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One size doesn’t fit all.

Let’s face it ...

Physicians and their practices are busy enough as it is. 

They don’t need the additional stress of 

searching for the right policy. 
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FIRST TAKE

ne of my goals is to 
inspire others to get 
engaged in improving the 
healthcare bureaucracy, 
which in turn will benefi t 

physician well-being. 
I am not going to tell you that the 

way to prevent burnout is to practice 
yoga, mindfulness, or laughter ther-
apy—even though these are excel-
lent stress reduction and resiliency 
techniques. Some of the contributors 
to physician/clinician burnout are 
having to deal with layers of bureau-
cracy and regulations that interfere 
with our ability to take good care of 
our patients. 

What must we do to bring about 
positive changes? One answer is sim-
ple: advocacy.

Physicians know how these factors 
impact our patients’ lives. When poli-
cies harm patients—such as time-con-
suming prior authorizations—we 
need to speak out and get involved; we 
need to advocate for change.

Early in my career, I did not realize 
the importance of advocacy and 
knew nothing about how to engage in 
system change. I was busy taking care 
of my patients, continuing my medical 
knowledge, and teaching learners. As 
the systems in which we practice med-
icine have changed, getting engaged in 
advocacy has reduced my stress and 
distress. 

I fi nd it energizing that I am 

speaking out for the betterment of 
my profession, my patients, and work 
environment. It is not eff ective to 
sit back and let those who have not 
walked (or practiced) in our shoes tell 
us these regulations or policies are 
necessary. My voice and the voices of 
my patients and colleagues need to 
reach the ears of those in a position to 
make better laws, policies, regulations, 
and work environments. Th at is what 
advocacy can do. I am confi dent we 
can make change happen in our own 
organizations, and at the local, state, 
and national level. 

Since advocacy takes time, how 
is this possible? We all have too little 
time in our workplace these days. 

First, “many hands make light 
work”—the more of us who are in-
volved, the less time it takes to impact 
change. Second, if we want better 
systems, regulations, and policies, we 
must be at the table and part of the 
conversation and decision making. 

Th ird, it can make a diff erence to re-
ducing burnout and disengagement.

So here are fi ve tips for eff ective 
advocacy:

1/  Join a medical professional society 

advocacy group; get educated on 

the issues.

2/  Get on a committee at your 

organization that can work on 

system improvements.

3/  Write a resolution for your state 

medical society to advocate on an 

issue that matters to you.

4/  Invite your elected representatives 

to visit your workplace.

5/  Use the “take 5” approach. Take 5 

minutes to call, email, or write a 

letter to your elected offi  cials on a 

specifi c topic. Remember: Keep it 

simple and specifi c.

Access to physicians and healthcare 
should not be a partisan issue—it is a 
human issue. Each person is unique 
and our responsibility is to care for 
that individual. 

Our advocacy will continue to 
change or build systems that allow us 
to practice with fulfi llment, joy, and 
professional satisfaction. 

Carrie Horwitch MD, MPH, is an outpatient 

primary care internal medicine and HIV care 

specialist physician in Seattle. Her column 

represents her own opinions and not  those of 

her employer.

Want to reduce physician burnout? 
Increase physician advocacy

“I fi nd it energizing 

to speak out for the 

betterment of my 

profession, my patients, 

and work environment.”

O
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REVENUE CYCLE 

MANAGEMENT

   Mitigating claims risk in medical necessity 

  Text messaging may improve patient 

collections

  Artifi cial intelligence can alleviate revenue 

cycle management challenges

For more, visit bit.ly/practice-RCM.

Video Spotlight

Early mentoring to stem the doctor shortage
Ira Rubin, MD, and his son, Zachary, a pediatric 

resident, explain how mentoring young people

—as they do at their Mini Medical School—

can foster tomorrow’s physicians.

  To watch, visit bit.ly/Rubin-mentoring.

What can a physician do if a patient is 

non-adherent due to the cost of prescription 

medications? Th ere are a number of ways 

a physician can work with their patients to 

best overcome cost barriers, and diff erent 

ways a practice can integrate these processes 

into their workfl ow.

Prescribing generics is the fi rst way 

to help patients aff ord their medications. 

Walmart’s Four Dollar Generic List is a 

great resource for physicians to utilize. 

Th ere are also apps for physicians that will 

allow them to compare eff ectiveness and 

side eff ects of generic medications to their 

name brand counterparts. 

Additionally, there are many apps 

that patients may fi nd useful. Some of the 

top-rated apps available on computer and 

mobile devices are OneRX, GoodRX, and 

LowestMed. Th ese apps help patients fi nd 

discounts on their name brand or generic 

prescriptions, compare prices at diff erent 

pharmacies, and will work to include their 

insurance plan so the user can see what the 

cost will be based off  their coverage. Th ey 

off er a lot of the same benefi ts, but GoodRX 

seems to be the app with the most features. It 

has reminders built in to refi ll prescriptions, 

shows where the $4 generics are, and can 

even fi nd pharmacies that have some 

generics for free.

For patients who have a Medicare 

Advantage health plan or a Part D 

prescription plan, CMS off ers medication 

therapy management in which patients 

receive one-on-one counselling sessions 

with a pharmacist at no cost. During these 

sessions the pharmacist reviews how to take 

each medication and checks for duplications 

or negative drug interactions.

Even with all of these resources, some 

patients may still not be able to pay for their 

medications. For them, a patient-assistance 

program (PAP) may be an additional option. 

Pharmaceutical companies have funded 

PAP programs to help cover patients’ 

copayments, coinsurance, and deductibles. 

Medicare.gov lists information for many of 

these programs, and each is specifi c to a 

certain medication.

Overcome cost barriers to patient prescriptions

Bloggers 

“As the population 
ages, and develops 
more chronic 
conditions, services 
that help support 
patients between 
the traditional 
physician consult 
will be essential 
to eff ective care. 
Chronic care 
management can be 
part of the solution.”
—Jeffrey Dlott, MD, on the 
need for more time with older 
chronic condition patients

“It is time for 
a revolution 
throughout primary 
care voicing the 
words of Howard 
Beale played by 
Peter Finch in the 
1976 fi lm Network, 
‘I’m mad as hell and 
I’m not going to take 
it anymore.”
—Joseph E. Scherger, MD, 
MPH on how physicians can 
avoid burnout

MedicalEconomics.com

  MORE ONLINE  

Visit the Blog section at 

MedicalEconomics.com
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Stop Medicare ‘home invasions’
or the last 10 years, 
insurance companies 
have been conducting, 
“home visits,” which I 
call “home invasions.” 
Th ey hire a third-par-

ty company to send a mid-level 
provider—a nurse practitioner or 
physician’s assistant—to the home 
of a patient with phone notice. Th ey 
send the physician’s offi  ce a letter 
saying that they are going to “gather 
healthcare data,” on their patient and 
will forward a report. Th is process 
was started and motivated by CMS, 
who pays insurance companies to 
gather data, to supposedly improve 
care. But does it? No, it actually 
worsens it. 

Th ese home invasions are generally 
unwarranted, unwelcome, and ulti-
mately useless in the grand scheme of 
medical care. Th e insurance compa-
nies want to gather data to reduce 
their exposure to risk, raise rates, 
and get paid by federal government 
programs for millions of subscribers. 
Th e insurance companies themselves 
have a ton of confl ict of interest, as 

only they stand to gain by this govern-
ment and insurance industry-funded 
procedure, not patients or physicians. 
Another concern is that these inva-
sions become patients’ yearly wellness 
visit. Instead of getting a wellness 
visit with a personal physician, the 
visit is usurped by an employee of the 
insurance company. Not only does the 
insurer collect data, but avoids a claim 
from an independent physician who 
might otherwise handle the wellness 
visit. Th e insurer can essentially divert 
the money CMS pays for these visits 
for their own data mining operation.

Th e report gives a physician’s offi  ce 
much of the historical information 
they already have and an inadequate 
physical exam. In some cases, the 
mid-level providers fi nd or detect a 
problem and, because they say they 
are not in a “care capacity,” don’t act 
on the problem, putting patients at 
more risk than before. 

One of my elderly couples was 
harassed by phone by their Medicare 
“advantage plan” HMO insurance 
company designees to perform this 
home invasion. After asking questions 

and fi nally saying “no,” the phone 
agent badgered them into accepting 
a visit. Th e mid-level practitioner 
came and took a history and a set 
of vital signs and a cursory physical 
exam. Th e patient later told me that 
the nurse detected a blood pressure 
of 180/110 and failed to instruct them 
to seek immediate medical care. As 
a physician I found this out a week 
later when the patient came in for 
routine follow-up and his BP was still 
elevated. 

Th ese government- and insur-
ance-directed home invasions are 
unwarranted, unsafe, and may obfus-
cate the medical care that a patient 
is receiving. Patients can and should 
refuse insurance company represen-
tatives coming to their house for any 
medical history or exam purposes. 
Physicians should also reject the 
concept vocally and with action. In my 
offi  ce, I shred the reports, as I will not, 
and cannot be responsible for some-
one else’s unsolicited shoddy work. 

Craig M. Wax, DO

MULLICA HILLS, N.J.

Gold Humanism Honor Society member 

Valerie Gribben, MD, won fi rst place for 

her essay “The One Question to Get to 

the Heart of a Patient’s True Concern.” 

Read it in Medical Economics

The Gold Foundation

 GOLDFDTN 

We support keeping providers independent so they can 

focus on quarterbacking their patients care. Check out 

Marni Jameson Carey’s article in @MedEconomics for 

an in-depth look at the impact of facility fees and the 

impacts they have on independent providers.

Aledade, Inc.

 ALEDADEACO
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VITALS

Physician 

productivity and 

pay declined in 2017, 

new report says
Physicians compensation and productivity 

generally rises. But a new report from 

the American Medical Group Association 

(AMGA) shows that productivity declined 

and pay stagnated in 2017.

What happened to pay, productivity
The report suggests that because 

compensation is still heavily linked to 

productivity, a decrease in productivity has 

dragged down pay.

What the data shows
Primary Care

2017-2018 Percentage Change

Compensation Work RVU Compensation per Work RVU

Internal Medicine -0.7% 1.1% 1.0%

Family Medicine 1.1% -0.4% 1.8%

Pediatrics & Adolescent - General 1.7% -0.5% 3.2%

More compensation data
Find exclusive physician survey data and analysis of physicians compensation levels and 

trends in the exclusive Medical Economics 89th annual physician report. 

Read it here: http://www.medicaleconomics.com/business/drowning-paperwork

Three explanations
The reason productivity, measured in 

work relative value units (work RVUs), 

has declined is the daily life of a physician 

is becoming increasingly complex and 

buried under challenging technology and 

administrative burdens, according to Fred 

Horton, MHA, AMGA’s president.
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These challenges include:

Electronic health records

Increasingly complex patients who require more face-to-face time

Various administrative and compliance requirements
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ou don’t care if she lives or dies, do 
you?”

Her grandmother’s words sur-
prised me, not because we were 
having a disagreement over the 
next steps of needed care, but be-
cause her granddaughter’s death 
wasn’t even on my radar. 

Her grandaughter was an older teenager, ad-
mitted with what I was sure were non-epileptic 
seizures and functional neurologic symptoms. 
In doing our due diligence, the team was moving 
forward with a lumbar puncture, which the family 
was demanding be done under full sedation. We 
were at an impasse, one in which I was unwilling 
to increase the risk of what I deemed a question-
ably needed procedure while her family was un-
willing to subject her to any more pain than what 
they already perceived her to be in. I regretted even 
discussing the lumbar puncture. 

My off ers of anxiolytics and child life distrac-
tion were rejected, and now we stood in the hall-
way after her grandmother had asked me to leave 

the room. As a relatively new attending, this level 
of disagreement was new to me. In that moment, 
I was beyond frustrated with the patient and her 
family. 

I have the insight to know I struggle to com-
passionately communicate and empathize with 
patients with this disease process, perhaps in large 
part due to my inability to fully comprehend and 
eff ectively treat it. Th is makes me more diligent 
and intentional with my interactions with these 
patients and their families, so to be at such a bro-
ken place with this particular family felt even more 
like a failure. 

I remember very intentionally focusing on my 
body language, posture, and tone in an attempt to 
fake what I did not feel. I did care about this pa-
tient; I cared that she understood her diagnosis, 
partnered with me to seek treatment, and partic-
ipated in discussions about risks and benefi ts of 
further testing and interventions. 

But I did not care if she lived or died because 
that wasn’t part of the playing fi eld we were on to-
gether.

AS PHYSICIANS, WE OFTEN SEE 
WHAT WE WANT TO SEE

By Stephanie DeLeon, MD

Y
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And so when her grandmother asked 
me that question, I stopped explain-
ing, stopped justifying, stopped talking. 
I stood (probably with my arms crossed, 
because I might not be that good at 
hiding my feelings when I’m caught off  
guard). 

In the silent stare that followed, I 
saw her grandmother’s worry. She re-
ally did think her granddaughter was 
dying and that I had no compassion 
for what they were going through. And 
that, despite all my frustration, was 
enough to cause a paradigm shift so 
that I could really see her granddaugh-
ter for the fi rst time. 

She became more than just the sto-
ry my residents had presented that 
morning. She became the cheerleader 
who was always at the top of the pyra-
mid, until she wasn’t good enough one 
day. Th e straight-A student who felt 
enormous pressure to be the fi rst in her 
family to have enough scholarships to 
go to college. Th e typical teenager who 
was peer-pressured by a boyfriend to do 
something she didn’t feel ready for. Th e 
mature but still-so-young woman who 
felt responsible for everyone in her fam-
ily since her own mother chose drugs 
over her children.

In medical school, we are taught 
to see diseases; we review signs and 
symptoms, pair them with a few key 
social history points, and assimilate it 
all into a named disease process. We’re 

taught those diseases have people and 
lives associated with them, and some 
of us probably do a pretty good job at 
integrating it all together. For the rest 
of us, it takes work and eff ort to see the 
patients, lives, and people behind the ill-
nesses we’re treating. Because, let’s face 
it—it’s easier to focus on the disease and 
treatment. 

