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Doctor recommended, 
patient approved

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

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

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

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

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

96% patient satisfaction rate*

#1 GI-recommended laxative for over 10 years

✔

✔

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

http://campaigns.gastro.org/algorithms/constipation/index.html
https://www.miralax.com


everal years ago, when one 
of the multistate lottery 
prizes was at an all-time 
high, a much wealthier 
physician sat me down to 

tell me what to do with my imaginary 
winnings. (Funny, since I didn’t even 
have a ticket yet.) But he, apparently 
having experience as well as several 
million dollars, had plenty of advice on 
what I should do if I come upon a few 
extra millions of my own.

Recently, someone asked my group 
of physicians if we would still work if 
we won the lottery. Th e answers were 
mixed. Some unequivocally said no, 
others said yes, and the majority of us 
said that we would still work—just not 
in the way we are working now.

Generally, I think physicians are 
ambitious, driven people. We have 
spent most of our adolescence and 
young adulthood striving for excellent 
grades. We compete for residency and 
fellowship slots. Once there, we work 
hard to prove ourselves competent. We 
enjoy challenges. We thrive on them.

Of course, we enjoy our time off , 
but not many physicians are people 
of leisure. Th e thought of not having 
something to get up for in the morning 

seems foreign to us. After all, most of 
us entered the profession with at least 
some form of altruism. One of the most 
common answers students give during 
medical school interviews when asked, 
“Why do you want to be a doctor?” is 
“to help people.” So, suddenly skipping 
out on our patients because we won a 
windfall is also not in our nature.

On the other hand, the practice of 
medicine in the United States is also 
not what most of us signed up for. We 
wanted to see patients, help people, 
and make a decent living doing so. 
Instead, we have been degraded to pro-
viders; basically hired help. Regulatory 
requirements are increasing our work-
load without any benefi t to patients 
or physicians. Insurance companies 
interfere with the physician-patient 

relationship. We are forced to see more 
patients in less time and yet are asked 
to document more during those visits. 
Ah, if only we could spend time with 
patients, talk to them, educate them, 
and hold their hands. If we could only 
provide them with the care they need 
without worrying about proper coding.

Although I did buy a lottery ticket 
that day and periodically since, I have 
yet to win enough to change the way I 
work or, for that matter, even buy a cup 
of coff ee. I would love to have enough 
money that would allow me to provide 
care to patients without worrying how 
I am going to pay the staff  or the rent. 
Enough money that would let me see 
the uninsured for free. Enough money 
that would let me help patients get the 
medications they need regardless of 
what their insurance company says. 

Yes, I would still work. But I would 
work my way, the way I wanted to 
ever since I decided to become a 
physician. 

Melissa Young, MD, FACE, FACP is an 

endocrinologist in private practice in 

Freehold, N.J. How would you practice 

medicine if money were not an obstacle? 

Tell us at medec@ubm.com.

Physicians really win the lottery 
when they practice the way they want

“…If only we could 
spend time with 
patients, talk to them, 
educate them, and 
hold their hands.”
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3 tips to negotiate 

value-based contracts
For most physician practices, the transi-

tion to value-based care will not be quick 

nor easy. Th is notion was underscored by 

a 2017 Quest Diagnostics survey, which 

revealed that just 43 percent of physicians 

said they have the tools to succeed in a 

value-based world. 

Clearly, many physicians face signifi -

cant challenges as the healthcare system 

evolves from the fee-for-service payment 

model to value-based care. For physicians, 

getting value-based care right starts with 

negotiating the correct terms in val-

ue-based contracts with payers.

Here are three key steps physicians 

should follow to successfully negotiate 

benefi cial value-based care contracts with 

payers. Th e tips are based on the assump-

tion that physicians who are negotiating 

value-based contracts have performed 

adequate due diligence to ensure that the 

opportunity makes sense, given their prac-

tices’ key characteristics such as patient 

mix and risk tolerance. Also, because val-

ue-based care is still in its early stages, the 

transition to this new model is ongoing 

and evolving, meaning no one has all the 

answers yet. 

1. Find a partner with the right skills: 

Data forms the basis for any contract 

negotiation, so practices need a partner 

that knows how to compile, mine, and 

eff ectively document internal claims and 

patient data that clearly illustrate the 

practice’s history of delivering high-quali-

ty, cost-eff ective care.

MedicalEconomics.com

“Here’s a novel idea: 
cost shouldn’t only 
serve as the goal. It 
can also be the ‘carrot.’ 
In other words, cost 
(price transparency on 
healthcare services) 
can engage the patient, 
allowing for better 
education and thus 
leading to a healthier, 
more compliant lifestyle 
which eventually 
reduces healthcare 
costs.”

— Jonathan Kaplan, MD, MPH, 
on achieving patient engagement 
through price transparency

“Physicians are willing 
and able to care for the 
underserved, the needy, 
and the vulnerable. But 
we are being replaced 
by lesser trained 
providers to save a few 
dollars—which is likely 
to be a short-term cost 
savings at best.”

— Rebekah Bernard, MD, on how 
physician replacements are affecting 
vulnerable patient populations

Bloggers

  MORE ONLINE   For the rest of the story, visit : bit.ly/3-VBC-tips.

Yes: 31%

No: 69% 

Topic Resource Center

HEPATOLOGY

   DAA combination improves 
work productivity in chronic 
hep C patients

  Liver cancer patients should 
receive DAAs with highest 
response rates

  Kidneys infected with hep C 
safe to transplant

For more, visit 

bit.ly/MEC-hep-C.

Poll

D.C. and lower drug prices

Do you think the Trump Administration’s “American 

Patients First” plan to reduce drug prices and reduce 

out-of-pocket costs will make prescription drugs 

more aff ordable for your patients?

Poll conducted on MedicalEconomics.com from May 15 through June 8.

MedicalEconomics.com4 MEDICAL ECONOMICS  ❚  JULY 10, 2018

WWW.MEDICALECONOMICS.COMINTERACTIVE FACEBOOK.COM/MEDICALECONOMICS @MEDECONOMICS

http://medicaleconomics.modernmedicine.com/
http://WWW.MEDICALECONOMICS.COM
https://www.facebook.com/MedicalEconomics
https://twitter.com/MedEconomics
http://medicaleconomics.modernmedicine.com/
http://bit.ly/3-VBC-tips
http://bit.ly/MEC-hep-C
http://medicaleconomics.modernmedicine.com/
http://www.ubmmedica.com
http://medicaleconomics.modernmedicine.com/


MedicalEconomics.com 5    MEDICAL ECONOMICS  ❚  JULY 10, 2018

YOUR VOICE Have a comment?  SEND YOUR THOUGHTS TO MEDEC@UBM.COM

FACEBOOK.COM/MEDICALECONOMICS @MEDECONOMICS

Solo practice 
‘in their death throes’
Unlike Keith L. Martin in “No 

matter the pressure applied, 

independent physicians will 

survive” (First Take, April 25), 

I do not share the optimism 

of the 80-year-old family 

doctor mentioned in the article 

who said that independent 

physicians will survive.

Perhaps large independent 

groups of say fi ve or six 

doctors will survive if they 

have the help of nurse 

practitioners and physician 

assistants and if they use 

EHRs, and if they have staff 

that is adept at coding they 

may just make it. 

But not the solo practices. 

Many are already in their death 

throes. 

Solo practitioners in general 

practice except in some rural 

areas will soon become a thing 

of the past.

Despite the optimism 

expressed by the veteran 

solo practitioner (I liked his 

attitude), the combination of 

the physical and emotional 

stress that goes along with 

seeing patients, complying 

with insurers’ rules and 

regulations, and trying to 

survive fi nancially in solo 

practice have already begun 

turning young doctors away 

from solo practice. 

Edward Volpintesta, MD

BETHEL, CONN.

Payers fracturing physician-
patient relationship

n response to “Waning 
trust in physicians,” (April 
10), the lack of trust in 
physicians by our patients 
can be laid squarely at the 
feet of the health insur-
ance industry. Th ey collect 

the premiums, decide whether or not 
to pay for the care decided upon by 
patient and physician, and then make 
statements such as “investigational,” 
“experimental,” or the most oxymoronic, 
“we are not against the treatment but 
we will not pay for it.”

As the middleman that muddies the 

waters and profi ts the most by doing so, 
we would see a tremendous improve-
ment in the appropriate care of patients 
if health insurers were required to pay 
for all healthcare deemed medically 
necessary and benefi cial to our patients. 
Th e level of customer (patient) satisfac-
tion would be unprecedented. 

Until this scenario occurs, we will 
just continue to treat the symptoms of 
the health insurance “cancer” rather 
than getting to the root of the problem. 

Kevin J. Donnelly, MD

TAMPA, FLA.

I

When cost trumps care, doctors lose respect
It isn’t so much that patients don’t trust 

their doctors, but more that the respect for 

them is diminished. When I was in medical 

school, I was told that we were not just 

doctors but scientists who should strive to 

make healthcare better. 

Now we are called providers that follow 

algorithms and everyone has a doctoral 

degree. Thus, the term doctor to the 

patient is not as meaningful as it used to 

be. Patients also see the money aspect 

more today. In the past, you paid the doctor 

either cash or your deductible and that was 

all. Today the system nickel-and-dimes 

people with constant copays and extra fees 

that the doctor has to collect which makes 

the patient think we only care about the 

money. Due to reduced reimbursement, 

patients also see doctors selling them 

braces, vitamins, stem cells, Botox, and 

anything else that is cash. That is why the 

trust is gone. 

Patients wonder if they get a good deal 

for their dollar when they are badgered 

about money at the front window and then 

the doctor walks in and abruptly walks out 

or tries to sell them something not covered 

by their insurance. The unfortunate fl ip side 

of this is that people want medicine to be 

like the airlines: cheap, on time, and with 

no errors. I believe that we have gone down 

a road that has no turns and where it ends 

is probably not good.

Scott Haufe, MD

DESTIN, FLA.
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VITALS

Chronic care crisis: 
The gap between physicians and patients

A new report from Quest Diagnostics suggests signifi cant care and communication gaps exist 

between physicians and patients that impede the treatment of chronic conditions.

Source: Quest Diagnostics

THE SCOPE OF THE PROBLEM

—Three in four U.S. patients over the age of 65 have two or more chronic conditions

—71% of all healthcare costs are due to chronic conditions 

—Despite this, only 23% of physicians have implemented chronic care management services

95%: I became a PCP to look at the whole patient, 

not just the different conditions they have.

93%: I wish I had some sort of help available to make sure 

my patients with multiple chronic conditions were doing 

all the things they need to be doing.

92%: My patients with multiple chronic conditions struggle 

to stay on top of their issues.

89%: My offi ce tries to follow up with our patients with multiple 

chronic conditions, but there is only so much we can do.

87%: I am concerned my patients with multiple chronic 

conditions are easily overwhelmed.

86%: I am unable to address the needs of my 

chronic care patients adequately.

KEY TAKEAWAY

Only 9% of physicians feel very satisfi ed that 

their patients are getting all the attention 

they need.

Primary care physicians who took the survey agreed 

with the following statements:

PHYSICIAN ISSUES

Physicians are hobbled by time constraints and feel 

helpless to address patients’ comprehensive needs.

What patients don’t share with their physicians:

PATIENT ISSUES

Patients often hide social and behavioral risks from 

their physicians.

43%: of patients with multiple chronic conditions 

worry about developing new conditions

27%: fear falling when outside

22%: fear falling in their home

19%: struggle to stay on top of their 

medical issues and need more help

15%: worry they “have 

no one to talk to”

12%: are concerned 

about either forgetting

to take medications 

or mixing them up
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“For some older 
and sicker Americans, 

healthcare feels like 
a solitary journey.”

—Quest Diagnostics, “Hidden Hazards: Closing 
the Care Gap Between Physicians and Patients 

with Multiple Chronic Conditions”

KEY TAKEAWAY

20% of patients say “much of the time I feel like 

a burden because of my different conditions and 

am hesitant to ask anyone for help.”

http://medicaleconomics.modernmedicine.com/


P
atient portals once were seen as 
a solution to overworked staff  
and lack of patient engagement. 
But even though they’ve been 
available for decades, portals 
have yet to meet those lofty ex-
pectations, a situation for which 
both patients and doctors share 
the blame, experts say. 

Portals enable patients to view their 
health records and lab results online, share 
the information with other providers, and 
exchange secure messages with their doc-
tor and practice staff . CMS thought portals 
were suffi  ciently important to require them 
for EHRs seeking meaningful use certifi ca-
tion, and then include them as part of the 
Merit-based Incentive Payment System. 

TECHNOLOGY SLOW TO CATCH ON
Patients’ reluctance to use portals is docu-
mented in a 2017 Government Accountabil-
ity Offi  ce (GAO) report. It found that, as of 
2015, only 30 percent of outpatient Medicare 
benefi ciaries were using them, even though 
87 percent of Medicare-eligible practices 
made portals available to their patients.

