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SHINGRIX IS NOW 
$0 FOR ALMOST 
EVERYONE

Recommend with certainty: SHINGRIX is 
now $0 for most patients 50 years 
and older.1-3,*

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

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

Important Safety Information
• SHINGRIX is contraindicated in anyone 

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

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

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

• Syncope (fainting) can be associated with 
the administration of injectable vaccines, 
including SHINGRIX. Procedures should be 
in place to avoid falling injury and to restore 
cerebral perfusion following syncope
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More than 9 out of 10 are covered: 
• Average copays are just $4 or less1

• 95% of commercial patients pay $0 for SHINGRIX1,2,*

For your patients with commercial insurance plans

Great coverage is now even better: All your Medicare 
Part D patients can receive SHINGRIX for $0 at 
their pharmacy.1,3,*

For your Medicare Part D patients

*SOURCE: Managed Markets Insight & Technology, LLC, Database as of October 2022. Coverage 
represents access to reimbursement from a health plan with restrictions appropriate to the Advisory 
Committee on Immunization Practices (ACIP) recommendation(s) and/or prescribing information. 
Veterans Affairs (VA) and Indian Health Service (IHS) lives have been omitted when calculating the 
percentage of lives.

Important Safety Information (cont’d)
• Solicited local adverse reactions reported in 

individuals aged 50 years and older were pain 
(78%), redness (38%), and swelling (26%)

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

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

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

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

Please see Brief Summary of 
Prescribing Information for SHINGRIX on 
the following pages.
References: 1. Data on file, GSK. 2. Managed Markets Insights & 
Technology, LLC, Database as of October 2022. 3. Kirchhoff, SM. 
Selected health provisions of the Inflation Reduction Act. Congressional 
Research Service. Accessed November 16, 2022. https://crsreports.
congress.gov/product/pdf/IF/IF12203

Scan the QR code or 

visit ProfilesSHINGRIX.com to

SEE WHO YOU SHOULD VACCINATE

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

©2022 GSK or licensor.
SGXJRNA220021 November 2022 
Produced in USA.   

S:7.125"
S:10"

T:7.875"
T:10.75"

B:8.125"
B:11"



Job Name 22SHX_11738651_HCP_JA_MedEconomics_January.indd

GraphicServices:CLIENTS:GSK:SHINGRIX:22SHX:22SHX_11738651_HCP_JournalAds_January-2023:22SHX_11738651_HCP_JA_MedE-
conomics_January.indd

Fonts
None

Links
SHINGRIX_BRIEF_SUMMARY_A_Size_KING_MASTER_Over50.pdf

 Cyan
 Magenta
 Yellow
 Black

Inks Document Path, Fonts & Placed Graphics

Job Name SHINGRIX_BRIEF_SUMMARY_A_Size_KING_MASTER_Over50.indd

Macintosh HD:Users:diandra.gomez:Desktop:SHINGRIX_BRIEF_SUMMARY_A_Size_KING_MASTER_Over50.indd

Fonts
Helvetica Neue LT Std (75 Bold, 55 Roman, 56 Italic, 77 Bold Condensed), TT Slug OTF (Regular)

Links
GSK_L_2D_CMYK_K.ai

 Black

Inks Document Path, Fonts & Placed Graphics

BRIEF SUMMARY

SHINGRIX (Zoster Vaccine Recombinant, Adjuvanted)

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

1 INDICATIONS AND USAGE

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

Limitations of Use:

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

2 DOSAGE AND ADMINISTRATION

2.2 Administration Instructions

For intramuscular injection only.

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

2.3 Dose and Schedule

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

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

4 CONTRAINDICATIONS

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

5 WARNINGS AND PRECAUTIONS

5.1 Preventing and Managing Allergic Vaccine Reactions

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

5.2 Guillain-Barré Syndrome (GBS)

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

5.3 Syncope 

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

6 ADVERSE REACTIONS

6.1 Clinical Trials Experience

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

Adults Aged 50 Years and OlderAdults Aged 50 Years and Older

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

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

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

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

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

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

Adverse
Reactions

Aged 50-59 
Years

Aged 60-69 
Years

Aged ≥70 
Years

SHINGRIX Placeboc SHINGRIX Placeboc SHINGRIX Placeboc

Local 
Adverse
Reactions

n = 1,315
%

n = 1,312
%

n = 1,311
%

n = 1,305
%

n = 2,258
%

n = 2,263
%

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

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

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

General 
Adverse 
Reactions

n = 1,315
%

n = 1,312
%

n = 1,309
%

n = 1,305
%

n = 2,252
%

n = 2,264
%

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

Fatigue 57 20 46 17 37 14

Fatigue, 
Grade 3e 9 2 5 1 4 1

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

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

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

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

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

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

c Placebo was a saline solution.
d Grade 3 pain: Defined as significant pain at rest; prevents 

normal everyday activities.
e Grade 3 myalgia, fatigue, headache, shivering, and GI: Defined 

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

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

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

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

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

(continued on next page)

S:14.75”

FS:7” FS:7”

S:7.125"
S:10"

T:7.875"
T:10.75"

B:8.125"
B:11"



Job Name 22SHX_11738651_HCP_JA_MedEconomics_January.indd

GraphicServices:CLIENTS:GSK:SHINGRIX:22SHX:22SHX_11738651_HCP_JournalAds_January-2023:22SHX_11738651_HCP_JA_MedE-
conomics_January.indd

Fonts
Helvetica Neue LT Std (55 Roman)

Links
SHINGRIX_BRIEF_SUMMARY_A_Size_KING_MASTER_Over50.pdf

 Cyan
 Magenta
 Yellow
 Black

Inks Document Path, Fonts & Placed Graphics

Job Name SHINGRIX_BRIEF_SUMMARY_A_Size_KING_MASTER_Over50.indd

Macintosh HD:Users:diandra.gomez:Desktop:SHINGRIX_BRIEF_SUMMARY_A_Size_KING_MASTER_Over50.indd

Fonts
Helvetica Neue LT Std (75 Bold, 55 Roman, 56 Italic, 77 Bold Condensed), TT Slug OTF (Regular)

Links
GSK_L_2D_CMYK_K.ai

 Black

Inks Document Path, Fonts & Placed Graphics

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

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

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

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

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

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

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

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

6.2 Postmarketing Experience

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

General Disorders and Administration Site Conditions

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

Immune System DisordersImmune System Disorders

Hypersensitivity reactions, including angioedema, rash, and urticaria.

Nervous System DisordersNervous System Disorders

Guillain-Barré syndrome.

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

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

identified through National Drug Codes, and potential cases of 
hospitalized GBS among recipients of SHINGRIX were identified 
through International Classification of Diseases codes.

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

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

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

8.2 Lactation

Risk SummaryRisk Summary

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

8.5 Geriatric Use

Adults Aged 60 Years and OlderAdults Aged 60 Years and Older

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

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

17 PATIENT COUNSELING INFORMATION

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

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

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

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

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

©2021 GSK group of companies or its licensor.
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PUBLISHER’S NOTE

Medical Economics® turns 100 this year.
It’s a milestone we are thrilled to reach, but we know that the 

only reason this storied brand has lasted so long is because of, 
you, our physician readers. Medical Economics® bears the tagline, 
“Smarter Business. Better Patient Care.” Those five words are 
our mantra, and how we approach every issue, and every piece of 
content we publish.  

So the year 2023 will be a celebration of not just the lasting 
impact of Medical Economics®, but of the accomplishments and 
evolution of the American physician. You don’t need me to tell you 
that medicine, particularly the business and policy side, is beset 
by challenges, and that no matter your political leanings, there are 
concerns about what the future of the physician career will look 
like. We will endeavor, this year as we do every other, to provide 
insightful, useful, and ahead-of-the-curve coverage of all the 
business challenges affecting physicians so that, as our motto says, 
your practices can thrive and provide the best care possible to the 
patients who have put their trust in you. If we can help you in that, 
in just a small way, then we have done our job.

We have many exciting initiatives planned for 2023, some of 
which we will keep under wraps for now, but we can say that we 
will have a special 100th anniversary issue that will publish in 
October. The very first edition of Medical Economics® was pub-
lished in October 1923. You won’t want to miss the special issue.

In addition, we will have a special 100th anniversary page on 
our website, MedicalEconomics.com, where you can check out 
all of our anniversary coverage, including a trip back in time as 
we survey Medical Economics® covers of the past, and other great 
content. You can find the page by visiting:  
MedicalEconomics.com/topics/100-years.

Finally, on a personal note, my late father and founder of MJH 
Life Sciences®, Mike Hennessy Sr., was a great admirer of Medical 
Economics® throughout his long and storied career in medical 
publishing, and it was always his dream to bring Medical Econom-
ics® into the MJH Life Sciences® family. The fact that he was able 
to steer Medical Economics® into a successful and impactful future 
means a great deal to my family and me. 

And to you, our physician readers, we thank you for putting 
your trust in us. To our longtime readers, thank you for sticking 
with us through the long decades, and to our new readers, those 
of you at the beginning of your medical career, we are excited 
about what the future holds, and we’re honored you’ve joined us 
on this journey.

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

Celebrating 100 years of smarter 
business, better patient care
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Every year, Medical Economics® asks our physician readers what challenges 
they are facing in their practices. And every year, we get the same answer 

as the top challenge: administrative burdens. 

