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hanks to an anonymous 
$3 million donation, the 
inaugural class of the 
University of Houston’s 
medical school will not 

have to worry about their tuition. Th e 
school, established last year, will focus 
on primary care education.

If only every doctor were as lucky 
as these 30 budding physicians. 

According to new data from Med-

ical Economics, three in 10 physicians 
complete their education with more 
than $200,000 in debt.

Th at’s quite a burden for someone 
starting a new career in healthcare. 
Our data also indicate a similar num-
ber (31 percent) say their level of debt 
determined their employment path 
in medicine. It’s not a stretch to think 
that opening a practice with your 
name on the door is a far-off  dream 
when calculating debt repayment.

Th at’s bad for many physicians 
who have a knack for being an entre-
preneur, but lack the fi nancial means. 
It also negatively aff ects those who 
decide not to go into primary care 
and instead choose specialty medi-
cine which can reduce their debt in a 
shorter amount of time.

Medical students have told me they 

were dissuaded from going into family 
or internal medicine by professors, 
who describe a life of long hours, low 
pay, and administrative nightmares. 
Th ese same students hear that sacri-
fi cing autonomy to work for a hospital 
or health system is a small price to pay 
compared with doubling the time it 
takes to pay back loans by going inde-
pendent or joining a new practice.

We must drive eager young stu-
dents toward primary care, not away 
from it. Th is includes making more 
programs such as scholarships and 
debt forgiveness a reality for tomor-
row’s physicians. 

In this issue, you’ll read more 
about how physicians overcame their 
educational (and other) debt burdens 
to focus solely on medicine, including 
several great programs to reward pri-
mary care physicians for their choice 
of specialty and the location of their 
practice. Th ere are lots of opportu-
nities out there, but we need many 
more, and soon. 

Burnout is claiming some of 
primary care’s best and brightest. 
Technology is claiming others who are 
walking away from the exam room for 
other avenues to help patients. And if 
medical debt keeps diverting doctors 
away from primary care, the projected 
shortage will grow exponentially. 

Medical associations and others 
should work to increase scholarship 
opportunities and use their infl uence 
to make medical school as aff ordable 
for future primary care physicians in 
any way possible.

Wealthy benefactors are few and 
far between. Instead of waiting for 
someone to fi x the problem, it’s time 
to address it today. 

Keith L. Martin is editorial director of Medical 

Economics. How would you solve the physician 

debt burden? Tell us at medec@ubm.com.

When debt derails physicians, we all lose
“It’s not a stretch 
to think that opening 
a practice with your 
name on the door is 
a far-off dream when 
calculating debt 
repayment.”

BY KEITH L. MARTIN

MedicalEconomics.com 7MEDICAL ECONOMICS  ❚  AUGUST 25, 2018

FIRST TAKE

READ MORE INSIDE

T

Repay the past by looking 
toward the future  
PAGE 14

“It’s an emotional decision and 
not just about the math. A lifestyle 
change would make all the 
diff erence for them.” PAGE 36

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


Referenced in MedLine®

MEDICAL ECONOMICS   (USPS 337-480) (Print ISSN: 0025-7206, Digital ISSN: 2150-7155) is published semimonthly (24 
times a year) by UBM LLC, 131 W. First St., Duluth, MN 55802-2065. Subscription rates: one year $95, two years $180 in the 
United States & Possessions, $150 for one year in Canada and Mexico, all other countries $150 for one year. Singles copies 
(prepaid only): $18 in US, $22 in Canada & Mexico, and $24 in all other countries. Include $6.50 for U.S. shipping and handling. 
Periodicals postage paid at Duluth, MN 55806 and at additional mailing offi ces. Postmaster: Send address changes to Medical 
Economics, PO Box 6085, Duluth, MN 55806-6085. Canadian GST Number: R-124213133RT001 Publications Mail Agreement 
number 40612608. Return undeliverable Canadian addresses to: IMEX Global Solutions, PO Box 25542 London, ON N6C 6B2 
CANADA. Printed in the USA.

© 2018 UBM. All rights reserved. No part of this publication may be reproduced or transmitted in any form or by any means, 
electronic or mechanical including by photocopy, recording, or information storage and retrieval without permission in writing 
from the publisher. Authorization to photocopy items for internal/educational or personal use, or the internal/educational or 
personal use of specifi c clients is granted by UBM for libraries and other users registered with the Copyright Clearance Center, 
222 Rosewood Dr. Danvers, MA 01923, 978-750-8400 fax 978-646-8700 or visit http://www.copyright.com online. For uses 
beyond those listed above, please direct your written request to Permission Dept. fax 732-647-1104 or email: Jillyn.Frommer@
ubm.com. SMARTER BUSINESS ■ BETTER PATIENT CARE is used pending trademark approval.

UBM Medica provides certain customer contact data (such as customers name, addresses, phone numbers, and e-mail 
addresses) to third parties who wish to promote relevant products, services, and other opportunities that may be of interest to 
you. If you do not want UBM Medica to make your contact information available to third parties for marketing purposes, simply 
call toll-free 866-529-2922 between the hours of 7:30 a.m. and 5 p.m. CST and a customer service representative will assist you 
in removing your name from UBM Medica’s lists. Outside the US, please phone 218-740-6477.

Medical Economics does not verify any claims or other information appearing in any of the advertisements contained in the 
publication and cannot take responsibility for any losses or other damages incurred by readers in reliance of such content.

Medical Economics cannot be held responsible for the safekeeping or return of unsolicited articles, manuscripts, 
photographs, illustrations, or other materials.

Library Access Libraries offer online access to current and back issues of Medical Economics through the EBSCO host 
databases.

To subscribe, call toll-free 888-527-7008. Outside the U.S., call 
218-740-6477.

AUGUST 25, 2018 VOLUME 95 ISSUE 16

 10 Interactive

 11 Your voice

 12 Vitals

 45 Funny bone

IN EVERY ISSUE

The opioid 
dilemma
Physicians cannot control 

patients’ illicit opioid 

abuse, writes internist 

David L. Keller, MD.

PAGE 43

LAST WORD

 42 Payer negotiations
    5 tips to win more favorable 

contract terms from insurers

 13 Transitional care codes
    Tips on establishing and 

documenting patient contact

 17 Communication breakdown
    Why it happens during patient 

care and how to stop to it

 32 Treating migraines
    A medication quiz for primary 

care physicians

 34 HIPAA tips
    How small practices can tackle 

compliance challenges

 40 Beware scams
    Physicians must be on the 

lookout for debt scams

ALS O I N S I D E

C OVE R STO RY

Tackling debt
Reduce the burden sooner rather than later PAGE 14

2018 
PHYSICIAN 
WRITING 
CONTEST 

18

 Medical Economics is proud to 

unveil our three winning essays

Co
ve

r: 
M

op
ic

/S
hu

tt
er

st
oc

k.
co

m
 (h

ill
); 

m
us

ic
m

an
/S

hu
tt

er
st

oc
k.

co
m

 (fi
 g

ur
e 

an
d 

do
lla

r s
ig

ns
)

MedicalEconomics.com8 MEDICAL ECONOMICS  ❚  AUGUST 25, 2018

http://medicaleconomics.modernmedicine.com/
http://medicaleconomics.modernmedicine.com/
http://www.copyright.com
mailto:Jillyn.Frommer@ubm.com
mailto:Jillyn.Frommer@ubm.com
http://www.bpaww.com
http://www.ammonline.org


For more information, please contact your LabCorp representative, 
or consult the LabCorp Test Menu at www.LabCorp.com.

Urine drug testing is a critical component in patient care and may 

help achieve optimal outcomes when used in conjunction with 

patient risk assessment. Laboratory testing that is not considered 

medically necessary may result in coverage denials.

LabCorp off ers options that provide unparalleled clinical value for monitoring 

patients who are prescribed controlled substances including opioids, antianxiety 

medications, and stimulants, as well as other psychoactive medications such as 

antidepressants, hypnotics, and muscle relaxants.
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Empower Change  | Address the Opioid Crisis

LabCorp off ers choice in test options for individual patient’s needs: 

LabCorp MedWatch®: Monitor

Customizable drug monitoring test options focused on many commonly 
prescribed pain medications and illicit drugs.

LabCorp MedWatch® ToxASSURE® and ToxASSURE® Select

Broad-spectrum drug profi le off erings that analyze a range of compounds to 
assess medication use.

Medication Assisted Treatment
• Test options for Suboxone® medication assisted treatment 

• LabCorp collaboration with The Recovery Platform, a valuable monitoring 
tool to help physicians address and manage the ongoing opioid crisis

LabCorp is a full-service laboratory that provides exceptional   
customer service, patient care, and consultative technical expertise:
• Comprehensive test menu, including comorbidity testing 

• Extensive managed care network

• Technical support hotline
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With more than 5 million working Amer-

icans identifying as lesbian, gay, bisexual, 

transgender, or questioning, how can busi-

ness owners tap into this large employment 

demographic and not only attract, but retain, 

this niche group of talent in the workplace?

In general, employers support 

workplace equality when they are hiring 

and retaining qualifi ed applicants based 

on the knowledge, skills, and abilities 

needed for the job they are applying 

for. Th ey may not all realize that equal 

employment includes, and doesn’t limit 

LGBTQ individuals.

An area where leaders have an 

opportunity to shift their workplace 

culture is in LGBTQ healthcare. 

Organizations like American Medical 

Association (AMA) include resources 

for LGBTQ inclusion through their 

Journal of Ethics and adaptation of the 

GMLA’s Compendium of Health Profession

Association LGBT Policy and Position 

Statements. Examples of such policies 

include enhancing diversity, promoting 

awareness and education of LGBTQ 

health issues, and equity in healthcare for 

domestic partnerships.

Here’s where medical practices can 

set themselves apart. Some employers 

have decided to discontinue off ering 

domestic partner coverage now that 

same-sex couples can get married. 

However, employees may face a dilemma 

in limiting benefi ts to those who choose 

to stay unmarried and are denied 

benefi ts. If organizations want to lead 

through inclusion, they need to consider 

the culture they want to employ before 

making changes to benefi t packages. 

A way to do this is by creating all-

encompassing and equitable benefi ts 

to all groups, no matter how family is 

defi ned. By setting a practice standard, 

this creates an opportunity to support a 

healthy and diverse workforce.

Support LGBTQ practice employees 

MedicalEconomics.com

“Doctors have worked 

way too hard to be 

discontent in their 

work, and if they fi nd 

themselves in a tough 

spot professionally, 

they owe it not only 

to themselves to seek 

alternative options—

but to patients as 

well, who need happy 

doctors.”

— Ben Levin, MD, a board-cer-
tified internist on how peers can 
regain their passion for medicine

“Let patients decide 

on their own whether 

or not to pursue 

and buy insurance, 

preventive care, and 

other healthcare 

services, and bear the 

consequences of the 

decisions. People take 

care of the cars they 

work, scrimp, and save 

for. Th ey tend not to 

keep after the service 

on cars their parents 

purchase for them.”