But the fact that most practices now have 
portal capability doesn’t mean providers are 
using the technology to its full capacity, says 
Michael McCoy, MD, the fi rst chief health 

information offi  cer at the Offi  ce of the Na-
tional Coordinator for Health Information 
Technology. “Most physicians haven’t really 
embraced using it in a way that shifts work-
load, which is one of the things online access 
was meant to do,” he explains. For example, 
many practices don’t use portal features, 
such as allowing patients to schedule visits 
or check-in online, that would save time and 
streamline practice operations.

Th e GAO report found that portal use is 
lowest among patients at practices in rural 
or high-poverty areas, areas with a high-
er-than-average percentage of residents 
over age 65, and practices with 10 or fewer 
providers. In other words, age, poverty, and 
lack of access to broadband often are im-
pediments to widespread use of portals.

Th ose fi ndings are refl ected in physicians’ 
experiences with getting patients to use por-
tals. Charles Cutler, MD, an internist in the 
Philadelphia suburb of Norristown, Pa., says 
his practice began signing up patients for its 
portal a little over a year ago, but thus far, 
not many have used it to communicate with 
him. “I have a practice that is largely geriat-
ric and blue collar,” he says. “Th ey still pre-
fer to contact me by telephone. Th ere just 
hasn’t been that much interest in e-mail.” 

A few of Cutler’s patients have been using 
the portal to view results of their lab tests, a 

by  JEFFREY BENDIX Senior editor

Patient portals 

showing 

mixed results

HIGHLIGHTS

  Many older 

patients remain leery 

of technology when it 

comes to their health 

records, which limits 

portal adoption.

  Patients who want 

to reach out through 

the portal want an 

experience that’s easy 

to use, intuitive, and 

that puts them in touch 

with their physician.
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Technology

fact that he usually discovers when the pa-
tient comes in for something else. “I’ll say, 
‘I see you had blood tests a few months ago 
and we haven’t discussed those results,’ and 
they’ll tell me ‘I looked at the results online 
and they were all normal, so I didn’t think I 
needed to call you,’” he says.

Gordon Jones, MD, a primary care prac-
titioner in a multi-specialty group based in 
Sikeston, Mo., says he and his colleagues be-
gan signing up patients for its portal about 
fi ve years ago, but “We have a great deal of 
diffi  culty persuading people to get on it,” he 
says. He estimates that about 10 percent of 
his patients are using it. 

Part of the problem, he says, lies in 
Sikeston’s location, a rural area 150 miles 
from St. Louis and Memphis. And though 
most of his patients have internet access, 
few have high-speed broadband in their 
homes, making portal use more diffi  cult. 

Th e challenge is compounded, he says, by 
older patients’ discomfort with computers. 
“But there’s also the problem that if you go to 
multiple doctors, they each have their own 
portal that you have to remember passwords 
and sign-in codes and everything else, so it be-
comes just one more thing to be hassled with.”

DOCTORS AT FAULT, TOO
McCoy, who is now CEO of Physician Tech-
nology Services Inc., attributes providers’ 
unwillingness to fully utilize portal features 
to the fact that they could lead to changes in 
practice workfl ows and/or make some staff  
members redundant—neither of which are 
easy topics for practices to address. “Who 
wants to talk about staff  reductions? Th ey’d 
rather tick along as they are than make some 
of those hard decisions,” he says.

Moreover, features such as scheduling ap-
pointments online now are routine among 

Patient portals

Patient portal history

1990s  The earliest patient 

portals debut at healthcare 

organizations including the Palo 

Alto Medical Foundation (MyChart), 

Beth Deaconess Medical Center 

(PatientSite), and Children’s Hospital 

Boston (Indivo).* 

1990s 2005-2006 2007 2009 2010 2011 2012 2014 2015

* Halamka JD, Mandl KD, Tang PC, J Am Med Inform Assoc. 2008 Jan-Feb; 15(1):1-7

2005-2006 Early versions of 

patient portals become part 

of EHR systems promoted to 

hospitals and practices as ways 

to connect patients to healthcare 

providers via the internet

2007  Microsoft launches 

HealthVault, a free personal 

health record service for 

consumers and businesses to 

record and share patient data. 

2009 The Health Information 

Technology for Economics and 

Clinical Health (HITECH) Act 

becomes law, creating “meaningful 

use” requirements for EHRs 

and other health information 

technology. Many EHR vendors 

begin promoting portals as add-

ons for their systems.

2010  Report in Journal of General 

Internal Medicine shows promise 

in patient portal use among 

disadvantaged populations. 

From 2008-2010, of 74,368 

adult patients in a federally 

qualifi ed health center, 16 

percent received an access code; 

60 percent of those patients 

activated their portal account; 

and 49 percent used the account 

two or more times. 

2011 After a three-year run, 

Google shuts down Google Health, 

its online personal health record 

system founded three years earlier. 

Experts cite patients’ desire to use 

their physician’s or health plan’s 

portal instead as a key reason for 

the initiative’s demise.

2012 Kaiser Permanente 

announces use of its 

portal-driven “My Health 

Manager” rises to four 

million patients, or 

63 percent of Kaiser’s 

eligible members. 

Members use it to check 

labs, send e-mails, etc.

2015 With the passage 

of MACRA, and its Merit-

based Payment Incentive 

System (MIPS), patient 

portals play key role in 

the four categories of the 

value-based program’s 

patient engagement 

initiatives.

2014 Patient portals 

become a mandate of the 

Meaningful Use program, 

with requirements for 

physician and patient use 

increasing as physicians 

attest to higher levels.

“I have a practice 
that is largely 

geriatric and blue 
collar. They still 

prefer to contact 
me by telephone. 
There just hasn’t 
been that much 

interest in e-mail.”

—CHARLES CUTLER, MD, 

INTERNIST, NORRISTOWN, PA.
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Technology

other types of service providers, and 
the fact that they’re often not available 
in healthcare adds to patients’ frustra-
tions with portals, McCoy notes. “If you 
can go online to buy an airplane ticket, 
select a seat, and check in for your fl ight 
without ever talking to a human, what’s 
so diffi  cult about being able to schedule 
a routine physical exam?” 

BENEFITS OF PORTALS
Still, with all their shortcomings, many 
physicians feel portals benefi t them 
and their patients in a variety of ways. 
“From a doctor’s standpoint, one of 
the nicest parts is the ability to com-
municate more easily with patients,” 
says Betsy Greenleaf, DO, an OB/GYN 
in a Rumson, N.J., group practice that’s 

Patient portals

36Continued on page

Patients want an 
easy-to-use portal 

experience 
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REAPING THE FULL BENEFITS OF YOUR PATIENT PORTAL
Increasing patient engagement can be accomplished by taking advantage of an existing patient portal in more 

strategic ways. Since many patients already use their practice’s portal to access and schedule appointments or 

fi nd lab results, it’s a natural place to engage them more fully and more often. Not only can the portal help make a 

patient’s experience easer, it can improve organizational effi ciency and cost savings at the same time. 

Here are seven ways practices can put their patient portal to use and reap the rewards of deeper patient 

engagement.

1
 Access health records in one place. 

Perhaps most importantly, the portal can be used to 

share a patient’s full picture of their records, which can help 

them more proactively manage their health. Enabling a patient 

to connect to all of their clinicians and hospitals and see all of 

their healthcare data in a single portal can be accomplished 

using tools that collect data from multiple acute and ambulatory 

information sources, and standardize them into a single registry 

for easy viewing.

2
 Monitor patient engagement activity. 

Obtaining outcomes requires modifying patient behavior. 

Enabling patients to engage in self-management and then 

tracking whether they are fulfi lling the desired actions is 

a critical step to determine which interventions are most 

successful at an individual patient level. 

3
 Schedule appointments. 

To save time and make scheduling vastly more effi cient, 

patients can be given the ability to schedule their own 

appointments online or via a mobile app. This saves time for 

front-offi ce staff and allows them to be more effi cient and focus 

on other priorities. 

4
 Complete electronic forms—once. 

Being able to fi ll out necessary forms online before and 

after visits is a big convenience for patients. Having information 

imported into the EHR so it only has to be completed once is 

even bigger, reducing friction in the patient experience while 

making data collection much more effi cient in the process.

5
 Make communication easier. 

Giving patients the option to choose how they receive 

communications, including automated emails, texts, or phone 

calls, can streamline communications while helping 

organizations comply with additional requirements. The portal 

can also be used to coordinate medication refi ll requests, pay 

bills, and supply visit and discharge summaries. To maximize 

the portal further, organizations can enable secure messaging 

between patients and practice staff as well.

6
 Provide patient education. 

Providing online education materials for patients to 

access and review at their convenience is another key aspect 

of the portal. Educational tools including specifi c information 

regarding a health condition, what symptoms a patient may 

experience, or discussing what decisions a patient might face 

due to their condition help patients increase their participation 

in care decisions and overall management of their care. 

7
 Set up home device monitoring. 

Wireless monitoring devices that automatically transmit 

data and store it in the patient portal can help patients better 

manage their chronic conditions, while helping clinicians 

manage their care plans, spot trends, and improve and 

sustain their clinical and fi nancial outcome goals. As a quickly 

growing market, today’s most popular vital signs monitoring 

devices include blood pressure, pulse oximeters, temperature 

monitoring, and blood glucose monitoring devices. Practices 

looking to include home monitoring data within their patient 

portal should check with their vendor to check the availability 

of interfaces and application programming interfaces that can 

enable integration of this information into their practice. 

Gary Hamilton is chief executive offi cer of patient portal 

software provider InteliChart.
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and should focus on a 

single topic, like their 

recent visit or changes 

you’ve made like new 

technology or services. 

Don’t do it all in one survey.

Be timely: For a post-visit 

patient survey, send it out 

within 24 to 48 hours. The 

sooner the better. You want 

to strike while patients 

remember their experience. 

Get hard data: Avoid 

creating open-ended 

survey questions. It’s 

appropriate to have a spot 

at the end for additional 

comments, but you want 

to be able to easily analyze 

the data. Use multiple 

choice and “yes” or “no” 

questions. For example, 

don’t use, “Tell us what 

you thought of the wait 

time.” Instead, ask, “Was 

the wait time reasonable, 

yes or no?”

Go digital: Create 

and send your surveys 

electronically. People prefer 

online survey 30 times 

more than paper ones. 

Using a digital platform also 

allows you to automate 

the sending of surveys, 

personalize them to the 

patient, and easily see the 

results.

Where bad 
experiences happen

If you aren’t currently 

conducting patient 

surveys, then your 

priority should be to get 

one in place and start 

gathering data about your 

patients’ experiences. 

This baseline information 

is what you can use to 

make improvements. 

There are many solutions 

you can use to generate 

electronic surveys, but one 

designed for healthcare 

will provide some preset 

questions that you can 

customize to your practice. 

Also, consider editing or 

adding some questions to 

help you gauge how you 

are doing in addressing 

patients’ top frustrations.

The Solutionreach Pa-

tient-Provider Relationship 

Study identified a few key 

areas of poor experience 

from the patients who 

had left their provider 

in the last year. These 

included:

P oor experience 

with offi ce staff

Feeling more like a 

number than a person

Diffi culty scheduling 

a more seamless digital 

experience. And they are 

showing their frustration 

with a poor experience 

and communication by 

walking out. One in 10 

patients left their primary 

care physician last year 

and one in three say they 

may leave in the next two 

years, according to Solu-

tionreach’s Patient-Provider 

survey. Nearly 40 percent 

of those who already left 

said it was entirely about 

experience. 

Best practices
This trend shows it’s 

more important than ever 

to be able to track and 

monitor patient satisfaction 

and take steps to make 

improvements to meet the 

changing expectations of 

patients. 

To effectively gauge 

what patients think and 

identify areas for improve-

ment, here are four best 

practices to follow:

Keep it simple: You can’t 

do anything about preset 

CAHPS surveys, but you 

can control the length and 

complexity of a patient 

survey you send out. It 

shouldn’t take more than 

fi ve minutes to complete 

Physician reimbursement 

is being increasingly 

impacted by patient 

satisfaction scores. Once, 

this was something only 

hospitals had to worry 

about, but now it’s affect-

ing practices of all sizes. 

If you are participating in 

Medicare payment reform, 

known as MACRA, it may 

impact you even more. But 

for those who are exempt, 

value-based reimburse-

ment is the trend, and 

patient satisfaction will 

affect revenue, if it isn’t 

already.

Unfortunately, getting 

those good scores is 

becoming harder. Patients 

are comparing their health-

care experience against 

their experiences in retail 

and the service sector. 

And, let’s face it, health-

care hasn’t been known 

for providing modern, 

super engaging, seamless 

experiences. Still, one 

study showed that about 

half of patients expect the 

same customer service 

experience in healthcare 

that they get in retail.