For our fi rst issue of 2023, we decided to take a stab at fl eshing out 
what some of those administrative burdens are and what physicians 

can do about them in their practice. We focused on fi ve 
administrative burdens that our readers commonly tell us 

are major issues.

CHALLENGES
ADMINISTRATIVE

THE TOP

And what to do about them
By Medical Economics® Staff 
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T he number of prior author-
ization requests continues 
to increase — despite 

promises to the contrary by payers 
— costing physicians time and 
money. A Medical Group Manage-
ment Association (MGMA) poll 
found that 70% of medical groups 
indicated that prior authorizations 
increased in the last year.

Physicians say that their prac-
tices continue to struggle with 
either a lack of response or no 
response from payers, increased 
time spent by staff  to try to gain 
approval and a lack of automation 
in the process. 

All these diffi  culties can lead to 
delays in patient care. A University 
of Colorado study found that 93% 
of physicians reported care delays 
and that 82% reported cases of 
treatment abandonment (when the 
patient does not follow through) 
because of prior authorization 
requirements.

“There’s not one standardized 
way to submit prior authorizations 
or additional information — maybe 
clinical information or chart infor-
mation — to the health plans,” 
says Anders Gilberg, senior vice 
president of government aff airs for 
MGMA. “Each health plan thinks 
they have the best proprietary way 
to make it really easy.”

But with practices dealing with 
20 to 30 payers, that can mean 20 to 
30 diff erent websites and passwords.

“The way it works is you have 
to hire staff  to go in there 

and learn each one 
of those 

processes, which is time-consum-
ing and redundant,” says Gilberg. 
“Ideally, we’re looking for one 
standard and one way of submit-
ting them, such as pushing a button 
or maybe having it integrated with 
an electronic medical record and 

the clinical record. We could pro-
vide the information health plans 
need but do so in a streamlined 
way that isn’t just multiplied by 20 
and having that staff  burden.”

Although that solution doesn’t 
exist yet and physicians can’t 
change the prior authorization 
demands from payers, they can 
take the following steps to mini-
mize the burden.

Designate a prior authori-
zation champion. Having one 
person run point on prior authori-
zations will help that person learn 
what each payer wants and the 
best ways to get authorizations 
approved in a timely manner. 

Keep detailed notes for each 
patient. All it takes is one piece of 
information to be missing from a 
patient’s chart for a payer to deny 
the authorization. Always keep 
this in mind when documenting a 
patient’s condition and what tests 
have been done. If something is 
abnormal, document it.

Learn what the payers want. 
Payers will have diff erent require-
ments before authorizing tests like 

an MRI. If the payer requires an 
X-ray fi rst, make a note of that for 
future reference and complete as 
many of the requirements as pos-
sible before submitting the prior 
authorization.

Be persistent. Just because 
a payer denies the fi rst request 
doesn’t mean you should give 
up. Some payers have staff  with 
minimal medical backgrounds who 
review initial requests and may just 
be looking for key “trigger” words 
as a reason to reject a claim. An 
appeal will most likely go to some-

one with more medical training.
Recruit the patient. Have the 

patient call the insurance company 
if necessary. They will be talking 
to a diff erent department and may 
either get a diff erent answer or 
gain clues on what is needed to get 
the prior authorization approved. 

Escalate, escalate, escalate. 
There is little point in arguing 
with a payer-employed nurse over 
a complex medical issue that may 
be well outside their expertise. 
Ask for a peer-to-peer review or, in 
extreme cases, to speak with the 
medical director or chief medical 
offi  cer. They still may not have 
experience in the relevant specialty 
but will at least have a background 
to better understand the specifi c 
challenge being addressed.

Prior authorizations
Challenge No. 1

93%
of physicians reported 
care delays due to 
prior authorizations

“There’s not one standardized way to submit prior 
authorizations or additional information ... to the health plans.” 
— ANDERS GILBERG, SENIOR VICE PRESIDENT OF GOVERNMENT AFFAIRS, MEDICAL GROUP MANAGEMENT ASSOCIATION

TOP ADMINISTRATIVE CHALLENGES / PRACTICE MANAGEMENT
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S taffing has emerged as a 
top issue for physicians, 
and heading into 2023, 
the situation may be 

going from bad to worse.
In 2022, lack of staffing was one 

of the toughest issues identified by 
Medical Economics®’ annual physi-
cian report and a MGMA survey. 
Most physicians reported shortages 
across all roles, and according 
to the latest findings from The 
Physicians Foundation, 73% had 
significant or moderate shortages 
of registered nurses.

“What we’re seeing across 
the board, regardless of whether 

it’s a physician-owned or hospi-
tal-owned practice, is that it’s a 
challenge to recruit and retain 
support staff,” says Ron Holder, 
M.H.A., chief operating officer for 
MGMA. “And support staff — med-
ical assistants, nurses and office 
staff — are critically important for 
physicians’ practices to succeed. 
And their challenges are com-
pensation and costs keeping with 
inflation.”

What are the best ways to keep 
employees and find new ones?

All the strategies recommended 
for 2022 — increasing pay and 
perks, having flexible work hours, 
listening to employees’ suggestions 

for workplace improvement and 
more — could still work in 2023. 
What follows are more tips to take 
your recruitment and retention to 
the next level this year.

Get ready to pay, especially 
for office staff. Holder notes that 
when restaurants, retailers or other 
businesses pay more than doctors’ 
practices, clerical workers can take 
their organizational and customer 
service skills where they can make 
more money.

All staff should work at the 
top of their license. “Working 
on top of licensure is doing the 
things that they were trained to do 
and not having to do things that 
other people in the practice could 
effectively do at a lower level of 
licensure,” Holder says. “You have 
to maximize your licensure at every 
level.”

Find ways to manage the 
workload. If your practice is 
shorthanded, don’t just pile more 

work onto everyone else. That can 
lead to feelings of dissatisfaction 
that make employees look for new 
jobs, Holder says. If they leave, that 
could make the situation worse. 
In 2022, some MGMA members 
reported closing practices one 
additional day a week to spread 
staff across their locations to avoid 
cutting hours.

If you’re in a small prac-
tice, embrace flexibility. Staff 
crunches in large health systems 
lead to analyses about pay changes 
for dozens, perhaps hundreds, of 
employees. Small practices don’t 
have that burden, Holder notes. 
“If you only have two medical 

assistants in your practice and one 
of them leaves, you basically can 
adjust your pay grade on the fly in 
order to recruit back for that one,” 
he says.

Be equitable and fair. 
Although early careerists with 
one to two years of experience are 
sparking bidding wars in the hunt 
for new workers, Holder says they 
should not start at higher salaries 
than staff with more experience.

Move new staff quickly to 
the midpoint. Recruiting and 
retaining staff with minimum 
qualifications and less experience 
often are more difficult than keep-
ing those with 10 or more years of 
experience and who may stay with 
an organization for reasons beyond 
just a salary. 

“Therefore, it’s a contemporary 
practice to be more dynamic to 
those who would be lower in the 
pay grade, moving them toward the 
midpoint faster, with growth in pay 
slowing a little in the higher part of 
the pay grade,” Holder says. “You 
have to be dynamic for those peo-
ple who are looking to grow their 
compensation the fastest because 
if you don’t, someone else might.”

Streamline, streamline, 
streamline. Look for ways that 
every worker can reduce the num-
ber of clicks to complete tasks and 
for ways that medical assistants 
can help with record entry and 
patient intake.

Staffing
Challenge No. 2

73%
of physicians reported 
significant or moderate 
shortages of registered in 
nurses in 2022. 
—THE PHYSICIANS FOUNDATION

“You have to be dynamic for those people who  
are looking to grow their compensation the fastest 
because if you don’t, someone else might.” 
— RON HOLDER, MHA, CHIEF OPERATING OFFICER, MEDICAL GROUP MANAGEMENT ASSOCIATION
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I t wasn’t so long ago, relatively 
speaking, that doctors and 
medical practices had only a 

few ways of communicating with 
patients (and vice versa): in per-
son, by landline telephone, or via 
U.S. mail.

Now those days seem as quaint 
as the era of travel by horse and 
buggy. Today medical providers and 
patients have a myriad of new com-
munication tools at their disposal, 
such as text messaging, telehealth, 
patient portals and social media 
platforms — not to mention the 
widespread use of cell phones. 

The explosion in communica-
tion technologies brings numerous 
challenges for doctors and medical 
practices, starting with patient 
expectations. Patients, especially 
younger ones, expect the same 
ease and convenience in communi-
cating with their doctor that they 
find when shopping or ordering a 
meal online. In a recent survey of 
2,000 adults, 61% said they wanted 
health care to mimic the experience 
provided by a customer service app, 
and 79% said they wanted the ability 
to use technology to manage their 
overall health care experience.

“Patients want the convenience 
of connecting with your practice 
however and whenever they want 
— by phone, website or text, inside 
or outside office hours,” says Justin 
Jacobson, vice president of patient 
engagement solutions for Nuance 
Communications Inc., a technology 
company that offers conversational 
artificial intelligence solutions.

COVID-19’s arrival further high-
lighted the importance that patients 
place on communicating with their 

doctor. In a 2021 survey of patients 
by health care software company 
SymphonyRM, now Actium Health, 
41% of respondents said they had less 
confidence in their doctor since the 
arrival of COVID-19, mainly due to a 
lack of communication about the dis-
ease. Conversely, those who reported 
more confidence said it was due to 
their provider’s rapid transition to 
virtual care, frequency of communi-
cation about COVID-19 and use of 
digital communication tools.