It’s much harder to delve deep into 
the muddy waters that are our patients’ 
lives. But only with that vulnerability do 
we form the bonds that really make us 
great physicians. 

As for my patient, when I stopped 
talking, I started creating the opportu-
nity for a diff erent conversation. And 
that conversation led to an unsedated 
lumbar puncture with child life distrac-
tion. And it ultimately led to my original 
suspected diagnosis, which the family 
much more readily accepted. 

Whether that occurred because we 
had all the necessary testing or because 
I opened a diff erent conversation, I’ll 
never know. I still pride myself on being 
able to develop great working relation-
ships with patients and their families, 
and I think communication is one of my 
strengths. 

But now, when I’m faced with a chal-
lenging situation, instead of focusing so 
much on my body language and tone, I 
focus on really seeing my patient. And 
seeing my patients has never led me 
wrong. 

2018 Physician Writing Contest

Stephanie DeLeon, MD, 
has practiced pediatric 

medicine for nine years in 

Oklahoma City, Okla. She 

knew that she wanted to 

be a pediatrician from a 

young age. “I have always 

been drawn to science and 

pathophysiology, and I want to 

make a difference in the lives 

of others. I didn’t have any 

physician role models growing 

up, so I would say this was 

a calling I’ve always had,” 

DeLeon says. t 

Her advice to young 

physicians is simple: “Choose 

a path that you love, that 

makes you want to go to 

work every day. Because the 

days are long and the work 

is difficult, but if you truly love 

what you do, the satisfaction 

runs deep.” This advice rings 

true for DeLeon every time 

she witnesses her young 

patients transition from feeling 

ill to running out the door to 

go home. 

When not practicing 

medicine, DeLeon enjoys 

crafting, photography, 

and reading (she highly 

recommends her latest read, 

All the Light We Cannot See 

by Anthony Doerr). She also 

enjoys spending time on 

the beach with her family in 

Destin, Fla. 

“But now, when I’m faced with a challenging situation, 

instead of focusing so much on my body language and 

tone, I focus on really seeing my patient. 

And seeing my patients has never led me wrong.”
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What do the summits of Everest and Kilimanjaro, a 

small cancer clinic in Ghana, and Alaska’s historic 

1,000-mile Iditarod Trail all have in common? 

For most people, they’re remote “bucket list” 

destinations with a mystique of adventure or danger. 

For radiation oncologist Dr. Larry Daugherty, they’re 

all places that have either improved his life, or given 

him a chance to improve the lives of others.

Rising to the top in the medical profession demands 

a long, steep climb through years of education 

and specialized training. For Larry Daugherty, 

the professional metaphor also happens to be 

literally true in his off time. He’s been an avid 

climber for much of his life, scaling peaks in Russia, 

South America, and Europe. It turned out that a 

friend in the same year of residency shared his 

mountaineering passion and they started planning 

climbs together.

“When we were climbing away from our clinic, we 

started to carry Tibetan prayer flags with us. It just 

started as a gesture to our patients — to bring them 

a flag that we had taken to the top of a mountain 

with their name on it.” 

He and his friend never planned to start a nonprofit 

around it, but the idea caught on. Before long, others 

began hearing about the flags and wanted to know 

how they could dedicate one to someone they knew 

whose life had been touched by cancer. 

In 2010, they started Radiating Hope to help improve 

access to cancer treatment services in developing 

countries. Supporters can dedicate flags, take 

part in climbing adventures around the world, and 

make direct donations toward radiation oncology 

equipment.  

Today, Dr. Daugherty works in Anchorage, Alaska at 

a multidisciplinary cancer center where he is the only 

radiation oncologist. Having worked locum tenens 

during his residency, he knows the benefits a locums 

doctor can bring to a practice and he often has a 

locums physician work in his place while he is out 

having adventures or working with his non-profit.

He says, “One of the things that brought me up to 

Alaska was the opportunity to race in the Iditarod. I 

take time off to go out mushing, mountain climbing, 

or fishing with my kids. When I was looking at this 

job, the ability to take time off worried me because 

I’m essentially working by myself. It hasn’t been 

a problem at all being able to have locums as an 

option to come in and cover for me.”

Dr. Daugherty loves his work and says there’s nothing 

he’d rather do. “There’s never a question when I go 

home at night whether I made a difference in the 

world. I always feel like I 

 did.” So far, he’s  

managed to make a  

difference in 14  

countries, as well as in  

many communities  

around the United States  

— and there’s no  

telling where the  

positive ripple  

effects will go  

from there.

advertisement

Learn more about locum tenens at locumstory.com

locumstory.com

One doctor’s mission to spread 
treatment around the world

http://locumstory.com
http://locumstory.com


GUIDE
MALPRACTICE

6 ways to better 
protect yourself

MEDICAL MALPRACTICE insurance is one of 
the greatest expenses physicians face during 
their careers. A primary care doctor can ex-
pect to pay hundreds of thousands of dollars 
in premiums over the decades.

But knowing what to look for in a policy 
is a mystery for many physicians, as well as 
a time-consuming chore that rarely gets the 
attention it deserves. And buying the wrong 
type or incorrect amount of insurance—or 
buying it from the wrong carrier—can be 
extremely costly. 

Physicians who take the time to under-
stand how to buy malpractice insurance will 
not only save money, but ensure that they’ve 
got the right type and amount of liability 
coverage.

TYPES OF INSURANCE
Policies typically cover expenses incurred 
while defending and settling malpractice 
suits. Th ese can include attorney fees, med-
ical damages, arbitration and settlement 
costs, court costs, and punitive and com-

by  JAMES F. SWEENEY Contributing author

HIGHLIGHTS

  If buying a claims-

made policy, be sure 

that the beginning 

date for coverage is 

accurate and matches 

the date on the prior 

policy to ensure there 

are no coverage gaps 

between policies.

  In general, carriers’ 

standard coverage 

limits are $1 million 

per claim and $3 

million aggregate, 

which is the most the 

policy will pay in a 

year for all claims.
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Operations

“If I had to go out 
on my own [to shop 
for malpractice 
insurance] there 
is no way, as a 
physician, I could 

fi gure it 
out.”

—VIRGINIA KLADDER, MD, 

INTERNIST, PARTNERMD, 

RICHMOND, VA.

pensatory damages. Liabilities incurred 
from criminal acts or sexual misconduct 
usually are not covered. 

Th ere are two basic types of malpractice 
insurance: claims-made and occurrence. A 
claims-made policy provides coverage only 
if the policy is in eff ect both when the inci-
dent took place and when a lawsuit is fi led. 
Occurrence policies cover any claim for an 
event that took place during the period the 
policy was in eff ect, even if the claim is fi led 
after the policy lapses.

Because a claim can be fi led years after 
an event and after a claims-made policy 
expires, these policies often include a “tail” 
that extends coverage for a set number of 
years beyond the expiration date. If it’s not 
part of the original policy, tail coverage can 
be bought separately. 

Tail coverage off ers protection when a 
physician is changing jobs or carriers or re-
tiring. Sometimes, the cost of tail coverage 
will be covered by a previous employer to 
protect itself or can be negotiated with a 
new employer. Occurrence policies generally 
don’t require tail coverage, but are not avail-
able in all states.     

If buying a claims-made policy, be sure 
that the beginning date for coverage is ac-
curate and matches the date on the prior 
policy to ensure there are no coverage gaps 
between policies, says Jennifer Richard, 
ARM, RPLU, vice president of sales and mar-

Medical malpractice insurance

Medical malpractice terms 

you need to know
]   Annual Aggregate 

Limit (claims made): 

Maximum amount carrier will 

pay for all claims arising from 

incidents that occurred and 

were reported during a given 

policy year.

]   Annual Aggregate 

Limit (occurrence):

Maximum amount carrier will 

pay for all claims arising from 

incidents that occurred during 

a given policy year. 

]   Claims-Made Coverage: 

The most common type of 

professional liability coverage, 

it provides protection for 

claims that occur and are 

reported while the policy is in 

effect (coverage period).

]   Limit: 

Maximum amount paid under 

terms of a policy. Most 

policies have two limits: a 

per-claim limit and an annual 

aggregate limit.

]   Mature Premium: 

A step rating system 

used to set premiums for 

claims-made policies. The 

mature premium is the fee a 

policyholder will pay during 

the year the policy matures, 

generally the fi fth through 

seventh year. The fi rst level 

premium is substantially 

lower than a mature premium 

because it is designed for 

policyholders that are new to 

practice and therefore have 

no claims history.

]   Nose Coverage: 

Also know as retroactive 

coverage or prior acts 

coverage. Supplemental 

insurance that covers claims 

from events that occurred 

before a policy went into 

effect, but were not reported. 

The period that is covered is 

stipulated in the supplemental 

policy.

]   Occurrence Insurance: 

A type of policy under which 

the insured is covered for 

any incident that occurs (or 

occurred) while the policy is 

(or was) in force, regardless 

of when the incident is 

reported or when it becomes 

a claim. Occurrence 

insurance for medical liability 

coverage is rarely offered 

today because of the diffi culty 

in projecting long-term claims 

costs.

]   Tail Coverage: 

Supplemental insurance 

that covers incidents that 

occurred during the “active” 

period of a claims-made 

policy but are not brought 

as claims against an insured 

party, nor reported to the 

insurer, by the time the 

claims-made policy has 

ended. Tail coverage is 

purchased from an insured’s 

previous claims-made carrier 

and is generally 125 percent 

to 250 percent of the prior 

year’s premium.

MedicalEconomics.com 11    MEDICAL ECONOMICS  ❚  SEPTEMBER 25, 2018
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Operations

keting, Professional Risk Associates., a Vir-
ginia-based malpractice insurance broker.

“Physicians should ensure all services 
they are providing have been fully disclosed 
and reviewed by their agent and underwrit-
er to ensure there are no gaps in coverage in 
their practice,” she says. 

“Additionally, it’s important they review 
all other professional liability exposures 
within cyber, regulatory, directors and of-
fi cers, and employment practices liability. 
Th ere are situations where these coverages 
could overlap, or come into play, based on 
the risk exposure of the practice.”

 
HOW MUCH COVERAGE?
Th e appropriate amount of coverage can 
vary by state, specialty, and contractual 
arrangements with hospitals and other 
healthcare organizations, says Richard. 
Some states require providers have mini-
mum levels of coverage, but a physician can 
still need more. 

In general, carriers’ standard coverage 
limits are $1 million per claim and $3 mil-
lion aggregate, which is the most the policy 
will pay in a year for all claims. However, 
certain states require diff erent limits based 
on medical malpractice caps on damages. 
States with more litigious climates might 
require more.

Richard cites the example of Virginia, 
which does not have a statutory require-
ment for medical liability insurance. How-
ever, the state has a medical malpractice 
cap of $2.35 million (which eventually will 
increase to $3 million). For that reason, hos-
pitals require physicians to carry at least 
that amount with an aggregate that is three 
times higher ($2.35 million per claim/$7.05 
million aggregate).

Some states have patient compensation 
or catastrophe loss funds, which provide 
an additional layer of coverage over the 
primary policy limits, says Eric Anderson, 
vice president of marketing and commu-

Medical malpractice insurance

A BREAKDOWN OF 
MALPRACTICE COSTS 

AND CLAIMS

Source: Capson Physicians Insurance Co.
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How to fi nd a malpractice 
insurance carrier perfect 

for your needs

Family Practice

*

5.2%
percent of physicians face a claim annually 

*

1.3%
percent of claims results in a payment to a plaintiff

$255,000
*Median indemnity payment is $130,000; mean is $255,000

$8,000 to $50,000
*Malpractice insurance costs from $8,000 to $50,000 a year, 

depending on location, specialty, size of practice and claims history

Internal Medicine

*

7.8%
percent of internists face a claim annually

*

2.4%
percent of claims results in a payment to a plaintiff 

$311,524
*Median indemnity payment is $292,000; average is $311,524

$10,000 to $30,000
*Malpractice insurance costs from $10,000 to $30,000 a year 

http://medicaleconomics.modernmedicine.com/


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

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

help achieve optimal outcomes when used in conjunction with 

patient risk assessment. Laboratory testing that is not considered 

medically necessary may result in coverage denials.

LabCorp off ers options that provide unparalleled clinical value for monitoring 

patients who are prescribed controlled substances including opioids, antianxiety 

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

antidepressants, hypnotics, and muscle relaxants.

Drug names listed are trademarks of their respective owners. 
©2018 Laboratory Corporation of America® Holdings   All rights reserved.   18410-0318

Empower Change  | Address the Opioid Crisis

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

LabCorp MedWatch®: Monitor

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

LabCorp MedWatch® ToxASSURE® and ToxASSURE® Select

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

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

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

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

• Extensive managed care network

• Technical support hotline

http://www.LabCorp.com
http://www.LabCorp.com
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Coding Insights

CODING CASE STUDY: Hypothyroidism and Radiculopathy

Documentation Coding Requirements
When documenting hypothyroidism, include the following:

1. Type Congenital

  Postinfectious

  Due to medicamens and other 

  exogenous substances

  Atrophy of thyroid

  Myxedema coma

2.  With or without diffuse goiter

Renee Dowling is a billing and coding consultant with VEI Consulting in Indianapolis, Indiana. Send your billing and coding questions to medec@ubm.com.

Clinical Scenario
History of Present Illness 

New patient presents for follow up of radiculopathy, hypothyroidism. She’s had pain in 

her neck, upper back and shoulders for 10 years. She has long history of depression.

Physical Exam 

General Appearance: normal, NAD, delightful; BP 140/90

Peripheral Circulation: no cyanosis, clubbing, edema. No varicosities or spider 

veins

Auscultation: S1& S2 within normal limits, regular rate and rhythm.

Palpation: no thrill or palpable murmurs, no displacement of PMI

Carotid arteries: pulses 2+, symmetric, no bruits

Abdominal aorta: no enlargement or bruits; diffi cult to assess because of 

obesity

Pedal pulse: Right dorsalis pedal pulse present  2+

 Left dorsalis pedal pulse present  2+

Musculoskeletal 

Gait and Station: normal, able to ascend and descend table without 

assistance.