From the way patients 

fi nd a provider—through 

online reviews—to the 

way they communicate 

before and after visits—via 

text—patients do want 

5 best practices to improve practice 
performance and patient satisfaction scores
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The Opioid Problem
Our communities across the nation are fooded with opioid prescriptions, with the Centers for Disease Control 
and prevention reporting that over 214 million opioids were prescribed in 2016 (Figure 1).1  This excess of 
prescriptions has resulted in the current opioid crisis, where it is estimated that, in 2016, at least 2.1 million 
people were living with an opioid dependency,2 while only 374,000 individuals sought treatment.3  Current laws 
aim to reduce opioid prescriptions, but do not address treatment solutions.  Recent expansion of Suboxone®/
buprenorphine waivered physician capacity limits, as well as state laws encouraging medication-assisted 
treatment (MAT), are shifting treatment into clinical settings, but a shortage of providers continues to limit 
patients’ access to recovery services.

Considerations When Implementing Medication-Assisted 
Treatment for Opioid Dependent Patients
Jennifer A. Collins, PhD, F-ABFT   |   Karla J. Walker, PharmD, DABCC, FACB   |   Glynn Chaney, MS, TC-NRCC   |   Brett Meyers, MD

2016 Annual Economic Impact: $95.3 Billion

Productivity - Fatal    $43.2 Billion

Productivity - Nonfatal   $12.4 Billion

Health Care - Overdoses   $12.2 Billion

Health Care - Indirect   $9.2 Billion

Criminal Justice    $7.8 Billion

Child & Family Assistance  $6.1 Billion

Education     $4.4 Billion

Figure 27

Financial Impact of the Opioid Crisis
It is estimated that in 2016, the annual potential economic 

beneft of eliminating the opioid crisis added up to $95.3 billion 

(Figure 2).7  Taking action by investing in addiction treatment 

programs will provide both economic and social benefts.  For 

example, it is estimated that every dollar invested in addiction 

treatment programs can produce economic savings of $4 to $7 

in reduced drug-related crime, criminal justice costs, and theft.8  

Total savings can top costs by a ratio of 12 to 1 when health care 

related savings are included.8

OPIOID CRISIS ANNUAL STATISTICS*

>214M PRESCRIBED1

2.1M DEPENDENT2

1M HEROIN4

143K OVERDOSES5 

53K DEATHS4,6

19,413 fentanyl (synthetic opioids)

15,469 heroin

14,487 prescription opioids 

  (natural, semisynthetic)

3,373 methadone

*Statistics from available 2016-2017 data

Figure 11

FACULTY
Jennifer A. Collins, PhD, F-ABFT – Vice President and Director, Forensic Laboratory, MedTox Laboratories, LabCorp Specialty Testing Group, St. Paul, Minnesota

Karla J. Walker, PharmD, DABCC, FACB – Director, Clinical Laboratory, MedTox Laboratories, LabCorp Specialty Testing Group, St. Paul, Minnesota

Glynn Chaney, MS, TC-NRCC – Vice President, Laboratory Corporation of America, Research Triangle Park, North Carolina

Brett Meyers, MD – Medical Director, Population Health and Value-Based Care, The Recovery Platform

The Importance of Expanding 
Medication-assisted Treatment
With the current shortage of providers qualifed to administer MAT, 

it is critical to focus on ways to encourage physicians to apply for 

Suboxone®/buprenorphine waivers, and provide solutions that can 

help physicians expand patient care in their local communities.  In 

2016, there were almost 1 million active licensed physicians in the 

US,9 but only 50,000 providers are currently approved to provide 

MAT.10

In order to maintain a Suboxone®/buprenorphine waiver, 

physicians must meet Substance Abuse and Mental Health 

Services Administration (SAMHSA) requirements including 

review of the state controlled substance database,13 randomized 

urine drug testing,13 and the capability to refer patients to 

counseling.14
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Policy Driven Guidelines For Drug Testing
With the growing national concern regarding prescription drug 

dependency, some physicians may consider utilizing a screen-

only (presumptive) drug test to evaluate patient drug use at the 

time of the ofce visit.  When deciding upon laboratory testing, 

it is important to consider the individualized patient risk, payer 

policy coverage indications, and methodology-specifc testing 

limitations as it relates to the individual patient situation.  The 

decision to test must be based on medical necessity documented 

by the clinician, with test results used by the clinician to manage 

prescribing for the patient.  Elements of medical necessity to be 

identifed during clinical assessment and documented in the 

medical record should include the following:

• Patient history, physician exam and previous lab fndings;

• Current treatment plan;

• Prescribed medication(s);

• Risk assessment plan.

Comparing Point Of Care Testing vs Commercial 
Laboratory Performed Testing
When deciding between diferent testing options, it is important 

to evaluate the method’s performance characteristics and 

implications for patient care.  For example, point of care testing 

can provide immediate results during a patient visit, versus 

commercial laboratory performed testing.  However, point of care 

testing often requires manual and subjective visual interpretation 

performed by physician staf, while commercial laboratory testing 

includes instrumented analysis and interpretation with the 

option to refex to confrmation (defnitive) testing based upon 

a physician’s request (Table 1).  It is also important to consider 

that most point of care testing does not detect some drugs of 

abuse, including synthetic opioids such as fentanyl and fentanyl 

derivatives, synthetic cannabinoids (K2/Spice), cathinones (“bath 

salts”), kratom, and other drugs or analogues.  These additional 

drugs of abuse may be detected using commercial laboratory 

performed testing based upon availability at the performing 

laboratory. 

Table 1

Comparing Point Of Care Testing and Commercial Laboratory Performed Testing

Point of Care Testing Commercial Laboratory Performed Testing

Test method Screen (presumptive) immunoassays and enzymatic 
assays; typically visual read.  
Examples: point of care devices – cups, strips

Screen (presumptive) immunoassays and enzymatic 
assays, using spectrophotometric detection, with 
option to perform confrmation (defnitive) mass 
spectrometry with chromatographic analysis 
including gas-chromatography mass spectrometry 
(GC/MS) and liquid chromatography tandem mass 
spectrometry (LC/MS/MS).

Typical results Presumptive only, indicating presence (“positive”) or 
absence (“negative”) of a drug or drug class

Presumptive (presence or absence of a drug or drug 
class) and/or defnitive, providing identifcation 
and/or quantitation of individual drugs and/or 
metabolites within the drug class

Features of Each Testing Methodology Point of Care Testing Commercial Laboratory Performed Testing

Option for results at point of care Yes No

Quantitative or qualitative results determined 
by analyzer instruments

No, typically manual visual interpretation performed 
by physician staf

Yes, with option to refex to confrmation (defnitive) 
testing based upon physician order request

Includes quality control measures to facilitate 
consistent assay performance

Internal device control for device performance; 
quality control for drug tests must be purchased 
separately

Yes, external quality control required for CLIA is 
standard with high quality commercial testing labs 
(including SAMHSA certifed labs)

Access to technical laboratory experts to 
discuss result interpretation

No, physician staf is required to interpret results Yes, when available through the commercial 
laboratory

Capability to transmit results via electronic 
health record

No, physician staf is required to record and enter 
results into EMR/EHR

Yes, when available through the commercial 
laboratory

Detects drugs/drug classes not available with 
point of care devices

No, requires sending additional testing to a 
commercial laboratory

Yes, when available through the commercial 
laboratory

Figure 3
To qualify for a Suboxone®/buprenorphine waiver, physician ofces are required to:
1. Currently registered with the Drug Enforcement Administration (DEA) to dispense controlled substances11

2. Register for a Buprenorphine Waiver11 on the SAMHSA website, https://www.samhsa.gov
3. Complete Buprenorphine training (8 hours online or in-person)12

4. Establish Ofce Procedures for opioid use disorder treatment12

5. Assess a patient who has an opioid dependency12 including relevant baseline laboratory testing
6. Develop a treatment plan based on the patient diagnosis12

2
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Table 2

Considerations for Confrmation (Defnitive) Testing Based On Screen (Presumptive) Test Results

Drug/Drug Class Overall performance of screen testing for MAT
Drugs within the 
class with potential
of false negative

Other drugs outside of the class 
with potential of false positive*

Amphetamines
Methamphetamines

MDMA

Potential for false positives due to cross-reactivity 
with non-amphetamine compounds

Methylphenidate15 
(Concerta®, Ritalin®)

Bupropion15 (Wellbutrin®), Ephedrine,15 
Pseudoephedrine,16 Trazodone16 
(Desyrel®), Phentermine15

Barbiturates Reliable, low frequency of non-prescribed use

Benzodiazepines
Potential for false negatives with lorazepam and 
clonazepam

Lorazepam17 (Ativan®), 
Clonazepam18 (Klonopin®)

Sertraline16 (Zoloft®)

Buprenorphine

Reliable for sublingual/ buccal formulations; 
thresholds are inadequate to detect transdermal 
formulations.  When monitoring prescribed 
medications, unable to detect “pill scraping”

Cocaine Reliable, low potential for false positives

Methadone
Moderate potential for false positives; when 
monitoring prescribed medications, unable to detect 
“pill scraping”

Tapentadol17 (NuCynta®), Tramadol18 
(Ultram®)

Opiates

Reliably detects codeine, morphine, hydrocodone 
and hydromorphone; when monitoring prescribed 
medications, unable to identify a specifc drug within 
the class and unable to detect “pill scraping”

Oxycodone – an opiate drug that has 
poor to little cross-reactivity with 
opiate drug class immunoassays. 
However, large amounts of oxycodone 
may result in positive results for some 
opiate class immunoassays.

Oxycodone
Reliably detects both oxycodone and oxymorphone; 
when monitoring prescribed medications, unable to 
detect “pill scraping”

Hydrocodone15 – has been noted as 
a cross-reactant in some oxycodone 
class immunoassays.

Phencyclidine
Potential for false positives due to cross-reactivity 
with non-phencyclidine compounds 

Dextromethorphan,16 
Diphenhydramine16, Venlafaxine16 
(Efexor®), Ketamine16 

Propoxyphene
Reliable, low potential for false positives, low 
prevalence in the general population

THC Reliable, low potential for false positives 
Synthetic cannabinoids 
(K2/Spice)15

Tricyclic Antidepressants
Potential for false positives due to cross-reactivity 
with non-tricyclic antidepressant compounds 

Non-Tricyclic 
Antidepressants15

Antihistamines,21 Cyclobenzaprine15 
(Flexeril®)

*Note:  Drugs that cause false positive results vary by device and/or assay.  Examples of drug brand names are indicated in parentheses next to the generic 
formulations.  Drug names listed herein are registered trademarks of their respective owners.

When interpreting point of care test results or screen (presumptive) 

immunoassay results, it is important to understand the overall 

performance and limitations of the screen (presumptive) 

testing and whether it might be medically necessary to request 

confrmation (defnitive) testing.  There are several screening test 

performance measures that may be considered for a specifc drug 

or drug class (Table 2).  

For example, cocaine screen testing is very reliable with low 

potential of false positives, and unexpected positive results 

may not require confrmation (defnitive) testing depending on 

corroborating factors.  In contrast, buprenorphine screen testing 

is very reliable but cannot identify patients engaged in “pill 

scraping” behavior, so positive screens may require confrmation 

(defnitive) testing to identify presence and amount of the 

norbuprenorphine metabolite.

Physicians are responsible for evaluating test results compared 

to the prescribed medications and reported patient history, 

identifying if additional confrmation (defnitive) testing may 

be warranted, and determining whether the lab results in 

conjunction with patient assessment may indicate a change in 

patient care and/or prescription status.  It is important to consider 

the overall performance and limitations of point of care testing 

compared to laboratory-based analysis with associated expertise 

and capabilities in drug testing.

3
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Standard workfow 
(before The Recovery Platform)

1.5 hours, including 1-on-1 
counseling

Workfow using 
The Recovery Platform

0.6 hours, including 1-on-1 
counseling

Time savings & productivity per 
patient visit

0.9 hours (59% decrease)

Figure 422

Digital Solutions – Bringing Compliance 
To Recovery
Leveraging technological solutions can help physicians to adhere to 

SAMHSA requirements in order to continue prescribing Suboxone®/ 

buprenorphine as part of MAT for opioid use disorder (OUD) patients.  

The Recovery Platform, available through LabCorp, is a digital 

electronic health record plug-in designed to monitor the progress 

of OUD recovery through a patient compliance dashboard and 

integrated digital capabilities.  LabCorp is the exclusive national 

laboratory integrated within The Recovery Platform.  The Recovery 

Platform allows physicians to

• Review details of a patient’s medical history

• Efciently review patient progress over time utilizing centralized 

compliance data

Physician Experience With The Recovery Platform
The Recovery Platform can allow physicians to increase 

productivity and improve overall patient care.  Results from a 

3-month pilot study22 using The Recovery Platform showed a 

59% decrease in average staf time per patient, which can result 

in more efcient workfow and increased productivity (Figure 4).

The study also found that 87% of patients were still in the practice 

care program.  This indicates that The Recovery Platform could 

improve overall patient care by providing needed support and 

ease of use that enables patients with their recovery.