For medical practices, the 
implications are clear. Their success 
increasingly depends on their ability 
to acquire and integrate the commu-
nication channels that patients have 
come to expect in other aspects of 
their daily lives. Practices that meet 
those expectations can reap benefits 
such as higher levels of patient 
engagement and loyalty, a stronger 
bottom line and improved patient 
outcomes. 

Among the newer communi-
cation tools, texting may offer 
the most advantages for the least 
cost and effort. Practices can use 
automated text messages to remind 
patients of upcoming appointments 
(thereby reducing no-shows), share 
pre-appointment requirements such 
as fasting, and inform them when 
they are due to receive preventive 
services like colonoscopies and 
vaccinations. 

In addition, follow-up text 
messages are more effective than 
telephone calls at reducing hos-
pital readmissions or emergency 
department visits following hospital 
discharge, according to a 2022 study 
published in JAMA Network Open.

A further benefit of texting is 

its popularity with patients. A 2021 
health survey by Healthcare Infor-
mation and Management Systems 
Society/Solutionreach Inc. found 
that 65% of patients want to get 
appointment confirmation/remind-
ers and pre-visit care instructions 
via text message. Moreover, more 
than one-third of those surveyed — 
including 64% of those age 50 and 
younger — said they’d be willing 
to change providers to receive text 
messages and other modern forms 
of communication. Nearly 90% cited 
convenience as the primary reason 
why they preferred texting versus 
other means of communicating with 
their doctor. 

Ultimately, the goal of all patient 
communications should be to 
create an approach that “empow-
ers patients to become active 
participants in their care,” says 
Gary Hamilton, CEO of Inteli-
Chart, a developer and provider 
of patient engagement solutions. 
“This requires physicians and all 
other medical staff to develop good 
communication skills and address 
patient needs effectively.”

Here are three tips for using new 
technologies to improve patient 
communications:

   Try to meet patients where they 
are. Find out what mode of com-
munication each patient prefers 
and use it as much as possible 
when communicating with that 
patient.

   Install and use as many different 
communication forms as your 
practice budget allows, and let 
patients know you have them 
and how to use them.

   Assign a staff member responsi-
bility for monitoring the patient 
portal, including answering 
patients’ questions about how 
to use it and what information is 
available on it and triaging mes-
sages and requests that come 
through it. 

Patient communication
Challenge No. 3
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P roviding care management 
services, including chronic 
care management (CCM) 

and principal care management 
(PCM), is not easy.

The first overarching challenge 
is that not enough patients actually 
participate in care management 
with a primary care physician. In 
fact, a recent report from the Pri-
mary Care Collaborative and the 
American Academy of Family 
Physicians’ Robert Graham Center 

found that more Americans lack a 
consistent source of health care — 
most often primary care — despite 
the COVID-19 pandemic.

“The volume of people 
with chronic disease — and par-
ticularly more than one — is grow-
ing fast,” says Tom Ferry, president 
and CEO of Engooden Health, a 
CCM services provider. “So is the 
number of people aging into Medi-
care. One in 4 American adults and 
66% of Medicare beneficiaries now 

have multiple chronic conditions. 
And the Medicare population 
increases by 1.5 million people 
annually.

“At the same time, fewer pri-
mary care providers are availa-
ble to take care of this growing 
population, an issue compounded 
by more clinicians leaving the 
field. These factors have created a 
situation that’s overwhelming the 
health care system.”

The second challenge, germane 
to the administrative burdens 
facing medical practices, is that 
managing care plans involves a 
good deal of coding and documen-
tation so that physicians and their 
practices can get compensated for 
the time they spend on them. New 
codes, introduced in 2022, can ben-
efit both physicians and patients 
but require understanding to make 
sure they are used correctly.

What follows is a brief explainer 
on using CCM and PCM codes 
correctly.

PCM services. New Current 
Procedural Terminology (CPT) 
codes were added in early 2022 
to describe PCM services. These 
codes are similar to CCM service 
codes in that the work involves 
the establishment, implementa-
tion, revision and monitoring of a 
care plan for a patient. However, 
PCM focuses on a single condition 
rather than two or more. 

CPT code 99424 describes the 
first 30 minutes of a PCM service 
per calendar month provided by 
a physician or qualified health 
care professional. To capture each 
additional 30 minutes of service in 
addition to 99424, CPT code 99425 
would be reported. CPT codes 
99426 and 99427 also describe 
PCM services, but these are for 
clinical staff time directed by a 
physician or qualified health care 
professional. 

Medicare now accepts CPT 
codes 99424, 99425, 99426 and 
99427 and discontinued Healthcare 

99424  PCM services for a single high-risk disease with the following required 
elements:

One complex chronic condition is expected to last at least 3 months and 
places the patient at significant risk of hospitalization, acute exacerbation/ 
decompensation, functional decline or death. 

The condition requires development, monitoring or revision of a disease-
specific care plan. 

The condition requires frequent adjustments in the medication regimen, 
and/or the management of the condition is unusually complex due to 
comorbidities. 

Ongoing communication and care coordination are required between 
relevant practitioners furnishing care. 

First 30 minutes is provided personally by a physician or other qualified 
health care professional, per calendar month.

99425 Each additional 30 minutes provided personally by a physician or other 
qualified health care professional, per calendar month (listed separately in 
addition to the code for the primary procedure)

99426 PCM services for a single high-risk condition/disease, with the first 30 
minutes of clinical staff time directed by a physician or other qualified 
health care professional, per calendar month

99427 Each additional 30 minutes of clinical staff time directed by a physician 
or other qualified health care professional, per calendar month (listed 
separately in addition to the code for the primary procedure)

Care management coding

PCM Services

Challenge No.4
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Quality metric reporting can 
be a signifi cant challenge to 
health care administration due 

to a number of obstacles. First and 
foremost, you need buy-in from the 
physicians providing the care to the 
patients. Without this, it is diffi  cult 
to make any meaningful changes to 
the pattern of care provided. 

Second, it requires having a very 
robust quality and data analytics 
team in your health care system. 
The startup costs for this can be 
very high, and it may not always be 
easy to quantify the direct reim-
bursement seen from this.

“As medical practitioners, we 
strive to provide great quality care 
to our patients,” says Marc Afman, 
D.O., medical director of Clinical 
Integrated Network with Univer-
sity of Michigan Health-West in 
Wyoming, Michigan. “However, 

improving quality at the expense 
of increased costs does not lead to 
improved value to the community 
and the patients we serve. This has 
been a major paradigm shift on 
how we have practiced medicine in 
the past.”

Previously, he explains, physi-
cians worked only in a fee-for-ser-
vice environment with less empha-
sis placed on quality. In today’s 
health care landscape, physicians 
are asking providers to fi nd the 
balance between providing excep-
tional quality to patients while still 

being mindful of the costs incurred 
to obtain this.

“A large focus of our eff orts is on 
quality initiatives and reporting,” 
Afman says. “We are continually 
working with various payers on 
how to improve the quality of care 
provided from the payer perspec-
tive. Sometimes it comes down to 
making simple changes to the level 
of specifi city of diagnosis coding 
or including additional appropriate 
diagnosis codes that explain the 
medical decision-making process (to 
determine) whether or not we get 
credit for some quality measures.”

Researchers have found that 
consumers are interested in quality 
measures that convey information 
about a physician’s technical care 
and interpersonal skills. Typically, 
technical quality is measured 
using clinical information found in 

Common Procedure Coding Sys-
tem codes G2064 and G2065. 

For a detailed explanation for 
the codes, see PCM Services chart 
at left. 

CCM services. Reminder: 
CCM involves monitoring two or 
more chronic conditions. A new 
CPT code was created in early 2022 
to describe each additional 30 min-
utes of a CCM service performed 
by a physician or qualifi ed health 
care professional. CPT code 99437 
may be reported in addition to CPT 
code 99491.

What follows is a detailed expla-
nation for the codes (see CCM 
Services chart at right).

Quali�  metric reporting

CCM Services

Challenge No.5

99491 CCM services provided personally by a physician or other qualifi ed health 
care professional with the following required elements:

Multiple (two or more) chronic conditions are expected to last at least 
12 months or until the death of the patient.

Chronic conditions place the patient at signifi cant risk of death, acute 
exacerbation/ decompensation or functional decline.

A comprehensive care plan is established, implemented, revised or 
monitored.

First 30 minutes is provided by a physician or other qualifi ed health care 
professional, per calendar month.

99437 Each additional 30 minutes spent by a physician or other qualifi ed health 
care professional, per calendar month (listed separately in addition to the 
code for the primary procedure)

“There is no standard defi nition of what constitutes 
a ‘quality’ metric. This can make it diffi  cult to compare 
data across diff erent organizations. Additionally, 
collecting accurate data can be challenging.” 
— LEAH ALEXANDER, M.D.
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administrative databases, electronic 
health records or medical charts, 
whereas interpersonal quality is 
measured using patient surveys.  

The patient is always the first 
and foremost priority, but it’s now 
also important for physicians to 
maintain high-quality scores to be 
able to earn the reimbursement 
and quality ratings that enable the 
health system to continue to take 
care of the patient.