Shoulders are without overt deformity; no erythema, warmth or edema. There is pain 

with movement; ROM of the shoulders without crepitus or popping. 

She has neck pain and then also numbness (dormido) in the left hand 4th and 5th 

digits. Mostly positional. 

Muscle strength normal; refl exes somewhat diminished in upper extremities; no 

sensation loss.

Psychiatric:  Loses interest in normal daily activities, feels hopeless at times, lacks 

productivity at work. Has not tried therapy.

Assessment and plan
Chronic 
cervical 
radiculopathy

Will order x-ray of cervical region; she can try her linaments 

and also the patches like salon pas and aspercreme that 

contain lidocaine 4% - apply 12 hours on and 12 hours off

Congenital 
hypothyroidism

TSH; will contact patient with results

Major depres-
sive disorder, 
recurrent,

Continue Lexapro; ambulatory referral to psych for therapy; 

we will monitor progress at next visit

High blood 
pressure

Blood pressures should be less than 130/80; document 

regular BP checks at home and bring with you at next visit

Diagnosis Codes
 M54.12   Radiculopathy, cervical region

 E03.1   Congenital hypothyroidism without goiter

 F33.1   Major depressive disorder, recurrent, moderate

 R03.0    Elevated blood-pressure reading, without 
diagnosis of hypertension  

ICD-10 Codes
Hypothyroidism ICD-10 Codes

E03.0 Congenital hypothyroidism with diffuse goiter

E03.1 Without goiter

E03.2  Hypothyroidism due to medicaments and other 

exogenous substances*

E03.3 Postinfectious hypothyroidism

E03.4 Atrophy of thyroid (acquired)

E03.5 Myxedema coma

E03.8 Other specifi ed hypothyroidism

E03.9 Hypothyroidism, unspecifi ed

Radiculopathy ICD-10 Codes
M54.10 Radiculopathy, site unspecifi ed

M54.11 occipito-atlanto-axial region

M54.12 cervical region

M54.13 cervicothoracic region

M54.14 thoracic region

M54.15 thoracolumbar region

M54.16 lumbar region

M54.17 lumbosacral region

M54.18 sacral and sacrococcygeal region

Radiculopathy requires choosing a code based on region:

❚   Occipito-

atlanto-axial 

❚  Cervical 

❚  Cervicothoracic 

❚  Thoracic

❚  Thoracolumbar

❚  Lumbar

❚  Lumbosacral

❚   Sacral and 

sacrococcygeal

❚  Unspecifi ed site

CHECK OUT THE FOLLOWING SCENARIO AND SEE 
IF YOU CAN CHOOSE THE CORRECT CODES.

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


What association health 

plans mean for physicians 

and their patients

I
n june, the U.S. Department of Labor 
expanded access to health coverage 
options for small businesses and their 
employees through Association Health 
Plans (AHPs).

AHPs allow small businesses and 
self-employed workers to band to-
gether by geography or industry to 

obtain healthcare coverage as if they were 
a single large employer, thereby providing, 
according to the Trump administration, 
more choice, access, and coverage. Howev-
er, AHPs generally do not cover as much as 
other health plans, which could spur frus-
tration and concern among both patients 
and doctors as they learn what an AHP ac-
tually covers. 

Th e American College of Physicians, for 
one, opposes the introduction of the new 
plans. “As a physician, I know from experi-
ence how crucial it is that patients have ac-
cess to insurance plans that meet full health-
care needs,” Ana María López, MD, FACP, 
ACP’s president, said in a statement after the 
ruling. “Th is rule will do the opposite.”

Proponents of the new rule argue that 
it will provide small employers the same 
opportunity for coverage available to large 
employers with self-insured plans. “Many 
of our laws, particularly Obamacare, make 
healthcare coverage more expensive for 
small businesses than large companies,” U.S. 

Secretary of Labor Alexander Acosta said in 
a statement. 

A HISTORY OF ASSOCIATION PLANS
Kevin Lucia, MHP, research professor and 
project director at Georgetown Universi-
ty’s Health Policy Institute, notes that since 
the 1990s, congressional proposals to cre-
ate federally certifi ed AHPs have been op-
posed by a broad spectrum of stakehold-
ers, including the National Association 
of Insurance Commissioners. Opponents 
point to a history of association health 
plans that is rife with insolvency, fraud, 
loss of consumer protections, and market 
segmentation.

“Prior to this rule, under federal law, it 
was only in the rarest instance that an as-
sociation of small employers could make 
the claim that they were so tightly connect-
ed that they were actually a large employer 
for the purpose of sponsoring a health plan, 
and that was the Obama Administration’s 
stance,” Lucia says. 

Once established, AHPs may off er market 
coverage locally or nationally, provided the 
plan applies to members of a shared indus-
try or profession or geography.

Lucia explains that for states, AHPs are 
important because they are trying to main-
tain a signifi cant competitive market for 
insurance. However, if companies gravitate 

by  KEITH LORIA Contributing author

HIGHLIGHTS

  Trump’s rule may 

lead to AHPs offering 

less comprehensive 

coverage than current 

plans, experts predict.

  Some states have 

regulations that will 

limit the availability of 

AHPs.
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Policy

toward plans that have fewer protections or 
have a regulatory advantage, it leaves other 
in the insured market vulnerable to higher 
premiums.

IMPACT ON PHYSICIANS
Under the new AHP rule, Lucia says, it will 
be easy to form an AHP and market large 
group coverage to members. 

He believes this may lead to AHPs off er-
ing less comprehensive coverage because 
these arrangements will not be required to 
off er coverage that is as comprehensive as 
what’s required under current law.

“Some AHPs will off er comprehensive 
plans that work to the [advantage] of their 
members, but one way you get the cheap-
er premiums is by off ering fewer benefi ts, 
which means providers face more con-
sumers with skimpier coverage,” he says. 
He also notes that past expansions of AHPs 
have resulted in spikes in scams and insol-
vencies. 

James Schutzer, vice president of JDM 
Benefi ts, a New York-based insurance and 
benefi ts consulting company, says that 
AHPs can’t discriminate by age or health 
status, but they can choose what they off er 
and who they allow in. In regard to the non-
discrimination provision, Schutzer says 
the rules generally prohibit discrimination 
based on the health status for eligibility, 
benefi ts, or rates within groups of similar-

ly situated individuals. Th e concept is that 
the AHP will create a separate risk pool for 
these individuals and rate accordingly. Th is 
will create problems for doctors because 
many patients won’t be covered for a vari-
ety of things they perhaps once were.

America’s Health Insurance Plans, a po-
litical advocacy organization representing 
commercial insurers, is concerned that ex-
panding AHPs will lead to higher premiums 
for consumers who depend on the individu-
al or small-group market for their coverage. 
In a statement released after the ruling, it 
said: “Ultimately, the rule could result in 
fewer insured Americans and may put con-
sumers at greater risk of fraudulent actors 
entering this market.”

All AHPs are required to provide summa-
ries of benefi ts, so these should be reviewed 
by patients and their doctors’ offi  ces prior to 
a visit. Lucia says many patients aren’t going 
to be pleased with those talks as they will 
learn of the limitations and not realize what 
their plans really cover.

A REAL IMPACT?
Schutzer notes that states still have au-
thority over insurance regulations within 
their borders pertaining to AHPs and some 
state insurance regulatory agencies like 
New York and Massachusetts have released 
guidance which limit the availability of 
AHPs. 

Bill Ashley, CEO of Allied National, which 
provides benefi t plans to employers and in-
dividuals, believes that AHPs are not going 
to have much impact on the price of insur-
ance.   

“Any impact AHPs will have is by adjust-
ing benefi ts or being positioned to appeal to 
the healthy,” he says. But once people are in 
an AHP, no one can control what happens, 
so if injuries or health problems come up, 
there is no mechanism to deal with chang-
ing health status. 

Some of the major carriers, he adds, 
may see a way to off er plans that compete 
against the ACA insurance exchange. While 
not necessarily directly lowering plan costs, 
it could bring some carriers back to the in-
dividual market and that will foster some 
competition.  

“Th e academic types are talking like 
AHPs are going to have traction, but I’m 
hearing very little from payers to support 
that,” Ashley says.  

Association plans
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“Some AHPs will offer comprehensive 

plans that work to the [advantage] of 

their members, but one way you get the 

cheaper premiums is by offering fewer 

benefi ts, which means providers face 

more consumers with skimpier 

coverage.”

—KEVIN LUCIA, MHP, RESEARCH PROFESSOR AND PROJECT DIRECTOR, 

GEORGETOWN UNIVERSITY’S HEALTH POLICY INSTITUTE,
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phones have become an 

extension of ourselves, 

and it wouldn’t take long to 

realize it was missing. But 

if it is stolen, cybercriminals 

are instantly closer to 

infi ltrating your healthcare 

organization.

In some cases, thieves 

don’t even need the 

physical phone. There have 

been reports of hackers 

tricking mobile carriers into 

rerouting calls and texts 

to another number, after 

which they change pass-

words on accounts that use 

the number as a security 

backup. 

The mobile market 

doesn’t have much incen-

tive to increase security, 

either. Two major networks 

dominate the market, and 

the industry has remained 

one of the slowest to 

conform to two-factor au-

thentication standards. This 

means that even if an em-

ployee receives the code, 

hackers could still exploit 

the network’s vulnerability. 

One solution is to use 

a time-sensitive code that 

expires after being sent, 

shortening the window 

of time thieves have to 

hijack the SMS service. You 

can also add an additional 

layer of security with 2D 

codes—square bar codes 

that read both horizontally 

and vertically—that hospital 

employees scan with 

an app, such as Google 

Authenticator, before gen-

erating the text.

2/ User fatigue 
is a real problem
Two-factor authentication 

promises an additional layer 

of security, but compliance 

can be burdensome. 

Perhaps that’s why Google 

The goal is to go beyond 

passwords and add some-

thing unique to the user—

making it harder for thieves 

to spoof.

To meet HIPAA au-

thentication requirements, 

each factor must be one of 

the following: a password 

or security question, a 

signature or biometric (e.g., 

fi ngerprint, voice print, or 

iris pattern), or a mobile 

number to receive SMS 

codes. If a hacker can ob-

tain a password but access 

also requires an SMS text 

code, the thinking goes, 

the organization’s data 

should remain secure.

However, two-factor 

authentication isn’t a 

guarantee against all se-

curity breaches, and even 

though two methods are 

better than one, neither is 

truly foolproof. So when 

implementing two-factor 

authentication, be wary of 

these shortcomings:

1/ Text codes are 
convenient but 
susceptible

SMS text codes are 

one of the most 

popular authentication 

methods because of 

their convenience. Our 

Hacking remains a constant 

threat, but with each 

security lapse, we learn 

something important about 

the shortcomings of our 

current data protection 

methods.

In October 2017, for 

example, hackers exposed 

the personally identifi able 

information (PII) of 18,470 

patients at the Henry Ford 

Health System in Detroit 

after stealing employees’ 

emails. With only a single 

layer of authentication 

protecting the data, the 

thieves could easily break 

into the system. 

This isn’t uncommon: 

Verizon’s data breach report 

found that 81 percent of 

all breaches are caused by 

stolen or weak credentials. 

And the healthcare industry 

is particularly vulnerable: In 

2017, the number of data 

breaches totaled 328 world-

wide, costing an estimated 

$1.2 billion.

To put that into per-

spective, consider that the 

second-most vulnerable 

industry—technology—ex-

perienced only 48 breaches 

in the same year.

To protect patients’ 

health records, many 

organizations have turned 

to two-factor authentication 

to maintain data security. 

The fi ne print on two-factor authentication
It seems like common sense that greater security would aid the fi ght against hackers, 

but physicians must be aware of the drawbacks before implementing these systems.

“Healthcare remains one 

of the most vulnerable industries. 

Follow the strictest precautions possible, 

even after implementing 

two-factor authentication.”
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Remember that two-factor 

authentication is not 

people-proof and security 

threats are constantly 

evolving. 

An excess of confi -

dence leaves your employ-

ees more likely to fall for a 

crafty scheme, especially 

now that phishing attacks 

are sneakier than ever. 

For example, a hacker 

recently compromised 

LinkedIn’s two-factor 

authentication measures 

by sending seemingly 

authentic emails to users. 

Those who opened the 

link were sent to a fake 

login screen, where they 

completed the two-factor 

authentication process. 

Hackers could observe 

and record the session’s 

cookies, then use them 

to act as authenticated 

users.

The trick worked be-

cause the only difference 

between LinkedIn and the 

email’s origin was an L in 

place of an I in the URL. 

Details like this are easy 

to miss, so make sure 

every employee carefully 

examines the origin of any 

unsolicited or unexpected 

email—even if it seems 

authentic.

Two-factor authen-

tication is a signifi cant 

step toward protecting 

your organization, but it 

doesn’t change the fact 

that healthcare remains 

one of the most vulner-

able industries. Follow 

the strictest precautions 

possible, even after 

implementing two-factor 

authentication, and utilize 

additional features to help 

build up the security it 

already provides. 

need to be stolen to be 

compromised, either. 

Organizations often 

forget to update their 

trusted devices list when 

employees leave or when 

devices are lost. As long 

as those devices remain 

trusted, they’re a huge 

liability. 

In addition to routinely 

updating your list of trusted 

devices, you can encrypt 

and password-protect them 

for added security. You 

might even consider plac-

ing a time limit on how long 

devices are considered 

trusted. Limiting who can 

view sensitive information 

by implementing role-based 

access to patient records 

and protected health infor-

mation is another way to 

protect data. 

4/ You’re never 
fully protected
Once you see improvement 

in user engagement 

and lower security risks, 

it’s easy to become 

overconfi dent in your 

security measures. 

recently revealed that fewer   

than one in 10 users have 

enabled the free two-factor 

authentication measures it 

offers. 