Facilitating Collaborative Patient Care 
To Address The Opioid Crisis
Combining software designed to monitor a patient’s progress 

with appropriate laboratory testing can support compliance 

with MAT, and help patients with their recovery.  Use of a digital 

solution such as The Recovery Platform can facilitate collaborative 

patient care by connecting each part of the care team ecosystem, 

including the physician, psychiatric consultants, counselors, 

laboratories, pharmacies, and state prescription drug monitoring 

program databases.  Successful collaborative patient care can 

help beneft local communities and positively impact patient’s 

lives by addressing the opioid crisis.
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your post-visit survey or 

send out a single survey 

specifi cally about those 

changes. Following up 

shows patients you are 

committed to improving 

their experience and 

continues to engage 

them in the process. 

These types of ongoing 

interactions and 

engagement are a key 

way to build loyalty at a 

time when patients are 

more likely than ever to 

go elsewhere when they 

are dissatisfi ed 

to improve. Get the staff 

involved and engaged. 

Be open to changes or 

upgrades in technology and 

processes to help address 

problems.

Build loyalty
Finally, make sure that as 

you implement changes 

and settle into new 

ways of doing things 

that you follow up to 

see what patients think. 

Surveys should not be 

static. If you’ve made 

changes, then change 

and make a list of areas 

to work on. Then you 

can begin to tackle 

improvements. Some tips 

to make that process more 

successful include:

Group potential 

improvements into small 

changes and big changes. 

A small change might be 

something like temperature 

control and a big change 

might be service training 

with staff.

Tackle bigger changes 

one at a time. The little 

things like adding a coffee 

station to the waiting room 

can quickly be ticked off 

the list. 

Get as much buy-in 

on the big changes 

as possible. Share the 

feedback from patients 

and ask for input on how 

(both wait times and 

availability of methods for 

scheduling)

Poor communication 

with the offi ce

Take the opportunity to 

ask if staff were friendly, 

if patients found it easy to 

schedule an appointment, 

and if they received 

communications from 

the practice through their 

preferred method (i.e., 

text or email). If scores 

are low for friendliness, 

then you know this is an 

area for improvement. If 

lots of patients say they’d 

like to get communication 

via text and you aren’t 

offering that, then you 

know that is something to 

change.

Learn from results
Take this simple feedback 

Josh Weiner is chief operating officer of 

Solutionreach, a company that specializes in 

patient relationship management solutions. 

Send your practice management questions to: 

medec@ubm.com.

SAMPLE PATIENT SURVEY

How satisfi ed are you with the   

following (on a scale from 1 to 5)?

YOUR APPOINTMENT:

]  Ease of making appointments.

]  Appointment available within 

a reasonable amount of time.

]  Getting care as soon as you 

wanted it.

]  The effi ciency of the check-in 

process.

]  The waiting time in the reception 

area and exam room.

]  Ease of getting a referral when 

you need one.

]  Provider’s ability to answer 

your questions.

]  Amount of time spent with you.

]  Explaining things in a way you 

understood.

OUR STAFF:

]  The courtesy of our receptionist.

] The caring of our nurses.

]  The helpfulness of those who 

helped you with insurance.

]  Physician’s willingness to listen 

to you.

OVERALL SATISFACTION:

]  Would you recommend us 

to your family and friends? 

(Yes, no, not sure)

Source: Medical Group Management Association
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E
state planning may not be the fi rst 
item on the to-do list once physi-
cians complete residency and start 
practicing, but it should be.

Physicians have similar con-
cerns and needs when it comes 
to estate planning as non-doctors 
do, but they accumulate wealth to 
a greater degree and more quickly 

than most people, says Kara Rademacher, 
JD, an estate planning and administration 
attorney with New York City-based law fi rm 
Douglass, Rademacher and Brown. Further-
more, physicians work in a profession with 
a high likelihood of getting sued, hence the 
more urgent need for estate planning that 
protects assets and puts in place direction 
for transitioning or unwinding a medical 
practice. 

But one of the main obstacles in con-
ducting due diligence in estate planning is 
contemplating death, a task no physician 
enjoys, says Lori Anne Douglass, JD, an es-
tate planning attorney and colleague of 
Rademacher at the law fi rm. So she suggests 
that her clients to reframe their perception 
of estate planning. 

It is, she says, about protecting assets 
for future use before death as much as it is 

for leaving a legacy. “People think of estate 
planning as planning for your death, but it’s 
really planning for your own future.”

To ensure eff ective protection, physicians 
must put in place basic estate planning 
documents and consider going above and 
beyond those with some asset protection 
strategies. 

Core estate planning documents, dictat-
ing what happens to a person’s assets after 
death or incapacitation, include a last will 
and testament, a fi nancial power of attor-
ney, and a medical power of attorney. 

Th ere are do-it-yourself services for cre-
ating a will, but a physician’s estate is com-
plicated enough to warrant hiring an attor-
ney, says Rademacher. “Physicians should 
look for an attorney who has expertise not 
only in estate planning, but in asset protec-
tion and business succession planning as 
well,” says Rademacher. 

FINDING THE RIGHT ASSISTANCE
One way to fi nd a reputable estate planning 
attorney is to ask for a referral from another 
attorney, such as a real estate attorney. At-
torneys, Rademacher says, tend to be well 
connected with each other across practice 
areas and often have a good sense of exper-

by  STEPHANIE BOUCHARD Contributing author

Given their salaries and chances of getting sued, physicians 

should strongly consider estate planning after residency

Estate protection:

Plan early, plan often

HIGHLIGHTS

  If a physician 

only takes one estate 

planning action, the 

last will and testament 

is the way to go 

because it ensures 

the testator’s wishes 

dictate what happens.

  An effective 

fi nancial power of 

attorney grants an 

assigned person the 

authority to manage 

the fi nances of an 

individual who is alive 

but incapacitated.
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tise and quality. Financial advisers or other 
service professionals, such as accountants, 
could also be resources for a referral.

Other sources for fi nding an estate attor-
ney include the local bar association and a 
lawyers’ rating service called the Super Law-
yers directory for the geographic area where 
the physician lives or works.

Physicians should identify two or three 
potential estate attorneys and call each to 
learn what their services cost, how the bill is 
calculated, and when payment is expected, 
says W. Ben Utley, CFA, president of Physi-
cian Family Financial Advisors in Eugene, 
Ore. Utley often gets estate planning con-
versations started with his clients and then 
connects them to estate planning resources.

After selecting an attorney, physicians 
should make two key appointments at the 
same time: the fi rst to discuss what should 
be in the will and the second to execute 
what was discussed in the fi rst appoint-
ment, he says.

To save money, there are steps physicians 
should take before meeting with the attor-
ney, Utley says, such as deciding who will 
be named guardians of any children or what 
happens to assets in the event of the death 
or incapacitation of all benefi ciaries named 
in the will. Physicians should also make lists 
of all assets, all debts, any life insurance doc-
uments, and benefi ciaries (such as for 401(k) 
plans). 

“It’s better to do this thinking when you’re 
at home than when you’re sitting in front of 
an attorney at $300 an hour,” he says. 

THE WILL: THE HEART OF 
ESTATE PLANNING
Th e will is the centerpiece of an estate plan. 
It dictates how and to whom assets are dis-
tributed after death. It also designates an 
executor—the person who will administer 
the estate. 

An eff ective will not only sets forth the 
wishes of the testator (the person making 
the will) but also provides for contingencies, 
says Rademacher. 

For example, if, at the time the testator 
signs the will, he or she is married without 
children and has assets below the federal 
and state estate tax exemption amounts, the 
will should set forth how the estate should 
be administered if a spouse survives or pre-
deceases him or her and what to do if there 
are surviving children.   

For physicians in solo practice, the will’s 
executor would also oversee decisions relat-
ed to the practice. If the executor isn’t famil-
iar with the physician’s practice, someone 
who is familiar with the practice should be 
assigned, she says. Th at person will use the 
procedures outlined in the practice’s busi-
ness documents to dictate what happens 
with the practice—for instance, whether 
and how ownership is transferred or if it’s 
shut down.

A will only controls assets in an individ-
ual’s name. It does not govern the distribu-
tion of assets held jointly, such as the title 
to a home that is in a physician’s name and 
the spouse’s—or those items with their own 
benefi ciary designations, such as a 401(k) or 
life insurance policy. 

A will also should designate someone 
to manage digital assets, Rademacher says. 
Th at person will have the authority to close 
social media profi les, shut down blogs, or 
transfer them to someone else. 

Without legal designation in the will—or 
in a fi nancial power of attorney in case of 
incapacitation—online accounts often can’t 
be touched, she says. Some states have reg-
ulations about digital asset management af-
ter death or incapacity. 

If a physician only takes one estate plan-
ning action, the last will and testament is 
the way to go because it ensures the testa-
tor’s wishes dictate what happens rather 
than the state being in control and it will 
save the surviving family a lot of hassle.

Th omas Leitner, MD, JD, a Wiscon-
sin-based attorney specializing in estate 
planning, was about a decade into his career 

Estate planning
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“It’s better to do this thinking [about 
a physician’s personal estate planning 
situation] when you’re at home than 

when you’re sitting in front 
of an attorney at $300 an hour.”

— W. BEN UTLEY, CFA, PRESIDENT, PHYSICIAN FAMILY FINANCIAL ADVISORS, 

EUGENE, ORE.
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in internal medicine when his father, living 
in New York, died unexpectedly. 

While his father was in his early 80s and 
had “reasonable” fi nancial resources, he 
hadn’t set up a will. A concentration camp 
survivor, Leitner’s father was intensely pri-
vate and reluctant to discuss personal mat-
ters—even with his family—and distrusted 
lawyers intensely. 

Without a will, his estate went into pro-
bate. “It was an eye-opening experience to 
say the least,” Leitner says. It took over 18 
months and $30,000 in legal fees to resolve 
his father’s estate. Having an estate plan in 
place is important, he says, “… because if 
you don’t and you pass away early, you will 
introduce unwanted complications for your 
family for a process that should be fairly 
smooth.”

PLANNING FOR INCAPACITATION
Th e second core estate planning document 
is a fi nancial power of attorney. An eff ective 
one grants an assigned person the author-
ity to manage the fi nances of an individual 
who is alive but incapacitated. Upon death, 
this document (and the medical power of 
attorney) becomes null and the will takes 
precedent. 

A fi nancial power of attorney is particu-
larly important for physician practice-own-
ers, says Douglass, because the designated 
person will be able to guide what happens 
with the practice—for example, whether 
to keep it operating if there is a short-term 
incapacity or unwind it if it’s permanent. 
As with the will, someone familiar with 

the practice should be selected as fi nancial 
power of attorney due to the particularities 
of running a medical practice, for instance, 
knowing how to handle HIPAA-regulated 
patient fi les.

Th e third core document is a medical 
power of attorney. It designates someone to 
make healthcare decisions, Douglass says, 
and that applies to any health-related situ-
ation, not just end-of-life. So, for example, if 
someone is in surgery and a surgeon needs 
permission to do more extensive surgery 
than originally planned or someone has 
become mentally incompetent and needs 
someone to direct medical treatment for 
ongoing care. A medical power of attorney 
appoints someone who knows and is will-
ing to carry out the medical and end-of-life 
wishes of the principal.

BEYOND THE BASICS
In addition to those three core documents, 
physicians may want to consider other es-
tate planning strategies that help protect 
their assets.

One of the simplest strategies is titling of 
assets, says Rademacher. Assets are put in 
the name of the physician and that of anoth-
er person or entity, such as a trust, and those 
assets will be protected from creditors. 

A trust is also a popular option for pro-
tecting assets, she says. Th ere are a number 
of diff erent trust types, and a thorough con-
versation with an estate lawyer will help de-
termine which is best.

Th ere are pros and cons to trusts, says 
Laura Johnson, JD, who specializes in estate 
planning at Baltimore, Md.-based law fi rm 
Gordon Feinblatt. On the con side, they can 
be cumbersome because they have trustees 
and are separate tax-paying entities that re-
quire separate tax returns. 

On the pro side, they off er a measure of 
protection from creditors and some control 
in diffi  cult or unusual family situations. For 
example, if a child has a disability and is el-
igible for governmental assistance for that 
disability, a trust can set up a support sys-
tem that wouldn’t circumvent or disqualify 
the child from receiving those benefi ts.  

No matter what protective measures are 
put in place, it’s best to set up that protec-
tion before getting sued, she says. Physicians 
don’t want to be accused of fraudulent con-
veyance—where assets are trans-
ferred solely to avoid a creditor. 22

Estate planning
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“Physicians should look for an attorney 
who has expertise not only in estate 
planning, but in asset protection and 

business succession planning 
as well.”

—KARA RADEMACHER, JD, ESTATE PLANNING AND ADMINISTRATION 

ATTORNEY,  DOUGLASS, RADEMACHER AND BROWN, NEW YORK CITY
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NOT ONE AND DONE
Initial estate planning is only 

the beginning, says Rademacher. 
“Physicians keep their estate planning 

documents relevant by keeping the asset 
protection features up-to-date,” she says. 
For example, if a doctor establishes a family 
limited partnership to transfer wealth to the 
next generation but fails to properly main-

tain it, those funds, or some of those funds, 
may be accessible to creditors.  