Leah Alexander, M.D., a pediatri-
cian at PediatriCare Associates 
in Fair Lawn, New Jersey, notes 
that the quality of health care is 
important to patients, providers 
and payers and that in an effort to 
improve quality and value, many 
organizations are now focusing on 

quality metric reporting. 
Although this can be a useful tool, 

it also presents some challenges.
“There is no standard defini-

tion of what constitutes a ‘quality’ 
metric,” she says. “This can make 
it difficult to compare data across 
different organizations. Addition-
ally, collecting accurate data can be 
challenging. For example, electronic 
health records ... may not always 
capture all the relevant data points.”

Another challenge is that quality 
metrics often focus on process 
measures rather than outcome 
measures. This can make it difficult 
to assess whether a particular 
intervention is actually improving 
patient care. Also, some quality 
metrics may be subject to gaming, 

meaning that providers may focus 
on meeting the metric rather than 
on providing high-quality care.

“Despite these challenges, qual-
ity metric reporting can be a useful 
tool for improving quality and 
value in health care,” Alexander 
says. “To overcome the challenges, 
it is important to work with an 
experienced partner who can help 
you collect accurate data and inter-
pret (these data) in a way that will 
improve patient care.”

Additionally, it is important to 
focus on outcome measures rather 
than process measures. By doing 
so, physicians can ensure that 
quality metrics are actually making 
a difference in the lives of their 
patients.

From the publishers of
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LEGAL
How physicians can fi nd 
the right attorney
By Keith Loria, Contributing Author

Eff ective legal counsel has become a 
critical aspect of the modern med-
ical practice. As practices grow and 
become more intimately involved 
in patients’ complete health care — 
including regimens of sleep, nutrition, 
lifestyle, and even wearables — there 

is more room for lapses, errors or disagreements 
that pose questions suitable for lawyers.  

“Similarly, as the patient population becomes 
more autonomous and well informed, patients have 
legal questions for their medical practices,” says 
Benjamin Caplan, M.D., a family medicine physician 
and chief medical offi  cer of CED Clinic in Chestnut 
Hill, Massachusetts. “As important as such queries 
are, there is precious little time left in their busy 
schedules for medical providers to distract them-
selves away from patient care.”

In addition to a doctor’s numerous clinical 
responsibilities, most medical practices are entering 
the digital data age, in which patient information 
holds potential value. As intellectual property, that 
value must be protected by appropriate legal counsel. 

In the post-pandemic era, more than ever, medi-
cal practices are overwhelmed. “Inevitably, patient 
care comes with risks and benefi ts to both provid-
ers and patients,” Caplan says. “Both parties strive 
toward eff ective, open communication, and most 
often everyone hopes to avoid disagreements or 
off enses that must be resolved in the court system, 
or with lawyers.”

But all practices need attorneys. Consequently, 
such lawyers must be able to deftly navigate the 
complexities of relevant law while wrangling 
with the many players involved in most modern 
practices.  

“In days long past, a medical provider was a 
single entity, and there were more simple com-
munication channels,” Caplan says. Now, with 
nonphysician providers (nurse practitioners, physi-
cian assistants), insurance companies, outsourced 
billing, scheduling, administration, call center staff , 
and even complex ownership roles, legal entangle-
ments can be increasingly convoluted. 

“These intricacies require knowledge and 
understanding, and its eff ective navigation 
demands considerable billable hours,” Caplan 
says. “All of these point to a huge advantage to 
lawyers who are experienced, knowledgeable or at 
least willing to work with ever less lucrative medi-
cal practices to support their needs in a fi nancially 
sustainable manner.”

Attorneys’ Knowledge, 
Reputation Are Selling Points 
When it comes to selecting counsel, a lawyer’s 
knowledge and reputation are of paramount 
importance to most physician practices. Often a 
practice has several attorneys; each has a specialty, 
be it contracts, audits or handling malpractice 
complaints. 

When searching for a contract lawyer, Jordan 
Grumet, MD, an internist in Northbrook, Illinois, 
had a checklist. It included someone adept at 
explaining and translating legal jargon into medical, 
who was free of confl ict and familiar with the laws of 
the area in which he worked. For audits or disagree-
ments with insurance companies, Grumet looked for 
a lawyer with experience with Medicare or the spe-
cifi c company, as well as a risk-mitigation mindset. 
For malpractice disputes, it was important to fi nd a 
tenacious, experienced deal-maker or breaker. 
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LEGAL / SELECTING AN ATTORNEY

Rudolf Probst, M.D., who spe-
cializes in internal medicine and 
surgery and works with Audiology 
Research, notes that when choos-
ing an attorney, a practice needs 
to find someone who is trustwor-
thy, has an office nearby, does not 
waver under pressure and has 
medical understanding.

Lawyers with affordable rates 
who provide thoughtful, attentive 
services beyond assuaging con-
cerns and putting out fires also 
become invaluable to a medical 
practice client. 

“Having a team of support on the 
legal team, where costs of research 
and education can be leveraged 
across less costly team members, 
is a valuable offering,” Caplan says. 
“Knowledge of the law, of course, 
is priority No. 1, but being able to 
defuse tension, communicate effec-
tively with clients and patients, and 
ideally corrected broken or ineffec-
tive communication so as to avoid 
legal entanglements is an invaluable 
skill set too.”

Most medical practices commu-
nicate with and recommend legal 
teams that have proven effec-
tive. There are no free trial periods 
with lawyers, so an effective track 
record is important. Because an 
open, honest relationship is imper-
ative, the practice and individuals 
dealing with the attorney must feel 
comfortable reaching out without 
hesitation.  

Lawyers Offer  
Their Insights
Christopher Ryan, counsel and 
health care litigation task force 
co-chair at Dickinson Wright in 
Ann Arbor, Michigan, agrees that 
medical practices should look for 
lawyers who regularly deal with 
health care matters and clients.

“Health care clients are required 
to abide by numerous laws and 
regulations unique to the health 
care industry, and therefore need to 
take into account many issues that 

other businesses may not need to 
consider,” he says. “A lawyer with 
experience in the health care sector 
can help clients identify issues that 
other attorneys may miss.”

It is critical for the lawyer 
to understand the goals of the 
client. Sometimes the goal may be 
obvious, but other times it is less so.

“Many legal issues can be 
addressed in a variety of different 
ways, and oftentimes there is no 
‘one’ right answer,” Ryan says. 
“Understanding the goals of the 
client will help the attorney provide 
relevant and helpful advice designed 
to meet the client’s objectives.”

Lana Ros, a partner in Pashman 
Stein Walder Hayden in Purchase, 
New York, notes that because 
health care is highly regulated with 
many complex laws and regula-
tions, it is crucial that the attorney 
be well versed in health care law 
in the state in which the medical 
practice is located. Additionally, 
because a medical practice is a 
business with employees, the 
attorney or their firm should have 
knowledge and experience in 
employment and business law.  

“Having expertise in these areas 
would make for a well-versed lawyer 
who is able to advise on day-to-day 
operations, as well as handle the 

majority of the issues and transac-
tions associated with medical prac-
tices,” Ros says. “Aside from knowl-
edge and experience, the practice 
should take into account their 
comfort level with the attorney. For 
the relationship to be beneficial to 
the practice, the practice must feel 
comfortable to be open and honest 
with the attorney.”

An attorney familiar with the 
operations is in a better position 
to provide advice that is applicable 
and tailored for the practice. “Each 
practice has its own personality, 
and one of the benefits of having 
an attorney familiar with the inner 
workings of the practice and its 
people is that the attorney can 
provide counsel that is relevant 
to the practice versus just generic 
advice,” Ros says. “Additionally, it 
is generally less time-consuming 
to seek guidance from an attorney 
who has a working knowledge 
of the practice because they are 
familiar with the structure of the 
practice and their operations, 
and the practice does not need to 
spend significant time on educat-
ing the attorney.”

For a relationship to work, 
the practice must feel comforta-
ble with the attorney. If there is 
friction in reaching out to get the 
attorney involved in a matter or to 
seek counsel, then the relationship 
is not working.  

“One of the benefits of having 
an attorney is to allow the practice 
the ability to be proactive on the 
legal front, and if the practice is 
resistant to seeking such guid-
ance, that is counterproductive,” 
Ros says. “The attorney must also 
be professional and respectful of 
everyone at the practice.” 

If practices get the sense that 
their lawyer may lack knowledge in 
a certain area or suspect the lawyer 
does not understand the client’s 
goals, it may be time to consider 
alternate counsel, or at least obtain 
a second opinion.

“For the 
relationship to 
be beneficial to 
the practice, the 
practice must 
feel comfortable 
to be open and 
honest with the 
attorney.”
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By Dave S. Gilreath, CFP

PHYSICIAN’S MONEY DIGEST®/ INVESTING INTELLIGENCE

A
n important choice that 
investors face with every 
dime might be likened 
to the dilemma of the 
narrator of a poem by 

Robert Frost. In “The Road Not 
Taken,” the narrator recalls coming 
to a fork in the road and pondering 
which way to go.

For investors, one fork leads 
to active management — when 
investors choose investments 
themselves or pay professionals to 
do so. Or they could take the other 
road, into the terrain of passive 
management; here investors buy 
shares of funds whose holdings 
track a given index of stocks, bonds 
or other asset classes.

In active management, investors 
rely on their skills (often with poor 
results) or those of professional 
investment managers (with widely 
varying results) to make invest-
ment decisions. 

By defi nition, all index funds 
are passive because their holdings 
track the movements of given 
indexes, such as the S&P 500. Most 
exchange-traded funds (ETFs) are 
passive, although more and more 
new ETFs coming on the market 
are actively managed. 