— Craig W. Wax, DO, on think-
ing “small” to fix healthcare

Topic Resource Center

VACCINES

 Two-year effi cacy noted in one 
Ebola vaccine

 Clinicians must acknowledge root of  
anti-vaccine trend to tackle problem

 Report: Pertussis vaccine imperfect, 
but effective

For more, visit  bit.ly/MEC-vaccines.

Slideshow spotlight

Top 10 most in-demand medical specialties
According to Doximity, physician job postings grew in 
most specialties analyzed. See which areas of medicine 
are most in demand.

  For more, visit bit.ly/10-in-demand-specialties.

MORE ONLINE   For the rest of the story, visit bit.ly/LGBTQ-staff-support.
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Primary care needs doctors, not more obstacles
There is no doubt that healthcare mergers 

are competing with primary care doctors 

(“Healthcare mergers pose challenges for 

primary care,” June 10).

But if primary care physicians extend 

their hours and work weekends, and open 

their own clinics, the result will be more 

burnout and more dissatisfaction.

It would make better sense if medical 

educators trained more PCPs and got them 

into the workforce quicker. This could 

be done by customizing and shortening 

the college/medical school curricula and 

providing PCPs with clinical training in 

community health centers, not hospitals.

This would lessen the workload per 

individual physician and provide more time 

with patients.

Of course, this would cut into PCPs’ 

incomes, but with shorter training time 

and fewer education loans, the trade-off 

may be acceptable. 

For over 50 years, policymakers have 

expressed the need for more primary 

care physicians, but medical educators 

have not responded to the need. And a 

career in primary care has lost its allure 

for many physicians. The New England 

Journal of Medicine recently reported that 

only 17 percent of American medical 

students have entered primary care 

residencies.

Nurse practitioners have been 

independently licensed in many states 

and will most likely fi ll the need for more 

providers of primary care. 

Edward Volpintesta, MD

BETHEL, CONN.

Portals producing more tasks 
for overworked physicians

s I read the recent article 
“Make the most of portals” 
(July 10), I was dismayed 
to see that the article did 
not mention the unin-

tended consequences of portals being 
one of the new causes that play a role 
in active burnout among physicians. 

With the current push for EHR 
adoption of portals, many healthcare 
organizations have implemented the 
portal system well, as evidenced with 
the metric demonstrating high utiliza-
tion by patients. 

However, as access to care contin-
ues to be an active problem among 
primary care practices, patients have 
taken to the portal as a surrogate 
for access to care. Many health-
care organizations have found the 
utilization and the amount of portal 
messages have risen exponentially, 
which in turn have created the need 

for new workfl ows and an undue and 
unintended burden for primary care 
providers. 

Reviewing and answering messag-
es takes time, and for the majority of 
healthcare professionals this time is 
often spent at lunch, or after hours. 
While the portal is good for allowing 
patients to review records, make 
appointments, and communicate with 
the healthcare team, we must ensure 
that the portal is a tool that can be 
eff ectively used by all to make health-
care better and not a potential cause 
for undue burden.

I have been associated with two 
large healthcare organizations and 
a well-designed portal has been an 
eff ective tool with patients. Th ey 
enjoy seeing their notes, their lab 
results, X-ray reports, and can review 
documents as they see fi t. Th is has 
been a wonderful tool for patient 

engagement and has helped with that 
portion. 

Many patients, however, with the 
ease of such messaging have taken 
to the portal messaging system. 
Th e number of portal messages and 
the time needed to respond has 
been quite burdensome for most. A 
carefully written message is essential 
to eff ective communication. Often, 
many PCPs will in turn simply call the 
patient rather than typing another 
message in response, with hopes to 
avoid an unnecessary string of replies. 

I foresee portal messaging to be 
a hot topic in time to come for those 
who use EHRs as adaptation becomes 
better. I believe the portal has allowed 
many to be more engaged and we 
must be prepared for the added work.

Jesse Bracamonte, DO

SCOTTSDALE / PHOENIX, ARIZ.
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The anatomy of a good patient experience
What do patients mean when they say they want a “positive healthcare experience”? Results of a new survey from the Beryl 

Institute, a nonprofi t promoting better patient experiences, reveal what patients are looking for when they make an appointment.

People, processes, 
and place 
are critical 

How patients describe bad experiences

How patients describe good experiences

10 keys to a good patient experience 

(percentage of patients who rated it “extremely important”)

 1.  Physicians and staff listen to you (71%)

 2.  Communicate clearly in a way you can understand 

(67%)

 3.  Treat you with courtesy and respect (65%)

 4.  Give you confi dence in their abilities (64%)

 5.  Take your pain seriously (63%)

 6.  Practice/hospital provides an environment that is clean 

and comfortable (62%)

 7.  Provide a clear plan of care and explain why they are 

doing it (59%)

 8.  Ask questions and try to understand your needs and 

preferences (56%)

 9.  The ability to schedule an appointment or procedure 

within a reasonable time period (52%)

 10.  A discharge/checkout process in which your treatment 

plan and next steps in care are clearly explained (52%)

Positive interaction with people—

physicians, nurses, and front offi ce 

workers—is considered extremely 

important to most patients. Next 

is easy-to-use processes for 

scheduling, payment, waiting time, 

referrals, prescriptions, and more. 

Finally, a comfortable and clean 

offi ce space is key

Percentage who say the following are extremely important:

56%

PEOPLE

48%

PROCESS

34%

PLACE

http://medicaleconomics.modernmedicine.com/


subject says, “No specifi c 

diagnosis is required for 

the ACP codes to be billed. 

It would be appropriate to 

report a condition for which 

you are counseling the 

benefi ciary, an ICD-10-CM 

code to refl ect an admin-

istrative examination, or a 

well exam diagnosis when 

furnished as part of the 

Medicare Annual Wellness 

Visit.”

Sounds good and quite 

reasonable. Then you look 

at some of the denials for 

the ACP codes, and they 

make sense too. Recently, 

we saw a trigger fi nger 

diagnosis linked to the ACP 

code. It was denied. 

Like any other service, 

ACP is subject to medical 

necessity criteria, and if 

a diagnosis that would 

make sense is reported in 

conjunction with ACP, it will 

likely be paid.

Once again, watch your 

CPT and ICD-10 relation-

ship. What story are you 

telling? 

be made by “clinical staff,” 

but it doesn’t describe any 

of the circumstances as 

to how that arises. Often, 

when outreach staff at-

tempts to reach a patient—

and gets a recording and 

leaves a message—when 

the patient calls back, they 

get the front desk or clerical 

staff. It’s hard to get them 

back to the nursing loop. 

Has contact been made?

Some providers fi nd out 

that their patients are dis-

charged from the hospital, 

text their MAs with instruc-

tions to call the patients as 

soon as possible to answer 

questions and set up the 

appointment. That works 

when the calls are made 

on time. 

The point is, there are 

lots of ways to get to the 

contact, even to the point of 

leaving a message.

And remember, although 

attempts to have this 

interaction should continue 

per Medicare guidance, 

the contact itself is not an 

absolute requirement to 

bill the service. You need 

to document the attempts 

and/or the contact. The core 

service is the face-to-face 

visit furnished within the 

timeframe required by the 

code. 

Stop sweating the de-

tails that are not spelled out 

anywhere and settle on a 

course that works for most 

of your patients.

Q: Are there 

specifi c diag-

nosis codes that 

are required for the 

advanced care plan-

ning (ACP) codes?

A: No, per Medicare there 

are not. The guidance that 

Medicare puts out on the 

A: 
There are lots of 

questions about 

this part of the 

TCM code services. Peo-

ple seem to get hung up 

in a lot of details that were 

certainly never specifi ed in 

either the CPT manual de-

scription of the codes or 

in the even more detailed 

original Federal Register 

description of all that went 

into coming up with TCM 

services by Medicare. 

There are lots of ways 

that these “contacts” and 

encounters unfold, not 

all of them foreseen by 

Medicare or other payers. 

But in the end, it all leads 

to patients getting the 

kind of prompt attention 

and hospital follow-up that 

the codes were intend-

ed to produce more of. 

And don’t forget the big 

picture: that hospital read-

mission rates go down.

The “interactive 

contact” does have to 

Establishing patient contact under 
transitional management codes

Bill Dacey, CPC, MBA, MHA, is 
principal in the Dacey Group, a 
consulting firm dedicated to coding, 
billing, documentation, and compliance 
concerns. Send your coding and billing 
questions to medec@ubm.com.

I know contact for use of Transitional 

Care Management (TCM) codes needs 

to be made by a clinical person, but do 

they have to make the fi rst call / speak 

to the patient fi rst?
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Money

F
or most physicians, debt is like a 
chronic condition that can linger 
for decades, infl uencing every-
thing from specialty choice to 
what kind of car they buy. And like 
a chronic condition, if treatment 
options aren’t followed, it can 
get signifi cantly worse over time 
as mortgages, college funds, and 

credit card expenses pile onto existing med-
ical school debt.

A recent Medical Economics poll of doc-
tors of all ages showed that 66 percent were 
more than $90,000 in debt upon graduating 
medical school, and 30 percent had more 
than $200,000 in debt. Th e American Med-
ical Student Association says that the aver-
age medical student in 2016 graduated with 
$190,000 in debt.

Vishal Patel, MD, a fourth-year inter-
nal medicine resident at the University of 
Central Florida College of Medicine, has 
accumulated $132,000 in debt over 11 years 
of schooling and is paying more than $600 
each month in interest. “When I fi nish, I 
hope it won’t be any more than it is now,” he 
says. Despite the debt, he feels fortunate be-
cause he received fi nancial assistance from 
his family so that it didn’t have an undue 

infl uence on his decision-making about spe-
cialty choice.

“Quite a few of my friends gave up on 
their dreams of being a cardiologist or pul-
monologist just so they could go out and get 
a job as a hospitalist,” says Patel. “Th ey just 
needed a paycheck because they had too 
much debt accruing.”

Laura Rathe, MD, an internist in Crosby, 
Minn., just paid off  the last of her medical 
school debt after 26 years of practice. Like 
Patel, she received fi nancial assistance from 
her family. To minimize the impact on her 
life, she lived frugally, opting for cheaper va-
cations and buying an average home. “I was 
told a lot of times that I should be stressed 
out about the debt, and I did a little dance 
in the offi  ce the day it was paid off , but I was 
never worried I was going to end up on the 
street,” she says. 

Financial experts say doctors who are 
burdened by debt—whether from educa-
tion, lifestyle, or both—can take multiple ap-
proaches to tackling the problem. Th e more 
aggressive strategies require more sacrifi ces, 
but there are options to chip away at it that 
don’t require giving up everything. And no 
matter where a physician is in his or her ca-
reer, it’s never too late to start attacking debt.

by  TODD SHRYOCK Editor

TACKLING 
DEBT
  HIGHLIGHTS

  Reducing debt can 

feel great, but being 

overly aggressive 

about it can create 

risks if cash becomes 

tight.

  Understand student 

loan terms as payment 

plans vary. For some 

loans, payments may 

increase at a rate that 

exceeds ability to pay.