As a general rule, Rademacher says, phy-
sicians should review their estate planning 
documents whenever there is a signifi cant 
change in circumstances, such as marriage, 
divorce, the birth of a child, or meaningful 
change in wealth, or, if there are no signifi -
cant changes, every fi ve years. 

20
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WILLS VS. TRUSTS
By Steven Podnos, MD, CFP and Rachel Podnos, JD

Most estate plans contain both a will and a trust or trusts. While a function of both is 

to name benefi ciaries for property, the differences sometimes cause confusion.

WHAT IS A WILL?

Having a will is a “must do” for 

every physician. If a physician dies 

without one, that physician is said to 

be “intestate” and the courts and es-

tablished law in the state determine 

what happens to both minor children 

and assets. 

As noted above, a will basically 

establishes intent as to who will take 

care of minor children (guardians if no 

parent is living), and who will receive 

assets when the  die. A simple will 

names a guardian (and successors) 

for the children, and includes a simple 

outright disposition of assets to adult 

heirs (or in the interim, to guardians 

of assets for minor children). In any 

event, when inheriting children reach 

the age of majority (usually 18), they 

get the assets outright with no inher-

ent protection. 

A will allows physicians to name 

an executor, the person who will be in 

charge of distributing their estate and 

paying debts and taxes from it. Most 

choose a trusted adviser or family 

member for this role. 

Wills do have some limitations. For 

example, retirement accounts and life 

insurance policies that have named 

benefi ciaries will pass on to those 

named, regardless of what the will 

dictates. The same goes for some 

types of jointly titled property. 

THE DIFFERENCE

A trust does not replace 

a will. Most trusts deal 

with specifi c pieces of 

property while a will 

should govern the dis-

tribution of everything 

else in your estate. 

Trusts are particular-

ly useful for people with 

larger estates, people 

who have very specifi c 

instructions as to how 

the estate is distributed, 

and people who own a 

lot of real estate. While 

a simple will can be 

set up online without 

enlisting an estate plan-

ning attorney, the more 

complicated nature of 

most trusts makes it 

wise to enlist the help 

of an estate planning 

attorney.

It is important to 

review both wills and 

trusts every few years 

to ensure that they still 

refl ect your goals and 

are also in line with tax 

and other estate law 

changes.

WHAT IS A TRUST?

Trusts allow control and protection 

over many assets that wills do not 

cover. Trusts have nothing to do 

with the care of minor children, 

only assets. Unlike a will, a funded 

trust can also be set up to provide 

for the care of your needs and your 

assets even during life, should you 

become incapacitated temporarily or 

permanently. 

A will can actually set up a 

simple trust. More commonly, a will 

instructs the probate court to “pour 

over” a solely held assets into a free 

standing trust set up during life.

A major difference between wills 

and trusts is that to name benefi -

ciaries via a will, a physician would 

simply describe who should get the 

asset. To accomplish the same with 

a trust, it means actually retitling the 

assets in the name of the trust.

A benefi t of having assets already 

in a trust is that the assets avoid the 

costly and time consuming probate 

process that assets distributed via a 

will must go through.  Another bene-

fi t is that a trust protects assets from 

claims to the estate. The same trust 

may offer excellent asset protection 

for heirs. 
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ealthcare reform should 
shift the burden of 
regulation from health-
care organizations and 
physicians to the public 

with respect to cardiovascular risk 
factor (CRF) control. 

An inexpensive, annual govern-
ment-provided evaluation of smoking 
status, BMI, blood pressure, and serum 
measurements of LDL cholesterol and 
hemoglobin A1C, could be used to de-
termine an individual’s risk. Medicare 
contributions and insurance premiums 
could be reduced for individuals who 
control their CRFs and increased for 
those who do not.

Th us individuals who elect not to be 
tested would be placed in the high-risk 
and high-premium group. Th is would 
incentivize individuals who do not 
receive medical care to obtain a free 
assessment of their risk factors, and 
incentivize everyone to improve their 
risk profi le and their health. It would 
also give patients an independent 
assessment of the adequacy of the risk 
factor medical care provided by their 
practitioners. 

A phase-in period would be needed 
to allow patients to optimize their CRF 
control before paying higher insurance 
premiums and Medicare contributions. 
Th e informed patient, not the govern-
ment, would become the judge of the 
quality of their medical care. 

Physician reporting of quality data 
to the government could be reduced 
with a reduction in overhead cost and 
physician dissatisfaction. To incentiv-
ize those already receiving Medicare 
benefi ts to maintain CRF control, 
the extent of coverage might also be 
linked to their risk score. Rather than 
Medicare paying a fi xed 80 percent of 
patient bills, this could be adjusted 
based on the risk score. Non-adherent 
individuals with uncontrolled risk 
factors would pay more or purchase 
gap insurance covering more than 20 
percent at increased personal cost. 
Conversely, adherent low risk profi le 
individuals would receive greater than 
80 percent coverage. 

In shifting the fi nancial respon-
sibility of CRF control to patients, 
cost should not be an impediment to 
adherence. It will be incumbent on the 
healthcare insurance and pharmaceu-
tical industries to provide them with 
the medications they need at an aff ord-

able cost. Spending on CRF control is 
cost eff ective. Increased spending on 
hypertension and diabetes medica-
tions from 1996 through 2013 was ac-
companied by a decreased prevalence 
of cardiovascular disease and a 20.7 
percent reduction in spending, accord-
ing to a 2017 JAMA report. Additional 
investment in risk factor control may 
hopefully improve the health of our 
society and thereby reduce the cost of 
care. Th is model might also be applica-
ble to other risk factors involving other 
medical disciplines.

Healthcare policy is crafted at the 
intersection of science and politics. 
Th e science is clear that improving 
risk factor control can improve health 
and reduce cost. How then can the 
politicians and the public be motivated 
to adopt this type of reform? Presi-
dent John F. Kennedy famously asked 
Americans to “…ask what you can do 
for your country.” Perhaps one answer 
is to eat better, exercise more, and take 
your medicine. Asking Americans to 
improve their health should not be too 
much to ask. Democrats and Repub-
licans in Congress should exercise 
a profi le in courage and introduce 
patient accountability into healthcare 
reform. 

Thomas Little, MD, FACC, is a cardiologist with 

Cookeville Regional Medical Center in Cookeville, 

Tenn. Send comments to medec@ubm.com.

“Congress should 
exercise a profi le in 
courage and introduce 
patient accountability 
into healthcare reform.”

It’s time to shift fi nancial risk 
to patients, not physicians

BY THOMAS LITTLE, MD, FACC
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behavioral symptoms, 

including depression, 

including use of 

standardized screening 

instrument(s).

 ❚ Evaluation of safety 

(e.g., home), including 

motor vehicle operation.

 ❚ Identifi cation of 

caregiver(s), caregiver 

knowledge, caregiver 

needs, social supports, 

and the willingness of 

caregiver to take on 

caregiving tasks.

 ❚ Development, up-

dating or revision, or 

review of an Advance 

Care Plan. Advanced 

care planning has 

been a recent focus 

for Medicare, so your 

patients could well 

have a plan already in 

place.  

 ❚ Creation of a written 

care plan, including 

initial plans to address 

any neuropsychiatric 

symptoms, neuro-cog-

nitive symptoms, 

functional limitations, 

and referral to com-

than even that of 99205, 

which is $172.08 for facility 

and $210.60 for non-facility.  

This shows that Medicare 

understands the importance 

of this type of service.

Here are the elements 

required for this code:

99483
Assessment of and care 

planning for a patient with 

cognitive impairment, 

requiring an independent 

historian, in the offi ce or 

other outpatient, home or 

domiciliary or rest home, 

with all of the following 

required elements: 

 ❚ Cognition-focused 

evaluation including a 

pertinent history and 

examination. While 

no specifi c elements 

are required for this 

code, the stipulation 

is that the focus is on 

the patient’s cognitive 

ability. So this should 

not be equated to E/M 

elements.

 ❚ Medical decision 

making of moderate or 

high complexity. These 

levels of medical de-

cision making should 

equate to those levels 

spelled out in the E/M 

coding guidelines. This 

will be determined by 

the patient’s dementia 

severity and treatment 

and would also include 

depression, lack of 

functional ability and 

any co-morbidities.

 ❚ Functional assess-

ment (e.g., basic and 

instrumental activities 

of daily living), includ-

ing decision-making 

capacity. 

 ❚ Use of standardized 

instruments for stag-

ing of dementia (e.g., 

functional assessment 

staging test [FAST], 

clinical dementia rating 

[CDR]).

 ❚ Medication reconcil-

iation and review for 

high-risk medications.

 ❚ Evaluation for 

neuropsychiatric and 

A:
With our 

ever-growing 

geriatric pop-

ulation, it is important to 

note that the Center for 

Medicare and Medicaid 

Services (CMS) is adding 

new services to help 

manage their care.   

One of those services 

was just added January 

1, 2018, and specifi cally 

focuses on the assess-

ment of and care planning 

for patients with cognitive 

impairment. It sounds 

as though this code 

might better describe 

the services that you are 

offering your patients.  

I’ve detailed the code 

below, a listing of the 

requirements included in 

the code descriptor, along 

with some additional in-

formation that you might 

fi nd useful.  

Medicare national 

reimbursement for CPT 

code 99483 is $178.92 

for facility and $241.92 

for non-facility. This is 

higher reimbursement 

New codes for care planning 
of cognitive-impaired patients

A family conference is one of the fi rst services that we provide 

for our patients who have dementia and need additional help with 

activities of daily living, fi nances, driving, medications, and other 

services.  Should we capture this service with a time-based E/M 

code, or is there another code that would work?
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Renee Dowling is a coding and billing consultant with 
VEI Consulting in Indianapolis, Ind. Send your coding and 
billing questions to medec@ubm.com.

are spent face-to-

face with the patient 

and/or family or 

caregiver.  

This service does not 

differentiate between new 

or established patient 

status.  

munity resources as 

needed (eg, rehabili-

tation services, adult 

day programs, support 

groups) shared with 

the patient and/

or caregiver with 

initial education and 

support. 

❚ Typically, 50 minutes 

Clinical Example

HPI 

Patient is a 75-year-old 

white male. Seen today 

for a follow-up family 

conference regarding 

memory loss, mood, 

and lab results. Patient 

is accompanied by his 

wife, who provides 

additional information 

with patient’s 

permission. 

Patient and family goals:

He wants more 

independence.

Memory: 

Wife describes patient’s 

memory as variable. Wife 

fi rst started to notice 

changes in patient’s 

memory about 4-5 months 

ago. Patient does repeat 

questions and stories, but 

he does not forget recent 

events or conversations. 

No word-fi nding issues 

reported. Patient takes 

10 mg Aricept daily since 

November 2017.

Living environment: 

Patient lives with wife in a 

one-story home.

Support:  

Wife; patient’s 3 children 

are not involved in patient’s 

care. Patient’s wife is 

experiencing caregiver 

stress.

ADLs: 

Patient is independent 

in bathing, dressing, 

grooming, feeding, 

toileting, and ambulation. 

Physical ambulation:  

Patient has a walker for 

home use, but does not 

use it consistently. A 

wheelchair is used away 

from home. Wife reported 

that patient had three falls.  

Toileting:  

Patient has urinary 

incontinence and utilizes 

Depends for support. Takes 

Colace daily. 

IADLs: 

Finances: 

Wife manages money. 

Meals: 

Wife prepares meals. 

Patient denies diffi culty 

eating 2-3 meals/day. Some 

diffi culty swallowing.

Medications:  

Patient’s wife has managed 

his medications since 

October 2017.

Driving:  

Patient stopped driving in 

October 2017.  

Mood: 

Patient’s mood is described 

as labile and can go from 

pretty good to angry, 

irritable and being agitated. 

Patient’s recent offi ce visit 

with PCP did mention 

anxiety and depression. 

Patient is taking Cymbalta 

60, Klonopin 0.5 mg, 1/2- 1 

tablet TID, and Remeron 7.5 

mg at night. 

Activities: 

Patient enjoys spending 

time with his wife. Patient 

likes to walk for exercise. 

Sleep: 

Patient’s sleep is described 

as restless. Patient has 

sleep apnea, but does not 

use a CPAP, per wife. He 

declined a sleep study.

Appetite/weight:  

No overt concerns. 

Vision:  

Patient uses reading 

glasses. Last exam March 

2018.

Dentition:  

Has full set of dentures but 

does not use them. Last 

dental exam is unknown.

Hearing:  

Patient has some hearing 

loss. No hearing aids.

Pain:  

Bilateral shoulder pain 

which have both been 

replaced. On Cymbalata 

and uses OTC Ibuprofen 

for pain management.  Will 

refer to PT.

Smoking:  

Quit 35 years ago.

Alcohol Intake: 

Denies current use.

Caffeine Intake:  

One cup of coffee per day.

Other chronic conditions:  

Arthritis; cancer; chronic 

kidney disease, stage 

3, GFR 30-59 ml/min; 

COPD; Coronary artery 

disease; type 2 diabetes; 

GERD; hyperlipidemia; 

hypertension; lung disease.