Active management versus passive 
management is probably the most 
contentious ongoing debate in the 
investing world. At times, this debate 
is as contentious as that of Dem-
ocrats versus Republicans or the 
merits of dogs versus cats or “Star 
Wars” versus “Star Trek.” As in all 
such debates, which is best for you 
depends on your goals and personal 

preferences, and making the best 
decision involves careful evaluation 
of the right information. Of course, 
this debate is fueled by investment 
companies that want your business, 
so it’s important for individual inves-
tors to block out this noise to make 
unbiased assessments.

Active investment generally 
means higher fees but potentially 
higher rewards. Also, many of the 
better active managers require a 
substantial minimum investment. 
These factors often make active 
management a good choice for at 
least part of the portfolios of many 
mid- or late-career physicians. 

The argument for passive stock 
management, as proponents 
present it, is perennial, centering 
mainly on the idea that over time 
the major indexes rise on average. 
But various issues, including tim-
ing, individual goals, time horizon 
for retirement and risk tolerance, 
are important in choosing which 
way to go, making this choice much 
more complicated than simply rely-
ing on long-term market trends.

Moreover, unlike Frost’s narra-
tor, investors can take both roads 
at the fork by using a combination 

of active and passive management, 
attempting to get the best of both 
worlds for diff erent parts of their 
portfolios via diff erent asset classes.

Passive can be pretty much set-
it-and-forget-it — within limits. Yet 
even without major market shifts 
that might suggest advantages one 
way or the other, passive invest-
ing requires periodic rebalancing 
so that asset allocations don’t 
get too askew from the original 
design for purposes of portfolio 
diversifi cation.

Yet the major stock indexes 
widely used in passive have their 
own risks, and this is perhaps the 

best argument for active invest-
ing — to steer around them. Risk 
management aside, active is also 
a way to position for potentially 
better gains.

As an active manager, I have an 
obvious bias. To my way of think-
ing, slavish devotion to passive 
investing is sort of un-American 
because this approach is inherently 
noncompetitive. When you buy a 
fund tracking an index, you will 
never beat that index, which can 
easily make you a C-minus investor 
from day one. Over the long haul, 

NOW IS THE TIME FOR ACTIVE 
PORTFOLIO MANAGEMENT

criticisms of active management have been 
widely oversimplifi ed, and the successes of 

passive over the past two decades came amid 
one of the greatest bull markets ever. 
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market averages might reduce risk, 
but during certain periods, you can 
suff er avoidable losses. 

Of course, many investors are 
so afraid of getting a big, fat F that 
they go this route. But isn’t this 
accepting a midlevel fi nish in the 
Indianapolis 500 instead of going 
for the winner’s circle? Granted, 
many active managers can’t get you 
even close to drinking the milk or 
kissing the bricks at the raceway. 
But some can get you well ahead of 
the passive pack. 

Statistically, most investors lack 
the psyche necessary for active man-
agement. They point to many active 
managers’ perennial failure to beat 
the market averages that passive can 
often yield. Yet, by using the right 
adviser in the right ways, you can 
have a pretty good chance of achiev-
ing asset-preservation goals, often 
beating the market to boot. 

Criticisms of active management 
have been widely oversimplifi ed, 
and the successes of passive over 
the past two decades came amid one 
of the greatest bull markets ever. Of 
course, major indexes are likely to 
rock during such periods.

The current market is a much 
diff erent story. Since the long bull 
market transformed into a bear in 
January 2022, making money with 
passive management has become 
decidedly more diffi  cult. Although 
the bear is probably now lumbering 
toward hibernation, tough markets 
likely lie ahead, with uneven recov-
ery among diff erent stock sectors 
and some indexes doing far better 
than others. In such markets, 
choosing the wrong passive fund 
can be injurious to your portfolio. 

In late 2022, active management 
was having its best year since 2009 
— the start of a long bull market, 
notably. Because this trend is likely 
to continue for the next few years, 

this is a time when active manage-
ment merits consideration, even 
from current passive devotees.

Here are some reasons why now 
may be an especially opportune time 
to consider active management, at 
least for part of your stock portfolio:

  The market recovery will likely be 
quite uneven, with some sectors shining 
early and others lagging for months 
or years. At this point, some sectors 
and indexes and the funds based on 
them are positioned to do better than 
others in the imminent recovery. For 
example, although many companies in 
the Nasdaq are badly beaten up by the 
bear and will likely rebound signifi -
cantly, this index is populated by many 
smaller, earnings-challenged fi rms that 
are holding it back. Active management 
enables investors to select reasonably 
priced tech stocks with real earnings 
and profi ts — what I call TARP: tech at a 
reasonable price.

  Another example is the S&P 500. This 
capitalization-weighted index — the 
larger the company, the greater impact 
it has on the index’s price movements 
— is heavily infl uenced by several huge 
companies, some of which are currently 
quite troubled. Though well-run funds 
tracking this index are often a good idea, 
owning too many shares in them now 
exposes investors disproportionately 
to the current travails of Amazon’s 
decreased sales in the post-pandemic 
era; Apple’s likely travails from economic 
headwinds (to which “not even Apple 
is immune,” notes analysis fi rm CFRA); 
Meta’s (formerly known as Facebook) 
costly and thus-far-premature commer-
cial vision of the so-called metaverse; 
and Tesla’s share-price depression (a 
two-year low in late November) — as 
Elon Musk made headlines with his 
tragi-comic takeover of Twitter instead 
of using his cult of personality to pump 
his car company, as he usually does. 

Investors seeking to avoid overexposure 
to such companies can either choose 
more promising large-cap stocks or, 
if they have a penchant for passive 
funds, can buy shares in an equal-dollar-
weighted S&P 500 ETF. Both would ena-
ble investors to avoid excessive exposure 
to the few stocks that proportionately 
drive the S&P 500 as a cap-weighted 
fund.

  The emerging shift from growth 
stocks to value stocks presents oppor-
tunities for active management. Major 
shifts like these can send funds down-
ward before the average investor can get 
out, whereas a good active manager can 
position clients to exploit the eff ects of 
investment shifts that drive up values of 
equities on the receiving end. 

Those approaching retirement 
should know that if you want 
income generation from a fund in 
the form of dividends, this usually 
narrows your options in actively 
managed equity funds, which tend 
to deliver income superior to that 
of passively managed funds. For 
those retiring soon, including prac-
ticing physicians lacking corporate 
pensions, dividend income is often 
a priority. Also, active management 
can be better suited to achieving 
wealth-preservation goals — a 
retirement priority. 

Whichever road you take from 
Frost’s fork, it’s important not to 
stay at the fork too long, frozen 
with indecision. Choosing the 
right investment methodology is 
important, but a market recovery 
is imminent, if not current, and 
many prices will be rising soon. 
Ultimately, your gains from a stock 
depend on how low you get in.

Dave S. Gilreath, CFP, is a 40-year veteran of 
the fi nancial services industry. He is a partner and 
chief investment offi  cer at Sheaff  Brock Investment 
Advisors LLC, a portfolio management fi rm for 
individual investors, and at Innovative Portfolios 
LLC, an institutional money management fi rm. 
Based in Indianapolis, the fi rms manage about 
$1.3 billion in assets nationwide.

Scan here to read more 
content online.
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WHERE DO YOU WANT TO BE IN 2023?

I
t’s become somewhat of an annual tradition for analysts to assess the 
tumultuous medical practice environment and predict trouble ahead for 
independent physicians. In recent years, the tone has turned even more 
negative, amplifi ed by pandemic practice closures and increased reports 
of career-destroying burnout. All signs may seem to point to further ero-

sion of decades of autonomy, with shrinking options that include becoming 
employed, retiring early, leaving medicine altogether … or making a change 
to concierge medicine. 

I believe concierge medicine can paint a completely diff erent future, in 
full vibrant color, by consistently delivering on its bold promise to transform 
the physician-patient relationship, enhance the sustainability of private 
practice, reduce costs and improve work-life balance. As you ponder your 
prospects for 2023, consider the following: 

1 Further stagnation of the 
status quo is a certainty. Even 
the staunchest optimist can’t make 
a case for fi nancial improvement in 
2023 because physicians in fee-for-
service practices will continue to 
battle market forces that place them 
at a considerable disadvantage. 
Diminishing government and com-
mercial insurance payments plus 
constantly rising overhead costs 
and unrelenting infl ation equal an 
unsustainable business model:  

  The Medicare conversion factor to 
calculate reimbursement continues 
downward, from $36.69 in 1998 to $33.06 
in 2023.

  In the past two decades, overhead 
required to run a private practice 
increased by 40%; in 2022, a Medical 
Group Management Association poll 
found that 90% of medical practices 
reported costs rising faster than revenues.

  Financial decline can’t be reversed 
with increased production. There are 
already not enough hours in the day for 
most primary care physicians. The Uni-
versity of Chicago Medicine provided this 
eye-opening statistic: Following national 
guidelines for preventive, chronic disease 

and acute care would take a primary care 
physician 26.7 hours per day to see an 
average number of patients.

A concierge medicine practice, 
with revenues primarily based on 
membership subscriptions, thrives 
without the need to depend on 
reimbursements or expanded 
patient panels. Throughout its 
20-year history, the model has 
shown resilience in the face of eco-
nomic downturns, infl ation, health 
care reform and a pandemic.  