Reduce the burden 
sooner rather 
than later

http://medicaleconomics.modernmedicine.com/
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Money

THE BASICS
Debt problems start early on. “Medical stu-
dents are told during school not to worry 
about it, because they’ll be a doctor mak-
ing a six-fi gure salary, so they decide it’s not 
the time in life to worry about it,” says Nate 
Reineke, a student loan specialist for Physi-
cian Family Financial Advisors in Eugene, 
Ore. “Doctors are not shielded from the 
burden of debt just because they have a big 
income. Th ey shouldn’t let debt follow them 
for 30 years.”

Reineke says to start by taking advantage 
of better interest rates on loans. Many doc-
tors took out loans while students that have 
interest rates in the 6 percent to 8 percent 
range, while private refi nancing off ers might 
lower that to 4 percent. “A few percentage 
points on a $20,000 loan isn’t that huge, 
but for someone that might have $400,000 
in debt, the math shows a savings close to 
$100,000 over the term of the loan. Rates are 
really good right now, but they don’t always 
realize it’s a $100,000 choice.”

For younger doctors, Public Service Loan 
Forgiveness (PSLF) often sounds inviting. 
After 10 years of payments on federal loans 
and service with a qualifi ed public service 
provider, what remains of the loan is forgiv-
en. “By the end of 10 years, there is not al-
ways a lot left to be forgiven,” says Reineke. 
“What they don’t think through is, do they 
really want to work at a qualifying in-
stitution for 10 years? 

If they are confi dent they are not going to 
go into private practice, then it’s a good 
option.”

Physicians who choose this 
option should check to be 
sure that loan servicing 
companies are accurately 
tracking progress toward 
PSLF and keep their own 
records. “Th ere are a lot 
of PSLF error calculations 
in payments,” says Daniel 
Wrenne, CFP, founder of 
Lexington, Ky.-based Wrenne 
Financial, an advisory fi rm 
that helps physicians and den-
tists. He’s seen cases where 
balances have been off  by thou-
sands of dollars, and says that 
any discrepancies should be 
reported immediately. 

Reducing debt

“Medical students are told during 
school not to worry about it, because 
they’ll be a doctor making a six-fi gure 
salary, so they decide it’s not the time 
in life to worry about it.”

—NATE REINEKE, STUDENT LOAN SPECIALIST, 

PHYSICIAN FAMILY FINANCIAL ADVISORS, EUGENE, ORE
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Understanding student loan terms is im-
portant, because payment plans vary. For 
some loans, the payments may increase at 
a rate that exceeds the physician’s ability 
to pay. Known as graduated loans, the pay-
ments tend to double every few years, be-
cause the loans are designed to be a short-
term solution and the escalating payments 
are an incentive to pay back the loan sooner. 
If physicians aren’t aware of this escalation, 
it can create fi nancial stress. For instance, 
one physician Reineke worked with was 
paying $1,500 a month on $300,000 in loans, 
and was comfortable with that. However, by 
the end of the loan, the payments would be 
$6,000, and she wasn’t in a fi eld that would 
support that much growth in income. “For 
her, the better option was refi nancing to 
fl atten the payment out at $3,000 a month 
spread over seven to 10 years,” he says. 

Other student loan payment plans are 
based as a percentage of income, so pay-
ments increase only as the physician’s salary 
increases. “What I’ve seen is doctors who are 
asleep at the wheel when it comes to their 
loan terms,” says Reineke. “Th ey think they 
will just continue down the same fi nancial 
path, not realizing the terms of their loans 
may change.” 

For example, PSLF programs always use 
an income-based payment plan, but Rein-
eke says physicians need to understand that 
if they get married and fi le taxes jointly, it 
will aff ect their payment rates because their 
spouse’s income is counted in the payment 
calculation. And privately refi nancing the 
loans immediately means eligibility for PSLF 
is lost. “It may sound good to be on these 
plans, but you usually end up paying more,” 
he adds.

Reducing debt can feel great, but being 
overly aggressive about it can create risks 
if cash becomes tight. For example, a three-

year refi nancing term might sound good, 
but if the rate isn’t that much better, Rein-
eke suggests extending the term over fi ve to 
seven years instead. Th is results in a lower 
monthly obligation and the loan can always 
be paid off  early if the practice is doing well. 
He says it’s better to make a higher payment 
than necessary when possible, but not to be 
contractually obligated to do so to preserve 
fl exibility.

Doctors with multiple loans should fol-
low consumer debt-reduction strategies, 
says Dan Johnson, CFP, founder of Akron, 
Ohio-based, Forward Th inking Wealth 
Management, which specializes in advising 
medical professionals. “If you have multi-
ple loans, you may be in a situation where 
you haven’t even thought about which loan 
has the highest interest rate,” says Johnson. 
“Your biggest payments should go to the 
loan with the highest rate, and once that is 
paid off , focus on the next highest rate loan.”

LIFESTYLE CHOICES
Medical school loans usually constitute the 
bulk of doctor debt, but experts say lifestyle 
choices often exacerbate the problem. Soci-
etal pressure plays a role in physicians add-
ing to an often already-daunting debt load. 
“Everyone knows they are a doctor, and the 
expectation is that they not roll in driving a 

Reducing debt

36

Exclusive survey results 
on physician debt levels

Continued on page

“Your biggest payments should go to the loan with the 
highest rate, and once that is paid off, focus on the next 
highest rate loan.”

— DAN JOHNSON, CFP, FOUNDER, FORWARD THINKING WEALTH MANAGEMENT, AKRON, OHIO
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communications platform 

opens the communication 

channel in an effi cient, 

asynchronous way that 

ensures patients receive 

the necessary follow-up to 

keep them on the path to 

healing and away from a 

readmission. 

Data without context
The EHR data and 

discharge report don’t 

always include the whole 

story about the care 

provided in the hospital 

or information that may 

infl uence the patient’s 

post-discharge care. A 

patient’s family struggling 

to help their family member 

adhere to the care plan, for 

example, is an important 

consideration. Notifying 

your physicians that the 

patient’s family may need 

extra support with care 

instructions could be 

shared through secure 

text messages from the 

attending physician, but 

it may not be included 

in a standard discharge 

summary. 

Delayed consults
Breakdowns happen 

when transitioning to the 

hospital, too. For example, 

a patient in the emergency 

department may not be 

able to provide all the 

required information to the 

attending physician and 

nurses, or the attending 

may have questions for 

the physicians. Pagers are 

ineffi cient, requiring your 

physicians or a medical 

assistant to return a call 

and then wait until the 

attending is available.

An integrated communi-

cation platform would notify 

your physicians’ smart-

phone of a consult request 

and include full patient 

details, so your physicians 

could review their assess-

ment before returning the 

call, making the consult 

more effi cient.

While it is ideal for all 

providers to share the 

same clinical communica-

tion platform, PCPs who 

have not implemented the 

system could be included 

in one-on-one or care-

team consultations. These 

physicians would receive 

a secure link so they can 

communicate and collabo-

rate on the platform. 

smartphone to ensure that 

safe and effective care is 

continued after the patient 

returns home.

Poor ADT sharing
A recent study conducted 

at the School of Medicine 

of the University of 

Colorado found that, in 

some cases, PCPs were 

unaware their patients had 

been hospitalized at all.  

Automated Admission, 

Discharge and Transfer 

(ADT) alerts are eliminating 

this dangerous handoff gap. 

Utilizing industry-standard 

HL7 protocol, ADT alerts 

notify PCPs in real time that 

their patients have been 

admitted to or discharged 

from the hospital. The front 

offi ce staff can contact 

patients to schedule 

follow-up appointments and 

help remove any barriers 

that would prevent them 

from adhering to treatment 

regimens. 

Missing contact info 
The EHR may not have 

an updated PCP contact, 

or it may just have the 

name of the practice. As 

a result, the hospitalist or 

attending physician won’t 

know who to contact about 

post-discharge care. In one 

study, as few as 12 percent 

of PCPs actually received 

their patient’s discharge 

summaries. Unifying 

PCPs on a single clinical 

Offi ce-based primary care 

physicians (PCPs) often 

bear the brunt of responsi-

bility for ensuring their pa-

tients avoid readmission 

after transitioning from 

a hospital or post-acute 

care facility. In many cases, 

preventable readmissions 

are a result of communica-

tion breakdowns between 

hospital and physician.

As a result, many 

hospitals and health 

systems are implementing 

integrated, mobile clinical 

communication platforms 

that allow offi ce-based 

physicians to use secure 

smartphone-based apps 

to collaborate and share 

data.

Here are fi ve reasons 

communication breaks 

down during care tran-

sitions and how clinical 

communication platforms 

can help.

Confusing instructions
When PCPs don’t have 

access to current patient 

information, patients 

receive confl icting 

instructions and may wait 

too long to schedule a post-

discharge checkup at your 

practice. With an integrated 

communication platform, 

care teams, including 

the PCP, can have group 

text discussions about a 

single patient. Data is also 

accessible through the 

Key reasons care transition breaks down
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THE ONE QUESTION

 was stumped. Of course, that happens almost daily 
during intern year. Th e patient was a grinning three-year-
old boy who was tearing around the urgent care exam 
room, yet his mother kept her lips pursed and wouldn’t 
look me in the eyes. I had already given her careful reas-
surance about her child simply having a cold and recom-
mended supportive care with chicken soup and plenty of 
fl uids, but her body language radiated dissatisfaction.

I ducked outside and presented the case to my attend-
ing, an experienced pediatrician. At the conclusion of 
my story I found myself admitting, “I feel like I’m missing 
something.”

When we returned to the room, my attending sat 
down quietly across from the mother, and gently asked 
a seemingly simple question: “What worries you most 
about his symptoms?”

She looked at her son, snotty but happy on the bed. 
“His runny nose. It’s just been going on for so long.”

My attending pursued, “And what worries you most 
about this?”

Th e mother met my attending’s gaze. “His sister had 
a runny nose just like this a few years ago, and everyone 
dismissed it, but it turned out to be a cerebral spinal fl uid 
leak.” Her voice broke as her face fl ooded with emotion. 

“She had to go through so many surgeries, she almost died, 
and I am worried sick that her brother has the same thing.”

I almost dropped the chart from my hands. Even 
when I had asked the mother about family history, she’d 
said, “Everyone’s healthy.”

With one question, my attending opened up an 
entirely new perspective on the patient that dramatically 
changed our explanations and return precautions. My 
attending also carefully guided me through a thorough 
ear, nose, and throat exam, and when it was pronounced 
normal, the mother’s shoulders relaxed in relief. When 
she left, her child cheerfully waving goodbye, she gave my 
attending a hug.

Many years have passed since that brief encounter, but 
that one question still burns brightly in my mind. I am now 
the attending who teaches medical students and residents, 
and I remind them to always ask at each sick visit: “What 
worries you most about this?”