Hospital staff members 

are constantly pressed 

for time, and the idea of 

taking extra steps, even if 

they’re for a good reason, 

won’t sound appealing. As 

a result, they’ll be keen 

on fi nding ways to get 

around their own two-fac-

tor authentication to save 

time—making mistakes 

or ignoring some of the 

processes altogether. This 

can cause technical errors 

and bog down the tech 

help desk, giving hackers a 

weak link to exploit. 

To reduce fatigue, 

personalize two-factor 

authentication with 

adaptive risk assessments 

that analyze each user’s IP 

address, location, device, 

and credential behavior 

every time he or she signs 

in. The second authentica-

tion will only be triggered 

if an anomaly indicates a 

potential risk rather than 

every time an employee 

signs in.

3/ Trusted devices 
create liability
When you label devices 

as “trusted” within your 

network, they only require 

two-factor authentication 

periodically. If access 

to the trusted device is 

compromised, two-factor 

authentication loses its 

value. The device doesn’t 

81%
percent of all data 

breaches are caused 

by stolen or weak 

credentials. 

Source: Verizon 

328
Worldwide number 

of data breaches 

in the healthcare 

fi eld in 2017.

$1.2
BILLION

Total cost of those 

2017 data breaches.
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Tech Talk

Hoala Greevy is founder and CEO of Paubox, a 

provider of HIPAA-compliant email services. Send 

your technology questions to medec@ubm.com. 
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P
ractices sell regularly, many for a 
good price with minimal fanfare. 
At least half of all practices off ered 
for sale never sell, however. Not 
every practice has value, nor does 
every seller try to sell their prac-
tice properly. Th is low sales rate 
is not peculiar to medicine—it’s 

similar for most small businesses according 
to business broker industry reports.

Th e more profi table your practice, the 
easier it usually is to sell, and the more it is 
worth to a buyer.

WHO BUYS PRACTICES?
Hospitals have been the top practice acquir-
ers since Obamacare started, and often the 

easiest purchasers to sell to. 
Unfortunately, hospitals usually will only 

pay the fair market value of your practice’s 
assets, and nothing for its intangible “good-
will” value. Hospitals do this to avoid gov-
ernment charges that they violated the law 
by “paying for referrals.” Th ey likely will off er 
you good-paying employment and benefi ts; 
often more than you can earn on your own.

Venture capital and private equity groups 
pay top dollar for leading group practices in 
some specialties, but they are extremely se-
lective and their terms may be onerous.

I fi nd that graduating residents and fel-
lows are rarely the buyers of practices. Many 
get 50 to 100 job off ers prior to fi nishing 
their training, mostly from large and hospi-

by  KEITH BORGLUM, CHBC Contributing author

How to sell your 
medical practice

HIGHLIGHTS

  Get your business 

pre-qualifi ed for a 100 

percent bank loan at 

the asking price for a 

qualifi ed buyer, which 

reduces low-ball 

offers.

  You have to assume 

the buyer will engage 

competent advisers to 

evaluate your practice, 

so engage competent 

counsel yourself.
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5 WAYS TO INCREASE THE VALUE OF A MEDICAL PRACTICE

1/ Sellers may shy away 
from a part-time practice. 
“Sell your practice when it’s 

making its highest gross and 

net income,” says David Owji, 

owner of Doctors Broker, an 

Orlando-based medical broker-

age that has been selling medical 

practices nationwide for 15 years. 

“Don’t wait until you’re working 

part-time and expect the full-time 

price.”

2/ A well-planned sale 
doesn’t happen overnight. 
“People come in and they say 

that they want to sell in three or 

six months,” says Alex Nechay, 

a consultant with Transition Con-

sultants, which provides business 

valuation, brokerage and business 

consulting services to healthcare 

professionals. It is better, Nechay 

advises, to plan for the process to 

take at least a year because fi nd-

ing the right buyer can take time. 

By Milly Dawson contributing author

Building a medical practice and keeping 

it vibrant means thinking long term, so 

that when the time arrives for a physician 

to retire, he or she can leave practice in 

a satisfying, appropriate and profi table 

way. This means taking steps throughout 

the life of the practice to ensure that 

it will ultimately appeal to buyers and 

command a good price.

To maximize the worth of a medical 

practice to potential future buyers, bear 

in mind these important considerations:

http://medicaleconomics.modernmedicine.com/
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tal-owned groups. Th ese job off ers are inun-
dating them and not just more preferable, 
but easier than taking on a new practice.

Dissatisfi ed employed physicians re-en-
tering private practice, and physicians relo-
cating to be nearer to their or their spouse’s 
family are the primary candidates for buying 
a practice. Th ey have a choice of joining an-
other group, starting their own practice, or 
buying your practice. You therefore are not 
competing just with other practices for sale 
but also with employment in groups and 
start-ups.

Your most likely buyers are already prac-
ticing in your area, since they don’t have to 
move or re-license, and they have a strong 
reason to be there. In many cases, the most 
likely buyer might be your competition.

For a seller, putting a practice up for sale 
not only can result in fi nancial reward, it 
can also dispose of the ongoing expense of 
custodianship of a career’s worth of patient 
records. Th is can easily run into the tens of 
thousands of dollars, so sometimes it’s even 
worth it to pay a buyer (like a colleague in 
your call group) a nominal amount to take 
over your practice. 

Check your state laws or guidelines with 
your malpractice insurance carrier or state 
medical association regarding medical re-
cord custodianship laws.

TIPS TO HELP YOU SELL 
If you are considering the sale of your prac-

tice—even if you are just early on in the 
thought process—here are some initial steps.

PLAN AND PIVOT
Plan at least a year ahead if possible, but 
also be ready to sell to the fi rst candidate on 
short notice, and maybe stay employed by 
them during the transition. Th at candidate 
might have been looking for a while, and 
now your opportunity pops up and they re-
spond. 

Th ere is no guarantee there will ever be a 
second candidate.

MAINTAIN BUSINESS AS USUAL
Don’t slow down your practice in advance. 
Growing practices are more attractive than 
stagnating ones. 

DON’T RULE OUT A MERGER
Consider merging your practice with a local 
group in lieu of a sale to a unknown single 
buyer, with a higher compensation for one 
to three years in lieu of a sale price.

KNOW YOUR VALUE
Overpricing is the number one reason why 
businesses don’t sell. Get a professional 
appraisal—both to price the practice cor-
rectly and to convince a buyer of its value—
using a medical practice expert that can 
 demonstrate compliance with the Uniform 
Standards of Professional Appraisal Practice 
(USPAP). 

Selling your practice
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3/ Sellers often demand 
help from buyers. 
This may mean that the seller 

stays onboard for some time af-

ter the sale in order to introduce 

established patients to the buyer 

and help ensure minimal attri-

tion. “If you just try to substitute 

the buyer for the seller without 

any transition, that might freak 

the patients out,” says Nechay. 

To avoid doing that, sellers often 

continue to work full time for a 

while, then ease off to part time 

for a period that may range from 

a couple of months to a few 

years.

4/ Getting a good deal means 
more than just the purchase 
price. 
“Sellers need to look at the whole deal 

structure in its totality,” says Nechay. 

Often, sellers no longer wish to work 

full time but neither are they ready to 

abruptly stop practicing completely be-

cause they still enjoy working. In many 

such cases, Nechay has seen that 

a buyer will pay a seller to continue 

working part-time, which makes things 

more comfortable for the seller. “Focus 

on the transition plan and what they 

are going to pay you after the sale,” 

he says.

5/ Deals often devalue after a death. 
A medical practice is more valuable when 

the person who built it is still around and 

able to help with the transition. This suggests 

that doctors ought not to work until they die, 

because that approach leaves the doctor’s 

family with a much less valuable entity to sell. 

Nechay has seen situations where a physi-

cian’s ability to practice has been abruptly 

cut short either by death or by a major health 

setback. “The family may bring in a locum 

tenens to take care of patients and to try and 

reduce attrition. We’ve done deals where 

we’ve sold practices under these circum-

stances. It’s very diffi cult and the value is 

going to drop.”

http://medicaleconomics.modernmedicine.com/
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Learn what EBITDA stands for, and use a 
multiple of it in your pricing strategy.

HAVE YOUR FINANCING 
AT THE READY
Get your business pre-qualifi ed for a 100 
percent bank loan at the asking price for a 
qualifi ed buyer, which reduces low-ball of-
fers. Both the buyer and the practice must 
qualify for the loan. 

If you pre-qualify the practice to support 
a loan for the asking price, the seller then 
only needs to get the buyer qualifi ed when 
they appear. 

On the other side of the coin, if the buyer 
qualifi es, and the bank then refuses to loan 
because the practice doesn’t qualify, that’s 
a bad thing to learn later. Get qualifi ed in 
 advance.

POLISH UP YOUR
ONLINE PRESENCE
Most purchase candidates now come via 
internet searches. Prepare a proper profes-
sional promotional package, including a 
dedicated search engine optimized website 
separate from the practice’s business site. 

You should also have a regular website for 
the practice and be on LinkedIn and Face-
book.

MAKE A GOOD FIRST IMPRESSION
Clean up the offi  ce—and your desk—to 
make them appear modern and attractive. 
Fresh paint, carpet, and furnishings are in-
expensive and create quality “staging.” Per-
haps ask a local real estate broker for a re-
ferral to a stager.

ASSEMBLE YOUR EXPERT ADVISERS
You have to assume the buyer will engage 
competent advisers to evaluate your prac-
tice, so engage competent counsel yourself 
including an experienced medical practice 
broker, certifi ed public accountant, and 
business attorney. 

Many can be found through the Nation-
al Society of Certifi ed Healthcare Business 
Consultants( NSCHBC.org) and HealthLaw-
yers.org. 

GET YOUR NUMBERS IN ORDER
Make sure your last one to three years’ ac-
counting and statistics conform to standards 
like those developed by the NSCHBC or Medi-
cal Group Management Association Th is will 

give the buyer and their advisers more confi -
dence in your data and  operations.

REMEMBER, YOU AREN’T 
ONLY COURTING A PHYSICIAN
Be prepared to convince the buyer’s spouse 
and children to live in your community, with 
a tour of local homes with a real estate agent, 
visiting schools, malls, local attractions, etc. 

PITCH A PROGRESSIVE PURCHASE
Consider off ering the buyer a chance to 
work for one to three years at reduced in-
come, then purchasing the practice for the 
value of the hard assets, “without goodwill.” 

Your off er to sell then will look more com-
petitive with employment. An off er docu-
ment can cover all the relevant information 
to help an investor to make his or her invest-
ment decision.

GET A COMMITMENT ON PAPER
Get everything in writing to avoid future 
misunderstandings or litigation. You can 
work with your lawyer or broker to list ev-
erything required for due diligence. Th e sell-
er must assemble this for the buyer’s review.

DON’T ZERO IN ON A PROFIT
In this current down market for practice val-
ue, sell for reasons of personal lifestyle—like 
reduced administrative hours, retirement, 
or disability—not for anticipated fi nancial 
gain for equity to fund retirement or some-
thing else. 

Th e practice is built to create continuing 
income, already harvested through work 
years, not for future equity.

KEEP AN EYE ON D.C.
Consider waiting until after the 2020 elec-
tions to sell, as hopefully the medical environ-
ment will have stabilized at that point, with 
any luck improving practice fi scal  value.  

Selling your practice

Keith Borglum, CHBC, CBB, is a licensed and 

certifi ed business broker, appraiser, author, and 

member of the National Society of Certifi ed 

Healthcare Business Consultants (NSCHBC.

org) specializing in outpatient medical practices 

for over 30 years. He is a 

regular contributor to Medical 

Economics and many medical 

association journals. He is the 

author of The Medical Practice 

Valuation Workbook.
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SECOND OPINION

here’s a great deal of mis-
understanding and even 
misinformation about 
direct primary care (DPC). 
It is often confused with 

higher cost “concierge” or “boutique” 
practices, and hence is seen as elitist, 
unaff ordable, and consequently some-
thing that has only a future as a niche 
version of care. 

So let me clarify things by once 
again stating what DPC is:

1
Primary care that excludes 

third-party payments. No 
money is accepted from insurance 
companies or other third-party payers. 
Payment comes either from the patient 
or by an employer who off ers the care 
to its employees.

2
  Payments are made on a 

monthly, quarterly, or yearly 

basis, with that charge usually being 
under $100 per patient per month 
(generally in the $50 per month range). 
Some offi  ces charge a small copay for 
offi  ce visits, but most do not.

In my offi  ce, we charge between $35 
and $70 per month, depending on age. 
Th ere are no charges for offi  ce visits.

Both of these diff erences are a huge 
departure from the status quo of med-
icine, and both have a huge eff ect on 
the quality and cost of the care given. 
All of those eff ects would be too much 
to explain in depth in a single article, 
so this month I will focus on the impli-

cations of direct patient payment, and 
next month will discuss the monthly 
payment.

Before moving on, let me address a 
common misconception: DPC is not 
meant to replace insurance, nor does 
the model in any way encourage pa-
tients to drop their insurance. People 
need a way to pay for the high-cost 
areas of care, such as surgery and 
hospitalizations. DPC doesn’t try to 
address paying those costs, but instead 
focuses on decreasing their need by 
focusing on health and prevention. 

While that may sound like typical 
preventive medicine jargon, it really is 
in the best interest of the DPC practice 
to keep patients healthy and reduce 
the need for catastrophic care.

Using automobile insurance as a 
parallel, health insurance has done the 
equivalent of paying for oil changes, 
tires, and other car repairs in addition 
to covering collision and liability. But 
the consumer is already motivated 
to do those things and will pay out 
of pocket to maintain their car so as 
to avoid needing to use their auto 

insurance at all. Additionally, paying 
for tires, oil changes, etc., allows these 
things to have artifi cially set prices 
which are unreasonably high (since it’s 
covered by insurance) and so the cost 
of routine maintenance goes up.

So, what are the implications of 
rejecting insurance payment?

THERE IS AN INCREASED FOCUS 
ON REDUCING THE COST OF CARE.
My patients are paying me, so I am very 
conscious of trying to give them their 
money’s worth. If I can give them value 
(a concept that has become foreign to 
healthcare), patients are happy with 
my care and will continue to stay in my 
practice. 

