

in need of full-time help.

It is more important to 

free up your time for those 

heavyweight projects. 

If your time is spent on 

resubmitting denied claims 

rather than long-term plan-

ning, you could miss out on 

taking your practice to the 

next level of its potential.

Something to keep in 

mind: If you choose this 

route, it can get costly, 

especially if a lot of duties 

are being outsourced. Addi-

tionally, quality is a concern 

to consider as well if you 

Three ways 
to fi nd more time

Nick Hernandez, MBA, FACHE, is the CEO 

and founder of ABISA, a consultancy specializing 

in strategic healthcare initiatives for physician 

practices.

Delegate responsibilities
Responsibilities can really 

weigh you down as they 

become more detailed and  

time-consuming. When 

responsibilities start to 

detract from the things you 

love, it’s probably time to 

consider delegating some 

of those responsibilities. 

Being a successful leader 

means learning to prioritize 

your duties and assign 

those tasks to someone 

who you can trust to 

perform them well.

Be aware that fi nd-

ing the right individuals 

to whom to delegate 

responsibilities can be time 

consuming. You need to be 

sure whoever is assuming 

those duties can perform at 

your own level of expertise. 

If you have a manage-

ment team in place, reach 

out to your best employees 

and teach them how to do 

the tasks that take up a lot 

of your time. Alternatively, 

or in addition to training 
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by JORDAN ROSENFELD Contributing author

Use shared services to 

provide behavioral health

P
hysical medicine may focus on the 
ills of the body, but behavioral and 
psychological issues are unavoid-
able for patients in any physician’s 
practice. In fact, primary care phy-
sicians provide half of all mental 
health services, and 92 percent in 
elderly populations, according to 

the World Health Organization. 
To reduce some of the burdens of tending 

to both physical and mental health, shared 
or integrated behavioral health services may 
be key.

Patrice Whistler, MD, MPH, a pediatri-
cian with Western Colorado Pediatric As-
sociates, part of Primary Care Partners, in 
Grand Junction, Colo. has found that, “Sev-
enty percent of your day has some psychia-
try or psychology mixed into the basic func-
tioning of every visit.”

Whistler has been using shared services 
in her practice for over 15 years, long be-
fore the concept of shared services became 
mainstream. In the early days, she would 
drive to the offi  ce of a local marriage and 
family therapist for an integrative visit, and 
the therapist would reciprocate.

Whistler and her partners tried other 
variations as well, including having thera-
pists and psychiatrists come to their offi  ce 
to do intakes, but that became a billing chal-
lenge. Th e psychiatrists asked for 50 per-
cent private pay for their Medicare patients, 
which wasn’t feasible. 

Soon, she joined with several physician 
groups to create Primary Care Partners, and 

Young’s mental health care group moved 
into their building. Th en, they applied for 
funding through an Assertive Community 
Treatment (ACT) grant, which off ered seed 
money for “creative ways to have integrative 
visits,” she says.

Eventually, they brought on Raul De Vil-
legas-Decker, PsyD, LCP, director of integrat-
ed behavioral services at Western Colorado 
Pediatric Partners, and one other full-time 
psychologist. Having De Villegas-Decker has 
made a huge diff erence, she says. “You feel 
you’re not drowning in life-changing psycho-
logical crises, which is basically everyday pe-
diatric practice,” Whistler says.

She says that in almost every visit there’s 
a mental health component. For example, 
“A kid has a chronic life-threatening illness, 
or someone gets the HPV shot and can’t 
stop crying, or you have a postpartum mom 
who’s too depressed to feed her baby.”

With De Villegas-Decker on board, not 
only is there extra support for the physi-
cians and other providers, but his presence 
allows for quick interventions in a crisis. 
Additionally, they can brainstorm diffi  cult 
cases together. 

Th is shared relationship can also improve 
care coordination, she says. “So if a patient 
goes into a crisis because they are suicidal, 
and then goes to the ER because there is no 
bed at the hospital, we can call our behav-
ioral health folks to strategize what might 
happen.”

De Villegas-Decker knew when he joined 
the practice that he didn’t just want to cre-

HIGHLIGHT

  The most practical 

starting point is to 

create a collaboration 

where a behavioral 

health specialist 

enters into a contract 

with the practice for 

space and use of staff.
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ate a behavioral health service but “an inte-
grated culture,” he says. 

Now, when there is evidence of a behav-
ioral health issue at intake, he or the other 
full-time psychologist join the physician in 
the room with the patient, so the patient 
only has to describe what’s going on once, 
building upon the trust already established 
between patient and physician.

If the patient is new to the practice, De 
Villegas-Decker says, they introduce their 
team-based approach and identify who will 
participate in the patient’s care.

For patients who come in infrequently 
and/or have not established trust with their 
medical team, but would benefi t from meet-
ing with a behavioral health professional, De 
Villegas-Decker says that the nursing staff  
and/or medical providers engage in educa-
tion and motivational interviewing to see 
if the family is open to having one of those 
individuals join the visit.

“It is very rare that a family will not ac-
cept a greet and meet opportunity,” he says. 

Th e results have been remarkable, he 
says. “It has enhanced our team-based care, 
improved staff  satisfaction and reduced 
some of the physician burnout because 
they had to take on so much previously,” he 
 explains. 

Th ey’ve also noticed benefi ts to the 
patients. “It promotes health, helps with 
self-management and increases resiliency,” 
he says. Moreover, it helps their practice to 
address behavioral health needs sooner and 
with less stigma.

Whistler calls integrative behavioral 
health “transformational,” adding, “Th ere 
are a billion things you can barely cover in 
sick and well visits, so it’s helpful to have a 
partner that can sometimes take over. You 
can’t do it alone.”

Additionally, she says, physicians tend to 
want to fi x problems, while mental health 
practitioners understand that for behavior-
al health, the issues may be more complex 
and lack straightforward solutions. She 
gives the example of a father who keeps 
nagging his teenage son to get to school 
on time so he can graduate high school. 
“Raul would say, ‘Let him fail, there’s a point 
where you have to stop rescuing him.’”

De Villegas-Decker has also seen an 
unexpected benefi t of their integrated ap-
proach—physicians have adopted some of 
the techniques used in behavioral health, 

such as motivated interviewing and coach-
ing, allowing them to use these skills 
around such issues as anxiety, insomnia and 
 bullying. 

Most helpful to the practice, the psychol-
ogists’ presence can take burdens off  the 
physicians. “Every medical condition has 
a behavioral health component,” De Ville-
gas-Decker explains, “Even something as 
simple as taking your aspirin every day.” 

Physicians, he says, are good at telling 
patients what and how to take their medica-
tions, but may not be able to determine why 
a patient isn’t complying. “We know how to 
fi gure that out. We can decrease the number 
of times a patient comes in to see a physi-
cian,” he says.

For other physicians looking to begin 
integrating behavioral health, Whistler rec-
ommends they fi rst reach out to community 
and state based programs to fi nd out what 
courses of action are possible.

Whistler co-authored a paper on inte-
grating a behavioral health specialist into a 
physician practice. Th e authors describe fi ve 
possible levels of integration:

Level 1: Minimal collaboration (referrals only),

Level 2: Collaboration at a distance (referrals 

and some direct communication),

Level 3: Basic on-site collaboration,

Level 4: Close collaboration in a partly 

integrated system,

Level 5: Close collaboration in a fully 

integrated system.

Whistler and her co-authors  suggest that 
the most practical starting point is to create 
a collaboration where a behavioral health 
specialist enters into a contract with the 
practice for space and use of staff .

Every practice will have to fi nd the meth-
od that works best for them, she says. If 
there is a mental health clinic in the same 
town, she recommends collaboration, per-
haps trading clinicians for a few hours every 
week. However, as her practice has demon-
strated, it can be worthwhile to bring in 
someone who can be physically present all 
the time. Th at’s up to the individual practice 
to decide.

Despite feeling as though they are always 
struggling to pay for their behavioral health 
program, Whistler says, “I don’t think I can 
go back to practicing without behavioral 
health.” 