Family history:  

Cancer in his maternal 

grandfather; Heart disease 

in his father and mother.

Review of systems: 

General: Denies fevers, 

chills, weight stable with 4 

pounds weight gain since 

the last visit

Cardiovascular: Denies 

chest pain, shortness of 

breath, edema

Pulmonary: Denies cough, 

diffi culty breathing

Gastrointestinal: Denies 

abdominal pain, nausea, 

vomiting, black or tarry stool

Skin: Denies dryness, 

sores, other lesions

Psych: Denies depression, 

anxiety, hallucinations

Diagnostics:

Mild neurocognitive 

disorder. Suggest using 

preset testing as baseline 

and that he be re-examined 

in 12-18 months.PHQ-9 

Test results show mild 

depression. 

MedicalEconomics.com 25MEDICAL ECONOMICS  ❚  JULY 10, 2018

Coding Insights

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


Sa
sh

ki
n

/S
h

ut
te

rs
to

ck
.c

om

Rahul Sharma is chief executive officer of HSBlox, a 

team of blockchain healthcare, financial technology, 

and digital supply chain management professionals. 

Send your tech questions to medec@ubm.com. 

Sharing patient records
Exchange of patient data 

is notoriously hampered 

by interoperability prob-

lems between separate 

information systems. It has 

been virtually impossible to 

create a system in which 

multiple providers can view 

and share patient data 

while still maintaining an 

authoritative and up-to-date 

record. Blockchain allows 

the participants to maintain 

their own systems yet 

share the patient records 

in a permissioned manner 

while tracking this process 

in an end-to-end man-

ner. So, this provides for 

proof of work as well as a 

time-stamped audit of the 

transactions.

Referrals
This process is often 

performed through an 

ineffi cient, time-consuming 

series of paper, phone, 

and unencrypted email-

based communications 

that result in lost time for 

staff and excessive costs 

for practices. However, 

automating the process 

through blockchain enables 

easy data sharing among 

payers, providers, and care 

team members, removing 

the need for many manual 

tasks. Blockchain-enabled 

smart contracts codify busi-

ness rules associated with 

referrals, such as whether 

certain payers or practices 

require specifi c forms to 

execute referrals, which 

streamlines communication 

among participants. 

Disclaimer
It’s important to note 

that blockchain is not the 

solution to every health-

care problem under the 

sun. Blockchain works 

best for solving problems 

that involve sharing data 

among multiple, disparate 

entities—a scenario quickly 

becoming the norm under 

value-based care mod-

els, which focus on care 

coordination and outcomes 

throughout. 

Claims processing
Due to a reliance on man-

ual steps and third parties 

such as clearinghouses, 

claims processing can re-

quire months to complete. 

Given blockchain’s ability 

No one expects physicians to become blockchain experts. Instead, blockchain could be 

viewed in a similar manner to one’s internet connection: Most users don’t have a deep 

understanding of exactly how it works, yet they can benefi t from the tech. In the same 

way, blockchain works in the background to make complex processes more effi cient. 

Blockchain can simplify physicians’ lives
Digital ledger holds the potential to improve practice processes, but don’t get blinded by hype

to reconcile transactions 

in near real-time, incorpo-

ration of the technology 

into billing systems could 

lead to much prompter 

payment for physician 

practices.

What is blockchain?

Think of blockchain as a database (ledger) that is shared 

among a network of participants, with each participant seeing 

only the data that it has received permission to access. Since 

the database is shared, changes made are visible in real time 

and any business 

rules for processing 

the data are handled 

through computer 

code to which the 

participants agreed to 

ahead of time.

Such business 

rules are implement-

ed using “smart 

contracts,” because 

they include terms of 

the agreement between parties directly written into lines of 

computer code. By implementing an agreement’s business and 

legal rules into code via a shared, decentralized distributed 

ledger, smart contracts enable transactions among disparate, 

anonymous parties without the need for a central authority. 

The result is that processes that were once tedious, man-

ual, error-prone, and redundant now can happen in real time, 

accurately and securely. Blockchain’s greatest benefi t may 

revolve around data integrity and the confi dence boost created 

from sharing a single source of truth.
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ohan Dua, MD, got the bad news 
in a phone call one morning in 
February 2017: His practice had 
been hacked.

Th e EHR system shared by 
Dua and his wife, Kiran Dua, 
MD, had been breached and 
hackers were holding their pa-
tient data for ransom. Th at at-
tack sent the couple, who prac-

tice in Northridge, Calif., on a months-long 
ordeal that cost their separate practices 
time, money, and service interruption.

Dua, a nephrologist, never thought he 
and his wife, a primary care physician, 
would join the ranks of healthcare providers 
and organizations that have suff ered crip-
pling cyber attacks. Luckily, their losses were 
at least partially covered by the combined 
$100,000 cyber coverage they had through 
their medical malpractice insurance. Th e 
insurer also provided them with experts to 
help recover from the attack.

However, even with that assistance, their 
practices were forced to shut down for sev-
eral months while they dealt with the attack. 
“We still don’t know how much money we 
lost,” Dua says. “We lost patients, too.”

Th e growing threat of being hacked has 
more primary care physicians buying cyber 
insurance, according to experts. But what 

those policies cover, how they work, and 
how much they cost are mysteries to many 
healthcare providers, most of whom are 
only familiar with malpractice and business 
insurance. 

WHAT CYBER INSURANCE DOES
Cyber insurance covers losses and damag-
es resulting from patient data being stolen, 
exposed, held for ransom, or improperly 
shared. It covers deliberate actions, such 
as hacking or ransomware, as well as acci-
dents, such as a lost laptop containing un-
encrypted patient information or a coding 
error that accidentally exposes patient data. 

A comprehensive policy will cover paper 
records as well, since so much information 
is still stored in physical fi les.  

Cyber insurance helps providers deal 
with the consequences of data breaches, 
which can range from relatively minor to 
catastrophic. Th e assistance provided can 
include:

❚ paying regulatory fi nes and penalties;

❚ compensating for loss of income from 

downtime or lost patients;

❚ hiring IT experts to fi nd and fi x the breach;

❚ hiring a call center to handle inquiries from 

patients;

❚ hiring a public relations fi rm to deal with 

by  JAMES F. SWEENEY Contributing author

What physicians 

need to know about 

cyber insurance

HIGHLIGHTS

  When shopping 

for cyber insurance, 

practices should 

investigate exactly 

what help they will 

receive in case of a 

breach.

  Practices that 

haven’t bought cyber 

insurance often have 

some coverage through 

their malpractice 

or general business 

policies, but it’s usually 

limited to about $30,000 

in damages and 

contains exemptions.
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unwelcome publicity;

 ❚ hiring attorneys to represent the practice in 

any lawsuits fi led by patients (as well as any 

damages awarded); and 

 ❚ paying ransom to free hijacked data.

In short, it covers almost any loss or expense 
that can be attributed to the data breach.

For example, the Duas’ coverage helped 
them when they were forced to write off  
tens of thousands of dollars in uncollected 
billing due to unrecovered patient payment 
records, a loss that Dua estimates at $40,000 
to $50,000.

Coverage typically applies only to the 
data itself and not the computer hardware a 
practice uses, such as laptops, smartphones, 
tablets, or servers, which often are covered 
under a general business insurance policy. 

A complete policy includes fi rst-par-
ty and third-party coverage, says Marcin 
Weryk, vice president of XL Catlin, a seller of 
cyber insurance. First-party coverage pays 
for damages suff ered by the policy holder, 
such as lost revenue, business interruption, 
IT forensics and data restoration. Th ird-par-
ty coverage compensates for damages 
caused to others by the data breach, such as 
the legal costs incurred from lawsuits fi led 
by aff ected patients.

Practices that haven’t bought cyber in-
surance often have some coverage through 
their malpractice or general business poli-
cies, but it’s usually limited to about $30,000 
in damages and contains exemptions, says 
Brandon Clarke, co-founder of Aff enix, a 
brokerage specializing in cyber insurance.

Before deciding whether to purchase ad-
ditional cyber insurance, physicians should 
know what coverage they already have, 
Clarke says. Th ough the Duas have separate 
practices, they were able to combine their 
separate $50,000 cyber insurance coverage 
in their malpractice policies to help com-
pensate for the joint attack.

Cyber insurance

“We still don’t know how much money we lost 

[after we were hacked]. We lost patients, too.”

—SOHAN DUA, MD, NEPHROLOGIST, NORTHRIDGE, CALIF.

How to protect your data
Here are best practices to follow, according to the 

AMA and cyber security experts:

1
 Review current 

practices and 

policies. Protecting data is 

the responsibility of the 

practice, not the EHR 

provider or software 

designer. Identifying 

vulnerabilities before a 

hacker does is the goal. 

Some cyber insurance 

providers will conduct a 

safety audit for an additional 

fee.

2
 Encrypt and 

password-

protect mobile devices. 

This includes laptops, 

tablets, and smartphones. 

Set policies on who has 

access to the devices and 

who can remove them from 

the offi ce.

3
 Install and update 

anti-virus software. 

Keep software and operating 

systems up to date and 

patched.

4
 Create separate wi-fi  

networks for your 

practice and your 

patients, using different 

passwords for each. 

Unauthorized access was the 

leading cause of security 

incidents in 2015, according 

to an IBM report.

5
 Enforce a workplace 

policy requiring 

strong passwords with a 

mixture of letters, 

numbers, and symbols. 

Change passwords regularly.

6
 Limit levels of 

access to data. 

Employees should have 

access only to the 

information they need to do 

their jobs.

7
 Train employees. All 

staff should be taught 

to protect data and how to 

identify disguised attacks, 

such as phishing emails, 

which are disguised as 

legitimate communications, 

but can install malware if 

opened.

8
 Back up all data 

regularly. Backups 

should be kept off site and 

off network.
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Healthcare data breaches are 

rampant. In a 2017 survey by 

the AMA and Accenture, 83 

percent of physicians reported 

experiencing some sort of cyber 

attack, though not all resulted in 

breaches. 

Cyber criminals target health-

care organizations because their 

data contain patient names, birth-

dates, addresses, social security 

numbers, credit card numbers, 

and health insurance information. 

Whether the hackers use the in-

formation themselves or sell it to 

others on the black market, that’s 

all that’s needed to steal identities 

and commit fraud. That’s why 

healthcare data is more valuable 

even than credit card records.

Physicians in small primary 

care practices who think they 

would not be a worthwhile target 

for hackers should look at the U.S. 

Department of Health and Human 

Services (HHS) list of reported 

breaches of healthcare informa-

tion.

There, among the giant health 

insurers, government agencies, 

and large hospital systems, are 

medical practices that found out 

the hard way that they, too, can 

be targeted: an 11-doctor cardiol-

ogy practice in Knoxville, Tenn.; 

a solo primary care physician in 

Weston, Fla.; a solo internist in 

Scottsdale, Ariz.; and many more.

In fact, a practice might be 

targeted specifi cally because it is 

small, says Christine Marciano, a 

certifi ed information privacy pro-

fessional (CIPP-US) and president 

of Cyber Data Risk Managers, 

a cyber insurance broker in the 

United States and Australia.

“I think it’s the smaller offi ces 

that are much more vulnerable,” 

she says. “They’re focused on 

treating patients, not on (encrypt-

ing) their laptops, and making 

sure they have the latest security 

measures.”

Lee Kim, JD, CIPP-US, director 

of privacy and security at the 

Healthcare Information and Man-

agement Systems Society, says 

attacks on small practices were 

uncommon fi ve years ago, but no 

longer. In fact, some hackers will 

test and refi ne their methods on 

small practices before going on 

to attack larger targets, such as 

healthcare systems.

She is seeing more of a new 

kind of attack, which isn’t after a 

practice’s data or patient informa-

tion, but its computing power to 

earn digital currency. Attackers 

have hijacked practice servers to 

mine for pseudocurrencies, like 

Bitcoin. Users might be unaware 

that the reason their computers 

are operating so slowly is that 

they’re running the complex calcu-

lations to reap the currency.

“Even though you’re a small 

practice, the motivation to attack 

is still there. People who say they 

haven’t been targeted simply 

haven’t been targeted yet,” Kim 

says. 

HOW MUCH DOES IT COST?
Th e cost of a cyber insurance policy varies, 
depending on the carrier, the size of the 
practice, and the extent and amount of the 
coverage, experts say. Th e larger the prac-
tice, the greater the risk and the more it can 
expect to pay. 

Th e good news is that cyber insurance is 
less expensive than malpractice and liability 
insurance. A typical fi ve-physician primary 
care practice should have at least a $1 mil-

lion umbrella cyber policy, Clarke says. Th at 
coverage would cost anywhere from $1,200 
to $5,000 a year, he estimates. 

Christine Marciano, a certifi ed infor-
mation privacy professional (CIPP-US) and 
president of Cyber Data Risk Managers, a 
cyber insurance broker, recommends $1 
million to $5 million in coverage for that 
same practice and says it would cost $1,500 
to $8,000 a year. Coverage can be purchased 
from general insurers or companies that 
specialize in cyber insurance.