It’s a deceptively simple question, but the answers can 
alter patient management as much as any lab value or 
imaging study. In medical school, students are trained to 
inquire, “Why are you coming in today?” (to which par-
ents may say, “He has fever.”)—but without that key fol-
low-up question they may miss the too-often-unspoken 

By Valerie Gribben, MD

FIRST PLACE

For the 2018 Physician Writing Contest, Medical Economics collected stories from physicians about “the patient 
experience that made me a better doctor.” In this issue, we present the contest winners, selected by our editorial 
team and physician advisers.  In future issues, we’ll publish entries from contest runners-up with additional 
recollections of meaningful patient encounters and their impact on the writers’ lives and careers. 
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second part of that response: 
“…and we’re worried the fever 
could damage his brain.”

A provider can scan the 
presenting symptoms from 
the triage note and see “head-
ache,” “stomachache,” “sleepy.” 
But if we teach doctors to 
ask that most-human of 
questions about those same 
chief complaints, they may 
get unexpected perspectives 
from their patients’ parents:

❚ “My neighbor’s little girl had a headache like this, and the 

next day she was dead of brain bleed.”

❚ “I didn’t want to mention this, but he got ahold of his 

brother’s anti-seizure medication right before he started 

throwing up.”

❚ “I’m worried his dad hit him when I was gone tonight.”

Of course, fear is by no means limited to 
pediatrics. Patients and family members often-
times arrive at our offi  ces and hospitals with 
their own internalized diff erential diagnosis 
that may not align with ours. I’ve heard one doc-
tor refer to these unspoken concerns as “invisi-
ble visitors” sitting with our patients—lingering 
ghosts of internet searches, past experiences, 
and family legends. 

As the medical system becomes increasingly 
incentivized to grow patient volume, shaving 
reimbursements for ever-more truncated visits, 
both providers and patients may be more reluc-
tant to delve into the motivating fears behind 
doctor visits. No wonder, then, that patients and 
parents increasingly turn to “Dr. Google,” who 
readily (and without judgment) provides “an-
swers” to even their deepest concerns. In fact, 
a Pew Research study found that 72 percent of 
internet users reported looking online for health 
information within the past year.

Innumerable times, when I ask parents what 
they are most worried about regarding their 
child’s symptoms, there is a pause before they ad-
mit, “I looked online and they said the symptoms 
could be cancer.” But I appreciate this honesty: 
Now we have a place to begin our conversa-
tion, and I can take special time to address why 
these symptoms would or would not fi t typical 
patterns, as well as what symptoms they should 
return for. 

Physicians may be resistant to add “yet 
another question” to their already detailed 

history and physical 
exams. But eliciting 
patients’ worries 
can actually bolster 
effi  ciency and gain 
critical, applicable 
information. It also 
helps avoid subject-
ing the patient to 
painful, unneces-
sary, or costly tests 
and procedures that 
patients request due 
to concern about an 

unlikely yet frightening diagnosis. Incorporating 
the patient’s concerns into an explanation of a 
diagnosis and treatment targets their greatest 
underlying fears; in contrast, if medical provid-
ers don’t ask for the patient’s perspective, it’s like 
parallel tracks of reasoning, with our reassur-
ances ringing hollow to them.

Even more importantly, by asking that ques-
tion—by greeting that “invisible visitor”—we are 
also telling the patient that this is a safe space 
to be human, to say the uncomfortable and dark 
and the hidden. 

I have asked my teenage patients with vague 
chief complaints: “What worries you most 
about your symptoms?”

And I have heard:

❚ “I think I could be pregnant.”

❚ “Something bad happened to me last night. Really 

bad. And I haven’t even told my mom.”

❚ “I took a lot of pills this morning. Like, a lot of pills.”

It takes courage to admit fears, and I am 
grateful for every patient who has answered that 
question as honestly as possible. 

Recently I was in clinic when a young intern 
sat down across from me with a sigh. “It sounds 
like a migraine, but her dad keeps asking for a 
CT scan, despite everything I’ve told him. I feel 
like I’m missing something.”

As we stood outside the patient door, I 
thought back to myself as a young intern and 
said a silent thanks to that mother and to my 
attending, two people who forever shaped my 
practice of medicine with a single question. 

Editor’s note: The names of all patients and family members 

in these essays have been changed to preserve privacy.

Valerie Gribben, MD, 

FAAP, is a pediatric 

hospitalist at the 

University of California, 

San Francisco/San 

Francisco General 

Hospital. She completed 

her pediatric residency 

and chief residency at 

Lucile Packard Children’s 

Hospital at Stanford and 

was a pediatric hospitalist 

at Saint Louis Children’s 

Hospital/Washington 

University Saint Louis. 

“Growing up, I had 

a wonderful family 

medicine physician, Dr. 

Stuart Hendon, who let 

me shadow him when 

I was in high school,” 

says Gribben. “Seeing 

his compassionate and 

thoughtful demeanor with 

patients inspired me to 

pursue medicine.”

It was around that 

same time Gribben 

developed her other 

passion: writing. 

At 16, she wrote 

the young adult fantasy 

novel “Fairytale.” During 

college and medical 

school, she completed 

two more books, 

eventually published as 

“The Fairytale Trilogy” 

in 2011. 

“Even if my subject 

matter has changed since 

then, writing is still my 

favorite hobby,” notes 

Gribben.

Writing Contest Winners continued on page 20

“I am now the attending 
who teaches medical 
students and residents, 
and I remind them to 
always ask at each sick 
visit: ‘What worries you 
most about this?’ ”
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SECOND PLACE

I
s there beauty in my world?

I have wondered this over the years. My undergradu-
ate degree in philosophy included a course in aesthetics, 
and since then the question has bubbled up from time 
to time as I made my way from medical school, to a pe-
diatric residency, to a fellowship in pediatric oncology.

Th ere have been encounters along that road that 
qualifi ed as awe-inspiring—from the resiliency of chil-
dren and their families to the relentless pace of scientifi c 
advancement, the seemingly endless complexity of tu-
mors, and the innovation of new therapeutic modalities. 
Th ere are, of course, innumerable encounters that are 
soulful, desperate, and heart-rending. 

But what about beauty? 
When I’d think about beauty in medicine, my mind 

would turn to the microscopic beauty of cancer—from 
the histology textbooks that cap-
tivated me 30 years ago to today’s 
splendid confocal microscopic 
images that have been turned into 
biotechnology pin-up calendars. 
But in practice, the images in 
the microscope were most often 
reduced to being “informative” 
or “unusual.” Sheets of leukemic 
blasts, the small round blue cells 
of sarcoma, the wisps of a pilocytic 
astrocytoma. Th ey’d warrant a 
glance. A notation in the chart. 
Next case, please.

As a second-year pediatric 
resident, if there was beauty in my 
world, I was simply too tired to 
see it. And don’t confuse cute with 
beauty. Sick kids—even really sick 
kids—can be cute. But disease isn’t 
cute. And parents certainly aren’t 
cute. Parents are terrifi ed and 
scared for the life of their child. 
Parents want some element of 
control. What they don’t want is 

a second-year resident. And at the time, they certainly 
did not want me. Between the crushing fatigue, the 
ever-present fear of making an error, and the constant 
nagging feeling that I would never know enough, not 
only was there no beauty, my world was actually getting 
uglier. Th ere were shameful moments where frustration 
and fatigue got the best of me and my words hurt the 
people I was trying to help. 

As someone who so desperately wanted to be a doc-
tor, I had lost sight of my best self. I felt that I was failing. 
I wasn’t the doctor I hoped to be.

Brianna’s mother took this feeling to a new level. Th e 
whole team suff ered her wrath, and we knew why: Her 
daughter was dying and there was nothing we could 
do. She had: Th e. Worst. Tumor. Ever. A diff use intrinsic 
pontine glioma—a bastard of a tumor if there ever was 

one. Always inoperable. 
Chemo- and radio-resistant. 
One hundred percent fatal. 
A median of eight months 
survival from diagnosis. 

Her fury at the disease, 
being a single mother left to 
contend with it, manifest-
ed itself daily as seething 
contempt for all of us on the 
oncology service. 

She kept the glass room 
door closed and the curtains 
drawn and wouldn’t let the 
team in for rounds. She 
wouldn’t even let us examine 
Brianna—she saw no point. 
We’d stand outside the 
closed door discussing the 
day’s labs and the clinical 
plan, and we’d beg to come 
in and talk to her, but she’d 
refuse. Except when she 
wanted us to 
use her own 29

PRAY WITH ME
By Samuel C. Blackman, MD, PhD

“And then, as I was 
preparing to leave, 
I stopped and asked, 
‘Is there anything 
I can do for you?’ 
She thought for a 
minute and then 
said, simply, ‘Could 
you pray with me?’ ”
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treatment plan. Th en, we’d 
negotiate. Her homemade 

herbal teas? Fine. Could she skip the ste-
roids and blood pressure medicines? No. 
Could she give Brianna coff ee enemas? 

Coff ee enemas. We had a week-long 
debate because she wanted to give daily 
coff ee enemas. My attending had never 
heard of this and asked me to research it 
(it’s apparently a thing). He sent me into 
“the room” to explain to Brianna’s mom 
why we couldn’t allow her to do this. 
But because I took her request seriously 
and presented arguments both for and 
against, she let me in—literally. 

From that day on, until I was off -ser-
vice, I was the only person allowed 
in. I would examine Brianna, discuss 
the treatment plan, and relay it to the 
team. For a few weeks, I was, exclusively, 
Brianna’s doctor. But rotations end, and 
teams change. Soon I was off  to the next 
thing. Neonatal ICU, cardiology, I can’t 
remember.

A month later, my wife and I were 
driving home from dinner one Saturday 
night when my pager sounded. It was a 
nurse from “Th e Pavilion”—the corner 
of the hospital where palliative care 
patients stay. She thought Brianna was 
dying and asked me to come in. I wasn’t 
on-call but sensed I should be there. En 
route, I called the attending and asked 
him to meet me because I had never been 
present for a death, but I knew one of 
the horrible details of pediatric oncolo-
gy: children take a long time to die. Th e 
strength of their hearts and lungs allow 
their bodies to fi ght for a hold onto life. 

It was after 10 p.m. Th e hall lights were 
dimmed, and the building had that mid-
night peacefulness that I usually enjoyed 
in hospitals. But in this remote corner of 
the hospital, on this particular night, the 
darkness was intimidating.

For the next four hours we did our 
job: we attended to Brianna’s needs. 
We administered sedation to ease her 

breathing and morphine to relieve her 
pain. And when we could do no more, we 
stood outside the room and simply bore 
witness. 

When the nurse checked in the room 
and returned to say she thought Brianna 
had stopped breathing, my attending 
said that I should go and pronounce her 
dead. Her mother knew me and seemed 
to trust me. But I had never done this 
before, and I didn’t know what to expect.

I quietly entered the room and whis-
pered that I need to examine Brianna one 
last time, and then I performed our ritual: 
I placed my stethoscope on her chest and 
listed for a full 60 seconds for the absence 
of a heartbeat and breathing. I noted the 
time of death. I told her mother that I 
that I was so sorry for her loss. 