“There are a 
billion things 

you can barely 
cover in sick and 
well visits, so it’s 

helpful to have 
a [behavioral 

health] partner 
that can 

sometimes take 
over. You can’t do 

it alone.”

— PATRICE WHISTLER, MD, MPH, 

PRIMARY CARE PARTNERS, GRAND 

JUNCTION, COLO.
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by KAYT SUKEL Contributing author

Artifi cial intelligence: 

Looking beyond the hype

W
hat will the doctor of the 
future look like?

With new advances in 
the fi eld of artifi cial intel-
ligence (AI)—as well as 
the publication of a hand-
ful of high-profi le studies 
demonstrating that AI 

systems can off er diagnostic capabilities 
surpassing human doctors in specifi c cas-
es—many believe the next generation of 
physicians will have their healthcare capa-
bilities enhanced by these special computer 
algorithms. Experts believe that these sys-
tems will help relieve physicians’ burdens, 
increase interoperability among diff erent 
information technology systems, expand 
patient access to specialty care, and im-
prove treatment plans for chronic condi-
tions.  

Vimla Patel, PhD, director of the New 
York Academy of Medicine’s Center for 

Cognitive Studies in Medicine and Public 
Health, says the idea that AI could help 
solve many of healthcare’s biggest challeng-
es should not come as a surprise. Modern 
computer programs are very good at sifting 
through vast quantities of data. And be-
tween electronic health records (EHRs), ge-
netic sequencing, and mobile health data, 
more and more aspects of healthcare, from 
diagnosis to clinical decision-making, is be-
coming data-driven.

“Doctors are human beings. Human 
beings have limited memory and cogni-
tive resources to apply to what can be very 
complex medical problems,” she says. “And 
given that we are overburdening physicians 
with so many other things, having the ex-
tra help from computers to take on that 
complexity can be a very good thing for 
patients—and for the doctors themselves.”

But despite growing enthusiasm for AI, 
can the reality live up to the hype?

HIGHLIGHTS

  AI may be best 

described as computer 

programs, trained on 

massive data sets, that 

can accomplish tasks 

that usually require 

human intelligence, 

including problem-

solving and decision-

making.

  Experts believe 

AI will be able to 

assist physicians 

with everything from 

diagnoses to billing 

and documentation.
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ENHANCING PHYSICIAN 
CAPABILITIES
With a 2017 Mayo Clinic study suggesting 
that as many as 88 percent of patients may 
be misdiagnosed during a fi rst clinical en-
counter, AI algorithms off er the possibility 
that doctors could better detect medical 
conditions in their earliest stages—and rec-
ommend the right interventions for treating 
them.  

Joshua Denny, MD, MS, an internist and 
medical informatician at Vanderbilt Univer-
sity Medical Center, says that AI programs 
could help free physicians from medical 
“busy work” by taking on the rote review 
of medical images and symptoms, allowing 
physicians to focus on more complex medi-
cal decision-making.  

“I don’t know any physicians who suff er 
from too little work: so being able to reduce 
some of the volume of run-of-the-mill stuff  
so they can focus on more challenging cas-
es—focusing on diversity over volume—I 
think that would be a good thing,” he says. 
“And something that would likely result in 
better patient outcomes.”

In addition, Denny says, AI may off er pa-
tients improved access to care. It off ers the 
possibility of performing initial scans for dis-

ease more easily and aff ordably, so instead 
of having to hunt down referrals or book ap-
pointments with a specialist who may be out 
of network (or even out of town), patients can 
simply check in with their primary care pro-
vider. He says he can imagine a future where, 
for example, a visual scan of the retina for 
diabetic retinopathy or a skin cancer check 
could be done by machines housed in a local 
chain pharmacy or big box store, much like 
the blood pressure kiosks we see today.

“AI could reduce some of the health dis-
parities we see, with patients unable to get 
to or aff ord a specialist,” he says.

Experts also think that AI systems could 
help manage one of healthcare IT’s great-
est plagues: the lack of  interoperability, or 
the ability for diff erent medical systems to 
communicate seamlessly with one another.

Such programs could mine EHRs and 
health information exchanges for struc-
tured data, enabling better communication 
between physicians at diff erent facilities, 
decreasing the amount of time doctors 
have to spend fi lling in missing patient in-
formation in their EHRs, and providing the 
data required to better inform population 
health initiatives.

Put those possibilities to- 34

The term “artifi cial intelligence” was fi rst coined by the 

English mathematician Alan Turing to describe “the science 

and engineering of making intelligent machines, especially 

intelligent computer programs.” Today, AI may be better de-

scribed as computer programs, trained on massive data sets, 

that can accomplish tasks that usually require human intelli-

gence, including, problem-solving, and decision-making, says 

Pedro Domingos, PhD, a computer scientist at the University 

of Washington and author of The Master Algorithm: How the 

Quest for the Ultimate Learning Machine Will Remake Our 

World.

“You often hear terms like AI, machine learning, and big 

data used interchangeably—they are related but not the 

same,” he says. “Machine learning is a type of algorithm that 

learns from large data sets that are often called ‘big data.’ So 

AI, in some sense, is the goal—but machine learning is how 

we get there, with the machine learning algorithms fueled by 

all that big data.”

Such machine learning algorithms, after being trained by 

data from medical databases, can take in hundreds of thou-

sands of data elements, analyzing the information over time to 

identify trends and associations that may not be immediately 

discernible to the human mind.

And such systems have demonstrated signifi cant diagnos-

tic power. Researchers from Google and Stanford Univer-

sity made headlines in 2017 when their machine learning 

algorithm, trained on imaging data, was able to diagnose 

melanomas more successfully than veteran dermatologists.  

Other studies have shown that AI can outperform physicians 

in diagnosing diabetic retinopathy, predicting risk of suicide 

or heart attack, and managing congenital cataracts. 

What is AI, anyway?
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gether, and healthcare organi-
zations can realize new oppor-

tunities to streamline  care and better inform 
treatment selection says Isaac Kohane, MD, 
PhD, chair of biomedical informatics at Har-
vard Medical School. Currently, two patients 
may have the same diagnosis, yet often re-
quire diff erent treatment regimens.  As AI 
programs get better at stratifying patients, 
especially with more genetic data becom-
ing available, they can also help predict who 
will respond best to a particular treatment 

regimen and better inform best practices for 
managing chronic health conditions. Ko-
hane believes both physicians and patients 
will benefi t as a result.

“Primary care physicians can have all 
these specialty software programs at their 
fi ngertips, providing  them the ability to 
off er patients specialty care in their own of-
fi ce,” he says. AI applications could cut down 
on unnecessary referrals to specialists, re-
ducing costs and the risk of repeat tests and 
procedures. It could also help doctors pre-
scribe the right treatment to each patient 
the fi rst time—without having to rely on 
trial and error.

“Th ere are algorithms that can tell you 
whether a patient is taking their medicine 
or not,” says Kohane. “So many of these pro-
grams can help clarify what is really going 
on, giving physicians the information they 

need to make good decisions, avoiding un-
necessary changes to more expensive drugs 
that may have worse side eff ects.” 

Th ese programs also can off er signifi cant 
fi nancial benefi ts to healthcare organiza-
tions. Administrative tasks are fi lled with 
ineffi  ciencies that could be mitigated with AI 
algorithms.

Kohane says there are many ways AI could 
be used outside actual medical care, whether 
it’s doing automatic eligibility checks, identi-
fying errors in the claims process, or helping 
to optimize revenue cycle management. If 
these programs have access to the pertinent 
data, they can off er signifi cant savings, high-
lighting ways to boost an organization’s bot-
tom line in areas that hospital administrators 
might not even think to look.

BUT IS IT TOO GOOD TO BE TRUE?
While AI off ers the possibility of enhanc-
ing physicians’ capabilities and streamline 
business operations,  there are some im-
portant caveats. First and foremost, these 
algorithms are only as good as the data that 
go into them.  Kohane cautions that AI pro-
grams are often trained on very structured 
data.