2 The seismic shift to employ-
ment has not proved to be a 
panacea for physician burnout.
In 2022, less than half of U.S. doc-
tors worked in physician-owned 
settings and were instead 
employed by hospitals, payers or 
corporations. Yet research done by 
Medical Economics® in 2022 showed 
that physician burnout continued 
to smolder at 73%, and 40% of 
medical groups reported physicians 
retiring early or leaving the organ-
ization due to burnout, according 
to the Medical Group Management 
Association. The pendulum may 

well swing back from employed to 
independent in 2023. For physi-
cians contemplating retirement 
and doctors struggling to care well 
for patients and their own families, 
concierge medicine will provide a 
lifeline.

3 Although many independent 
physicians in fee-for-service 
practices are committed to 
off ering high-quality care, con-
tinuing inadequate compen-
sation will force change. The 
hard-working physicians who are 
already delivering concierge-like 
care in their traditional practice 
model are frequently the most 
frustrated, unable to glimpse any 
light at the end of their personal 
tunnel. In our experience, these 
physicians are also most likely 
to succeed when they change to 
concierge medicine, having built a 
sterling reputation and an unfl ag-
gingly loyal patient panel.

Finally, most physicians aren’t 
formally trained in the business of 
medicine, having rightly focused on 
science and the art of healing. But 
if you’re reading this publication, 
you probably realize that kind of 
knowledge is vital to avoid becom-
ing another casualty of our broken 
health care system. If you are 
interested in changing to concierge 
medicine, don’t go it alone — fi nd a 
trusted adviser committed to your 
success. The choices you make in 
2023 will defi ne not just your own 
path, but the future of patient care 
in the United States. 

Terry Bauer is CEO of Specialdocs Consultants, 
a pioneer in concierge medicine consulting, 
founded in 2002. 

By Terry Bauer

CAREERS/ OPINION
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Professional liability insurance explained

T
he fi rst thing physicians need to know about 
medical malpractice liability insurance is that the 
rules and carriers can vary dramatically from state 
to state, says Bruce Shulan, president and CEO of 
EmPRO Insurance Company.

The second thing to know is that physicians need 
malpractice insurance to practice and for a variety of other 
reasons including:

   Hospital privileges.
   Because it’s required by state law.
   For professional and personal protection to cover 

claims arising out of the rendering or failing to 
render medical or surgical treatment, diagnosis, 
opinion or advice.

Shulan says it’s important to note the two types of 
insurance carriers: admitted and nonadmitted. Here’s the 
defi nition of each:

   Admitted: These carriers are state regulated, 
approved and protected by the state’s guaranty 
fund. The insurance company must comply with all 
state regulations. If the company fails fi nancially, 
the state will step in to make payments on claims 
as needed, subject to limits.

   Nonadmitted: The insurance company does not 
necessarily have to comply with state regulations. 
If the insurance company becomes insolvent, there 
is no guarantee that claims will be paid. Also, there 
is often no rate or form stability.

The diff erent coverage types also are important for physi-
cians to understand, Shulan says. Those coverage types are:

   Primary: policy that responds to the fi rst 
dollar of loss.

   Occurrence: covers claims that arise during 
the policy period, regardless of when the 
claims are made.

Medicine, the courts and medical 
professional liability insurance

INTRODUCTION
Medical liability insurance is a key tool for 
any successful career in medicine, but busy 
physicians often don’t take the time to 
understand why coverage is important and the 
options available to them.

LEARNING OBJECTIVES
� Understand why does you need medical 

professional liability insurance.
� Review diff erent types of carriers, policies 

and coverages.
� Know the implications of “consent to settle.”
� Learn the diff erences between independent 

physicians and facility employees when it 
comes to the application process and ratings 
factors for your application.

� Understand the accepted standard of care 
and what happens when deviations are 
made (the fi ling of a lawsuit and why a trial 
happens).

� Recognize the importance of peer support.

MEET THE PANELISTS

Bruce Shulan
President and CEO
EmPRO Insurance Company

MEDICAL MALPRACTICE



Exceptional customer service

Comprehensive liability

Aggressive claims defense

Unflinching support with our
award-winning Professional
Education courses, Peer Support
Program, and Physicians’ Club

MyEmPRO.com (833) 774-6625
EmPRO Insurance Company

DEDICATED TO PROTECTING
PHYSICIANS, HEALTHCARE
FACILITIES AND PROVIDERS
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   Excess: policy that provides limits 
above those of the primary policy.

   Claims made: covers claims made 
against the insured during the 
policy period, often referred to as 
tail coverage.

Shulan says that insurance car-
riers rate physicians and determine 
the policy costs using a variety of 
factors. “The company will consider 
your specialty, the geographic area of 
practice (and) your claims history,” he 
says. “It really is experience centric. 
And as you go state to state, the rating 
scheme that’s available for admitted 
carriers is going to vary. And it can vary 
dramatically, and the pricing will vary 
dramatically.”

With the nuts and bolts of insurance 
policies out of the way, Shulan moved 
on to the crux of the matter: How is it 
determined that physicians practiced 
“bad medicine”? 

And that comes down to “standard 
of care.”

“You probably learned this in 
medical school, but the standard of 
care here in New York, for example, 
is ... defi ned as the reasonable degree 
of learning and skill that is ordinarily 
possessed by physicians and surgeons 
in the locality where he or she prac-
tices,” Shulan says. “So standard of 
care is community based — it’s the 
community where you practice. And 

what the standard of care is talking 
about is: ‘Did you make a mistake? Did 
you deviate from the standard of care 
of the community?’”

And mistakes, Shulan says, can 
be boiled down into three simplistic 
types: “Bad medicine leads to a bad 
outcome, good medicine leads to a bad 
outcome and good medicine leads to 
a good outcome but just not a good-
enough outcome,” Shulan explains.

When something goes wrong 
enough that a patient fi les a claim 
against a physician, the complaint 
must be publicly fi led in court (subject 
to the statute of limitations) and the 
insurance company must be notifi ed, 
Shulan says, adding that the insurer 
hires a defense counsel who becomes 
that physician’s attorney in the matter.

The goal of most malpractice 
lawsuits is to win money damages, 
but claimants also seek admission 
of wrongdoing and apologies from 
physicians, Shulan says. Most cases 
don’t end in “Perry Mason-like” trials, 
Shulan notes, but a malpractice case 
is still a fraught time for any physician 
caught in one, so it’s important to work 
closely with your insurance carrier and 
attorneys.

“Our civil justice system is imper-
fect,” he says. “There’s no doubt of 
that. But I’ll be honest with you, I 
know no better system.”

BOOTCAMP / MEDICAL MALPRACTICE

SOLUTIONS
& TAKEAWAYS 

Do: Adequately and timely 
document patient charts.
� Document 

contemporaneously 
(this is key).

� Establish and maintain an 
eff ective system to track 
patients.

� Close the loop on all pending 
test results (including 
documenting patient contact 
and recommendations given 
in response to results and 
being clear about next steps 
and who is responsible for 
follow-up if co-treating with a 
specialist).

� Establish and maintain a 
system for follow up care.
   Schedule future 
appointments, and follow-up 
on missed appointments.

Do: Pay particular attention 
to “diffi  cult patients.”
� Take time to document a 

patient’s noncompliance.

Don’t: Change patient charts 
after the fact and back date.

MORE ONLINE   Check out the full video and materials of this session. 
https://www.medicaleconomics.com/view/medicine-the-courts-and-medical-professional-liability-insurance

“What the standard of care is talking 
about is: ‘Did you make a mistake? 
Did you deviate from the standard of care 
of the community?’ ”
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Building monthly cash fl ow through 
multifamily real estate investment 

F
or physicians looking for an alternative to 
a chaotic stock market, investing in multi-
family real estate might be a way to boost 
their portfolios. When a physician decides 
to invest in a multifamily real estate fund 
run by an investment fi rm, Travis notes that 

experts at the fi rm identify the deals, raise the cap-
ital needed and manage the business plan, meaning 
the physician doesn’t have to do any active manage-
ment. For example, Ashcroft Capital identifi es prop-
erties that are undervalued with a lot of potential.

“We purchase a property, we rebrand it, we ren-
ovate it — the clubhouse, the amenities, the units, 
the common areas — and we reposition these assets 
to sell to institutional buyers,” says Watts. “We 
come in, we modernize and make these units more 
effi  cient, and we sell to institutions.”

The investment fund might purchase a property 
for which rents are lower than the current market 
rate. After the renovation, rates can be increased 
because the property is now nicer, safer and a more 
accommodating place to live. 

For example, a 200-unit property in which rates 
are raised by $50 per month results in $120,000 
in new annual income. But this added income also 
increases the price the property would sell for to 
a new buyer, and in this example, it could yield an 
additional $2.4 million to the sale price.

Watts says the potential payouts are much 
greater versus just being a landlord.

“It’s a lot diff erent game than buying a sin-
gle-family home where you’ve got a great renter 
paying above-market rents in a great neighbor-
hood,” says Watts. “Because guess what? If we have 
a slowdown, if your neighbors have foreclosures and 
start selling underneath the values that were there 
one year ago, your house eff ectively went down in 
value no matter what you’re doing to it.”

The goal in multifamily real estate investing is to 
have an asset besides the stock market to diversify a 
portfolio with better tax benefi ts than a REIT. 