It’s in my business’ best interest to 
do this, so we do a number of things to 
save patients’ money:

❚ We off er very low-cost lab testing (using 

“client billing”), saving people 75 percent 

or more on labs.

❚ We dispense medications in the offi  ce 

(legal in most states), also saving people 

75 percent or more, and off ering a huge 

convenience to the patient.

❚ We fi nd the lowest cost for procedures, 

X-rays, and specialist services. While 

many of these are covered by insurance, 

most people have higher deductibles, so 

the lower cash prices are very valuable 

to them (not to mention the value to the 

uninsured). 

None of these give signifi cant direct 
income to the practice, but they all 

Direct primary care: 
Th e benefi ts of dropping payers

“My patients are 

paying me, so I am very 

conscious of trying to 

give them their 

money’s worth.”

T

BY ROB LAMBERTS, MD
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make patients much more reluctant 
to leave. In truth, these things end up 
being our biggest marketing tool, as 
patients frequently brag to friends and 
family about their doctor “who saves 
me money.”

THE RESULT OF THIS WORK 
HAS HAD THREE KEY BENEFITS:
Th ere is an increased focus on custom-
er service.

It is fairly easy to exceed expecta-
tions in the area of customer service, 
as people have an increasingly low 
expectation for the service they get at 
the doctor’s offi  ce. It’s normal to have 
to wait an hour or more to be seen, 
and then get only a few minutes of the 
doctor’s time (if a doctor is seen at all). 
Th is results in, at best, frustration. At 
worst, people avoid care they should be 
getting.

In our practice, the patient has a 
much diff erent experience:

 ❚ Patients seldom have to wait more than 

10 minutes to be seen.

 ❚ Appointments are, on average, 30 

minutes per patient.

 ❚ Most days begin with multiple slots open 

for same-day urgent visits.

 ❚ Care is often done via text message or 

phone, reducing the need for coming to 

the offi  ce at all.

Much of these changes hinge on the 
use of monthly payment for care 
(eliminating the economic motivation 
for unnecessary care). But a premium 
is placed on patient experience in the 
offi  ce, and again this is done because 
it’s in the best interest of the business. 

PATIENT RECORDS ARE FREED 
FROM THE CODING NIGHTMARE.
I remember asking myself: “What 
would medical records look like if 
their only purpose was patient care?” 
Th is was a radical question at the 
time. Records long  ago become the 
domain of a ridiculously complex pay-
ment system that requires submission 
of data and over-documentation to 
justify billing codes. It was hard to 
imagine not having to think about 
evaluation and management codes, 
Meaningful Use or the Medicare 
Quality Payment Program, or other 
“pay-for-performance” factors when 
charting. 

But that is what happens when in-
surance is eliminated. I now document 
for care, leaving out parts of the note 
(what I refer to as “computer vomit”) 
that get in the way of patient care.

I am daily reminded of the depth 
of this change, as I get records from 
specialists, previous primary care 
physicians, and hospitalizations. Most 
heath records hide important clinical 

information in an avalanche of insur-
ance documentation compliance. 

PATIENTS TRUST THEIR 
DOCTOR MORE.
Th is may be a subjective one, but it is 
very important. Patients are increas-
ingly suspicious of the motivations 
of their physicians, wondering if the 
care they get is focused on them or 
if it is done for increasing revenue or 
following insurance company rules. 
Th ey question the doctor’s motiva-
tion when that doctor is fi nancially 
rewarded for increasing the cost of 
care. Th e dichotomy between the 
needs of the patient and the business 
interests of the practice sows mistrust 
and undermines the doctor-patient 
relationship. 

My patients don’t have to question 
this. I am rewarded for minimizing the 
cost of care, for getting them healthy, 
and for helping avoid unnecessary cost. 
So, I am not questioned nearly as much 
when I don’t prescribe an antibiotic or 
when I recommend physical therapy 
instead of pain medication. People 
know I am on their side because they 
pay me to do so. 

Overall, this has resulted in a much 
better relationship with my patients, 
has increased my satisfaction in prac-
ticing medicine, and has improved the 
quality of care I can give.  

Rob Lamberts, MD, is a board-certified internist 

and pediatrician who runs Dr. Rob Lamberts, LLC, 

a direct primary care practice in Augusta, Ga. He 

also recently gave a TED talk on the DPC model 

(bit.ly/DPC-TED-talk).Have questions about DPC? 

Email medec@ubm.com.

SECOND OPINION

READ MORE Why facility fees are bad for physicians and patients  PAGE 40

“I remember asking 

myself: ‘What would 

medical records look 

like if their only purpose 

was patient care?’ 

This was a radical 

question at the time.”
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N
early every day, Justen Rudolph, 
MD, has a conversation with a di-
abetic patient who is upset about 
the rising cost of insulin. 

Just recently, the internal med-
icine specialist spoke with an 
86-year-old patient who was very 
concerned about the price of the 

life-saving medication and worried because 
she was unable to get enough test strips cov-
ered under Medicare rules and guidelines.

It’s a discussion physicians are having 
more and more often with their diabetic pa-
tients—especially those who are uninsured 
or underinsured or have hit the “donut hole” 
in the Medicare Part D program—as a result 
of the skyrocketing prices of insulin. “We’ve 
seen retail costs go up 250 percent in the last 
10 years,” says Rudolph, director of St. Vin-
cent Diabetes Center in Billings, Mont. 

As a result, some patients who can’t af-
ford insulin will underuse it to stretch out 
the medication, Rudolph says, a dangerous 
practice that can lead to serious, long-term 
complications, including kidney failure, 
blindness, and lower-limb amputations. A 
study published in July in Diabetes found 
that one in four patients at Yale Diabetes 

Center reported cost-related insulin un-
deruse that was associated with poor glyce-
mic control. 

“It’s a horrible situation,” says Hayward 
Zwerling, MD, FACP, an endocrinologist at 
the Lowell Diabetes & Endocrine Center 
in North Chelmsford, Mass. Zwerling says 
90 percent of his patients use insulin, so he 
personally spends much of his time on the 
websites of health insurance companies 
trying to determine which type of insulin 
they will cover and how much it will cost 
his patients. But the information isn’t al-
ways up to date and he frequently fi nds out 
later from patients their prescription isn’t 
covered.

So what can physicians do to ensure their 
patients are able to fi nd aff ordable insulin? 
Consider these strategies that internal med-
icine physicians, endocrinologists, and phy-
sician practices have used to ensure their 
diabetic patients get the insulin they need:

1
SEND PATIENTS TO WALMART
Walmart sells one of the most aff ord-

able insulins on the market, a godsend for 
uninsured patients or those with high-de-
ductible health plans, says David M. Nathan, 

by ILENE MACDONALD Contributing author

9 strategies physicians can use to help their patients 

with diabetes improve access to this vital medication

The quest to fi nd affordable 

insulin for patients

HIGHLIGHTS

  To help streamline 

the prior authorization 

process, have staff 

research the most 

common insurers that 

cover their patients 

and creat a preferred 

formulary list for 

physicians.

  Some drug 

manufacturers offer 

assistance to patients 

who don’t have 

prescription drug 

coverage and who meet 

certain income and 

eligibility requirements.
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MD, director of the MGH Diabetes Center 
and Clinical Research Center in Boston. Th e 
retailer sells ReliOn, its store-brand version 
of Novo Nordisk’s Novalin for $25 a vial and 
in many states doesn’t require a prescrip-
tion. Nathan says it’s an older generation of 
insulin that many doctors are unaware of 
because drug manufacturers spend more 
money advertising newer, longer-acting in-
sulins. 

Jeremy A. Greene, MD, PhD, associate 
professor of history of medicine at the Johns 
Hopkins University School of Medicine, who 
also practices internal medicine at the East 
Baltimore Medical Center in Maryland, says 
many of his patients with Type 1 diabetes 
depend on the insulin Walmart sells even 
though it is short-acting and thus requires 
more than one dose a day. Th e problem, he 
says, is that the retail chain could discon-
tinue the program at any time and patients 
need to live near enough to a Walmart to be 
able to purchase the medication.

2
USE A WEBSITE TO FIND THE 
BEST PRICES FOR MEDICATION

Yul D. Ejnes, MD, MACP, an internist at 
Coastal Medical Inc. in Providence, R.I., is a 
fan of GoodRX.com. Th e website has a tool 
that allows patients and physicians to fi nd 
out the cost of a medication within their 
geographical area, which pharmacies have 
it, and it will even link to a discount coupon 
for the prescription if available. 

“It’s a wonderful tool for that situation 
where a patient is going to have to pay out of 
pocket,” he says.

3
CHECK WHETHER THE DRUG 
COMPANY HAS DISCOUNT 

CARDS OR COUPONS
For patients with commercial insurance, 
Coastal Medical will also check to see if 
manufacturer coupons are available for 
insulin, according to Sarah Th ompson, 
PharmD, the practice’s director of clinical 
services. If available, a coupon can lower the 
cost of the patient copay to $20 or in some 
cases to zero she says.

However, patients who don’t have in-
surance or are covered by Medicare and/or 
Medicaid can’t take advantage of discount 
cards or coupons due to a federal rule, notes 
Rudolph. 

“It makes zero sense to me. People on 
fi xed incomes who need the help the most 

are the ones who can’t use discount cards,” 
he says. 

4
LOOK ACROSS THE BORDER
Insulin is far less expensive in other 

countries. Irl B. Hirsch, MD, professor of 
medicine at the University of Washington 
Medical Center-Roosevelt in Seattle, Wash., 
says his patients can take a two-hour drive 
to the Canadian border and purchase insu-
lin for a tenth of what it costs in the U.S. 

But realistically that option is available 
only to those who live near the border with 
Canada or Mexico, because it’s illegal to mail 

insulin internationally. But Hirsch says that 
his patients can buy insulin at a Canadian 
pharmacy and take it over the border as long 
as the insulin is for their use or for a family 
member. 

5
EXPLORE PATIENT ASSISTANCE 
PROGRAMS

Some drug manufacturers off er assistance 
to patients who don’t have prescription drug 
coverage and who meet certain income and 
eligibility requirements. In some cases the 
patient may receive medication at no cost, 
explains Th ompson. She says Coastal Med-
ical’s pharmacy technician team helps pa-
tients who can’t aff ord their insulin with the 
application process.

Ejnes also recommends that physicians 
suggest that patients explore the website 
Needymeds.org to fi nd out what programs 
may be available to help them aff ord insulin. 
Patients who are computer literate can do a 
lot of the legwork themselves to see if they 
meet the income requirements, he says. 

Affordable insulin
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“[GoodRX is] a wonderful 

tool for that situation where 

a patient is going to have 

to pay out of pocket.”

— YUL D. EJNES, MD, MACP, INTERNIST, 

COASTAL MEDICAL INC., PROVIDENCE, R.I.
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6
HAND OUT SAMPLES
Pharmaceutical companies typically 

provide physician practices with samples of 
newer medications they want to sell. 

Claresa S. Levetan, MD, takes advantage 
of this practice to give patients drugs at no 
cost. Levetan, who specializes in endocri-
nology, diabetes and metabolism, and in-
ternal medicine at Jeff erson Health Endocri-
nology in Philadelphia, says it’s not unusual 
for patients to ask for samples because they 
can’t aff ord the out-of-pocket costs. 

7
ENCOURAGE PATIENTS TO 
FORM RELATIONSHIPS WITH 

COMMUNITY OR RETAIL PHARMA-
CISTS
For practices that don’t have a lot of re-
sources, Ejnes suggests that they encour-
age patients to get to know the pharma-
cists at the place where they get their 
medications. Ejnes says that they may be 
able to guide patients to less expensive op-
tions under their insurance plans because 
they have access to the diff erent payers’ 
formularies.

8
DEVELOP FORMULARY INFOR-
MATION TO HEAD OFF PRIOR 

AUTHORIZATIONS 
It’s frustrating for physicians when what they 
think is the best medication for a patient isn’t 
covered by the patient’s insurance, thus trig-
gering a prior authorization request.

To help streamline the prior authoriza-
tion process, Coastal Medical’s pharmacy 
technician team has researched the most 
common insurers that cover their patients 

and created a preferred formulary list for 
physicians. Th is way they can prevent pa-
tients from delays due to the need for a prior 
authorization or step therapy, Th ompson 
says. 

However, “part of what makes this diffi  -
cult is that formularies change frequently. 
Patients often experience multiple medica-
tion conversions, sometimes year after year. 
Th is makes medication adherence challeng-
ing,” she says. 

Elbert Huang, MD, MPH, professor of 
medicine and director of the Center for 
Chronic Disease Research and Policy at the 
University of Chicago, says because each 
health plan has its own preferred insulin 
analog, and that plan may change year to 
year, he talks with his patients about the 
problem. 

If patients agree to use the drug preferred 
by their prescription drug plan, Huang will 
prescribe it. For those patients who don’t 
want to change medications, he explains 
that he’ll have to go through a prior autho-
rization process that will take time and may 
not be approved. 

9
EDUCATE PATIENTS ABOUT THE 
IMPORTANCE OF DIABETES 

MANAGEMENT 
Th ompson would like insurers to provide 
incentives, such as reduced costs for testing 
supplies or medications, to patients with di-
abetes if they attend classes or work with a 
care manager or diabetes educator. “I think 
programs that empower patients and give 
them a tangible benefi t might be one addi-
tional strategy” for patients to better man-
age the disease, she says. 

Levetan also recommends that physi-
cians focus on patients’ pre-diabetes so they 
can reduce the risk of the disease progress-
ing. Th is requires physicians to start educat-
ing patients who have higher than normal 
blood glucose levels before they develop 
 diabetes. 

But she also suggests educating children 
about the disease. 

“Our healthcare system still hasn’t fo-
cused on prevention of disease too well,” 
Levetan says, noting that the number of 
children with Type 2 diabetes is on the rise. 
Teaching children about healthy lifestyles 
at offi  ce visits and in schools could make 
a big diff erence in preventing diabetes, she 
says. 