And then, as I was preparing to leave, 
I stopped and asked, “Is there anything I 
can do for you?”

She thought for a minute and then 
said, simply, “Could you pray with me?”

I paused, because I’m a lapsed Jew 
from New Jersey. I don’t pray. I don’t 
believe in God. And the death of a child 
seemed so unjust that pretending to pray 
seemed the absolute wrong thing to do. 

But in that moment, it dawned on me: 
Th is was not about my feelings of dis-
comfort. Brianna’s mother saw me as her 
doctor—the one she needed. Th e type of 
doctor I had always hoped to be. 

So there, in a dark room lit by a silent 
bank of monitors, I had my one truly 
beautiful moment in medicine. 

When a stranger took my hands in 
hers, and the two of us stood over the 
body of her daughter, when I closed 
my eyes with her. And when she spoke, 
words I had heard only a few times before 
came forth from me too: “Our Father, 
which art in heaven, hallowed be thy 
name; Th y kingdom come; Th y will be 
done in earth, as it is in heaven …” 

20

Samuel Blackman, MD, PhD, 

is a pediatric hematologist/

oncologist in Seattle, Wash., who 

also works in biotechnology on 

early-stage development of new 

cancer therapeutics as head of 

clinical development for Silverback 

Therapeutics.

Blackman says his decision to 

go into medicine stemmed from his 

undergraduate philosophy studies. 

“After thinking about medicine 

from the perspective of ethics and 

justice, I realized that I also loved 

the art and the science of medicine 

and the idea of being a physician,” 

he says.

As a physician, Blackman loves 

that patients often feel inclined to 

freely share the most private details 

of their lives with him. “In a world 

that increasingly lacks authenticity, 

there remains something 

profoundly important about the 

connection between a doctor and 

patient,” he says.  

That’s especially the case as a 

pediatrician, when parents put their 

sick child in your hands for care, 

adds Blackman.

“As a parent, I now realize how 

remarkable that human transaction 

is, and how precious that trust is,” 

he says.

Outside of medicine, Blackman 

is an avid baker of bread as well 

as a performer at The Moth, a 

competitive storytelling forum 

held in and around Seattle. He just 

completed “The Laidlaw Trilogy” of 

novels by Scottish author William 

MacIlvaney and now reading 

“Inherited Disorders” by Adam 

Ehrlich Sachs.
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R
ebekah was 37 going on 75. She was a round woman 
with sad eyes, heavy arms, and stringy hair. I don’t think 
she meant to walk with her nose in the air, it just point-
ed that way. Rebekah took her health seriously and she 
remembered everything the doctors ever told her that 
she wanted to hear. She brought three things to every 
visit: a plastic grocery sack of pill bottles, an allergy list, 
and a lumbar spine MRI report from 2009. Th e report 
smelled like stale cigarettes and her allergy list included 
water because it made her vomit. Before I had electronic 
health records, Rebekah’s chart was four inches thick.

Rebekah’s enabler was her husband, a man she’d 
known since childhood and married at 16. Troy never 
left her side. He was her walking stick, her chef, her 
housekeeper, and chauff eur. While 
Troy made the world go round, 
Rebekah sat. On good days, she sat 
and ate raw veggies with a bottle 
of ranch dressing and she drank 
diet Pepsi. On bad days she sat and 
ate Doritos straight out of the bag, 
washed down with Mountain Dew. 
Rebekah had a lot of bad days.

When I came to town, I was 
gifted Rebekah’s care from one of 
my partners, along with a number 
of other patients given up as lost 
causes. Rebekah was on a long 
list of confl icting medications 
and had a problem list including 
chronic pain, atherosclerosis, 
heartburn, headache, bipolar 
disorder, anxiety, lupus, degen-
erative disk disease, and fi bro-
myalgia. I made several attempts 
to wade through her chart and 
make sense of it all, but many 
key records were missing and no 
matter how many requests for 
information I made, the records 
never got faxed.

Over time, I tinkered with Rebekah’s meds, dutifully 
tracked her labs, and saw her regularly in the offi  ce. 
I provided her with guideline-based care and made 
numerous referrals. But Rebekah never got better. 
Better from what, I didn’t know exactly, but she never 
seemed to have any improvement in her daily function 
no matter how much I mucked with her meds and tried 
to help her set tiny, highly achievable goals.

After innumerable visits where Rebekah went on 
about her problems and I attempted to check all the 
right boxes so as to bill appropriately for the encounter, 
I lost it. I mean, I. Lost. My. Sh*t. I shut my computer 
and said, “Enough.” Th en, I unleashed years of pent up 
frustration and anger on this poor woman. I told her I 

was tired of listening to the 
same complaints. I had ex-
hausted my vast arsenal of 
ideas. I was frustrated with 
her refusal to help herself. 
I told her that perhaps she 
would be better served by a 
diff erent physician, because 
clearly, I had failed her.

Almost as soon as the 
words were out of my 
mouth, I regretted them. It 
was unprofessional, selfi sh, 
and childish. I apologized. 
Rebekah looked at me as if 
realizing for the fi rst time, 
I was in the room with her. 
And then we both started 
to cry. I handed her a box 
of tissues and grabbed one 
for myself.

“Don’t leave me,” she 
said. “You’re the best 
doctor I ever had.  You’re 
the only doctor who ever 
listened to me and tried to 
help.”

REBEKAH
By Melissa Zook, MD

THIRD PLACE

“ ‘Don’t leave me,’ 
she said. ‘You’re the 
best doctor I ever 
had.  You’re the only 
doctor who ever 
listened to me and 
tried to help.’ ”
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I sighed. I was angry that I was stuck 
in this untenable, unfi xable situation.  
And now, I was ashamed at my own be-
havior. I took a long look at my patient 
and then a long look at myself. Why 
was I so angry with her? Where did her 
responsibility lie? How did it come to 
this and how could I fi x it?

I sat on my stool with my eyes 
closed for several long minutes while 
I considered each of these questions. 
Th en I took a deep breath and opened 
my eyes. “Let’s start from scratch. Let’s 
look at everything again, like you were 
a new patient.” I cleared my throat. 
“Hello, I’m Dr. Zook. How may I help 
you today?”

I interviewed Rebekah in the same 
probing manner I use with each of my 
new patients. I listened with new ears 
and examined her with fresh eyes. I did 
a review of her medication list to be 
sure that each one made sense and was 
at the proper dosage. I looked to see 
where there were holes in diagnostic 
testing or where testing needed to be 
updated.

I found more than a dozen simple—
but important—issues in Rebekah’s 
chart that potentially aff ected her 
health.  Together, we set a new plan in 
motion. I wrote everything down for 
Rebekah and reviewed it with her. I had 
my tasks and she had hers. We agreed 
to meet again in a month.

Four weeks later, Rebekah was 
ebullient. She was walking out to the 
mailbox daily and had cut back on her 
soda pop intake. Her weight was down 
three pounds. We continued with the 
changes we’d made and together imple-
mented a few more. 

As Rebekah saw improvements in 
her health and weight, she was moti-
vated to do even more. Little by little, 
and with few setbacks, we transformed 
her health. Today, Rebekah is 40 
pounds lighter and walking a half mile 

most days of the week. She is on one 
quarter of the medications she used to 
take.

Rebekah taught me three lessons 
I carry with me every day, to every 
patient. First, complacency is dan-
gerous. It’s easy in a busy offi  ce to just 
carry forward what’s been done. It takes 
time and eff ort to do a detailed review 
of a complex patient’s chart, tidy up 
loose ends, and thoroughly reassess a 
medication list.  But taking the time to 
do so reassures me that there are no 
missing documents, no abnormal tests 
that need follow-up, and no alarming 
trends.

Second, when I see a patient I dread 
on the schedule, I ask myself why I’m 
looking for the emergency exit. If I can 
identify why I want to avoid the visit, 
then I can work toward a solution. 
Th ere may be nothing that I can do 
diff erently. In that case, it may be that 
the patient would be better served by 
a diff erent provider in the practice, or 
even by a diff erent practice. But the 
burden is on me to have the introspec-
tion and courage to identify and put 
thoughts into action or remain silent 
and work through my feelings.  In 
either case, awareness is the fi rst step 
toward acceptance or change.

Th ird, when I am angry or annoyed 
at a patient during a visit, I need to 
check myself in that moment, and 
think about what’s triggering me. Th is 
gives me pause to take a deep breath 
and temper my response. Boundaries 
may have to be made clearer and put 
in writing, or I may need to encourage 
agenda-setting or more frequent visits.  
I can’t always identify the source of 
my emotions at that moment, but the 
consciousness prompts me to put the 
chart aside for review and refl ection at 
a later time.

I am grateful for the lessons Re-
bekah has taught me. 

Melissa Zook, MD has practiced 

family medicine in London, Ky., for 

14 years, focusing on addiction 

medicine and caring for patients 

with HIV. She derives great 

satisfaction from seeing patients 

in her care regain their mental 

and physical health. “Often the 

interventions with the biggest 

impact are the smallest and least 

expensive, like active listening and 

appropriate describing,” she says. 

Zook’s choices of specialty and 

practice location have been driven 

by wanting to make the best use 

of the nearly $1 million worth of 

education she has acquired. “There 

is no better way to use that gift than 

in medical service to one of the 

poorest and sickest communities in 

the U.S,” she says.

Like most primary care doctors, 

Zook struggles with the reporting 

requirements imposed by payers 

and government agencies, as 

well as the ever-rising costs of 

medications and procedures her 

patients require. “Simple tests cost 

more than they should. Patients 

are forced to switch off meds that 

work well for them because their 

formulary changed, etc.”

When away from her practice, 

Zook enjoys writing, cooking, 

knitting, and reading with her two 

children, ages 12 and four. She 

hopes one day to sail the Indian 

Ocean and explore Asia.

Zook offers this advice to 

doctors starting out: “Give your 

family your undivided attention on a 

regular basis. Don’t work harder for 

your patients than they are willing 

to work for themselves. Whatever 

you’re going to be, be a good one.” 
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Drugs that treat migraine come from a variety of classes and refl ect on- and off-label use. 

Take this eight-question quiz to determine if your practice is utilizing the latest information.

by  SUSAN HUTCHINSON, MD Contributing author

Treating migraines 
in primary care

Current FDA approved medications for prevention 

of episodic migraine include all of the following 

EXCEPT:

a. Propanolol

b. Timolol

c. Metoprolol

d. Divalproex sodium

e. Topiramate

Answer: C. Metoprolol. Although commonly used 
for prevention of migraine, metoprolol does not have 
the FDA indication for episodic migraine prevention. 

Which of the following is NOT one of the main 

pharmacologic categories used for migraine 

prevention? 

a. Antiepileptics

b. Antihypertensives

c. Antidopaminergic

d. Antidepressants

Answer: C. Anti-dopaminergic medications. 
Th ese include metoclopramide, promethazine, 
chlorpromazine, droperidol, and domperidone. 
Although commonly used to treat the nausea and 
vomiting of migraine, they are not typically dosed for 
prevention. 