The savvy physician: Multifamily 
investing made simple
INTRODUCTION
With infl ation at all-time highs and stock market 
returns struggling compared with recent years, 
physician investors are looking for new investment 
opportunities to grow their portfolios. One 
possibility that off ers long-term growth plus passive 
income is investing in multifamily properties. By 
pooling money with other investors, physicians 
can participate in an investment through which an 
underperforming property is purchased, renovated 
and income boosted through a proven process. 

The investor makes money from monthly 
returns — rents — and on the equity when the 
property is eventually sold. And the physician 
doesn’t have to actively manage anything. 

This type of investment is diff erent than a real 
estate investment trust (REIT), which has its own 
advantages for income and taxes, and gives the 
physician an alternative to the stock market roller 
coaster while providing the opportunity to invest in 
a segment of the real estate market that has proven 
resilient, even in the toughest economic times.

LEARNING OBJECTIVES
� Introduce hands-off  real estate investing for 

physicians. 
� Understand how to be an investor, not a landlord.
� Build monthly cash fl ow and tax advantages.

MEET THE PANELISTS

Travis Watts
Director, Investor Education 
Ashcroft Capital

Travis Watts, a full-time apartment investor and 
the director of investor education at Ashcroft 
Capital, reveals how physicians, busy professionals 
and business owners can invest in multifamily real 
estate without being a landlord or having to manage 
tenants. He off ered an exclusive look into real estate 
private placements, monthly passive income, tax 
benefi ts and much more.

INVESTING IN REAL ESTATE
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“In most cases with REITs, you’re 
getting ordinary dividends, and that’s 
just tagging on to your overall active 
income tax bracket — and you’re just 
paying heavy taxes,” Watts says. “These 
private placements have great tax 
benefi ts.” Thanks to the depreciation 
of the real estate and the assets, it can 
be more than the distributions from 
the fund, meaning that in some cases, 
it can be a tax-free investment.

Watts says that the monthly cash 
fl ow can help enhance a physician’s 
lifestyle, pointing out that even $200 
of passive monthly income can equal a 
house cleaner or a lawn service, which 
can make life that much easier. 

“At the next level, it could be taking 
an extra vacation or two a year and 
being able to do something fun with 
the family,” he says.

Multifamily real estate also has a 
track record of performance, even 
during tumultuous economic times. 
During the Great Recession, Watts 
points out, national vacancy rates for 
multifamily properties were about 
10%, and within two years, they were 
down to 7%. Properties with govern-
ment-backed lending agencies had a 
default rate of less than 1% in that time 
period. During diffi  cult fi nancial times, 
these real estate funds can be a way to 
off set stock losses.

“With stocks down about 30% this 
year, just imagine if you had something 
that was constantly paying you on a 
monthly basis, 6%, 7%, 8%, 9% a year,” 
says Watts. “You’d be down that much 
less and have a buff er of that percent-
age. If the renters keep paying rent, the 
price of the real estate can be second-
ary in the short term (while you’re) 
waiting for the recovery to happen.”

Watts adds that with vacancy rates 
declining — because of fewer places 
for renters to choose from — and a 
projected 8% average increase in rent 
growth for 2022, the market is looking 
positive for multifamily real estate 
investments in the future.

BOOTCAMP / INVESTING IN REAL ESTATE

SOLUTIONS
& TAKEAWAYS 

MORE ONLINE   Check out the full video and materials of this session. 
https://www.medicaleconomics.com/view/the-savvy-physician-multifamily-investing-made-simple

“These private placements 
have great tax benefi ts.”

90%
Occupancy rate for 
multifamily real estate 
during the Great 
Recession

� Invest in multifamily 
properties as a stock 
market alternative.

� Build your monthly 
passive income with 
minimum eff ort.

� Achieve growth 
potential even in a 
down market.

� Avoid market volatility 
with a proven 
investment class.

� Help infl ation-proof 
your portfolio.
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How to get started with RPM

R
PM is built on a relatively easy concept: Physi-
cians have an RPM platform or software in their 
offi  ces to check on health readings of patients at 
home. If something is amiss, doctors and support 
staff  will notice it and contact patients to provide 
continuous, proactive care, says Sunny Bjerk, 

senior director of product marketing for Seattle-based 
Optimize Health.

RPM is a natural, elegant evolution of three trends 
in the recent history of medicine, according to Bjerk. 
The transition from paper to electronic health records 
began in the 1980s. Technology has gotten smaller, so 
monolithic machines used in hospitals became portable. 
And the internet enabled video conferencing that led to 
virtual visits.

And it appears RPM is poised for growth. The average 
offi  ce visit lasts about 18 minutes, and 75% of that time 
goes toward routine maintenance for chronic conditions 
such as hypertension, diabetes or weight control. In addi-
tion, about 80 million Americans are dealing with two or 
more chronic conditions, and that number is expected to 
increase.

As good as physicians are, Bjerk says there’s no way 
they will solve or support those conditions with offi  ce 
visits every four, six, eight or 12 weeks.

“RPM does a couple of things here,” she says. “So 
when you have real-time data from your patients, you can 
start tracking them every day.” By doing this, physicians 
and support staff  may quickly catch changes in patient 
conditions due to health or human error. And these 
insights increase over time, with real results.

“When you think about accessing patients every day, 
in real time, you’re going to do things like reduce (emer-
gency department) visits, (reduce) rehospitalizations 
or readmissions, and understand their understanding of 
their medication and treatment plans,” Bjerk says.

Patients like knowing their doctor is paying attention 
too. “Patients are more engaged than they were just going 
to see the doctor every episodic visit of four, six, eight 
(or) 12 weeks,” Bjerk says. “That’s really the power of 

The economics of remote 
patient monitoring
INTRODUCTION
Americans have adopted technology and 
adapted to it in so many aspects of life, 
including when they go to the doctor’s offi  ce. 
And once they leave, the latest internet 
connections and devices in remote patient 
monitoring (RPM) allow their physicians to 
follow them home — at least digitally. 

The U.S. Department of Health and Human 
Services noted that RPM helps physicians manage 
acute and chronic conditions, such as high blood 
pressure, diabetes, weight, heart conditions, 
chronic obstructive pulmonary disease and 
more. RPM can also decrease patient travel 
costs and infection risks. And the American 
Medical Association recognized the benefi ts of 
RPM beyond health: “Successful implementation 
of digital health technology will be imperative 
for improving patient outcomes and ensuring 
fi nancial stability for health care practices.” 

The technology has a cost to patients and to 
physicians’ practices because expertise is required 
to assist patients and monitor results. This 
session was held to introduce the latest concepts 
for integrating RPM into medical offi  ces.

LEARNING OBJECTIVES
� Why RPM and why now?
� Clinical and fi nancial benefi ts of RPM.
� RPM staffi  ng models.
� Getting started with RPM.

MEET THE PANELISTS

Crystal Kaiser 
Senior RPM Solutions Director 
Optimize Health

Sunny Bjerk 
Senior Director, Product Marketing 
Optimize Health

REMOTE PATIENT MONITORING
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taking the script from once-in-a-
while offi  ce visits to real-time care 
with RPM.”

For clinical outcomes, Crys-
tal Kaiser, senior RPM solutions 
director at Optimize Health, 
off ered examples of RPM patients 
lowering their blood pressure and 
hemoglobin A1C readings in three 
to 4 1/2 months. And because RPM 
is not tied to a specifi c chronic 
condition, physicians can order 
RPM for patients when there is a 
medical necessity.

Exact reimbursement may vary 
based on specifi c Current Proce-
dural Terminology codes from the 
Centers for Medicare & Medicaid 
Services (CMS). Physicians have 

billed $100 to $120 per patient per 
month for RPM care, and CMS 
and health insurance payers ben-
efi t through decreased emergency 
costs — so revenue tied to RPM is 
“signifi cant,” Kaiser notes.

Health insurance companies 
are a key player in starting RPM, 
and every plan handles it diff er-
ently. “So that does take some 
time to be able to pull that patient 
information, call and verify insur-
ance benefi ts,” Kaiser says. 

Patients are another key 
player, so onboarding them is 
crucial for success. Not every 
patient will qualify; those who do 
must know copays in advance. 
Patient education may take as 

little as 15 minutes, but time 
must be allocated for patient 
education. 

“This is where you have staff  
that are going to educate the 
patient around the program, 
making sure that they, No. 1, 
understand the benefi ts of the 
program, how to use the device 
that you’re assigning them, 
(know) to take their readings 
every day (and understand) their 
copay,” Kaiser says. 

That can be done in clinic or 
at home. “If it’s done at home, 
it’s highly recommended you 
don’t just ship a device to the 
patient to leave it for them to 
fi gure out,” Kaiser says.

BOOTCAMP / REMOTE PATIENT MONITORING

SOLUTIONS
& TAKEAWAYS 

Kaiser and Bjerk off ered the following 
fi ve elements for developing a 
successful RPM program:
� Get organizational buy-in for 

RPM. That means everybody 
in the practice. Patients 
will call the front desk with 
questions about RPM, so 
anyone who answers the phone 
or encounters a patient at 
least must be familiar with the 
program to answer questions 
or be able to quickly guide 
patients to someone who can.

� Create RPM goals. Physicians 
should set clinical goals for 
patients and fi nancial goals for 
the practice. Staff  should be 
aware of the goals. Monthly or 
quarterly business reviews with 
the entire staff  are crucial to a 
successful program.