Affordable insulin

“We’ve seen retail 

costs [of insulin] go up 

250 percent in the last 

10 years.”

— JUSTEN RUDOLPH, MD, DIRECTOR OF ST. 

VINCENT DIABETES CENTER, BILLINGS, MONT.
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It can be diffuclt to stay on top of ongoing expenses. 

Because physicians are so busy taking care of patients, 

the fi rst time a practice signs an agreement for products or 

services with a vendor is usually the last time those prices 

are assessed. But implementing a regular review of your 

expenses is critical. Here’s how to do it

How to drive down practice expenses

Susanne Madden, MBA, is founder and CEO of the 

Verden Group, a consulting firm that helps physicians 

navigate the business of healthcare. Send your 

financial questions to medec@ubm.com. 

Take a look at services
How much are you paying 

for your bank charges? 

For credit card processing? 

For phone and internet? 

Shop around for the best 

deals.

Simply asking your 

bank for a better deal can 

produce nice savings. 

A recent client—single 

location, four-physician 

group—saved $4500 a year 

in fees by switching to a 

new bank, but also gained 

process effi ciencies with 

free remote deposit and 

online account access.

Shop around for better 

credit card rates too. 

Approach your vendor and 

ask them to reduce their 

fees—there is not much 

they can do on the credit 

card rates, but they can 

reduce monthly fees and 

per transaction costs.

Call the phone company 

and ask them what special 

offers they have. If they are 

not willing to extend those 

deals to existing custom-

ers, tell them that you will 

be happy to switch to a 

new company for a better 

deal.

Multiyear Contracts
Review your multi-year 

contracts, such as those 

you have with EHR 

companies. While there 

may not be much that you 

can do to reduce the rates 

you pay during that term, 

know when your contracts 

are up for renewal and ask 

for better pricing for any 

renewals. Much like phone 

carriers, they would prefer 

to work in a discount to 

keep you than lose you to 

a competitor. Even if you’d 

never switch EHR vendors, 

they don’t know that, right?

Don’t stop there
Once you get the hang of 

reviewing pricing, terms 

and negotiations, look at 

every expense item on your 

profi t and loss sheet and 

apply the same methods 

to each of them.  If you 

set up a system whereby 

you know what contracts 

and pricing you have with 

each vendor, and routinely 

review those rates annually 

and / or upon renewal, 

you will save yourself 

thousands of dollars in 

expenses every year. 

per employee per month 

(Justworks) or a percent-

age of payroll (ADP) and 

the PEO does the rest. 

While it might seem 

more expensive than what 

you pay for payroll cost 

alone, one of the biggest 

benefi ts (and cost savings) 

is access to health care 

benefi ts that are priced 

for a much large entity 

than your practice could 

obtain alone. Additional-

ly, there are often many 

‘perks’ included such as 

gym memberships and life 

insurance, optional short 

term and long disability 

plans that employees can 

purchase and so on.

You should also deter-

mine if you are routinely 

paying overtime, and shop 

around for new payroll 

companies to make sure 

that you are not overpaying 

for those services. Finding 

more effi cient payroll 

systems can reduce time 

and create effi ciencies 

too, so look for price plus 

effi ciency when evaluating 

options.

Start with easy stuff
First, determine if you 

are you part of a buying 

group (group purchasing 

organization or GPO). If 

you are not, you are likely 

paying much more than you 

need to on items such as 

medical and offi ce supplies, 

medications, vaccines, and 

other services. There are 

many GPOs to choose from 

so start with your medical 

association or local chapter 

to determine which one(s) 

they recommend for your 

specialty. 

Next, salary and benefi ts
Have you considered using 

a professional employment 

organization (PEO)? These 

organizations become 

the employer of record; 

so while you maintain 

the management of your 

employees, the PEO 

bundles up payroll, HR 

services and compliance, 

workers compensation, 

employer liability insurance, 

health care benefi ts, and so 

on under its entity. 

You pay either a fl at rate 
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C
ryptocurrency, such as Bitcoin, is 
an alternative currency that lives 
in the digital world and can be 
used either as an investment, or 
to buy real things. Depending on 
who you ask, it’s either the next 
big thing, or risky business. 

Is investing in cryptocurrency 
something to avoid, as fi nancial titans such 
as Warren Buff ett have said, or are physi-
cians missing out on a prime investment 
opportunity if they don’t give it a try? Th e 
answer is somewhere in the middle.

Cryptocurrency is defi nitely not the 
place to pour an entire retirement savings, 
nor is it likely that medical practices will 
be adopting Bitcoin as a standard payment 
option anytime soon. However, if doctors 
are interested in the technology supporting 
cryptocurrency, generally distrust banks, or 
just want to try a new kind of investment, 
Bitcoin and other digital coins are worth 
learning about.

HOW DOES CRYPTOCURRENCY 
WORK?
Th ough there are now about 2,600 types, Bit-
coin was the fi rst cryptocurrency (invented 
in 2009) and it’s still the most ubiquitous. 

Consumers can buy and sell Bitcoin 
and other digital coins, and use this digital 

currency to pay for purchases. It’s diff erent 
from traditional currency because there are 
no bills or coins. Also, cryptocurrency is de-
centralized.

“When you send cryptocurrency to 
someone or use it to buy something, you 
don’t need to use a bank, credit card, or any 
other third-party type of intermediary to co-
ordinate that transaction. Th e transaction 
goes directly from you to the other person 
(electronically) and arrives securely and al-
most instantly—all without any middleman 
involved,” says Mark Grabowski, JD, an as-
sociate professor at Adelphi University who 
teaches courses on Bitcoin and internet law. 

Th e decentralized model is what makes 
Bitcoin so attractive to many consumers 
and investors. 

“Th is is the fi rst time in the last 100 
years [consumers] have a medium of ex-
change that isn’t related to government, 
and we have full control of,” says Ofi r Bei-
gel, who runs 99Bitcoins.com, one of the 
oldest and largest information sites about 
Bitcoin and cryptocurrency. Th e lack of 
regulation is also what makes Bitcoin vol-
atile, subject to both large gains and losses 
in a short amount of time. “Never invest 
more than you can aff ord to lose,” Beigel 
says. Th at’s true for buying Bitcoin or other 
cryptocurrency.

by JUDI KETTELER Contributing author

CRYPTOCURRENCY: 

Good investment 
or fi nancial disaster?

HIGHLIGHT

  The cryptocurrency 

market is a lot more 

unpredictable than 

the stock market. It’s 

volleyed back and 

forth since Bitcoin’s 

inception in 2009.
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GETTING STARTED WITH BITCOIN
Whether physicians want to spend it or 
stockpile it as an investment, getting started 
with Bitcoin requires a Bitcoin wallet, which 
is a program similar to email that helps 
someone send and receive Bitcoin. 

An investor can either download a free 
software wallet to their computer or phone, 
or purchase a hardware wallet, which is a 
physical device that’s virtually unhackable. 

“Don’t spend money on hardware the 
fi rst time, because it costs $80 or $90,” Bei-
gel says. He advises starting with a small 
amount and only investing in a hardware 
wallet once someone gets comfortable with 
how Bitcoin works and/or are making larger 
investments.

After downloading a free wallet, a user 
will receive a Bitcoin address, which is a ran-
domly generated long string of numbers and 

characters that acts as the user’s identifi er. 
Th e second thing a wallet provides is a pri-
vate key or seed phrase. Th is acts as the pass-
word to the wallet and should be kept secure.

Once the wallet is set up, the user can 
begin buying Bitcoins (or more likely frac-
tions of Bitcoin, since a whole Bitcoin was 
worth $7,364 at press time). Buying from 
brokers, such as Coinbase—which both 
Beigel and Grabowski recommend to get 
started—is the simplest option, but it does 
cost more. 

“You should only buy from trusted ex-
changes online,” Beigel says. Another option 
is to buy from a trading platform, such as 
CEX.IO or Bitstamp, which securely con-
nects buyers and sellers. Th ese platforms 
are a less expensive way to buy Bitcoin, but 
Beigel says they are more diffi  cult to use, es-
pecially for newcomers.  

Th e third way to buy Bitcoin is directly 
from other sellers. “Th is is the method I least 
recommend,” Beigel says, because there is a 
chance of fraud.  

In theory, Bitcoin spends like traditional 
currency. But that doesn’t mean it’s always 
easy to use. Bitcoin debit cards are available, 
Beigel says. Th e consumer loads the debit 
card with Bitcoin to use for spending, and 
the merchant gets paid in their own curren-
cy (dollars, Euros, etc.). 

Th at’s not highly practical though. Each 
time a person trades, sells, or uses crypto-
currency, that’s a taxable event, since the 
IRS considers them an asset, not a currency. 
“So, if you use your Bitcoin to buy a cappuc-
cino, you’ll need to pay taxes at the capital 
gains rate in addition to paying sales tax,” 
Grabowski says.  

 
INVESTING IN THE CRYPTO WORLD
Th e cryptocurrency market is a lot more 
unpredictable than the stock market, 

Cryptocurrency investing

“This is the fi rst time in the last 100 years 

[consumers] have a medium of exchange that isn’t 

related to government, and we have full control of.”

—OFIR BEIGEL, 99BITCOINS.COM
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What about other cryptocurrencies?
With so many types of cryptocurrency, how does one choose? 

Grabowski recommends that users just getting started should 

invest conservatively and only purchase established, “blue chip” 

cryptocurrencies, such as Bitcoin (BTC) and Ethereum (ETH).

“These are the two largest cryptocurrency projects and have 

a real (purpose). Moreover, you usually need to buy one or the 

other before you can purchase other cryptocurrencies,” he says. 

When someone purchases an alternative cryptocurrency or 

“altcoin,” they are viewing its value in relation to another cryp-

tocurrency (namely ETH or BTC), he explains. “After you gain 

some experience managing a portfolio with these coins and 

have had time to conduct research about other coins and study 

the market, you might foray into altcoins.”

http://medicaleconomics.modernmedicine.com/
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Grabowski says. It’s volleyed back and 
forth since Bitcoin’s inception in 2009, 
and it still fl uctuates wildly in any given 24 
hours. 

“Unlike the nine-to-fi ve hours of the New 
York Stock Exchange, cryptocurrency is 
traded around the world 24/7. So, you may 
go to bed at night feeling pretty happy about 
your portfolio only to wake up the next day 
and see you’ve literally dropped 25 percent 
overnight,” he says. 

Th at said, plenty of smart, experi-
enced investors are betting on the future 
of cryptocurrency. One reason people are 
paying attention to crypto is because of 
the blockchain technology that supports 
it. Th e blockchain is the transparent led-
ger where every transaction is recorded 
independently; each participant in the 
network holds an identical copy (versus a 
central authority holding a master copy). 
Blockchain is already starting to infl uence 
healthcare. 

“Th is technology has many applications 
beyond cryptocurrency. In healthcare, 
patients’ records could be encoded and 
stored on the blockchain with a private 
key, which would grant access only to spe-
cifi c doctors. Th is could help ensure that 
medical privacy laws aren’t violated,” ex-
plains Grabowski.

Blockchain technology is the major rea-
son most people who wouldn’t normally 
be keen on high-risk investments are look-
ing more closely at investing in crypto, in-
cluding investing in initial coin off erings 
(ICOs). 

Michael Kapilkov, a partner at MMVIII 
Capital, is an adviser to several ICO start-
ups—meaning he works with companies 
who create a currency and want to off er 
coins to the public, the way a company 

would off er shares to the public. He also 
advises individuals looking to invest in 
ICOs. 

“When I talk to people, I tell them, you 
can make a lot of money, but you can also 
lose a lot, too. It’s high-risk, high-reward,” he 
says.

At any point in time, there are several 
dozen ICOs underway, Kapilkov says. Th ere 
are a few basic things to keep in mind when 
thinking of investing. He advises that phy-
sicians to carefully study 
the ICO’s whitepaper, 
or rationale for why the 
currency exists. 

Also, it’s important to 
understand the “why” be-
hind the coin: Is it solving 
a problem? Taking a new 
approach? Compare it to 
other coins, and check to 
make sure it has a solid 
advisory board. Do the 
people behind the coin 
have experience? Do they 
seem trustworthy? In-
vesting is always a gam-
ble, and it’s worth it to do 
basic research and work 
with an advisor who un-
derstands ICOs and cryp-
to in general.

Th e barrier to entry for purchasing, 
trading, and investing in cryptocurrency 
is still rather high (given the purchase of a 
wallet and the details above), but that may 
change in the coming years. Th e technol-
ogy that supports decentralized curren-
cy may very well be the path forward for 
signifi cant innovation in many industries, 
and there is money to be made there, one 
way or another.  

Cryptocurrency investing
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“Cryptocurrency is traded around the world 24/7. 

So, you may go to bed at night feeling pretty happy 

about your portfolio only to wake up the next day and 

see you’ve literally dropped 25 percent overnight.”

—MARK GRABOWSKI, JD, ASSOCIATE PROFESSOR, ADELPHI UNIVERSITY

“You can make 

a lot of money, 

but you can also 

lose a lot, too. 

It’s high-risk, 

high-reward.”

— MICHAEL KAPILKOV, PARTNER, 

MMVIII CAPITAL
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integral part of preventive 

care. Depending on the 

circumstances, waiting for 

lab results can range from 

mildly annoying to down-

right nerve-racking. It is 

not uncommon for patients 

to experience anxiety, 

worry, or fear when they 

are waiting to get their lab 

results. West’s survey data 

revealed nine in 10 pro-

viders (91 percent) agree 

that it is very or extremely 

important to communicate 

with patients about the 

status of their lab results. 

Healthcare providers can 

make the wait for test 

results less stressful by 

using their patient engage-

ment technology to send 

patients messages so they 

know how and when test 

results can be retrieved.

Recommendations for 

preventive services. 