Once they go into more widespread use, 
any data that isn’t as structured may skew 
the results, whether it’s an AI system used 
to mine medical information systems for 
interoperability purposes, a diagnostic tool 
analyzing a medical image, or a back-offi  ce 
application sifting through claims. While 
doctors often bristle at being limited to the 
structured fi elds in their EHRs, preferring 
unstructured data to document cases in 
more natural language or add notes, by do-
ing so they may inadvertently be impeding 
the interoperability they seek.

“Once you introduce increased diversity 
of data, data that’s beyond what the system 
trained on, it becomes more likely that these 
programs will be fooled,” he says.  

A second limitation is the data or image 
features AI systems use to predict specifi c 
medical conditions. Sometimes these algo-
rithms pick up on unexpected data points 
that ultimately invalidate the results. Den-
ny cites the example of a machine learn-
ing program he was working on to help 
diagnose colon cancer from magnetic res-
onance imaging data. He says the system 
was doing remarkably well at 
identifying patients who had 
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“So many of these programs can 

help clarify what is really going on, 

giving physicians the information 

they need to make good 

decisions.” 

—ISAAC KOHANE, MD, PHD, CHAIR OF BIOMEDICAL 

INFORMATICS, HARVARD MEDICAL SCHOOL
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Can AI help prevent physician burnout?
By Jordan Rosenfeld Contributing author

o much of a physician’s 

workload includes 

repetitive, tedious tasks 

involved in researching 

diagnoses and analyzing 

patient data and 

imaging. On top of 

increasingly demanding 

administrative and 

regulatory burdens 

and EHR hassles, it’s no wonder 

physicians are burning out in record 

numbers.

Experts in artifi cial intelligence 

(AI)—a form of machine learning in 

which computers can be trained to 

recognize patterns in large swaths 

of data—are hopeful that AI will be 

a key part of reducing physicians 

burdens and saving them time and 

energy.

“We live in an age where a lot 

more data can be generated than a 

physician can really analyze,” says 

Mark Lambrecht, PhD, director of 

the global health and life sciences 

department at SAS, a North-Caro-

lina based company that provides 

data analytics services to health-

care providers and payers.

He believes that AI can help. 

“Studies have shown that AI can 

help physicians reduce the time 

they have their hands on the key-

board,” Lambrecht says. “They do 

this by capturing the data automat-

ically, making sense of it, providing 

content, and making sure the data 

is put in the right fi eld.”

Lambrecht cites another exam-

ple of how AI can help physicians 

who have patients with type one 

diabetes. “There are pens that 

can measure glucose values every 

minute. Lots of physicians are not 

able to interpret that data, so we 

have techniques in AI to help that 

interpretation, to see if a patient is 

stable or unstable.”

AI is already improving work-

fl ow for radiologists, according to 

Tarik Alkasab, MD, PhD, service 

chief for informatics, IT and oper-

ations at Massachusetts General 

Hospital in Boston. Before the 

introduction of AI, in order for a 

radiologist to interpret an x-ray, 

they’d have to fl ip through a book 

full of hundreds of images and 

manually fi nd the best match for 

their x-ray.

Now, with AI, he says, Mass 

General is incorporating a system 

that automatically detects the 

best match, and then shows that 

to the radiologist along with some 

neighboring ones. “The tedious 

task of fi nding the book and 

fl ipping through it to fi nd the right 

information is not something the 

radiologist has to do anymore.”

Alkasab feels that two of the 

reasons for physician burnout 

are related to “hunt and search” 

tasks and the documentation 

process, both of which can be im-

proved upon by AI. “[Physicians] 

will do less of the searching, 

describing and measuring kinds of 

tasks, and more of the analyzing, 

synthesizing, evaluating and plan-

ning kinds of tasks. AI is going to 

be a lot more rewarding and less 

tedious.”

In addition to reducing hassles 

and tedious tasks for physicians, 

AI has the potential to save more 

lives. Lambrecht knows of a hos-

pital where AI is helping to predict 

whether liver cancer patients need 

chemotherapy or surgery.

“Physicians will become con-

vinced that it is really a new tool in 

their toolbox, a very powerful one, 

that will help them make better 

decisions for their patients,” Lam-

brecht says.

Some organizations are also us-

ing AI-based scheduling programs, 

particularly where there are a large 

number of physicians and ancillary 

staff to keep on a tight schedule. 

The possibilities and as the technol-

ogy evolves, Lambrecht is sure the 

uses for AI will only expand.

For those physicians who are 

nervous that AI could one day 

replace them, Lambrecht says that 

it is highly unlikely. “What AI will do 

is take out a little bit of that variabili-

ty that exists in medicine.” 

“Studies have 

shown that AI can 

help physicians 

reduce the time 

they have their 

hands on the 

keyboard.

They do this by 

capturing the data 

automatically, 

making sense of it, 

providing content, 

and making sure 

the data is put in 

the right fi eld.”

—MARK LAMBRECHT, PHD
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cancer using a  training data 
set of patients who had been 

previously diagnosed and treated for the 
condition.  But after taking a closer look at 
what attributes the algorithm was using, 
he learned it wasn’t relying on the images 
to predict cases, but rather the unique way 
vital signs were recorded at the clinic where 
confi rmed cases were sent for treatment.  
As such, the algorithm could not success-
fully be applied to new cases.  It was an “eye 
opener.”

“It’s always possible that the system will 
pick up on something you don’t expect,” he 
says.  

But even when the algorithms work as ad-
vertised, they may still bring unexpected ad-
ministrative annoyances. While AI enthusi-
asts talk about how these programs can help 
improve patient care, they can also be used 
to justify billing and reimbursements. And 
because medicine is often fi lled with “noisy” 
data, key administrative applications will be 
easier to develop, vet, and deploy. Kohane 
predicts insurance companies will likely to 
be the fi rst to adopt AI programs to take a 
closer look at where, why, and when health-
care dollars are being used—and physicians 
may have to debate whether their expertise 
is superior to a computer program’s.

“One of the most obvious uses for AI is to 

use a program to predict appropriate billing 
codes for patients with a particular history,” 
he says.  “If a doctor is billing for things that 
are diff erent than what the system predicts, 
you have to imagine that the insurance com-
pany will at least want to start a conversa-
tion and understand why he or she did so.”

A BRAVE NEW WORLD FOR 
HEALTHCARE?
With widespread adoption of EHRs, and 
larger quantities of health data within physi-
cians’ reach, experts agree that the potential 
applications for AI systems are numerous.  
But while headlines joke that “the robot will 
see you now,” most observers think that no 
one has to worry about AI systems putting 
doctors out of their jobs. Still, these algo-
rithms are likely to change the way doctors 
do their jobs.  

“Th ese systems will let doctors work in 
more of their sweet spots, supporting them 
as they provide the best quality healthcare 
and, hopefully, also increasing accessibility 
to care across the population,” says Denny.

Kohane believes that physician input will 
be critical to ensuring that AI platforms are 
able to enhance rather than interfere with 
their workfl ows.  

“Now, more than ever, I’m convinced 
that for AI to succeed, it’s going to have to 
be a joint eff ort with doctors,” Kohane says. 
But he says AI programs, while they may 
not live up to their hype, can add signifi -
cant value to medicine. He suggests that 
physicians, instead of waiting to be fi nan-
cially compelled to adopt AI technologies 
as they were with EHR systems, can ben-
efi t by learning about them now—and, if 
off ered the opportunity, providing their IT 
departments, or even technology devel-
opers, feedback on how, where, and when 
they’d like AI to augment their abilities, 
now and in the future.  

“Doctors have some time to be strategic, 
to think about how these technologies can 
help better align them with their patients—
and make sure they are properly vetted be-
fore bringing them into their practices,” he 
says. “But even though it’s early days, it’s 
important to understand these systems, the 
good and the bad.  It’s time for physicians to 
think about how they can best use AI to help 
reduce their workload, improve their busi-
nesses, and help their patients. Because, like 
it or not, they are on their way.” 
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“Given that we are overburdening 

physicians with so many other things, 

having the extra help from computers to 

take on that complexity can be a very 

good thing for patients—and for the 

doctors themselves.”