Cyber insurance

Small does not equal safe

“I think it’s the smaller offi ces that are much more 

vulnerable. They’re focused on treating patients, 

not on (encrypting) their laptops, 

and making sure they have the latest 

security measures.”

— CHRISTINE MARCIANO, PRESIDENT, CYBER DATA RISK MANAGERS

MedicalEconomics.com 29    MEDICAL ECONOMICS  ❚  JULY 10, 2018

http://medicaleconomics.modernmedicine.com/


Operations

Some insurers will assess a practice’s 
cyber security practices before deciding 
whether to write a policy and recommend 
ways to decrease risk, such as encoding lap-
tops and improving passwords. 

A TEAM RESPONSE
When shopping for cyber insurance, prac-
tices should investigate exactly what help 
they will receive in case of a breach. Unlike a 
fi re, managing a data breach often requires 
the help of a team of experts, not just a check 
to cover damages. Depending on the nature 
and size of the breach, that team can include 
lawyers, forensic accountants, IT experts, 
publicists and call center operators, among 
others.

Besides the coverage itself, the real ben-
efi t of cyber insurance is being able to turn 
over management of the crisis to a carri-
er with experience in data breaches. Most 
practices do not have the time or resources 
to handle it themselves, says Clarke. 

Once an insurer is notifi ed by a policy-
holder of a breach, it assesses the situation 
and decides which corrective actions need 
to be taken to prevent further damage and 
deal with the aftermath. 

Th e insurer hires vendors and contrac-
tors to provide the necessary services. For 
example, a lawyer will handle HIPAA notifi -
cation, while IT specialists locate and fi x the 
breach and a PR fi rm writes the notifi cation 
to patients whose data has been aff ected.

Th e decision whether to pay ransomware 
is up to the practice, but the insurer typically 
recommends a course of action and handles 
any payment, if one is made. For example, XL 
Catlin has vendors with Bitcoin wallets, since 
that is the cryptocurrency usually demanded 
by ransomware hackers, Weryk says.

In the Duas’ case, their insurance pro-

vider, Th e Doctors Company, employed a 
computer forensics company to determine 
the extent of the breach and a law fi rm that 
specializes in privacy issues to determine 
if HIPAA notifi cation was required. “Th ey 
were a lot of help,” Dua says. “We did not 
know how to handle everything that needed 
to be done.”         

EHRS AND PARTNERS
Patient data is exchanged between practic-
es, insurers, hospitals, and labs every day. 
Th e more places data is stored, the more 
vulnerable it is to attack and accidental dis-
closure. Even a practice that is not targeted 
directly can be liable for data lost by a part-
ner or vendor.  

For example, in April, the state of New 
Jersey levied a fi ne of nearly $418,000 against 
Virtua Medical Group, a physician network, 
after a vendor error left the records of more 
than 1,650 patients visible online.  

Many data breaches are going to involve 
EHR systems, and while the electronic re-
cords providers usually work with IT experts 
to fi nd and fi x the breach, it does not mean 
the vendors are legally or fi nancially respon-
sible, experts say. “Many practices expect 
their EHR system to handle breaches or pay 
for damages and that’s not always the case,” 
Clarke says.

Practices should investigate what sort of 
cyber protection and coverage their part-
ners and vendors have, with an eye toward 
working together to keep data safe, says Lee 
Kim, JD, CIPP-US, director of privacy and 
security at the Healthcare Information and 
Management Systems Society. 

“It’s really a shared responsibility be-
tween you and your vendors,” she says, “and 
you each have a responsibility to keep it se-
cure.”  

Cyber insurance

“Many practices expect their EHR system 
to handle breaches or pay for damages 
and that’s not always the case.”

—BRANDON CLARKE, CO-FOUNDER, AFFENIX
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In February, the 

receivership estate of 

Filefax, Inc., agreed to 

pay $100,000 to the 

United States Department 

of Health and Human 

Services (HHS), Offi ce for 

Civil Rights (OCR) to settle 

potential violations of the 

HIPAA Privacy Rule. The 

liquidation of assets came 

about as a result of an 

unrelated case. In addition 

to the fi ne, the court-

appointed receiver had 

agreed to properly store 

and dispose the remainder 

of the medical records in a 

HIPAA-compliant manner

The HIPAA Privacy 

Rule governs the privacy 

of individually identifi able 

information, regardless of 

the form. The Privacy Rule 

has other requirements 

such as the Notice of 

Privacy Practices and 

HIPAA Authorization Form. 

By way of contrast, the 

Security Rule governs 

electronic individually 

identifi able protected health 

information (PHI).

The Breach Notifi cation 

Rule applies to violations 

of PHI covered by both 

the Privacy Rule and the 

Security Rule.

In February 2015, OCR 

received an anonymous 

tip that medical records 

HIPAA doesn’t end when a business closes
A recent HHS-issued fi ne underscores that paper and HIPAA violations still exist, 

and fi nes can be assessed even after a covered entity or business associate shuts down

Rachel V. Rose, JD, MBA, is a Houston-based 

attorney advising on federal and state compliance 

and areas of liability associated with a variety of 

healthcare, legal and regulatory issues . Send your 

legal questions to medec@ubm.com.

The same notion applies 

to a physician’s practice. If a 

practice closes or merges, 

are there appropriate 

disposal or other 

arrangements in place, as 

well as adequate policies 

and procedures?

were transported from 

Filefax to a shredding 

and recycling facility to 

sell approximately 2,150 

patients medical records. 

The OCR investigation 

revealed that the PHI was 

left in an unlocked truck in 

the Filefax parking lot and 

that unauthorized persons 

were given access to 

the PHI.

In its press 

release, 

OCR stated 

that Filefax 

“advertised 

that it provided 

for the storage, 

maintenance, and 

delivery of medical 

records for covered 

entities. Although 

Filefax shut its doors 

during the course of OCR’s 

investigation into alleged 

HIPAA violations, it could 

not escape its obligations 

under the law.”

This situation under-

scores the importance of 

ongoing monitoring of busi-

ness associates. Specifi cal-

ly, what assurances does a 

physician have that medical 

records will be handled 

appropriately in the event 

of a business closure or 

sale? Is this addressed in 

the Business Associate 

Agreement? 

The takeaways for 

physicians (and business 

associates) include 

consequences for HIPAA 

violations do not stop 

when a business closes, 

Privacy Rule paper 

violations are material, 

and the government may 

assert an interest in a 

bankruptcy proceeding. 
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P
atients with diabetes work very 
hard to manage their disease, 
says Elizabeth Seaquist, MD, 
professor of medicine at the Uni-
versity of Minnesota and endo-
crinologist with the University of 
Minnesota Health in Minneapo-
lis. Th at’s why she refrains from 
using the word “compliance” 

when discussing patients’ success with their 
treatment plans.

Seaquist describes diabetes management 
as “all consuming,” and she says continuous 
blood glucose monitoring devices can be 
a huge benefi t to patients, despite their in-
creased cost relative to glucose testing strips, 
because they are the easiest way for patients 
to determine their blood sugar levels.

Her preference for wireless monitors 
underscores a critical element of diabetic 
patient support: Identifying ways to make 
self-management easier for diabetic patients.  

Here are six other ways providers can 
help patients manage this daunting disease. 

1  ADVISE PATIENTS TO EAT LIKE 
THE ATHLETES THEY ADMIRE

Th e biggest way to maintain control of dia-
betes is to eat properly, says David Klonoff , 
MD, clinical professor of medicine at Uni-
versity of California San Francisco and ed-
itor-in-chief of the Journal of Diabetes Science 

and Technology. 
Klonoff  encourages patients to eat like 

athletes, such as the Patriots’ quarterback 
Tom Brady. 

Brady’s diet includes copious amounts of 
water, in addition to smoothies, fi sh, vegeta-
bles, turkey and chicken burgers, and salads. 

“We should probably all be eating this 
diet,” says Klonoff , who encourages patients 
to drink only zero-calorie liquids, such as 
water, coff ee, and tea; even a little diet soda 
is acceptable.

2  TAILOR MEDICATIONS 
TO PATIENTS’ NEEDS

Seaquist laments that some payers base 
their diabetes medication coverage deci-
sions on cost and side eff ects, rather than on 
what works best for patients.

Some of the newer diabetes medications, 
which are more expensive than older treat-
ments, only need to be taken once a day 
or once a week. Th us, these treatments are 
more likely to be embraced by patients, par-
ticularly when adherence to treatment plans 
was diffi  cult in the past, she says.

Providing patients with access to daily 
or weekly medications will help keep them 
out of the hospital and can prevent them 
from experiencing complications, says Sea-
quist. “[Hospital admissions are] very costly. 
Well-controlled blood sugar is cost-eff ective 
and worth it.”

3  ASSESS PATIENTS’ 
“DISTRESS LEVEL”

Pavan Chava, DO, senior physician sec-
tion head of endocrinology at New Orle-
ans-based Ochsner Health 
System, says that while many 

by  AINE CRYTS Contributing author

Six ways to support diabetic 
patients with treatment plans 

HIGHLIGHTS

  Managing diabetes 

can be all consuming 

for patients, so relying 

on monitoring devices 

can make compliance 

easier. 

  Remember 

to include family 

members. They need 

to communicate about 

ways to manage the 

disease as a family unit.
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patients with diabetes suff er 
from depression, others are 

suff ering from “distress.” Th e source of that 
distress, which could be related to their in-
teraction with their physician or fi nancial 
or emotional concerns, is assessed by Ochs-
ner’s diabetes educators who are dieticians, 
nurses, or social workers.

A patient’s distress is determined by a se-
ries of questions. Responses are ranked from 
1—or “not a problem”—to 5—for “a very 
serious problem.” Some of the questions in-
clude:

Do you feel overwhelmed by the 

demands of living with diabetes?

Do you feel that you’re often failing 

with your diabetes routine?

Do you feel angry, scared, and/or 

depressed when thinking about 

living with diabetes?

Do you feel that your doctor 

doesn’t know enough about 

diabetes and diabetes care?

Diabetes educators can use the re-
sponses to connect patients with the ap-
propriate resources, says Chava. Th e ed-
ucators connect patients unable to aff ord 
medications to fi nancial counseling and 
provide them with referrals to nonprofi t 
organizations and pharmaceutical compa-
nies that can provide discounted medica-
tions. Th ey connect patients experiencing 
emotional diffi  culties to psychiatrists or 
psychologists. 

When a patient’s distress is related to their 
physician, the physician receives that feed-
back. Often, having awareness helps, says 
Chava, who supports coaching physicians 
with motivational interviewing techniques.

4  EDUCATE PATIENTS ON APPRO-
PRIATE TYPES OF EXERCISE

Many patients with diabetes don’t know the 
appropriate workout regimen, says Klonoff . 
For example, overweight patients with dia-
betes should refrain from running outside 
or on the treadmill, which is bad for their 
knees and hips. Better alternatives for these 
patients include the elliptical machine, bike 
riding, and swimming, he says. 

Just as important is educating patients 
about managing their disease while they’re 
working out, says Seaquist. Th at’s because 
patients always need to know the status of 
their blood sugars, which is another reason 
she recommends continuous glucose mon-
itoring devices. When a patient is working 
out on an elliptical machine, it’s very diffi  -
cult to test blood. 

5  FACILITATE SUPPORT 
AMONG FAMILY MEMBERS

Eating food can be a communal or even a 
spiritual experience, says Seaquist. Take, 
for example, celebrating Ramadan, which 
requires Muslim observers to fast and then 
feast. Patients need to be able to cope with 
these scenarios—and family support can 
help, she says. 

Family members also need to com-
municate about ways to manage the dis-
ease as a family unit. As with managing 
any chronic disease, this requires a fam-
ily member with diabetes to discuss the 
best way to communicate about their 
 condition, says Seaquist. “Some people 
are thrilled to have someone else take 
care of them all the time. Other people 
are more independent and only want their 
spouse to interfere if there’s a dangerous 
 situation.”

6   INCREASE SUPPORT 
FOR  PATIENTS SUFFERING 

FROM LONELINESS.
Zubin Eapen, MD, system chief medical 
offi  cer at Cerritos, Calif.-based CareMore, 
a health plan and healthcare provider and 
Anthem subsidiary, says that many of its 
seniors live alone and experience loneli-
ness. In response, CareMore developed the 
Togetherness Program, which matches em-
ployee volunteers to patients experiencing 
loneliness. 

Th ese relationships are sustained by reg-
ular phone calls, as determined by patients’ 
needs; some patients receive phone calls as 
often as once a week, says Eapen. Th e pro-
gram, which serves all patients—not just 
those with diabetes—provides them with 
a social outlet. CareMore also learns more 
about patients’ needs because of these on-
going interactions. 

Editor’s note: Th is article was fi rst pub-
lished in Managed Healthcare Executive.
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Diabetes management

“[Hospital 
admissions 

are] very 
costly. 

Well-controlled 
blood sugar is 
cost-effective 
and worth it.”