Patients rarely know when 

they are due for preventive 

exams or what screenings 

they need. Worse, many 

aren’t receiving guidance 

from their healthcare 

team. More than one in 

three patients (36 percent) 

report their healthcare 

team does not proactively 

recommend preventive 

screenings or they do a 

poor job communicating 

which preventive services 

are needed. Sending au-

tomated messages to let 

patients know they need to 

make an appointment for 

an annual exam or preven-

tive screening, such as a 

mammogram or colorectal 

cancer screening, is simple 

and creates awareness 

about preventive care.

Text Messages. In the 

past seven years, patients’ 

interest in texting with 

providers has doubled. 

Texting is a widely popular 

form of communication, so 

providers shouldn’t be sur-

prised that patients want 

healthcare professionals to 

text them. However, many 

providers have been slow 

to adopt texting. Nearly 

one-quarter (24 percent) 

of patients say they do 

not receive text messages 

from their healthcare team. 

Using patient engagement 

technology, providers can 

easily send patients mass 

or one-to-one text messag-

es about routine care and 

prevention.

Health management 

advice. Patients wel-

come tips and information 

they can follow at home 

to maintain their health. 

A reminder to get 30 

minutes of physical activity 

daily, recipes and healthy 

results (77 percent); 

recommending and 

scheduling preventive 

tests and screenings (71 

percent); sending text 

messages and participating 

in online chat sessions 

(60 percent); and using 

automated text, voice, 

and email reminders to 

encourage prevention and 

promote routine health 

management. 

Updates about lab 

tests. Routine screen-

ings and lab tests are an 

Imagine you are a patient rather than a healthcare provider 

at your practice. Now, complete the following sentence: “I 

wish my healthcare team would communicate more clearly 

about…” What was your response?

Patients have strong feelings about what healthcare 

teams are and are not getting right when it comes to com-

municating with them. Understanding patients’ wishes 

helps healthcare teams create better care interactions and 

support patients both during and in-between appoint-

ments.

Of course, knowing what patients expect when it 

comes to communicating about their healthcare can be 

challenging. But when healthcare providers understand 

what patients want and expect from healthcare inter-

actions, they can do a better job of creating healthcare 

experiences that satisfy patients.

West, a patient engagement communications provider, 

recently surveyed 1,036 adults and 317 healthcare providers 

in the United States to learn more about patients’ commu-

nication preferences. Survey fi ndings identifi ed 10 types of 

communication that patients say are important to them. 

Their communication wish list revolves around themes of 

prevention, disease management, and billing transparency.

What patients wish you said
These 10 examples are easy ways for physicians to improve healthcare experiences for patients 

Patients prioritize 
routine and preventive 
care outreach

Patients say they want 

more support from their 

healthcare providers 

between appointments 

so they can better 

manage their own health 

at home. West’s survey 

showed patients think it 

is important for providers 

to make communications 

more prevention-focused 

by helping track lab 
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with adherence. Clear 

communication about 

medication can make a big 

impact. For example, auto-

mated reminder messages 

can help encourage pa-

tients to pick up and take 

prescribed medications. 

Medication adherence 

surveys can be used to 

identify medication issues, 

so providers can intervene 

when necessary. 

Monitoring surveys. 

Patients with chronic 

diseases say they would 

prefer that their providers  

proactively monitor their 

health and alert them of 

health risks. Survey check-

ins give healthcare teams a 

way to do that. Teams can 

send patients automated 

messages with invitations 

to complete online surveys 

on their health. These 

surveys can be used to 

identify new and wors-

ening symptoms. When 

survey data show patients 

are struggling, providers 

can escalate cases and 

intervene to prevent avoid-

able issues.

Patients want billing 
transparency
In addition to health and 

wellness-themed outreach, 

patients expect providers to 

communicate about billing. 

Seventy-six percent of 

Americans want providers 

to give them an easy way 

to understand and pay  

their medical bills. And 80 

percent of patients say 

it is very important for 

healthcare providers to 

help them understand what 

is covered by insurance 

and how much they are 

responsible for paying. 

Manage expectations. 

Not knowing what to 

expect when it comes to 

medical expenses is both 

common and frustrating 

for patients. Despite 

wanting to help patients 

understand what insur-

ance covers, 35 percent 

of providers give their 

organization a poor grade 

for communicating about 

out-of-pocket expenses. 

A simple action like 

sending an automated 

message prior to appoint-

ments to let patients 

know they need to make 

a copayment helps man-

age expectations.

Make bills easy to 

understand and pay.

Patients often receive little 

to no information about 

the cost of care until they 

open their healthcare bills. 

To eliminate confusion 

and encourage on-time 

payments, healthcare 

teams can begin com-

municating with patients 

about billing even before 

bills are mailed.

For example, staff 

can send automated 

messages following ap-

pointments to let patients 

know what services 

they should expect to 

be billed for and when. 

Implementing automated 

reminders for upcoming 

payments is another 

easy way providers can 

improve communication 

about billing. 

personalized—not gener-

ic—recommendations 

targeted to their condi-

tions. Fortunately, sending 

disease-specifi c commu-

nications on a mass scale 

is easy for providers who 

leverage their patient 

engagement technology. 

For example, staff can 

send a series of emails 

with tips and information 

on lowering blood pressure 

to all of their patients who 

have been diagnosed with 

high blood pressure.

Information about 

health metrics and 

goals. For patients with 

chronic diseases, track-

ing health metrics is the 

fi rst step to improving 

and maintaining health. 

Unfortunately, more than 

one-third (36 percent) of 

chronic patients say they 

don’t get enough informa-

tion from their providers 

about health metrics. 

Patients want more 

frequent communication 

to help them understand 

what their health readings 

are, or should, be. After 

discussing health metrics 

during appointments, pro-

viders can follow up and 

send patients automated 

messages that clearly 

defi ne goals for metrics 

like blood sugar, weight, 

or blood pressure. This 

guidance helps ensure 

patients know what range 

they need to work toward 

and whether they are 

within their target levels 

for optimal health.  

Medication reminders. 

Patients with chronic dis-

eases often rely on medi-

cation(s) to manage their 

health, but many struggle 

eating tips, or an invitation 

to join a smoking cessation 

program are just a few 

examples of the types of 

automated communica-

tions providers can send 

patients to encourage 

prevention and wellness.

Although patients say they 

want to receive automated 

text messages, voicemails, 

or emails with preven-

tion-themed advice, 21 

percent of patients don’t 

currently receive these 

communications from their 

providers.

Disease management 
support is in demand
Approximately half of 

adults in the United States 

face the daily struggle of 

having to manage a chronic 

illness, and they don’t want 

to do it without help from 

their healthcare team. 

More than three in four 

chronic patients say it is 

very important for providers 

to give them personalized 

disease management 

recommendations based 

on their specifi c needs (78 

percent) and help them 

understand their current 

and target health metrics 

(76 percent). Sixty-four 

percent of patients with 

a chronic illness want 

to receive medication 

reminders while 53 

percent want providers 

to administer surveys 

or check-ins to monitor 

conditions, assess health 

risks, and help manage 

their chronic conditions. 

Personalized recom-

mendations. Nearly all 

(95 percent) healthcare 

providers agree it is 

important to give patients 

Allison Hart is vice president of 

marketing at West, a technology 

and communications company. 

Send your practice management 

questions to medec@ubm.com. 
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In today’s age of advanced 

connectivity, technology 

is shaping the delivery of 

healthcare services. By en-

gaging in telehealth, provid-

ers can utilize technologies 

such as mobile devices, 

video conferencing, and 

real-time data sharing to 

provide healthcare services 

remotely.

Despite the vast op-

portunities for healthcare 

delivery available through 

technology, legal policy 

poses a great barrier to 

telehealth. In the United 

States, 49 states have 

some form of legislation 

relating to telehealth, the 

Medicaid programs in 48 

states and the District 

of Columbia provide 

coverage for some form of 

telehealth, and the Medi-

care program has its own 

set of telehealth coverage 

rules. These state and 

Medicare telehealth poli-

cies vary widely, although 

there have been attempts 

to establish more uniform 

rules. 

Location, location
Telehealth policies tend to 

revolve around where the 

services take place, who 

provides the services, and 

the technology utilized. Typi-

cally, a telehealth encounter 

is considered to occur at the 

“originating site,” which is 

where the patient is physi-

cally located when receiv-

How policy shapes the telehealth market

John D. Fanburg is chair of the 

Health Law Practice and the 

managing member at Brach 

Eichler LLC, a law firm based 

in Roseland, NJ. Jonathan J. 

Walzman is an associate in Brach 

Eichler’s Health Law Practice. 

Send your legal questions to 

medec@ubm.com.

practice in another member 

state. 

Several states, includ-

ing Ohio and Texas, even 

offer special telehealth 

certifi cations to out-of-state 

practitioners.

Technology matters
The technology used to 

provide the services also 

matters. Most states 

and Medicare require the 

use of live or interactive 

technology, such as video 

conferencing, that permits 

two-way communication, 

and limits the use of 

real-time data sharing to 

certain specifi ed services. 

A few states, however, are 

more relaxed regarding the 

types of technologies that 

may be used, and an in-

creasing number of states 

are permitting physicians to 

remotely monitor patients 

with chronic conditions 

through real-time data 

sharing technology.

Remote prescribing
New Jersey and Califor-

nia allow physicians to 

prescribe medications to 

telehealth patients, except 

that certain classes of 

controlled substances 

may only be prescribed 

after an initial in-person 

physician-patient encoun-

ter. Contrast that with New 

York, which does not have 

any specifi c telehealth 

prescription rules.

Ask the right questions
Telehealth and other 

technology can be useful 

tools in providing broad-

er access to healthcare 

services. Telehealth also 

creates opportunities for 

providers to expand their 

patient base and grow 

their medical businesses 

by reaching across borders 

that have historically been 

barriers. Despite the 

benefi ts of telehealth to 

consumers, laws designed 

to protect state healthcare 

providers and patients 

often stand in the way. As 

with any other business, 

the business of telehealth 

requires providers to un-

derstand the rules where 

they intend to conduct 

business. Therefore, be-

fore a telehealth provider 

expands into a new state, 

it is imperative that the 

provider seeks the right 

information, asks the right 

questions, and engages 

the right advisers in order 

to ensure compliance with 

the law. 

ing telehealth treatment. 

Medicare typically limits 

telehealth services to rural 

or underserved areas, and 

requires a patient to be at 

certain specifi ed origination 

sites, such as a practi-

tioner’s offi ce, a hospital, 

a rural health clinic or a 

skilled nursing facility. Like 

Medicare, a few states also 

restrict telehealth services 

to rural and underserved 

areas. While certain states, 

such as New York, also 

restrict telehealth services 

to certain originating sites, 

more than half of the 

states, including New Jer-

sey and California, allow pa-

tients to receive telehealth 

services at any location.

Who provides service?
Medicare and most states, 

including New Jersey, 

New York, and California, 

require a provider to be 

licensed in the state where 

the telehealth patient is 

located, thus requiring the 

practitioner to follow that 

state’s professional practice 

rules and recordkeeping 

requirements. Over 20 

states have adopted the 

Interstate Licensure Com-

pact that makes it easier for 

member-state physicians to 

obtain a license in another 

member state, and almost 

30 states have adopted the 

Nurses Licensing Compact 

that allows member-state 

licensed nurses licensed to 
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nications for Medical Professional Liability 
Associates, an industry group. 

Providers pay into these state-run funds 
through a surcharge on medical malpractice 
insurance premiums. If a lawsuit is fi led and 
found to be legitimate, malpractice insurance 
will cover the injured patient’s costs to a limit 
set by the state. Th e rest is paid by the fund.

WHAT TO LOOK FOR IN A CARRIER
Carriers must be licensed in each state in 
which they operate and follow that state’s 
rules and regulations. While many carriers 
operate in multiple states, not all do. Pat-
rick Lawn, owner of Physicians Insurance 
Consultants in Pennsylvania, estimates that 
there is an average of fi ve to six carriers in 
each state.

Price is an important factor, but it 
shouldn’t be the only one, says Lawn, adding 
that shopping on price alone can lead to hir-
ing an unreliable or fi nancially precarious 
carrier.

“You can’t just jump (carriers) for a pen-
ny; you’ve got to be able to rely on the carri-
er,” Lawn says.

Make sure the policy has a consent to set-
tle clause, which prevents the insurer from 
settling a claim without permission of the 
insured doctor, Lawn advises.

Th e best carriers will act as resources 
for their clients, off ering advice on how to 
avoid claims and other matters, says Ken-
neth Hertz, FACMPE, principal consultant 
at Medical Group Management Association 

(MGMA). “Partner with them as a resource. 
Th ey’re the experts. Th ey’re only too happy 
to help and they can help you stay out of 
trouble. It’s to their benefi t as well,” he says.

He recommends screening potential car-
riers on a variety of criteria, in addition to 
price:

 ❚ Ask medical colleagues and people in the 

insurance industry about the carrier’s 

reputation. How responsive is it? What’s its 

history on settling claims?

 ❚ Check the carrier’s fi nancial security on A.M. 

Best, which reports on the fi nancial stability of 

insurers and rates individual companies. Look 

for a carrier with an “A, Excellent” rating or 

better and a “Stable” outlook.

 ❚ How long has the carrier been in business? 

Does it specialize in certain fi elds, such as 

obstetrics?

 ❚ Does the carrier have a local offi  ce or counsel? 

Is it willing to visit the practice and become 

familiar with the caregivers?

 
SHOULD YOU USE A BROKER?
Virginia Kladder, MD, considers herself for-
tunate that she’s never had to shop for mal-
practice insurance. “If I had to go out on my 
own there is no way, as a physician, I could 
fi gure it out,” she says.

Th e Richmond, Va., internist works for 
PartnerMD, a concierge practice. Buying in-
surance for Kladder and 23 other physicians 
across eight offi  ces in fi ve states is the re-
sponsibility of PartnerMD’s Chief Operating 

Medical malpractice insurance

“Partner with [your carrier] as a resource. 
They’re the experts. They’re only too happy 
to help and they can help you stay out 
of trouble. It’s to their benefi t as well.” 