—VIMLA PATEL, PHD, DIRECTOR, NEW YORK ACADEMY 

OF MEDICINE’S CENTER FOR COGNITIVE STUDIES 

IN MEDICINE AND PUBLIC HEALTH
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A variety of factors—such as market competition, high 

deductible health plans, and lack of transparency from 

insurers—is driving more patients to pay for healthcare 

with cash, says Sean McSweeney, president of Apache 

Health, a medical billing company based in Santa 

Monica, Calif.

Cash pay creates its own set of problems that phy-

sician practices need to consider in order to maximize 

revenue and minimize hassles.

McSweeney breaks cash pay into two categories: 

actual cash, for patients who do not have health insur-

ance, and “effective cash,” where a patient has a plan 

that doesn’t cover a service or a high deductible that 

effectively makes them cash pay.

McSweeney urges physicians not to wait until there 

are problems to solve with cash-pay patients, and 

instead put together a “comprehensive policy to take 

into account and plan for both of these situations in 

advance.”

be paid by a plan.”

McSweeney says his 

company is even seeing 

cases where some wom-

en’s health services are not 

being covered.

Maintain a database 
of procedures covered
Providers aren’t used to 

this new landscape where 

once-covered procedures 

may now no longer be 

covered, he says. “So more 

work needs to be done 

up front where providers 

maintain a database of 

which procedures are 

covered by which payers.” 

If it isn’t feasible to keep 

track of all procedures, he 

recommends keeping track 

of “the top 80 percent 

procedures for your top 

plans.”

Doing this, he says, will 

save time on the back end. 

“We see all the time where 

the provider’s chasing the 

patient after the fact once 

they realize the plan didn’t 

pay anything,” he says.

Be creative with 
payment options
One strategy that can 

be successful with 

cash-pay patients, or in 

situations where coverage 

is uncertain, is to take 

deposits from patients on 

lower cost services. For 

example, if the patient pays 

$50 of a potentially $125 

service, “It’s not going to 

make or break the provider 

if they don’t get that.” Plus, 

if insurance covers the 

procedure, patients may 

get their deposits back. 

“A deposit is easier to get 

from a patient than paying 

all cash up front,” he says.

With more expensive 

procedures, such as MRIs, 

surgical procedures or lab 

tests, it’s important for the 

practice to be able to know 

in advance whether the 

payer is going to cover the 

service, which is where 

that payer database can 

come in handy.

Whether a practice 

handles billing internally or 

uses a billing company, it’s 

still necessary to have the 

ability to check eligibility in 

place, McSweeney says.

“The days of not check-

ing that should be over for 

everyone on every single 

visit,” he says. “You don’t 

want to fi nd yourself in a 

position where you didn’t 

ask the right question and 

suddenly fi nd out you’re 

not going to get paid for 

something.” 

that may be different from 

patients who pay with 

insurance, McSweeney 

also suggests designating 

a specifi c administrative 

person or team to cash-

pay, or ensuring that 

practice management 

software has a tool to fi eld 

the types of questions 

about price and payment 

options that come up in 

cash pay situations.

Often, cash-pay patients 

may fi nd themselves 

paying out of pocket for 

procedures insurers don’t 

want to pay or deem 

experimental. “There’s 

such a massive variation in 

insurance plans now that 

you can no longer predict 

[a service or procedure] will 

4 tips for handling cash-pay patients

Jordan Rosenfeld is a 

contributing author. Send your 

money questions to medec@

ubm.com.

Price transparency
Practices with cash-pay 

patients would do well to 

make prices for top services 

available to the patients 

as easily and transparently 

as possible, McSweeney 

suggests. “If patients see 

something posted on a wall, 

that might eliminate a lot 

of problems on the back 

end where patients are 

complaining ‘I had no idea 

it would be $1000 for that 

procedure,’” he says.

Dedicate staff to 
the issue
McSweeney says that 

many providers aren’t used 

to cash-pay patients. Since 

cash-pay presents issues 
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by  LISA A. ERAMO, MA  Contributing author

Manage asthma to 
improve patient outcomes

B
y focusing on asthma manage-
ment, physicians not only im-
prove patient outcomes and re-
duce healthcare spending, they 
also earn more money. Asthma 
is a condition targeted under the 
Medicare Access and CHIP Reau-
thorization Act of 2015 (MACRA), 

the federal law that seeks to reform Medi-
care payments while improving population 
health and cutting costs. 

Beginning in 2019, physicians in the Mer-
it-based Incentive Payment System (MIPS), 
one of two participation tracks under MA-
CRA, will be penalized if their costs exceed 
anticipated amounts or rewarded for keep-
ing costs under the projected amounts. By 
helping patients control their asthma and 
thereby preventing costly hospitalizations 
and ED visits, physicians choosing to report 
on related MIPS measures may boost their 
quality scores and receive a fi nancial bonus. 

“Th e last thing you want is for a patient to 
be hospitalized because it’s such a high-cost 
place to receive care,” says Timothy Brund-
age, MD, medical director at Brundage Med-
ical Group LLC in Tampa, Fla., a consulting 
company that helps physicians improve 
their clinical documentation. “Keeping the 
patient well and the asthma under control 
are the best ways to care for patients and re-
duce costs.”

Rex Mahnensmith, MD, an internist at 
Docs of CT in Milford, Conn., agrees. “Th e 
motivation behind value-based payments 
is keeping people well and safe, especially 

when they have asthma—a condition that 
can quickly become life-threatening,” he says.

ASSESS ASTHMA SEVERITY
Assessing asthma severity helps physicians 
identify the proper course of treatment to 
ensure good outcomes, says Steven Kagen, 
MD, an allergy and immunology specialist 
in Appleton, Wisc. Kagen suggests asking 
patients these questions:

❚ Have you had problems with coughing, 

wheezing, shortness of breath, or chest tightness 

during the day?

❚ Do you wake up during the night due to 

coughing, wheezing, or other symptoms that 

don’t improve within 15 minutes of using the 

rescue inhaler?

❚ Do you have symptoms of asthma while 

exercising or playing?

Physicians can get credit under MIPS by 
using one of the following assessment tools:

❚ Asthma Control Test (ACT) 

❚ Asthma Control Questionnaire (ACQ)

❚ Asthma Therapy Assessment Questionnaire 

(ATAQ)

Physicians can also ask patients diag-
nosed with asthma to record their peak 
expiratory fl ow rate daily and bring these 
measurements to their appointments, says 
Mahnensmith. “Th is is meaningful informa-
tion, and it’s a good gauge of whether their 
inhaler is working,” he adds.

HIGHLIGHT

  Helping patients 

control their asthma 

not only improves 

outcomes, it can 

boost a physician’s 

value-based payments 

under MIPS and in 

risk-adjusted payment 

models.
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PRESCRIBE CONTROLLER 
MEDICATIONS, WHEN NECESSARY
Prescribing a rescue inhaler may be suffi  -
cient for patients with mild intermittent 
asthma; However, those with more severe 
forms of asthma—those who use their res-
cue inhaler more than once a day two times 
per week—may also require a controller 
medication to continuously relax and dilate 
their airways, says Mahnensmith. Physicians 
may overlook adding the controller medi-
cation if they aren’t aware of the severity of 
the patient’s symptoms. Th is happens either 
because they don’t ask detailed questions or 
because patients don’t provide the informa-
tion, for example if they forget or if they sim-
ply dismiss their own symptoms, he adds.

In addition to patient input, pharmacists 
can provide insight into how often patients 
use their rescue inhaler so physicians know 
when a controller medication may be neces-
sary, says Mahnensmith. For example, when 
prescribing an inhaler, physicians should 
consider starting with one refi ll only. Th ey 
may also include a note to the pharmacist 
asking them to call the physician’s offi  ce 
when the patient requests the refi ll. Each 
 inhaler typically includes 120 inhalations 
and should last for at least three months. If 
the patient refi lls the script in one month, 
that means they’re using the inhaler four 
times a day and require a controller medica-
tion immediately, he adds.

IDENTIFY ASTHMA TRIGGERS
Controller medications are important be-
cause they help prevent asthma exacer-
bations; however, these medications don’t 
address the underlying cause of the asthma. 
Raising patient awareness of the environ-
mental factors that trigger their asthma is 
critical because, in some cases, they may 
be able to avoid the triggers entirely (e.g., by 
staying inside on days when pollen counts 
are high), says Kagen. Physicians should ask 
patients to record when and where asthma 
attacks occur as well as the symptoms they 
experience, he adds.   