� Find the right RPM partner. 
The right partner will help 
discern whether a practice 
can internally manage an RPM 
program or needs a consultant 
to manage the program for the 
practice.

� Select the best RPM model. 
This is related to fi nding the 
right partner. Will the RPM 
program be self-managed 

or partner managed? If self-
managed, consider whether 
you will need to hire staff  
and whether they will work 
exclusively with RPM or have 
other job functions.

� Invest in marketing, 
management and growth.
Patients want RPM, so tell them 
you off er it. Let them know in 
your waiting room, exam rooms 
and social media channels.

MORE ONLINE   Check out the full video and materials of this session. 
https://www.medicaleconomics.com/view/the-economics-of-remote-patient-monitoring

“Patients are more engaged than they were just going to see the doctor every 
episodic visit of four, six, eight (or) 12 weeks. That’s really the power of taking 
the script from once-in-a-while offi ce visits to real-time care with RPM.”



JA N UA RY 2 0 2 330 M E D I CA L  ECO N O M I C S � ® Medical Economics.com JA N UA RY 2 0 2 3 M E D I CA L  ECO N O M I C S � ®Medical Economics.com 31

Understanding the challenges

Independent medical practices are facing signifi cant chal-
lenges to their survival in the current health care business 
environment, says Justin Mason, MBA, president of Updox, 
a provider of integrated communication platforms. 

These challenges include:
   Competition from retail clinics, with major play-

ers such as CVS, Walgreens and Walmart expand-
ing their footprint. “The convenience of these 
models is undeniable,” Mason says. 

   Consumer expectations of “I want it now” — 
being able to receive care where and when they 
want it. It is, Mason says, an expectation that 
retail clinics are designed to support through 
extended hours and easy accessibility, “all while 
you’re buying wine and bread.”

   Rising costs and infl ation. “Costs are rising faster 
than revenues, and reimbursement rates are drop-
ping,” Mason notes. 

   Staffi  ng shortages and burnout. Increased resig-
nations among providers and staff  are resulting in 
longer wait times, lower quality care and reduced 
access to care, especially in traditionally under-
served communities

   The emergence of hybrid care delivery models in 
which care is provided using telehealth and asyn-
chronous forms of communication in addition to 
the traditional in-person patient encounter.

   Growing regulatory burdens and compliance 
requirements that impose time and monetary 
costs on practices and limit doctors’ ability to 
provide high-quality care.

Underlying many of these challenges is the massive 
quantity of paperwork and administrative tasks facing 
medical practices, explains Andrew Barbash, M.D., Updox 
co-founder.  

To manage these tasks, it’s helpful to think of them in 
three broad categories:

   Patient-facing tasks, such as appointment remind-
ers, telehealth visits, messaging and intake forms.

   Internal-practice-facing tasks, such as workfl ow 
issues, secure internal team messaging, and man-
aging communications and documents arriving via 
fax or patient portal.

   Outside-business-facing tasks, such as secure 

The future of health care
INTRODUCTION
The practice of medicine, like health care in general, 
is changing at unprecedented speed. This dynamic 
was vividly illustrated with the rapid pivot to 
telehealth brought on by the COVID-19 pandemic. 
According to a December 2021 report from the 
U.S. Department of Health and Human Services, 
the number of Medicare visits conducted through 
telehealth rose from about 840,000 in 2019 to 
52.7 million in 2020, a 63-fold increase.

But the challenges to health care delivery go 
beyond coping with the rise of telehealth. Practices 
also face staffi  ng shortages, competition from retail 
outlets, and stagnating or declining reimbursements, 
to name just a few. In addition, patients increasingly 
expect to receive care at times and locations that are 
convenient for them, rather than just during standard 
business hours in a physician’s offi  ce. They also want 
to communicate regularly with providers through 
tools such as text messaging and patient portals, 
along with face-to-face visits.

For medical practices, survival in this new 
environment will require a laser-like focus on 
improving effi  ciency and fl exibility, understanding 
patients’ needs, and having the ability to 
communicate with patients — in short, a ground-up 
reconsideration of all aspects of their operations.   

LEARNING OBJECTIVES
� The market is changing, so it is critical to 

have awareness of the interrelationship between 
convenience-based care and practice-based care.

� The transition to a hybrid care model requires 
focus on enhancements to offi  ce workfl ows.

� Reducing appointment no-shows has a major 
impact on practices bottom line.

MEET THE PANELISTS

Justin Mason, MBA
President
Updox

Andrew Barbash, M.D.
Co-founder
Updox

FUTURE OF HEALTHCARE
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message and document 
exchanges and communica-
tions with other providers and 
with payers.

“At the end of the day, it all boils 
down to workfl ow because health care 
consists of a series of transactions, and 
each of those transactions involves 
work,” Barbash says. “And the work has 
to be done by the patient, (the) prac-
titioners, the staff  that support those 
practitioners, and (the) people external 
to the practice, such as other specialists 
and third-party payers.”

He adds, “In an increasingly complex 
world, with advances in medical knowl-
edge (and) more technologies and 
interventions, the work in many ways is 
increasing.” 

What that adds up to for medical 
practices is a need to get work done 
more effi  ciently, particularly when 
it comes to patient engagement. He 
cites the example of clinics with large 
numbers of underinsured patients 
discovering at the start of the COVID-
19 pandemic that many of their patients 
had cell phones and could receive medi-
cal care through them. 

“That was very leverageable in terms 
of increasing the effi  ciency of how 
patients are engaged,” he explains. He 
calls the use of text-based messaging “an 
absolute breakthrough for health care 
practices. It’s a dramatic advance in effi  -
ciency but also provides a more dynamic 
methodology by which patients and 
practices can interact with each other.” 

The ongoing, asynchronous com-
munication texting also has a value to 
patients and their caregivers, Barbash 

adds, because it lessens the chance of 
their coming in on the wrong day or 
without the required paperwork.

Most practices also need to become 
more effi  cient in processing incoming 
paperwork, Barbash notes. “You can’t 
just wait for a solution that says, ‘The 
industry will just pay you for the time 
it takes to fi ll out a form.’ You have 
to start focusing on how to make that 
process more effi  cient.” 

Barbash notes that technology can 
further benefi t practices by increasing 
the number of patients seen per day 
by, for example, using text message 
appointment reminders to reduce 
patient no-shows. In addition, practices 
can use telehealth to provide care for 
patients who fi nd it diffi  cult to reach 
the offi  ce for an in-person visit.

Barbash calls the ability to send intake 
forms to patients before their visit a 
“tremendous advance” by enabling the 
gathering of information directly from 
patients and their caregivers. 

“Sometimes what they provide you 
under those circumstances is diff erent 
and better than what they would pro-
vide in the offi  ce,” he says. 

These and other uses of new commu-
nication technology can help counter 
what Mason calls “headwinds” in the 
macro trends facing small medical 
practices in the form of new market 
entrants, staff  burnout and inadequate 
reimbursement. “Practice effi  ciency 
and patient experience are inextricably 
linked to revenues and profi tability,” 
he says. “Managing a practice so as to 
get effi  cient outcomes is absolutely 
critical.”

BOOTCAMP / FUTURE OF HEALTHCARE

SOLUTIONS
& TAKEAWAYS 

� Patients today have many 
options in terms of how, 
when and where they get 
health care, so practices must 
be prepared to use video, 
texting and other forms 
of communication to keep 
patients engaged. 

� Practices can maximize 
patient engagement by 
tailoring messaging according 
to the time of year, such 
as sending vaccination 
reminders before the start of 
the school year.

� Having patients fi ll out intake 
forms online before their 
appointment saves time 
during the visit and enables 
the provider to focus on the 
patient’s specifi c needs.

� Combining virtual and 
in-person visits allows 
practices to increase the 
number of patients seen per 
day and bring in additional 
revenue.

� To meet the challenges 
posed by competition from 
retail health care outlets and 
declining reimbursements, 
independent practices should 
look for effi  ciencies in their 
document management and 
workfl ow.

MORE ONLINE   Check out the full video and materials of this session. 
https://www.medicaleconomics.com/view/the-future-of-healthcare

“Practice effi ciency and patient experience are 
inextricably linked to revenues and profi tability.”
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New business and fi nance content 
for physicians — on demand
Medical Economics® and Medical World News™ are 
pleased to introduce three new programs that will 
provide physicians with the business, personal fi nance 
and investing content they need to succeed in today’s 
challenging health care environment.

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

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

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

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

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

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

CHECK OUT 
INSIDE THE PRACTICE™

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

CHECK OUT 
MEDICAL ECONOMICS PULSE™

https://www.medicalworldnews.
com/series/medical-
economics-pulse/
season-1



Respiratory syncytial virus (RSV) is a common and contagious virus that typically produces 
mild, cold-like symptoms but can put older adults at risk for severe outcomes.1,2,*

Each year in the US, approximately 177,000 older adults are hospitalized and 
an estimated 14,000 of them die due to RSV infection.2 

*The CDC states that adults at highest risk for severe RSV infection include older adults, 
especially those 65 years and older, adults with chronic heart or lung disease, and adults

with weakened immune systems. Data are limited in assessing the risk of severe outcomes 
due to RSV infection in adults 60-64 years of age.3,4

CDC=Centers for Disease Control and Prevention; 
CHF=congestive heart failure; COPD=chronic obstructive pulmonary disease.

RSV MAY RAISE THE 
STAKES FOR OLDER ADULTS
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