—KENNETH HERTZ, FACMPE, PRINCIPAL CONSULTANT, MGMA

Find the best malpractice coverage
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Should you use your own attorney to defend you?  By James F. Sweeney

Medical malpractice insurance

hould a physician 
who’s being sued for 
medical malprac-
tice use a personal 
defense attorney 
instead of, or in 
addition to, the one 
provided by the 
insurer? In most 
cases the answer is 
no, according to the 
experts.

As part of the policy, the insurer 
provides a defense team with 
expertise in medical malpractice, a 
highly specialized area of the law. 
Attorneys who don’t specialize in 
medical malpractice would be at a 
signifi cant disadvantage in prepar-
ing a defense, says Patrick Lawn, 
owner of Physicians Insurance 
Consultants in Lafayette Hill, Pa.

“You want someone who’s an ex-
pert,” Lawn says. “A lot of the mal-
practice attorneys are well-versed 
in the law, so there’s really no need 
to spend your own money.”

Private attorneys are at another 
disadvantage because they do 
not have a prior relationship 
with the carrier, which can lead 
to miscommunication, mistrust, 
and a disorganized defense, says 
Jennifer Richard, ARM, RPLU, vice 
president at Professional Risk 
Associates, a healthcare insurance 
brokerage in Midlothian, Va.

Involving a private attorney can 
even lead to penalties. “Some poli-
cies will deny coverage if you have 
retained your own attorney to han-
dle the case without the carrier’s 
written permission and the case is 
adjudicated and/or settled without 
the carrier’s knowledge,” Richard 
says. She advises physicians to 
familiarize themselves with the 
part of their policy that dictates 

the carrier’s and physician’s duties 
when a claim is fi led.

Th e exception would be if the 
carrier informs the client that a 
claim is not covered. In that case, 
“it is good to enlist your own 
attorney, at your own expense, to 
protect your potential uninsured 
interests,” she says. In some cases, 
if the client insists and the insurer 
thinks it is to their advantage, the 
carrier will hire on the client’s at-
torney for the duration of the case, 
Lawn says.

Physicians worried that the 
insurer’s attorney will not ade-
quately represent them should 
be sure to purchase polices with 
strong consent to settle clauses, 
which don’t allow insurers to 
settle a claim without the insured 
physician’s permission. However, 

many consent to settle policies also 
have a “hammer” clause which an 
insurer can invoke if a doctor refus-
es to settle. Typically, it states that 
if a doctor insists on going to court 
and is found liable then the doctor 
is responsible for any damages 
beyond the proposed settlement, 
as well as any further defense costs.    

Kenneth Hertz, FACMPE, 
principal consultant with Medical 
Group Management Association, 
says he has seen a practice’s private 
counsel brought in to help settle 
disputes between members of the 
practice as to whether to settle a 
claim. He adds that, even if they 
are not involved in the malprac-
tice case, a practice’s attorney and 
the physician’s personal attorney 
should be kept informed of mal-
practice proceedings. 

“Some policies will 
deny coverage if you 
have retained your own 
attorney to handle the 
case without the 
carrier’s written 
permission 
and the case 
is adjudicated 
and/or settled 
without the carrier’s 
knowledge.” 

—JENNIFER RICHARD, ARM, RPLU, VICE PRESIDENT, 

PROFESSIONAL RISK ASSOCIATES,  MIDLOTHIAN, VA.
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Offi  cer Jack Bretcher, who, in turn, relies on 
insurance broker Professional Risk Associ-
ates.

A broker has the depth of knowledge and 
the experience to know the coverage a prac-
tice needs and the best insurers to provide 
it, Bretcher says. 

“Th ey help us keep abreast of what’s out 
there and what our needs are,” he says, add-
ing that he’s bought extra layers of coverage, 
including cyber insurance, at the recom-
mendation of his broker.   

Even small practices are better off  using 
independent brokers rather than spending 
the time to research policies and carriers, says 
MGMA’s Hertz, a former practice manager. 

“If you can fi nd a broker who is knowl-
edgeable, it’s a lot easier to hire them to do 
the legwork, get the quotes, and educate you 
as a manager,” he says.

RISK RETENTION GROUPS  
An alternative to traditional malpractice 
insurance is a risk retention group (RRG). 
Th ese are liability insurance companies that 
require all company owners to be policy-
holders and vice versa. 

All owners/policyholders must be in the 
same type of business, such as physicians. 
RRGs can off er lower premiums than tra-
ditional carriers and, if they are profi table, 
the owners are paid dividends, but there are 
some drawbacks as well, says Hertz. Th ey 
must be incorporated in at least one state 
but can operate nationwide, largely exempt 
from the oversight of other state insurance 
departments.

Because they were created by federal law, 
they are not subject to the same level of state 
regulation as private carriers. Th ey may not 
have to disclose as much fi nancial informa-
tion and they are not backed by state guar-
anty funds in case of fi nancial troubles. 

Practices should perform due diligence 
on RRGs before deciding to join one, Hertz 
says. Sources of information about them are 
Demotech and Risk Retention Reporter.  

SHOPPING AND UPDATING
Shopping for malpractice insurance can be 
a time-consuming task, so it’s not surprising 
that physicians tend to stick with a carrier 
and policy unless something changes, such 
as a large increase in premiums or a conten-
tious claim. Th at complacency can be costly, 
says Lawn.

“I’ve seen doctors who are looking to save 
expenses, but they don’t bother [compari-
son] shopping one of their highest overhead 
expenses. It makes no sense to me,” Lawn 
says.

But that doesn’t mean shopping every 
year, says Richard, who adds that practices 
should review their policies and compare 
prices every two to three years. 

Ask carriers about ways to earn dis-
counts, says Hertz, who adds that some 
insurers will off er discounts of up to 10 to 
15 percent if doctors attend carrier-led risk 
management programs on how to avoid 
malpractice claims through such things as 
documentation and better patient commu-
nication.

Even if not shopping for a new carrier, 
physicians should periodically check if their 
coverage needs updating to account for de-
velopments since the policy was purchased. 
Richard says the following can result in a 
need for policy changes:

❚ Adding a provider 

❚ Starting a joint venture or new business

❚ Forming a new entity

❚ Changing employers

❚ Any changes in practice parameters, such as 

new services or using new equipment  

“If you have any questions at all, you should 
reach out to your agent, as they can guide 
you through practice exposure changes,” she 
says. 

Medical malpractice insurance
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“I’ve seen doctors who are 
looking to save expenses, 
but they don’t bother 
[comparison] shopping one of 
their highest overhead expenses. 
It makes no sense to me.”

—PATRICK LAWN, OWNER, PHYSICIANS INSURANCE 

CONSULTANTS, LAFAYETTE HILL, PA.
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magine that you and 
your family love going 
to a local chef-owned 
restaurant. Th e service 
is good. Th e price is 
reasonable. Th e staff  is 

friendly and knows your order. You 
know the chef-owner personally, and 
have heard that he often donates 
surplus food to the local food bank. 

Th en a large restaurant chain buys 
up the restaurant. Th e menu looks 
exactly the same, but it doesn’t have 
prices. You go ahead and order the 
Caesar salad and hamburger that you 
always get for $12. After you’ve eaten, 
you get your bill. Th e meal is now $48. 
When you ask why, you don’t get a 
straight answer. 

Finally, after some persistence, 
you discover that the chain-owned 
restaurant has layered in a facility fee: 
a charge that adds no value to your 
dining experience whatsoever, but 
that allegedly helps the corporate en-
tity maintain its overhead and give an 
occasional free meal to the poor—so 
the owners claim.

Facility fee? Th e facility looks the 
same. You fi nd the former owner, 
who looks a little sheepish, and 
demoralized. He tells you he wishes 
he never sold out, but the corpora-
tion pressured him and paid him a 
lot of money. And now the corporate 
honchos are making him prepare 
twice as many meals a day as an 
employed chef. He’s burning out. 

Quality has suff ered. He can’t buy the 
fresh market ingredients he wants, 
but must make do with what the 
company supplies. What’s more, he is 
contractually forbidden from opening 
another restaurant within 100 miles. 
He’s stuck.

You start trying out other nearby 
restaurants to fi nd a new favorite and 
learn they’ve all been bought by the 
same company.

You know where this is going. 

THE WHY OF FACILITY FEES
Every day, hospitals and health sys-
tems are buying independent doctors 
and turning them into employed 
physicians. When they do, hospitals 
tack a facility fee onto the doctor’s 
fee every time he or she performs 

a procedure. Th ese fees add zero 
value, yet the law allows hospitals 
to charge them to “cover overhead.” 
Th ese money-for-nothing fees are 
one reason hospitals can aff ord to 
pay doctors more than doctors can 
earn on their own, and lure them out 
of independent practice—a trend 
that is unhealthy for doctors and for 
Americans.

Because of these fatuous fees, 
the same treatment that cost $500 
in an independent practice, now 
costs $1,500 or $3,000 after a hospital 
buyout. A hospital that employs a 
cardiologist should not get $4,000 
for a heart catheterization when an 
independent doctor performing the 
same procedure across the street gets 
$1,100. 

A procedure should cost the same 
regardless of where it’s performed. 
But our law doesn’t work that way.

IT’S THE LAW
Under current federal law, Medicare 
payments fl ow diff erently depending 
on whether payments go to a hospital 
outpatient setting (via the Outpatient 
Prospective Payment System) or 
to a private physician (through the 
Physician Fee Schedule). Hospitals get 
paid more, often several times more, 
because the system lets them add 
facility fees.

For example, clinic visits are the 
most commonly billed service under 
Medicare. Currently Medicare pays 

Facility fees: Th e farce 
everyone pays for

“[Facility fees] need to go 

away, or at least be made 

very clear in every state. 

If Medicare doesn’t fi x this, 

and lawmakers won’t, that 

leaves it up to doctors and 

patients. Doctors must fi rst 

say no when hospitals bribe 

or bully them to sell out.”
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BY MARNI JAMESON CAREY

Prevent physician burnout by advocating for the profession PAGE 1

$116 for a visit to a doctor in an out-
patient hospital clinic, and only $46 
for the same level visit to an indepen-
dent doctor. Th at diff erence adds up.

CMS has long advocated for equal 
payments, or what the agency calls 
“site-neutrality,” to no avail. Th e 
Medicare Payment Advisory Commis-
sion has advised year over year that if 
Medicare stopped paying facility fees 
our nation could save tens of billions 
of dollars. Th is could be a lot more if 
private insurers followed suit.

Where the facility fees really add 
up is when they compound. See, hos-
pitals require employed physicians to 
refer only to other employed doctors, 
and to order tests only through hos-
pital-owned facilities, regardless of 
whether those doctors or facilities are 
the best or most cost eff ective. Doing 
otherwise is called “leakage,” an 
off ense that sparks an administrative 
rebuke, and often a pink slip. 

So, when a patient with a knee 
injury unwittingly goes to an 
employed primary care doctor, he 
will be referred to a hospital-owned 
orthopedist, who will order an MRI 
from a hospital-owned imaging 
center, then schedule surgery in 
hospital-owned outpatient center. 
Facility fees pile on at every step, so 
a knee surgery that would have cost 
the patient $5,000 through various 
independent practices now costs 
$35,000. When you fi gure that only 
one third of practicing physicians 
today are independent, leaving the 
majority employed, you see how 
facility fees cost us all billions of 
dollars a year. 

For nothing. 

EVERYONE PAYS
Even if you never go to the doctor, 
you pay for this through higher 
premiums, higher deductibles, higher 
taxes, and higher costs of goods and 
services. 

If CMS knows this, why doesn’t the 
agency follow MedPAC’s recommen-
dations and get rid of facility fees? 
Because MedPAC advises Congress. 
CMS can’t change the law. Getting rid 
of facility fees would literally require 
an act of Congress.

And, because the American 
Hospital Association alone spent $22 
million in 2017 lobbying lawmakers 
on behalf of their bottom lines, and 
because it’s tough for lawmakers to 
put patients over their own pockets, 
lawmakers aren’t motivated to get rid 
of these facility fees. (See how much 
your lawmaker gets from healthcare 
special interests on OpenSecrets.org.)

A GAME CHANGER
In late July, however, CMS proposed 
a policy change to move toward a 

site-neutral payment system in in 
2019, which would eff ectively elim-
inate facility fees. If the move goes 
through, Americans would save 
$760 million in 2019 alone. 

Th is would be a huge positive 
step toward fi xing a badly bro-
ken system riddled with perverse 
incentives. But brace yourself for 
a fi erce fi ght from hospitals, who 
aren’t going to give up this gravy 
train easily. 

Meanwhile, facility fees are a 
farce we all pay for. Th ey need to go 
away, or at least be made very clear 
in every state. If Medicare doesn’t 
fi x this, and lawmakers won’t, that 
leaves it up to doctors and patients. 
Doctors must fi rst say no when 
hospitals bribe or bully them to sell 
out. Second, they need to educate 
consumers about choosing inde-
pendent doctors. 

If we expose—or even better—
eliminate facility fees, hospitals will 
stop buying doctors. Independent 
doctors could practice on a level 
playing fi eld. Patients could get 
reasonably priced care. Americans 
would save tens of billions of dollars 
a year in healthcare costs. And a 
burger and salad would be $12 
again, with better service.

Because CMS can’t and Congress 
won’t get rid of hospital-based facili-
ty fees, doctors and patients must 
take action. 

Marni Jameson Carey is the executive 

director of the Association of Independent 

Doctors. www.aid-us.org. You may reach her 

at info@aid-us.org.

THE LAST WORD

“Because of these 

fatuous fees, the same 

treatment that cost 

$500 in an independent 

practice, now costs 

$1,500 or $3,000 after 

a hospital buyout.”
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By Jon Carter, cartertoons.com

“It’s only natural to withdraw a bit 

once you’ve been sued.”
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— KENNETH HERTZ, FACMPE, PRINCIPAL CONSULTANT, MEDICAL GROUP MANAGEMENT ASSOCIATION

FUNNY BONE

IN CASE YOU MISSED IT

“Partner with [your malpractice carrier] as a resource. Th ey’re the 
experts. Th ey’re only too happy to help and they can help 
you stay out of trouble. It’s to their benefi t as well.” PAGE 10
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