Th ere are also a variety of mobile apps 
available that can help patients log their 
symptoms. Kagen created one that cor-
relates self-reported symptoms—wheez-
ing lungs, itchy eyes, cough, and runny 
nose—with various weather elements, 
helping patients identify the environmen-
tal triggers that make them feel worse. 

Patients can also use the app to predict 
symptoms based on a four-day weather 
forecast. In addition, the app locates the 
closest board-certifi ed asthma and al-
lergy specialist so patients can seek help 
 immediately. 

Allergy testing using a simple skin test is 
another option to identify asthma triggers. 
Th e test takes fewer than 10 minutes, and it 
identifi es approximately 60 airborne aller-
gens, says Mahnensmith. Once patients are 
aware of the allergens that trigger their asth-
ma, they can receive allergy desensitization 
therapy that weakens allergic reactions by 
exposing them to gradually increasing doses 
of allergens, he adds. 

Managing asthma
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The following ICD-10-CM diagnosis codes capture 

asthma with the proper level of specifi city to avoid denials:

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

J45.990 Exercise-induced bronchospasm

J45.991 Cough-variant asthma

Important asthma diagnosis codes

ICD-10-CM CODES 

YOU NEED
 TO KNOW
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FOCUS ON MEDICATION 
ADHERENCE
Cost is one of the most common barriers to 
medication adherence, and physicians can 
overcome it by simply asking patients wheth-
er they can aff ord their inhalers, says Brian 
Boyce, CEO of ionHealthcare LLC in Rich-
mond, Va., a healthcare consulting company 
that specializes in risk adjustment. Provide 
sample inhalers, look into the cost reduction 
programs off ered by many pharmaceutical 
companies, and prescribe generic medica-
tions when possible, he adds. Th ere are also 
new high-tech, low-cost inhalers available 
with global positioning systems that measure 
location-specifi c air quality.

Helping patients adhere to their medica-
tions also requires frequent patient moni-
toring (i.e., every three months), says Mahn-
ensmith. “If I’m really concerned about 
someone, I’ll tell them [all patients at risk 
of an exacerbation] I want to see them next 
week so I can see how they’re doing, listen 
to their lungs, and do a peak expiratory fl ow 
ratio,” he adds.

Patients with uncontrolled asthma 

should return to the offi  ce every two to four 
weeks for repeat education and ongoing 
monitoring, says Kagen. 

PROVIDE DETAILED 
PATIENT  EDUCATION
When educating patients on using the in-
haler, Kagen provides a demonstration and 
then asks a nurse to reiterate the same in-
formation to patients. “Each inhaler may be 
diff erent in terms of the technique that’s re-
quired, and each patient may have diff erent 
skills,” he says. For example, a patient with 
rheumatoid arthritis can’t generally use an 
inhaler that requires them to squeeze the 
device, but they can use one that employs a 
“click and inhale” technique. 

Physicians must observe patients using 
the inhaler, says Mahnensmith, adding that 
coordination, timing, and direction of the 
spray is often incorrect. For example, do 
patients pump and inhale into the lungs, or 
do they pump onto the tongue and upper 
palate with no inhalation? If the patient is 
unable to inhale into the lungs due to lack of 
coordination, do they need a spacer to guide 
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Helping patients control their 

asthma not only improves 

outcomes, it can boost physician 

payments under the Medicare 

Access and CHIP Reauthorization 

Act of 2015 (MACRA) and in 

risk-adjusted payment models. 

However, proper documentation 

is critical for payment. Here are 

fi ve documentation tips:

1. Document asthma, when 

applicable. Physicians receive 

risk adjustment credit when they 

document asthma in the current 

problem list—not the patient’s past 

medical history, says Brian Boyce, 

CPC, CEO of ionHealthcare LLC in 

Richmond, Va.

2. Focus on asthma severity. To 

accurately refl ect asthma severity, 

physicians should document the 

following details:

 ❚ Type (e.g., mild, moderate, or 

severe)

 ❚ Character (e.g., intermittent 

or persistent) (Note: Persistent 

asthma is what triggers the related 

MIPS measure for medication 

management.)

 ❚ Complications (e.g., acute 

exacerbation, status asthmaticus, 

or acute respiratory failure)

All of these asthma descrip-

tors are meant to help payers 

understand severity and risk, says 

Boyce. This information helps de-

fi ne capitated payment rates, and 

it helps payers identify patients 

who could potentially benefi t from 

asthma education and outreach, 

he adds.

In capitated payment mod-

els, payers expect to pay more 

for patients whose asthma is 

uncontrolled or exacerbated, says 

Raemarie Jimenez, CPC, vice pres-

ident of membership and certifi ca-

tion solutions at AAPC in Salt Lake 

City, Utah. “If you’re not indicating 

the severity of the asthma, then 

it looks like these patients are 

using more resources even though 

they’re not that sick,” she says.

Capturing asthma severity may 

also help practices in an Account-

able Care Organization (ACO) 

achieve shared-savings bonuses, 

says Timothy Brundage, MD, med-

ical director at Brundage Medical 

Group LLC in Tampa, Fla.

When physicians capture 

asthma severity—and then keep 

patients with severe asthma 

well-controlled and out of the 

hospital—the ACO gains revenue 

that it may share with practices for 

keeping costs lower than expect-

ed, says Brundage. When physi-

cians don’t capture severity—and 

patients with unspecifi ed asthma 

Five documentation tips to master asthma under MACRA
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the medication directly into the lungs?
Physicians should consider providing 

patients with written instructions on how 
to use the inhaler properly. Th e CDC also 
provides a video that instructs patients on 
proper inhaler use (bit.ly/CDC-inhaler). 

Don’t take a one-size-fi ts-all approach 
to asthma management, Kagen tells phy-
sicians. Instead, focus on patient-specifi c 
treatments. “Every patient is unique,” he 
says, “and every patient must be managed 
according to their own needs, immune sys-
tem, autonomic nerve system, home and 
work environments, and underlying infl am-
matory pathways.” 

REPORTING QUALITY MEASURES
Th e asthma MIPS measures are designed 
for clinicians who treat a high volume of 
patients with this diagnosis and particularly 
those with persistent asthma, says Michael 
Stearns, MD, CPC, CEO of Apollo HIT LLC in 
Austin, Texas, a healthcare technology and 
compliance consulting company. 

However, CMS hasn’t published bench-
marks for either of these measures. Th is 

means physicians should approach them 
with caution, says Stearns. “Th e benchmarks 
tend to go up over time, so it might be to 
your advantage to report these now,” he says. 
Th e only caveat is that if CMS doesn’t receive 
suffi  cient data to establish benchmarks for 
these measures, clinicians will only receive 
three points out of 10. Ten is the number of 
points physicians can earn for measures with 
established benchmarks, he adds. 

Stearns suggests four questions to con-
sider when deciding whether to report on 
asthma MIPS measures:

1. Did the practice report on similar 

asthma measures under the Physician 

Quality Reporting System (PQRS)? 

If so, how well did the practice perform? 
MIPS measures are derived from PQRS mea-
sures, so it’s likely that physicians who per-
formed well under PQRS will also perform 
well under MIPS, says Stearns. 

2. Does the practice focus on treating 

asthma to obtain optimal outcomes? 

For example, does the practice emphasize 

$56 

BILLION
annual cost in 

medical expenses, 

lost school and work 

days, and early 

deaths caused by 

asthma.

source: CDC
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are subsequently admitted to the 

hospital—poor clinical manage-

ment is the suspected culprit. As 

a result, the ACO doesn’t generate 

savings, and the practice doesn’t 

receive a bonus, he adds.