The only FDA approved treatment for the prevention 

of chronic migraine is onabotulinum toxin A (Botox). 

a. True 

b. False

Answer: A. True. Onabotulinum toxin A has been 
FDA approved for chronic migraine in the U.S. 

since 2010. It is approved for chronic migraine 
using 155 units in 31 fi xed sites (each site receiving 
5 units Botox) and is to be repeated every 12 
weeks. Propanolol, timolol, divalproex sodium, 
and topiramate are only FDA-approved for the 
prevention of episodic migraine but are commonly 
used for prevention of chronic migraine, according to 
a 2013 article in Headache.

What percentage of patients discontinue their oral 

migraine preventive agent after 6 months of use?

a. 20%

b. 40%

c. 50%

d. 70%

e. 90%

Answer: D. In a 2015 article in Cephalalgia, data 
indicates 70% of migraine patients discontinue their 
fi rst cycle of an oral preventive by 6 months.

The two most common reasons for discontinuing an 

oral migraine preventive medication are (pick two 

from the following list)

a. Lack of effi cacy

b. Cost

c.  Resolution of headache 

pattern (improved)

d.  Pregnancy (or trying to get 

pregnant)

e. Side effects

Answer: A. Lack of effi  cacy and E. Side eff ects 
are listed as the two most common reasons for 
discontinuation of migraine preventive medication 
in a large multi-center international study. 
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Neurostimulators commonly used for migraine 

prevention include all of the following except:

a.  Non-invasive vagal nerve stimulator

b.  Spring TMS (transcranial magnetic 

stimulation)

c.  Cefaly device (supraorbital nerve stimulator)

d. Occipital nerve stimulator

Answer: D. Occipital nerve stimulator. Placement of 
an occipital nerve stimulator for refractory migraine has 
fallen out of favor in recent years due to complications 
including lead migraine. Th e other neurostimulators 
have the advantage of being non-invasive. 

Short-term prevention of menstrual migraine may 

include:

a. NSAIDS such as naproxen sodium

b. Naratriptan or frovatriptan

c.  Hormonal management such as add-back 

estradiol

d. Magnesium

e. All of the above

Answer: E. All of the above. All treatments listed have 
shown effi  cacy in published clinical trials. 

An emerging new category for migraine prevention is 

target-specifi c for which neuropeptide?

a. Substance P

b. Bradykinin

c. Glutamate

d.  Calcitonin gene related peptide (CGRP)

e.  Pituitary adenylate cyclase 

activating peptide (PACAP)

Answer: D. CGRP. CGRP is a 37-amino acid peptide 
found in neurons and glial cells. Th ere are receptors 
to CGRP throughout the trigeminal system and in 
multiple brain regions. Th e category of CGRP coming 
to market in 2018 is referred to as CGRP monoclonal 
antibodies and there are several pharmaceutical 
companies in a very tight race to win fi rst FDA 
approval. Th ey work by blocking either the receptor 
site or the CGRP ligand, eff ectively reducing the 
amount of free CGRP. In clinical trials noted in several 
publications, this category of medication for migraine 
prevention appears to be quite promising with a 
favorable side-eff ect profi le and effi  cacy seen as early as 
1 to 2 weeks after the fi rst injection. 

Susan Hutchinson, MD, is the director and founder of the Orange 

County Migraine & Headache Center in Irvine, Calif., and a director 

of the Hoag Headache and Facial Pain Program in Newport Beach, 

Calif. Quiz and data originally ran on the website of our partner 

publication, Patient Care.

Migraines
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Which Patients are at Risk?

Migraine is widespread in the U.S. and also 

concentrated in defi ned populations. Results of a recent 

analysis of trends in disease burden and distribution 

were published in a recent edition of Headache. 

The following data can assist physicians in improving 

primary intervention for their primary care patients.

Current Migraine Trends in the U.S.
]  Morbidity of migraine usually concentrated in healthy young 

and middle-aged people

]  3rd leading cause of ED visits in reproductive aged women; 

6th leading cause in men

]  Migraine burden high but mostly stable in U.S. adults

Headache Burden Varies by Race/Ethnicity and Age 
]  Highest: American Indian/Alaskan natives (18.4%)

] Lowest: Asians (11.3%)

]  High migraine burden in those 18-44 (17.9%)  

and elderly/disabled (16.4%)

Socioeconomic Status Associated with Headache Burden 
]  High migraine burden with low income and Medicaid/no insurance:

• Below the poverty line: 21.7%

• Medicaid: 26%

• No insurance: 17.1%

• Private insurance: 15.1%

Clinical Implications
]  Migraine burden higher in those likely to have decreased 

access to healthcare, headache treatment (May also have 

greater exposure to triggers and aggravating factors) 

]  Newer high-cost migraine treatments could widen 

inequities in disease burden

]  Important to ensure access to novel treatments in high 

prevalence populations

Source: Veronica Hackethal, MD, a freelance medical writer and a regular contributor to a variety 

of print and digital publications and educational resources for healthcare professionals.
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You’ve seen the headlines splashed on TV and 

across the internet: data breaches hit national 

businesses such as Target, Chipotle, and many 

large healthcare systems.

But data breaches don’t just affect large 

corporate entities, they affect small healthcare 

organizations as well. Take the case of Holland Eye 

Laser Surgery in March. Their fi ve-provider group 

practice saw a data breach which made available 

the patient records of 42,000 patients. Hackers 

were able to access Social Security numbers, 

birth records, and other sensitive protected health 

information (PHI).

In fact, some of the medical records of these 

patients were sold off by data hackers. Offi cials 

from the practice stated that they’re now working 

to strengthening their security system. But once 

patient trust is lost, sometimes it just cannot be 

restored.

HIPAA compliance tips for small practices

Doris Dike, Esq., is the founder and principal of the 

Dike Law Group, a law firm focusing on employment, 

regulatory and healthcare transactional law in Frisco, 

Texas. Send your legal questions to medec@ubm.

com.

5 tips to help you avoid data breaches

business owners to 

evaluate your company 

compliance program and 

work with your organiza-

tion to identify cost-ef-

fective resources to keep 

your company compliant.

4
Customize your 

computers’ internet 

toolbars with anti-phishing 

protection. These 

applications can run 

website checks and 

compare them to lists of 

known phishing sites and 

alert users.

5
Be suspicious of 

any email message 

that asks you to enter or 

verify personal informa-

tion through a website or 

by replying to the 

message itself.  Practice 

groups and or staff 

members should never 

reply to or click the links 

in such a messages. 

Brief primer on HIPAA and data breaches

The information presented refl ects general information that is current as of the date it was fi rst published. In light of changes that may occur in the health 

care regulatory and compliance environments, the author’s presentation of this information might become outdated. Please check with your individual legal 

and/or compliance advisor(s) or contact the Dike Law Group prior to taking any signifi cant actions based upon the information and advice presented.

1
CMS requires 

organizations to “[i]

mplement policies and 

procedures to prevent, 

detect, contain, and 

correct security viola-

tions.” (45 C.F.R. § 

164.308(a)(1).) Conduct a 

detailed risk analysis to 

evaluate the current staff 

and product defi ciencies 

and create corrective mea-

sures.

2
Designate a staff 

member to train 

employees on your 

practice’s HIPAA policies 

and procedures and spend 

time going over typical 

breaches.

3
Hire an outside 

expert to help your 

organization with 

compliance support. Your 

outside organization 

should set up monthly 

meetings with the 

 ❚ The Privacy Rule protects individually identifi able 

health information held or transmitted by a covered 

entity or its business associate, in any form, 

whether electronic, paper, or verbal

 ❚ Each entity must analyze the risks to e-PHI in its 

environment and create solutions appropriate for its 

own situation.

 ❚ The HIPAA Breach Notifi cation Rule requires 

providers to notify affected individuals, HHS, and in 

some cases, the media of a breach of unsecured 

PHI. Most notifi cations must be provided without 

delay and no later than 60 days following the 

discovery of a breach.
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12-year-old minivan,” says Johnson. “Th ey are 
expected to have a nicer house and car.”

Adding to the pressure to spend mon-
ey is that after a decade or more in school, 
physicians are ready to reward themselves 
after making so many sacrifi ces. “Th ey go 
from making $50,000 to fi ve or 10 times that 
amount,” says Johnson. “Th ey’ve got $50,000 
sitting in their checking account and decide 
to go out and buy whatever they want as op-
posed to thinking about the $300,000 in debt 
they may have and paying toward that.”

But lifestyle choices are what will ulti-
mately determine how long a doctor is sad-
dled with debt. “Cash fl ow is the gasoline 
that drives the engine,” says Wrenne. “If you 
are a few years out of school and bought a 
nice house and have settled in but have no 
excess cash fl ow to put toward debt, you 
have to change big time.” Some doctors may 
try to work more to generate extra income to 
both maintain their lifestyle and pay off  debt 
quicker, but that contributes to burnout, 
Wrenne says. 

Th e better way is to live like a resident 
until the debt is paid off . “Don’t live like you 
have a $300,000 income; live like you have 
a $60,000 income,” says Reineke. “If doctors 
could just hold off  two to three more years af-
ter residency before spending a lot of money, 
they can leverage their high income to tackle 
that mountain of debt.” 

For physicians who are well into their ca-
reers, lifestyle changes can be painful, but 
eff ective. “It’s diffi  cult to live on $500,000 a 
year than decide to get serious and spend 
$100,000 of that on student loans,” says Rein-
eke. “It’s an emotional decision and not just 
about the math. A lifestyle change would 
make all the diff erence for them.” 

After student loan payments, a mortgage 
is usually the biggest expense and one of the 
main problem areas because doctors buy a 

Reducing debt

Balancing repayment 

and rewarding 

hard work

Source: Medical Economics reader survey, May 7-21, 2018

EXCLUSIVE 

SURVEY 

RESULTS

PHYSICIANS & 
EDUCATIONAL 
DEBT

Did the amount of your debt 
help to determine what 
specialty you chose?

12% 88%

NoYes

Did you negotiate loan payoff  
with your employer post-
residency to address debt?

13% 87%

NoYes

Did you defer education debt 
in residency?

70% 30%

NoYes

http://medicaleconomics.modernmedicine.com/
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Upon completion of your education, 
how much debt did you accumulate, 
including undergraduate, medical school, 
and any other graduate education?

What was the main source of this debt?

$0

Did the amount of your debt determine what 
kind of employment you selected following 
your residency?

31% 69%

<$90,000 $90,000-$200,000 >$200,000

7%

4%

9%

Federal 

student loans

Commercial 

bank loans

Family 

members

Other

How did you pay off  your education debt?

47%

33%

2%

2%

1%

2%

2%

11%

Still paying off

Repaid over time 

through employment

Public service loan 

forgiveness program

Paid off via personal loan

National Health 

Service Corps 

Forbearance (still delaying 

repayment)

Other forgiveness program 

(i.e. military) 

Other

NoYes

“I went to a guaranteed income thinking I could pay 
my debt better that way. I was wrong.”

“Worked in an ED because it paid more. 
Academic practice paid the least.”