3. Include additional narrative 

details to help payers under-

stand the clinical picture. Boyce 

provides these examples:

 ❚ Any nighttime awakenings due to 

asthma

 ❚ Number of daily or weekly 

exacerbations

 ❚ Patient education on proper use of 

the inhaler

 ❚ Recent urgent care or emergency 

department visits

 ❚ Type and frequency of symptoms

 ❚ Whether the asthma interferes 

with the patient’s normal 

activities and, if so, to what 

degree (e.g., with minor 

limitation, noticeable limitation, 

or extreme limitation)

 ❚ Whether the asthma is controlled 

on current medications

 ❚ Whether the patient uses their 

inhaler correctly

All this information helps paint 

an even more detailed picture of 

the patient’s asthma and what 

the physician is doing to manage 

it, says Boyce.

4. Know when to assign addi-

tional codes. The following codes 

can help payers understand why 

the cost of caring for patients 

with asthma may be higher than 

expected:

 ❚ Exposure to environmental tobacco 

smoke (Z77.22)

 ❚ Exposure to tobacco smoke in the 

perinatal period (P96.81)

 ❚ History of tobacco dependence 

(Z87.891)

 ❚ Intentional underdosing of 

medication due to fi nancial 

hardship (Z91.120)

 ❚ Intentional underdosing of 

medication for another reason 

(Z91.128)

 ❚ Occupational exposure to 

environmental tobacco smoke 

(Z57.31)

 ❚ Tobacco dependence (F17.-)

 ❚ Tobacco use (Z72.0)

 ❚ Unintentional underdosing of 

medication due to age-related 

debility (Z91.130)

 ❚ Unintentional underdosing of 

medication for another reason 

(Z91.138)

5. Results of the asthma control 

assessment. Physicians boost 

MIPS scores when they docu-

ment the following:

 ❚ ACT score of 20 or above

 ❚ ACQ score of 0.75 or lower

 ❚ ATAQ score of 0  

http://medicaleconomics.modernmedicine.com/
http://bit.ly/CDC-inhaler


Money

patient counseling regarding use of the in-
haler? Practices with high levels of patient 
adherence may benefi t from reporting on 
these two asthma MIPS measures in addi-
tion to at least six other quality measures 
with established benchmarks, says Stearns. 
CMS will choose the six highest-perform-
ing measures when it determines the clini-
cian’s quality score. Th is strategy protects 
the practice from the possibility that one or 
both asthma measures won’t end up with 
established benchmarks for 2018, he adds.

3. Do patients adhere to treatment 

regimens? 

Neither of the asthma measures take patient 
non-adherence into consideration, says 
Stearns. “CMS treats this as ‘performance 
not met,’ which is a negative outcome over 
which the clinician has no control,” he adds. 

4. Does the practice manage a 

suffi cient volume of patients with 

asthma, particularly persistent 

asthma? 

CMS generally establishes a 20-case min-
imum volume for reporting quality mea-
sures, says Stearns. Depending on the mea-
sure, practices should exclude patients with 
asthma who also have chronic obstructive 
pulmonary disease, emphysema, obstruc-
tive chronic bronchitis, chronic respiratory 
conditions due to fumes/vapors, cystic fi -
brosis, or acute respiratory failure because 
these cases are denominator exclusions, 
meaning they remove the patient from the 
reported population for that measure, says 
Stearns. Other exclusions include patients 
who meet the following criteria during the 
measurement period:

 ❚ Use hospice services

 ❚ Receive palliative care

 ❚ Reside permanently in a nursing home 

 ❚ Are not dispensed asthma controller medications

Practices that already focus on asthma 
management and have positive patient out-
comes could benefi t from reporting these 
measures, says Stearns. 

Managing asthma
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1
Medication management for patients 

with asthma: Percentage of patients ages 

5-64 with persistent asthma who were dispensed 

appropriate medications on which they remained 

for at least 75 percent of the treatment period 

during the performance year. The measure 

includes the following controller medications: 

 ❚ Antiasthmatic combinations (Dyphylline-guaifenesin or 

Guaifenesin-theophylline)

 ❚ Antibody inhibitor (Omalizumab)

 ❚ Inhaled steroid combinations (Budesonide-formoterol, 

Fluticasone-salmeterol, or Mometasone-formoterol)

 ❚ Inhaled corticosteroids (Beclomethasone, Ciclesonide, 

Fluticasone CFC free, Budesonide, Flunisolide, Mometasone)

 ❚ Leukotriene modifi ers (Montelukast, Zairirlukast, 

Zileuton)

 ❚ Mast cell stabilizers (Cromolyn)

 ❚ Methylxanthines (Aminophylline, Dyphylline, 

Theophylline)

Asthma MIPS measures
These two asthma-related MIPS quality measures can help physicians gain points and potentially boost revenue:

2
Optimal asthma control: Composite measure of the 

percentage of pediatric and adult patients ages 5-40 whose 

asthma is well-controlled as demonstrated by one of three 

age-appropriate patient-reported outcomes tools and who are 

not at risk for exacerbation. Clinicians submitting this measure 

must use one of the following assessment tools to determine 

whether the asthma is well-controlled:

 ❚ Asthma Control Test (ACT) 

 ❚ Asthma Control Questionnaire (ACQ)

 ❚ Asthma Therapy Assessment Questionnaire (ATAQ)

“Without risk of exacerbation” is based on the following 

data collected during a 12-month period:

 ❚ Number of ED visits not resulting in a hospitalization due to asthma

 ❚ Number of inpatient hospitalizations requiring an overnight stay due 

to asthma

To receive credit for this measure, patients must have had 

no more than a total of two ED visits, two hospitalizations, 

or one of each. 

Source: CMS Quality Payment Program Resource Library (bit.ly/QPP-library)

(See technical specifi cations for claims registry measures 398 and 444).

http://medicaleconomics.modernmedicine.com/
http://bit.ly/QPP-library
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Phishing is a leading cause 

of data security incidents, 

and the healthcare industry 

is the number one target of 

scammers.

A phishing attack is 

when someone is tricked 

by an email message into 

providing access creden-

tials to an unauthorized 

party, visiting a phony 

website or clicking on a 

link that installs malware. 

Scammers use informa-

tion like Social Security 

numbers and healthcare 

identifi cation—private de-

tails about illnesses, condi-

tions, etc.—to create false 

identities and fraudulently 

bill Medicare, Medicaid, 

and other payers, says Eric 

Packel, a partner at Baker 

Hostetler who specializes 

in privacy, data security and 

technology issues.

The cost is quite high: 

An average forensic investi-

gation into a phishing attack 

costs more than $84,000, 

with the largest inves-

tigations costing nearly 

$437,000. The average time 

between the incident and 

discovery is 66 days, with 

three days from discov-

ery to containment, and 

then another 36 days to 

complete the forensic in-

vestigation and notifi cation 

process. All 50 states have 

a data breach notice law, 

which requires providers to 

notify patients and vendors 

whose information may 

A multifactor authentica-

tion process means that 

not only do people have to 

enter in their usernames 

and passwords, after they 

click on those, they have 

to put in an additional 

code. This code could be 

sent as a text, to another 

email address, or it could 

be a keyfob. “It makes it 

much more diffi cult for 

the attacker to get into the 

system if you have mul-

tifactor authentication,” 

Packel says.

3/ 

Educate about 

extra security. 

Work with your informa-

tional technology staff or 

vendor to determine what 

kind of multifactor authen-

tication process would 

work best for your prac-

tice, and then determine 

the logistics of installing 

a system and getting 

everyone on board. “It’s 

becoming the de facto 

standard,” Packel says.  

“Here at my law fi rm, we 

have multifactor authenti-

cation in place, and we’re 

certainly used to it.”

4/ 

Stress the importance 

of safety. 

Expect pushback, espe-

cially from higher-level 

staff, who sometimes feel 

they don’t have enough 

time or energy to learn 

or implement the new 

system.

5/ 

Budget accordingly.

There are also costs to 

installing new technol-

ogy. “There’s political 

pushback and fi nancial 

and technical issues to 

consider, particularly 

with larger, more com-

plex organizations,” Pack-

el says. “But certainly the 

cost of one data security 

incident could be more 

than the cost of putting 

multifactor authentica-

tion into place.” 

have been compromised, 

as well as HIPAA rules.

So, how can physicians 

and their staff protect their 

practices from being com-

promised? Packel offers the 

following tips:

1/ 

Determine which 

employees are most at 

risk for clicking on a 

phishing email. 

“Some companies send 

out a fake phishing email 

to test their employees, 

and those who consistent-

ly respond to any phishing 

emails can get additional 

education,” Packel says. 

“You can target your train-

ing to the employees who 

need it the most.

2/ 

Institute a multifactor 

authentication process. 

5 ways to prevent a phishing attack

Jeannette Hurt is a contributing 

author. Send your technology 

questions to medec@ubm.com.

MedicalEconomics.com 43    MEDICAL ECONOMICS  ❚  MARCH 10, 2019

Tech Talk

mailto:medec@ubm.com
http://medicaleconomics.modernmedicine.com/


by  ERICK TRICKEY Contributing author

Practicing medicine 
in remote Alaska

W
hen John Cullen moved to 
Alaska, he didn’t expect to 
stay. “I had planned on go-
ing someplace I could do 
obstetrics,” he says. Cullen, 
MD, FAAFP, grew up in Phoe-
nix and rotated into Valdez 
(population: 4,000) for his 

third year of residency in 1994.
But Cullen and his wife fell in love with 

Valdez, a remote coastal town surrounded 
by water, forests, mountains, and glaciers. 
“Th ere’s not many places where you can ski 
and sail on the same day,” he says. “It’s spec-
tacularly beautiful.”

Today, 24 years later, Cullen is president 
of the American Academy of Family Physi-
cians, and he still practices family medicine 
in Valdez. As one of four doctors in town, he 
covers some emergency department shifts 
at Providence Valdez Medical Center. Th ere, 
he’s treated patients after avalanches, chain 
saw accidents, fi shing mishaps, and falls 
into crevasses. He’s also treated severe hy-
pothermia: “I’ve brought two people back 
from a core body temperature of 70 degrees.” 
Sometimes, he’ll put emergency patients on 
45-minute plane fl ights to Anchorage. But 
if a storm prevents fl ying—Valdez gets 300 
inches of snow a year—he’ll have to keep 
them stable until the sky clears.

Cullen’s private family practice covers 
everything from strep throat to back pain to 
pre-op physicals. He delivers babies, some 
by cesarean section, and performs some 
other surgeries. “In our community, you 
have to have a very broad scope of practice,” 
Cullen says.

REMOTE PATIENTS, 
EXTREME WEATHER
All across Alaska, the nation’s largest yet 
third-least populous state, physicians en-
joy careers much like Cullen’s—fi lled with 
the challenges of remoteness and extreme 
weather, the joys of small-town community, 
and more independence than their peers in 
the Lower 48. Practicing medicine in Alaska 
can be more diffi  cult at times, but it off ers 
rewards that come with using a wide range 
of physicians’ skills.

“Th e people here are very tough,” Cullen 
says. “Sometimes, just making sure they get 
enough care is diffi  cult. Th ey want to soldier 
through.” Once, a patient with a severe pelvic 
fracture fl ew himself into Valdez’s airport. 
People have hiked out of the wilderness on 
broken legs. “Ninety-three-year-old grand-
mothers are still splitting wood in their cab-
ins,” he says. It’s diffi  cult to talk them into 
coming into town to see a doctor and even 
more challenging to get them to rest while 
they’re recovering, Cullen says.

For some Alaska doctors, traveling to the 
state’s tiny villages is part of the job. Every 
three months, Katie Tsigonis, MD, leaves Fair-
banks in a Chevy Suburban to see patients 
in two tiny villages in central Alaska: Minto 
(population: 210) and Manley Hot Springs 
(population: 89). She’s a doctor for Chief 
Andrew Isaac Medical Center in Fairbanks, 
which serves Alaska Native communities 
across the state’s vast interior. Her 300-mile 
round trip by land on Alaska Route 2 is un-
usual compared to most of her fellow clini-
cians’ travels. Th ey fl y to the Native commu-
nities they serve because no roads go there. 

HIGHLIGHTS

  Physicians 

working in Alaska 

are often called on to 

perform services they 

weren’t trained for due 

to specialty shortages 

and other challenges.

  Though recruitment 

and retention of 

physicians can be a 

challenge in Alaska, a 

certain type of doctor 

thrives there: One who 

prizes independence.
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“Th e struggle is always: How do 
we give the same care out in rural 
Alaska, a fl y-in only small village, 
that we give at a more central loca-
tion like Fairbanks?” Tsigonis says.

In Minto and Manley Hot 
Springs, Tsigonis does electrocar-
diograms (EKGs), delivers babies, 
implants intrauterine devices, 
conducts sports physicals, immu-
nizes kids, and educates families 
on end-of-life care. “Th e patients 
are so amazingly lovely,” Tsigonis 
says. In Manley Hot Springs, she 
stays at a cabin owned by a wom-
an whose husband was a prom-
inent dog musher. In December, 
she attended the Christmas pro-
gram at the 59-student Minto School.

Tsigonis’ employer serves 30 villages in 
Alaska’s interior: from Tok, near the border 
with Canada’s Yukon Territory, to Anaktu-
vuk Pass, north of the Arctic Circle. For ref-
erence, the U.S. Postal Service once named 
Anaktuvuk Pass as home to the nation’s 
most remote post offi  ce.

Tsigonis used to fl y into Stevens Village 
(population: 78). “In the winter, you wear 
your snow gear on the plane, because you 
never know what’s going to happen,” she 
says. “Someone has hopefully plowed [the 
landing strip], and usually someone picks 
you up on a snow machine, or a sled behind 
a snow machine, and takes you to the clinic.”

Th e clinic has no running water because 
the ground is too hard. Doctors bring their 
own food and bottled water, since there’s 
none to buy in the smallest villages—and 
they pack a few extra days’ worth, in case 
they’re “weathered in,” or stranded by a 
storm.

Back at the main clinic in Fairbanks, Tsi-
gonis and fellow clinicians also take phone 
calls from trained health aides in each vil-
lage, local residents who have a deep rap-
port with their neighbors. Th e aides can 
insert IVs, perform EKGs, and take pictures 
to share with the doctors via the clinics’ 
cloud-based electronic health records sys-
tem. Th e village clinics all have emergency 
lifesaving medicine, including epinephrine 
for anaphylaxis, injectable morphine, and 
diazepam to stop seizures. Most village clin-
ics have Pyxis MedStation systems, which 
doctors can signal remotely from Fairbanks 
to release medication.

A DEEP SENSE OF COMMUNITY
Physicians in Alaska say a deep sense of 
community tends to outweigh any feelings 
of isolation. “Almost always, the answer you 
get when we talk amongst ourselves is that 
personal community is so strong in smaller 
places,” she says. “You actually end up being 
way more connected to your neighbors.” 
Some of that comes from the necessity of 
mutual aid. “If someone breaks down on 
road and it’s minus 10, minus 20 [degrees] 
out, you stop,” she says.

Tsigonis grew up in Valdez and Wasilla, 
Alaska; attended medical school at the Uni-
versity of Washington in Seattle; and complet-
ed her residency at a Mayo Clinic program in 
Wisconsin. “Seattle and Wisconsin are won-
derful, but the sense of community can’t com-
pare.” Despite Fairbanks’ distance from other 
cities, isolation isn’t a problem for her.

Th e downsides of Alaska’s remoteness 
from the Lower 48 have virtually disap-
peared thanks to technology, she says. On-
line shopping has eliminated the diffi  culty of 
not having a lot of stores. Fairbanks, Alaska’s 
second-largest city (population: 31,500), has 

“The people here are very tough,” 

Cullen says. “Sometimes, just making sure they get 

enough care is diffi cult. … Ninety-three-year-old 

grandmothers are still splitting wood in their cabins.”

— JOHN CULLEN, MD, FAMILY PHYSICIAN, VALDEZ, ALASKA
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Alaska

an international airport. In the summer-
time, there’s a nonstop to Frankfurt, Germa-
ny: an 8-hour fl ight over the North Pole.