“Moved to smaller town for higher pay 
and lower cost of living.”

“I did not feel comfortable opening my own practice 
with the debt level I had.”

“I had to fi nd loan forgiveness jobs. These jobs are usually 
in the worst places, where no other doctor wants to go.”

“I needed to moonlight a lot in fellowship and continue 
to need to moonlight to supplement my full-time salary.”

Comments from physicians answering “yes”:

MOST COMMON 

ANSWERS WERE

“MOONLIGHTING”

AND 

“USE OF PERSONAL 
SAVINGS”

COMMON 

ANSWERS WERE

“NO DEBT”

AND 

“PRIVATE LOANS”

80%

8%

26%

36%

30%
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house that is too expensive or use a mort-
gage with too long a term that carries over 
into retirement. Wrenne says a good bench-
mark is not buying a house that is more than 
two times total income. Any more than that 
and the physician will not have enough cash 
fl ow to make a signifi cant reduction of stu-
dent loans. “Too many doctors have 30-year 
mortgages; more should have 15,” he says. 
“Th ey are starting out later in their career 
than the average person, so a shorter mort-
gage works better.”

Cars are another lifestyle choice that can 
have big fi nancial consequences. Wrenne 

says that because auto loans are often 
spread out over several years and payments 
are low, physicians don’t see how their ve-
hicle is aff ecting their total fi nancial pic-
ture. “I like to look at the true cost to own 
that shows depreciation and maintenance 
costs,” says Wrenne, who adds that total cost 
of ownership calculators are available for 
free on automotive sites like Edmunds.com. 
“Th ere might be a $1,000 a month diff erence 
between owning a luxury car and an old 
car,” he adds. “If you take that savings across 
multiple years and applied it to your student 
loans, you can pay them off  earlier.”

Reducing debt

How one school is helping its medical 

students make good fi nancial choices

The University of Central Florida College 

of Medicine created a fi nancial literacy 

class for its students in 2013 to help 

them better understand the challenges 

of student loan debt and how to manage 

their fi nances during their careers.

“A big part of what we do is encour-

age saving,” says John Gracey, director 

of student fi nancial services at the 

college. 

Students learn about compounding 

interest, budgeting while on a resident’s 

salary, and how lifestyle choices, such 

as the size of a house or type of car, can 

affect their overall fi nancial health.

Vishal Patel, MD, an internal med-

icine resident, says the program has 

been helpful in learning about fi nances, 

and as an employee of the university, it 

enrolled him in its 401(k) and provided 

education on how that can help him 

work toward retirement. “They went 

over things like instead of paying debt 

back, invest in a retirement fund that 

yields a bigger return,” he says. 

The program aims to make students 

comfortable with their choices. “A lot 

of it is focused on putting their mind 

at ease and teaching them not to fear 

debt,” says Gracey. “We couch it in 

terms of creating choices for the future 

and getting the latitude to retire early 

or go on a trip to Italy. We teach them 

this is why they are saving—so they can 

be responsible and have choices in the 

future and not be trapped in a job they 

hate.”

Students learn in group sessions and 

are also offered one-on-one counseling 

by fi nancial planners to help them get a 

solid start to managing their debt. “A lot 

of doctors don’t know how to manage 

their fi nances,” he says. “We want to 

make sure our students know where 

their money is at and how to manage it 

and know what retirement looks like.” 

“A lot of doctors don’t 

know how to manage 

their fi nances.”

— JOHN GRACEY, DIRECTOR OF STUDENT FINANCIAL 

SERVICES, THE UNIVERSITY OF CENTRAL FLORIDA 

COLLEGE OF MEDICINE
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One source of potential extra money is 
from the recent tax cut. A physician making 
$250,000 should see an extra $5,000 to $7,000 
in income, and Wrenne says that money 
should either be used for loan payments or 
be invested.

Lifestyle choices don’t have to be an all-
or-nothing proposition, says Reineke. Doc-
tors just need to decide what their overall 
fi nancial goals are and then look at what it 
would take to get there. Th e more aggressive 
the goals, the more aggressive the sacrifi ce 
that will be required. 

LOAN PAYMENT VERSUS 
INVESTING FOR RETIREMENT
For some doctors, investing money for re-
tirement may be more advantageous than 
paying off  student loans. If the interest rate 
on the student loans is low or provides tax 
advantages, then investing might be a bet-
ter use of available funds, if the return is 
higher. “If you’ve got a solid, locked-in rate 
on your student loans, it may make sense 
to be more aggressive with a 401(k), 403(b), 
or a Roth IRA and set up for the long-term,” 
says Johnson, who adds that doctors have 
to make up for lost time because they have 
a shorter period before retirement because 
they start their careers later than most other 
professionals.

Th is also means they often delay start-
ing a family, which can mean selling the 
house may not be realistic now, but can still 
contribute to a long-term retirement plan. 
“Th ey may have a large family that won’t 
allow them to downsize their house, but 
maybe the equity in the home can help them 
fund retirement down the road when they 
do downsize.” he says.

Reineke says that like lifestyle choices, 
retirement planning comes down to person-
al preference. “[Physicians] need to decide 
how much they need for retirement and how 
much they can save every month,” he says. “I 
like the psychology of not owing anything to 
anyone and paying off  loans, but if you have 
a loan rate that is so small, there is no point 
in making anything other than minimum 
payments because investments are doing 
great.”

Experts say that physicians are never too 
old to start getting serious about reducing 
their debt. “Th e later it gets in your career, 
the more you should be fi red up to take care 
of it,” says Reineke. “Don’t take debt into 
retirement. But never lose hope no matter 
where you are in the game.” 

Reducing debt

“I was told a lot of times that I should be stressed 
out about the debt, and I did a little dance in the 
offi ce the day it was paid off, but I was never 
worried I was going to end up on the street.”

—LAURA RATHE, MD, INTERNIST, CROSBY, MINN.

Source: American Medical Student Association

AVERAGE MEDICAL 
STUDENT DEBT UPON 
GRADUATION IN 2016

$190,000
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T
he ads from debt relief compa-
nies can be alluring, particularly 
for residents nearing the end of 
their training and doctors just 
starting out, when disposable 
time and money are short.

“Resolve debt in 24 months!” 
“Free consultation,” and “No 
hidden fees” are common re-

frains in pitches that end up in residents’ 
e-mail inboxes and text messages. 

Practicing physicians with business loan 
debt from opening their offi  ces often fall 
for these pitches as well, experts say. Many 
promotions claim to be able to cut debts to 
a fraction of their face value, which is false, 
regulators warn. 

Beyond outright scams, busy residents 
and physicians alike can fall prey to decep-
tive advertising. Avoiding both is a must and 
requires borrowers to stay alert.

As a fi nancial aid offi  cer for a large 
academic medical center, Christine Mc-
Donough, MBA, has seen more deceptive 
ads than outright fraud when private lenders 
swarm around residents and fellows who are 
nearing graduation, but these ads can still do 
serious damage in the long run to borrowers.

“Th e ads will list all these fabulous rates, 
but I’m not seeing anybody actually getting 
them [after going through approvals],” says 
McDonough, director of student fi nancial 
services at Th e Ohio State University College 
of Medicine in Columbus, Ohio. Often these 
are simply teaser rates that lure borrowers 
into refi nancing, but by the time a refi nanc-
ing off er is made, the terms are far less fa-

vorable to the physician, she says. Often, she 
says, borrowers accept the unfavorable terms 
simply because they have invested time into 
the process, an unfortunate outcome.

She tries not to scare physicians com-
pletely away from seeking to improve their 
debt repayment plans, particularly those 
who may benefi t from shorter payback pe-
riods and who aren’t going to qualify for 
income-based repayment plans, which typ-
ically go to those working for nonprofi t in-
stitutions. But she points out they may be 
targeted by lenders who prey on physicians’ 
large medical school debt and their poten-
tially high salaries after training. Many of 
them are banking on physicians reaching 
a point where they can see higher attend-
ing-physician pay on the horizon but are so 
busy fi nishing their training that they need-
lessly pay for loan services they could easily 
have handled themselves, such as consol-
idating payments and making automated 
bank withdrawals.

McDonough and other fi nancial experts 
say it’s important for debt-laden physicians 
to keep a few key guidelines in mind to avoid 
scams or debt-elimination plans that just ar-
en’t the best fi t:

1
Call around. Physicians should never 
agree to a repayment plan without 

seeking out other off ers, says Chad Chubb, 
CFP, a fi nancial adviser and founder of 
WealthKeel LLC in Philadelphia. He advises 
clients to compare rates and terms among 
several providers, including SoFi, Credible, 
Laurel Road, and CommonBond. Even local 

by  JANET KIDD STEWART Contributing author
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banks sometimes have more competitive 
rates than what physicians may be off ered 
through text solicitations, he says. Once 
they have other off ers to compare, it be-
comes easier to spot a scam or just an unfa-
vorable off er, he says.

2
Beware pre-payment penalties. 
Onerous pre-payment penalties for 

business loans are another red fl ag to heed, 
experts say. Never take a loan with a prepay-
ment penalty for the life of the loan, says Da-
vid Zetter, CHCC, CHBC, founder of Zetter 
HealthCare in Mechanicsburg, Penn. He has 
worked with medical practice clients who 
receive pitches for business loans that are 
available regardless of the physician’s credit 
rating, and these are the ones that most fre-
quently come with unfavorable terms. 
     “Th e loans may be legitimate, but they 
come with huge prepayment penalties, so 
the lender is guaranteed the interest no mat-
ter when the borrower pays,” he says. More 
reputable fi rms, he says, allow borrowers to 
pay off  up to 20 percent of the loan each year, 
so it could be retired completely in fi ve years 
if the borrower so  desires.

3
Read the fi ne print. Watch out for 
terms buried deep in lending agree-

ments, says Julie Fresne, senior director, stu-
dent fi nancial services, for the Association 
of American Medical Colleges in Washing-
ton, D.C. To get the best terms, applicants 
often must have established credit or a 
co-signer, she says. In other cases, the adver-
tised low rate may be on a variable loan that 
fl uctuates with benchmark interest rates. 
With interest rates expected to rise this year, 
this is particularly important to watch out 
for, experts say.

4
Beware “paralysis.” Inundated 
with emails, texts, and fl yers from lend-

ers, some physicians suff er from “analysis 
paralysis,” and summarily disregard even le-
gitimate advice, says Chubb. Assuming ev-
ery off er is a scam may make them miss out 
on their best repayment option, he says, 
even seeing public service loan forgiveness 
as a scam. “Th ey’ve been approached so 

many times with pitches that they become 
wary of the whole thing and just don’t want 
to think about it at all,” he says. 

5
Feel free to say no. Physicians 
should make sure they aren’t obligating 

themselves to accept a refi nancing off er just 
because they are approved, says Fresne. “I 
remind people they should apply and see 
what off ers the lenders come back with and 
then be able to say yes or no,” she says. “I’m 
surprised by how often the off ers come back 
with higher rates than what the original fed-
eral loans were,’’ wiping out any benefi t from 
giving up their current  loan, she says. 
Whether refi nancing a commercial or feder-
al loan, it’s important not to feel pressured to 
take a deal on the spot, she says. 

Physicians who think they may already 
be involved in an unscrupulous debt elim-
ination scheme should call their state at-
torney general, says Shannon Smith, JD, 
consumer protection division chief for the 
state of Washington Attorney General’s of-
fi ce. Some states, including Washington, 
limit how much debt consolidators can 
charge in upfront fees. In Washington, the 
limit is $25.

Borrowers should inform the company 
they wish to cancel, and if they’ve gotten 
the borrower to authorize a monthly debit 
payment, that should be revoked. Finally, 
she says, borrowers should call the company 
holding their loan and make sure their con-
tact information (not the debt elimination 
fi rm’s) is listed as the primary contact. 

Debt scams
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3/ Ask for a cost-of-
living increase. 
If you can show that 

your medical malpractice 

premium went up, for 

example, you may be 

able to negotiate a higher 

rate, says Brauchler. “It’s 

hard for payers to argue 

against a rate increase if 

you can tell them that your 

malpractice premium just 

went up 12 percent,” she 

says.

Don’t stop there, 

though, says Brauchler. 

Look at your rent, staff 

health insurance, and 

staff salaries. Over 

time, have they gone 

up as well? “It should 

be an immediate win 

if your own health plan 

that you provide for 

employees hasn’t given 

you a payment rate 

increase—especially if 

you’ve seen premiums 

increase for the last 

three years,” she says. 

“Where is the annual 

premium increase 

going when you’re still 

being paid on a previous 

year’s fee schedule?”

4/ Don’t forget 
ancillary services. 
This includes labs, X-rays, 

and HCPCS codes 

(e.g., durable medical 

equipment, supplies, 

and injectables). “If a 

contract pays 120 percent 

of Medicare, that’s 

awesome, but it doesn’t 

affect any of these 

services,” says Brauchler. 

“If you haven’t negotiated 

the value of your labs, 

you’re probably paid at 

the default 42 percent of 

Medicare by most of your 

payers. It’s pretty easy to 

get payers to agree that 

having a lab done at the 

time of service is worth 

at least 100 percent of 

Medicare.”

5/ Involve your coders. 
Coders possess code-

level expertise and can 

easily identify common 

payer-specifi c barriers to 

getting paid so you can 

solve these problems 

proactively through your 

contract. 

     For example, does 

the payer refuse to pay 

an unlisted code? If so, 

advocate for payment 

when negotiating your 

contract—and ask the 

payer to put it in writing, 

says Brauchler. 

an additional offi ce 

location, and are seeing 

more patients because 

of it? If so, ask for more 

money, says Brauchler. Are 

you reporting favorable 

quality data for HEDIS 

measures? If so, ask for 

money because this data 

ultimately refl ects well on 

the payer and helps it gain 

customers, she says. 

If your practice has 

implemented an EHR, 

consider reminding the 

payer that it benefi ts from 

this technology even 

though it didn’t pay any 

fi nancial incentives for 

adoption. Other items 

for consideration include 

the volume of patients 

seen annually (especially 

if volumes have increased 

over time), your practice 

location (especially if the 

practice is located near a 

large insured group such 

as a school), or extended 

hours or weekend clinics 

that help avoid costly 

emergency room visits.

Commercial payers don’t automatically reward 

physicians for being loyal members of their networks. 

Physicians need to ask for higher payment rates, said 

Marcia Brauchler, MPH, CPC, president and founder of 

Physicians’ Ally Inc., a healthcare consulting company in 

Littleton, Colo. 

Brauchler, who spoke during AAPC’s recent 

HEALTHCON, provided fi ve tips to help practices 

negotiate more favorable commercial payer contracts.

5 tips to negotiate favorable payer contracts

Lisa A. Eramo, MA, is a 

contributing author. Send your 

practice management questions 

to medec@ubm.com. 

1/ Target specifi c payers
Focus on payers that 

consistently pay below 

the Medicare fee schedule 

amount. Have some 

commercial payment 

rates remained the same 

over time even despite 

increases in the Medicare 

fee schedule? If so, this 

could be leverage for 

negotiating higher payment 

rates, said Brauchler, who 

posed this question to 

attendees: If a payer paid 

100 percent of Medicare 

fi ve years ago, why 

wouldn’t it pay 100 percent 

today when that rate is 

higher?

“If you were worth 

it then, why aren’t you 

worth it today?” she says. 

“Letting contracts live in 

perpetuity without negotiat-

ing year over year ends up 

costing your practice.”

2/ Create a value 
proposition
Has your practice opened 

MedicalEconomics.com42 MEDICAL ECONOMICS  ❚  AUGUST 25, 2018

Practical Matters

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


hysicians who prescribe 
opioids are being held 
partly responsible for the 
sharply rising rates of opi-
oid abuse and fatal over-

dose. Th e epidemic of opioid overdoses 
continues to worsen, despite restrictive 
measures by the DEA, such as the 
escalation of all opioids to Schedule II, 
including the least-potent, fi xed-dose 
combination analgesics.

As a result, combinations such as 
hydrocodone/acetaminophen, former-
ly on the less-restrictive Schedule III, 
can no longer be routinely phoned in, 
nor prescribed in the less-expensive 90-
day supplies off ered by insurers. 

While such restrictions on the avail-
ability of opioid pain medications may 
exert a benefi cial eff ect on reducing 
the overdose rate, they also inevitably 
make it more diffi  cult for patients to 
obtain opioids for the treatment of ap-
propriate diagnosed pain syndromes.

“Illicit opioids” are illegal Schedule 
I drugs, such as heroin, or Schedule 
II drugs produced illegally. In recent 
years, the United States has been 
inundated with highly potent illegally 
manufactured fentanyl, which now 
accounts for the most overdose deaths.

One study of overdose deaths in the 
U.S. reported that, among the 42,249 
opioid-related overdose deaths in 2016, 
40.4 percent involved prescription 
opioids. Th is fi nding implies that these 
overdose victims died as a result of tak-
ing opioids prescribed by physicians, 
perhaps even taking them as directed. 

However, the study’s authors were 
counting in this category all overdose 
victims who had any detectable pre-
scription opioid in their blood, regard-
less of whether the opioid was actually 
prescribed by a physician or obtained 
illegally, and regardless of how many 
other drugs were present.

Th us, a victim could take one stolen 
or diverted 5 mg hydrocodone tablet 
followed by a fatal intravenous over-
dose of street heroin, and the overdose 
would be included among those “in-
volved with prescription opioids.” 

Physicians cannot control patients’ 
access to illicit non-prescription 
opioids, nor to prescription opioids 
obtained from illicit sources. Physi-
cians can restrict access to appropriate 
doses of a single prescription opioid, in 
restricted quantities, to reduce the risk 
of overdose. Overdose with only one 
prescription opioid found in the blood 
of the victim, and with no other drugs 
of abuse, often is not reported, making 
the percentage of overdose deaths 

involving patients using only prop-
erly-prescribed prescription opioids 
diffi  cult to infer, according to the CDC. 

Physicians are frequently called 
on to treat acute moderate-to-severe 
pain not relieved by over-the-counter 
pain medications, but which we know 
from experience will be at least partly 
relieved by an opioid medication. We 
do not know the risk of a given patient 
ending up as an addict or overdosing if 
we prescribe an opioid for pain.

We do not know the risk that 
denying a prescription opioid pain 
medication will drive the patient into 
the hands of criminal drug dealers. 
Doctors risk being blamed for the 
unknown percentage of patients at risk 
of addiction and overdose, regardless 
of what we do, regardless of how preva-
lent abuse may be in a community.

Th e NIH and CDC have prepared a 
guide to prescribing opioid pain medi-
cations more safely. Physicians should 
read and adhere to these guidelines, 
despite the eff ort required to perform 
and document all of the recommended 
counselling, anti-drug-abuse contracts, 
pill counting, urine testing, and other 
potentially insulting measures. Many 
patients complain that they are made 
to feel like they are under suspicion. 

Doctors and their pain patients will 
continue to suff er such inconvenienc-
es, insults, and fi nancial burdens, until 
the epidemic of opioid overdoses ends 
in the United States. 

David L. Keller, MD, is an internist in Lomita, Calif.

Physicians cannot control 
patients’ illicit opioid use

“Doctors risk being 
blamed for the unknown 
percentage of patients 
at risk of addiction and 
overdose, regardless 
of what we do.”
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B
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 Carter, cartertoon
s.com

“I’m not sure Dr. Conway understands 

how these loan forgiveness programs work.”

COMING 
NEXT ISSUE

The effect of proposed reimbursement changes
In the span of a week, CMS announced plans for major changes to the way 

physicians are paid next year. We’ll review the proposals and what it could 

mean for doctors and their bottom lines. 

MedicalEconomics.com 45    MEDICAL ECONOMICS  ❚  AUGUST 25, 2018

FUNNY BONE

http://medicaleconomics.modernmedicine.com/


���(�SPH[LZ�[`WPJHSS`�PUJYLHZL�YL]LU\L�I`����������HUK�LHYUPUNZ�I`����������HUU\HSS �̀ 

���6US`�X\HSPÄLK�WO`ZPJPHUZ�^PSS�IL�PU]P[LK�[V�WHY[PJPWH[L�PU�^LIPUHY�HUK�LSPNPISL�[V�

YLJLP]L������NPM[�JHYK�

��5V�WH[PLU[�[LYTPUH[PVU" 
HSS�WH[PLU[Z�HUK�HZZVJPH[LK�YL]LU\L�
YLTHPU�PU�WYHJ[PJL

��>L�KLSP]LY�JVUJPLYNL�SL]LS�ZLY]PJL 
[V�JVUJPLYNL�WO`ZPJPHUZ

What Makes 
SignatureMD Different?

0UJYLHZL
,HYUPUNZ

��I`�����2(1)

9LK\JL
>VYRSVHK
I`����
VY�TVYL

9LTHPU 
0UKLWLUKLU[

Concierge Medicine with

is Your Solution!

IS YOUR PRACTICE TURNING AGAINST YOU?

RSVP for a 20-minute webinar 

To verify eligibility call 800-419-4625 

or visit SignatureMD.com/rsvp0818f

9LJLP]L�H������.PM[�*HYK 
MVY�*VTWSL[PUN�[OL�>LIPUHY���

http://SignatureMD.com/rsvp0818f
http://SignatureMD.com/rsvp0818f


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Coated FOGRA27 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (None)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.40000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.42667
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.49000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly true
  /PDFXNoTrimBoxError false
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on '[PDF/X-1a:2001]'] Use these settings to create Adobe PDF documents that are to be checked or must conform to PDF/X-1a:2001, an ISO standard for graphic content exchange.  For more information on creating PDF/X-1a compliant PDF documents, please refer to the Acrobat User Guide.  Created PDF documents can be opened with Acrobat and Adobe Reader 4.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /HighResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [300 300]
  /PageSize [612.000 792.000]
>> setpagedevice