TREATING THE WHOLE PATIENT
Whether they’re independent practitioners 
or employees, physicians often fi nd them-
selves practicing a wide range of medicine in 
Alaska. Specialists are uncommon outside 
Anchorage, the state’s most populous city 
(population: 298,000), with more than 40 
percent of the state’s total population. An-
chorage is also home to the state’s only med-
ical school and university hospital, as well as 
the state’s largest hospital.

Katie Tsigonis’ mother-in-law, Jean Tsig-
onis, MD, has been a family doctor in Fair-
banks since 1981. “You’re probably always 
practicing at the top of your license, doing 
things you were taught but didn’t think you 
would ever do,” Jean Tsigonis says. Fairbanks 
has a few specialists, but no super-special-
ists: neurologists, but no neurosurgeons; 
internists who know pulmonology, but no 
pulmonologists.

A self-described old-fashioned family 
doctor, Jean Tsigonis takes on a lot of pa-
tients and procedures that family doctors 
in bigger cities would hand off . She delivers 
babies, performs colonoscopies, provides 
hospice care, handles infertility cases with 
the advice of consultants in the Lower 48, 
and cares for people with chronic condi-
tions and comorbidities, including diabetes, 
congestive heart failure, and dementia. With 
less than four hours of sun in Fairbanks in 
December—“it’s just a bump, a low-lying 
sun”—she also treats a fair amount of sea-
sonal aff ective disorder.

Other family doctors in her clinic have 
taken on niche work. One does laser vein 
treatment. Another doctor focused on dia-
betes care and insulin pumps, then switched 
to sleep studies and CPAP machines once an 
endocrinologist moved to town.

“Today, I’m doing a house call,” Jean Tsi-
gonis says. “Anytime it’s harder for them, I 
go to them.” Other patients come to her. A 
missionary who lives in Noatak, 463 miles 
away on Alaska’s northwest coast, returns 
to Fairbanks so Jean Tsigonis can deliver 
her babies. Another patient, a police offi  cer, 
travels 500 miles to Fairbanks for her annual 
checkups from Alaska’s northernmost city, 
Utqiagvik ( formerly named Barrow).

Jean Tsigonis’ clinic was an independent 
practice until 2008, when she and her fel-
low doctors sold to Th e Greater Fairbanks 
Community Hospital Foundation, which 
also owns Fairbanks Memorial Hospital. As 
the chair of the hospital’s physician wellness 
committee, Tsigonis tries to help new doc-
tors in town settle in. “I try to fi nd what their 
interests are: Are you a sports person? Are 
you a music person? Are you a churchgoing 
person?” she says. “Th en I try to get them to 
make friends in those areas, so they feel like 
this is their home and not just their job.”

THE IMPORTANCE 
OF INDEPENDENCE
Alaskans, including doctors, have strong 
feelings about independence and control. “If 
I wanted to run for governor, I could,” Jean 
Tsigonis says. “You can make a diff erence up 
here, still. Th e numbers are so small that ev-
erything I do today has an eff ect.”

Th at independence extends to doctors 
as they react to changes in the business of 
medicine. “In a way, we are protected a little 
bit,” she says. “No one’s telling me I have to 
see patients every 15 minutes.”

Th ough recruitment and retention of 
physicians can be a challenge in Alaska, a 
certain type of doctor thrives there. “It’s a 
very adventurous lifestyle, so we need to 
gear our recruitment to people who want 
to have an adventure,” Cullen says, adding 
that outdoorsy types are especially attract-
ed to Alaska’s skiing and sailing. Health or-
ganizations in Alaska typically off er signing 
bonuses of $15,000 to $25,000 and relocation 
assistance of $15,000 to physicians they’ve 
recruited. Th e off ers can be higher in remote 
areas: Native Alaskan communities often of-
fer new physicians $60,000 to $70,000 a year 
in medical school loan repayments, Cullen 
says. To compete, Valdez City Council does 
the same.

Practicing medicine in rural Alaska has 
been “absolutely fantastic,” Cullen says. 
He’s found it personally gratifying to be a 
small-town doctor, living in the community 
with his patients and watching them grow. 
“Walking into the store, I see babies I deliv-
ered, some of them adults. Th at part is the 
biggest reward I can possibly think of.” 

Editor’s note: Th is article was published fi rst in our 

partner publication, Physicians Practice.

“You’re probably 

always practicing 

at the top of your 

license, doing 

things you were 

taught but didn’t 

think you would 

ever do.”

— JEAN TSIGONIS, MD, FAMILY 

PHYSICIAN, FAIRBANKS, ALASKA
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t’s a new year. And as 
with every new year, our 
practice is faced with 
new challenges. Th is year, 
however, our challenges 
are greater than usual.

In December, my one and only as-
sociate left the practice. For the past 
few months, I have been preparing 
myself psychologically and making 
some changes in the practice to 
help ease the transition back to solo 
practice.

Some of her patients are 
moving to her new practice. Some 
are switching to other practices. 
Some of her patients are going to 
stay, enough to more than fi ll the 
schedule. As such, I am no longer 
accepting new patients.

I have adjusted my offi  ce hours to 
give myself some more time to deal 
with the phone calls, paperwork, 
and other responsibilities of a solo 
practice. I have made arrangements 
with another area endocrinologist to 
cover for me when I am away, which 
isn’t often, anyway.

I have also declined to have 
residents shadow me in the offi  ce. I 
truly regret that I must do this. I love 

teaching and believe that the resi-
dents benefi t from shadowing. After 
all, diabetes and thyroid disease are 
so prevalent—and so misunderstood. 
However, the time constraints of men-
toring are too much.

Since I am the only revenue gener-
ator now, I cannot aff ord to maintain 
staffi  ng levels. When I fi rst opened 
the offi  ce, I hired a receptionist. She 
was responsible for phone calls, 
scheduling, depositing checks, and 
fi ling. I handled all the clinical tasks 
such as rooming patients, seeing 
them, and giving injections. I even did 
my biopsies unassisted. Of course, 
back then, I saw only eight to 12 
patients a day.

As the practice got busier, I hired 
one medical assistant (MA). In prepa-
ration for hiring a second physician, 
I hired another MA. Th e MAs room 
patients, give injections, assist in pro-
cedures, download data from glucose 
meters and insulin pumps, and return 
some clinical phone calls in addition 
to cross-covering for the receptionist. 
Now that I’m solo again, I can’t sup-
port three employees. But since I see 
24 to 28 patients a day, I can’t aff ord a 
day without my MAs.

I had to let my receptionist of nine 
years go. I can’t reasonably say it was 
harder on me than it was for her, 
obviously, but I wrestled with that 
decision for a long time. Now, my MAs 
have absorbed her job as well as their 
own. Eliminating new patients has 
alleviated some of the work, although 
there are some people who—despite 
an outgoing message that says we 
regret that we are no longer accepting 
new patients—call and demand an 
explanation.

People keep asking me if I will hire 
another physician. I haven’t decided. 
I’m going to see whether being solo 
will work. Saying no when I have 
to say no. Accepting that I can’t do 
all things for all who ask. Calling in 
favors from time to time.

A recent survey found that 9 
percent of endocrinologists are solo 
practitioners, and I know several 
myself. I know it can be done. It’s just 
a matter of fi guring out the best way 
to do it. And if I can’t, well, then I’ll be 
in for more change in 2019. 

Melissa Young, MD, FACE, FACP, is owner 

and solo practitioner at Mid Atlantic Diabetes 

and Endocrinology Associates, LLC. 

I

Going back to solo practice

READ MORE INSIDE

Sharing patient data: 
What doctors need   

PAGE 14

“Th e ability to fi nd information 
quickly is just as important 
as access.”
PAGE 15
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“Anywhere warm and beachy, lately it’s Charleston, S.C.”
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2019’s healthcare policy fi ghts
Doctors rarely have the time or inclination to follow developments in 

federal healthcare policy, but 2019 may well be a year where physicians 

start paying more attention to events in Washington. That’s because 

lawmakers, judges and regulators are poised to take—or at least 

consider—steps that could affect the nation’s $3.5 trillion healthcare 

system for years to come. 

“Heart rate... blood pressure, all up. I’m restricting all news 

stories about plans for healthcare changes.”
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