— ELIZABETH SEAQUIST, MD, 

ENDOCRINOLOGIST, UNIVERSITY 

OF MINNESOTA HEALTH, 

MINNEAPOLIS
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Five ways physicians can build wealth

Craig W. Eissler, MBA, CFP, is 

a wealth adviser with Halbert 

Hargrove based in Houston. 

Send your financial questions to 

medec@ubm.com.

useful in estate planning, 

as they provide a dis-

counted valuation of the 

assets contributed. These 

discounted valuations can 

be particularly benefi cial for 

gifting strategies, effective-

ly allowing you to contrib-

ute approximately $20,000 

per benefi ciary, rather than 

$15,000—without having to 

fi le a gift tax return. 

4/ 529 Savings Plans 
For those of you with 

children, college savings 

plans are a great vehicle 

for saving money for their 

education. With the new 

tax law, they can also 

be used to pay for K-12 

private school tuition (up to 

$10,000 per year). These 

accounts are funded with 

after-tax contributions, 

with no additional taxation 

on the growth of the 

assets if used for qualifi ed 

educational expenses.  

The annual maximum 

contribution that can be 

made to a 529 without 

fi ling a gift tax return is 

the annual gift exclusion 

amount ($15,000 in 2018). 

But you can contribute 

fi ve years’ worth of gifts 

at one time ($15,000 x 5= 

$75,000). Unused funds 

can also be transferred to 

your other children’s 529 

accounts. Finally, although 

the assets you deposit 

into a 529 account aren’t 

included in your estate, 

they don’t leave your 

control for estate-planning 

purposes.

5/ HSAs
Those enrolled in a high-

deductible health plan 

can establish a health 

savings account (HSA), 

which permits annual 

tax-free contributions of 

$3,450 for individuals or 

$6,900 for families (with 

an additional $1,000 

contribution for those 

age 55 or older)—with 

no taxes incurred when 

withdrawn for payment of 

qualifi ed medical expenses. 

Most HSA custodians will 

allow account holders to 

invest their HSA funds in 

excess of certain account 

minimums. These accounts 

possess the “holy trinity” 

of tax benefi ts: tax-free 

contributions, tax-free 

growth, and tax-free 

distributions if used for 

qualifi ed medical expenses. 

While working, you can pay 

medical expenses out of 

pocket, watch the assets 

grow, and use them to pay 

for this spending post-

retirement. 

limits, however, disqualify 

most physicians from 

taking advantage of them. 

However, a backdoor Roth 

IRA provides a workaround. 

Using this method, you 

can make a non-deductible 

regular IRA contribution 

(non-deductible because 

of income limits)—and the 

following day convert those 

assets to a Roth IRA. This 

will allow tax-sheltered 

growth on those assets, 

plus no tax on withdrawals.  

With these benefi ts 

come several require-

ments. Among them: You 

must hold the Roth account 

for at least fi ve years and 

be at least 59½ before you 

can tap the earnings tax-

free and penalty-free. The 

good news is that, unlike 

traditional IRAs, there are 

no mandatory withdrawals 

or required minimum distri-

butions at age 70½.

3/ Trusts and Family 

Limited Partnerships 

The value of complete 

peace of mind can’t be 

understated. Trusts provide 

the ability to shelter assets 

from creditors above 

and beyond tort reform’s 

protections.

Family limited partner-

ships are an alternative to 

trusts that are favored by 

many physicians. Along 

with protecting assets, 

these partnerships are 

1/ Cash Balance Plans 
Simply put, cash balance 

plans offer physicians 

the opportunity to take 

larger tax deductions and 

accelerate their retirement 

savings. Cash balance 

plans are actually a type 

of defi ned benefi t plan, 

but instead of requiring 

complex calculations that 

provide vague projections 

of retirement benefi ts, cash 

balance plans are more 

predictable and easier to 

understand. 

These plans can be 

used by smaller practices, 

including sole proprietors, 

as long as the cash fl ow 

needed to cover the fund-

ing requirements remains 

fairly consistent each year. 

Combined with more 

commonly used 401(k) 

plans, the two together can 

allow for generous pre-tax 

contributions of $150,000-

$250,000, resulting in 

signifi cant tax savings. 

Executing these combined 

plan design will require 

third-party administration 

by a licensed actuary.

2/ Backdoor Roth 

Contributions 

Since they were created in 

1997, Roth IRAs have been 

the darling of retirement 

savers due to their tax-free 

treatment of both growth 

and distributions. Roth 

IRAs’ income eligibility 
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been using portals for about fi ve years. 
Greenleaf frequently uses the portal 

to communicate lab results to patients. 
“For tests with normal results, it’s an 
easy way to send messages because 
there’s usually not much discussion in-
volved,” she says. “And it’s great from a 
business standpoint because you don’t 
spend as much time tracking people 
down and dealing with telephone tag.” 

Patients also appreciate the ease of 
communication, along with features 
such as the ability to request prescrip-
tion refi lls at any time. “If you realize 
at midnight you need a refi ll, you can’t 
call a doctor, but you can send a mes-
sage through the portal,” she says. 

Greenleaf also likes that portals 
provide opportunities to communi-
cate with and educate patients beyond 
face-to-face visits, such as e-mailing 
summaries of visits or links to websites 
where patients can fi nd additional in-
formation on a topic.

“I’m a medical professional and 
even I will sometimes leave a doctor’s 
appointment and think, ‘What did he 
just say?’ So it’s nice to be able to go 
back and look at what I’m supposed 
to do for a follow-up. I think care gets 
delivered a little better because of that,” 
Greenleaf says.  

Along the same lines, the fact that 
patients can access their doctors’ 
notes becomes an incentive for doc-
tors to ensure their notes are clear 
and accurate, says Robert Rowley, MD, 
a health IT consultant and primary 
care practitioner in Hayward, Calif. “It 
requires you to be more transparent 
and accountable for what you write, 
because the audience is no longer just 
you,” he says. “Th at’s a good thing, in 
my opinion.”

Andrew Carroll, MD, owner of a 
two-physician primary care practice 
in Chandler, Ariz., says the portal has 
become a valuable marketing tool. He 

attributes that in part to his making an 
“easy-to-use, robust” portal a priority 
when he purchased his EHR in 2014.

In addition, he strives to respond 
quickly to messages he receives via 
the portal, and to personalize the re-
sponses. For example, he says, when 
he sends a patient their lab results, 
“I’ll create a secure message along the 
lines of, ‘Your labs are really great, that 
change we made in your meds seems 
to be working. Stick with it and I’ll see 
you in a few months.’

“Patients want an experience 
through the portal that they fi nd easy 
to use and where you the doctor, not 
somebody who is your proxy, commu-
nicates back to the patient,” he says. 

Carroll estimates between 15 and 
20 percent of his patients use the por-
tal, although they’re striving to grow 
that number by requiring new patients 
to register electronically, including de-
mographic information, health history, 
and insurance information. “From day 

 one, we’re trying to show patients that 
we are a practice using a lot of tech 
tools to help our patients engage in 
their healthcare,” he explains.

POSTING LAB RESULTS
Probably the biggest complaint phy-
sicians voice regarding portals is how 
patients often respond to viewing their 
lab results: with unnecessary worry or 
by self-diagnosing with the aid of web 
searches. Cutler says he will some-
times get panicked phone calls from 
patients due to an abnormality as mi-
nor as a slightly elevated electrolyte 
level. “You really need a doctor to in-
terpret test results,” he says. “You can’t 
do it with Google.”

Greenleaf agrees. “I don’t always like 
patients having full access to their test 
results, because then they consult Dr. 
Google and the next thing you know, 
they think they have a deadly disease 
and we’re getting panicked phone 
calls,” she says. “Sometimes too much 
information is not good.”

Even viewing lab results can be 
frustrating for patients, McCoy says, 
despite the fact that it’s among the 
most common reasons they use por-
tals. “Not all portals display the results 
well, show the highs and lows, and 
where the patient fi ts in that range, so 
the patient winds up getting more raw 
data than usable information,” he says.

Rowley, too, has had to talk down 
panicked patients, but sees it as part 
of the transformation of the physician’s 
responsibility brought about by por-
tals and other forms of doctor-patient 
communication. 

“Th e role of physicians is evolving 
from being the keeper of all the facts, 
which we dole out to the patient, to 
being one of the facts are there for ev-
eryone to see ... For me, that’s the most 
rewarding position for a physician to 
be in.” 

Patient portals

Continued from page 15

The trouble with self-diagnosis

“I’m a medical professional 
and even I will sometimes 
leave a doctor’s appoint-
ment and think, ‘What did 
he just say?’ So it’s nice 
to be able to go back and 
look at what I’m supposed 

to do for a 

follow-up.”

—BETSY GREENLEAF, DO, 

OB/GYN, RUMSON, N.J.
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P
atients are more likely today 
than in the past to seek care 
from multiple sources: their 
primary care physician, the lo-
cal urgent care center, retail 
clinics, and even online. Th ey’re 
also generating more health-
care data on their own, through 
fi tness trackers or at-home de-

vices like glucometers and blood pressure 
cuff s.

As a result, patients want technology that 
consolidates all that information and allows 
them to access and share what they need, 
when they need it. Patients will look for phy-
sicians who provide them with the online 
experiences that they’re used to and expect 
in other aspects of their lives.

“Over time, the customer is going to grav-
itate to providers based on convenience,” 
says Don Rucker, MD, national coordinator 
for health IT with the Offi  ce of the National 
Coordinator (ONC) for Health Information 
Technology.

Patient portals—intended to provide 
that improved engagement and out-
comes—have yet to deliver on the promise. 
But that’s expected to change within the 
coming decade as portals become more 
patient-centered. 

In the years ahead, experts expect portals 
will move beyond the limited functionality 
they have today and transform into a us-
er-friendly technology that put a patient’s 
whole health history into one easy-to-navi-
gate online portal. 

“We’re going to see a highly personalized 
portal, one that aggregates data from multi-
ple sources, that can contextualize the data, 
run analytics on it, and that can empower 
patients as they navigate their health jour-
ney,” says Mark Gilbert, MBA, director of 
research at Gartner Inc., a Stamford, Conn.-
based IT research and advisory fi rm. “And I 
think 10 years out, we’ll fi nd these tools will 
become a critically important part of a pre-
cision health model.”

A FRICTIONLESS EXPERIENCE
Even though today’s portals typically have 
limited functionality, physicians still say 
they see them as the primary tool for engag-
ing patients, says Adam Cherrington, MBA, 
research director of patient engagement at 
KLAS Research in Orem, Utah.

“[Physicians] call it the highway to the 
patient,” he says, “but they also tell us that 
adoption is still low. It’s still a challenge to 
get patients to log in.”

Cherrington says that the vast majority 
of healthcare providers (both systems and 
individual practices) have implemented pa-
tient portals, yet studies show less than 20 
percent of patients on average log in and use 
them. And those patients who do use portals 
generally do so only to check appointment 
times, send or receive messages, or check 
lab results and healthcare records—even 
though some portals already off er more ad-
vanced functions such as online scheduling 
and even telemedicine options. 

Health IT leaders point to a poor user ex-

By MARY K. PRATT Contributing author

What’s the future 
of patient portals?

HIGHLIGHTS

  Making the user 

 experience smoother 

and optimizing it for 

mobile use are critical 

steps that will help 

increase adoption 

rates.

  Experts predict 

tech vendors will 

develop portals that 

are easier for patients 

and physicians to 

use, which should 

spur higher levels of 

adoption.
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perience as a signifi cant reason for the low 
rates of use by patients.

“It’s a pain point we hear a lot from pa-
tients,” says Margeaux Akazawa, a public 
health analyst at ONC. “We can see patient 
portals as a success in getting patients ac-
cess to their data, but they’re very limited. 
Not only are they very static, but they’re not 
designed with the user in mind.”

Cherrington predicts technology vendors 
will develop portals that are easier for pa-
tients and physicians to use, which he says 
should spur higher levels of adoption.

Similarly, health IT experts say technolo-
gy vendors will increasingly optimize portals 
for mobile device use, because studies show 
people overwhelmingly use smartphones 
and tablets to access online information. 

“What we know is mobile is the dominant 
platform for consumers today, so that has to 
be the predominant platform [ for portals],” 
says Walter Jin, CEO of Pager, a New York 
City-based company that sells a mobile app 
to insurance companies to help guide their 
members through the healthcare system.

Making the user experience smoother 
and optimizing it for mobile use are critical 
steps that will help increase adoption rates, 
experts say. However, those steps are just the 
start of the improvements in portal applica-
tions expected in coming years.

FUTURE FUNCTIONS
EHR vendors are not the only ones develop-
ing patient-centered technologies. 

Software companies outside the health-
care industry are introducing portal-like 
products, too, with experts pointing to the 
January 2018 announcement from Apple Inc. 
about its Health Records app as an example. 

As these software makers create new fea-
tures, physicians and patients can expect 
future portals to:

Deliver more information and 

support more interaction between 

patient and provider.

Health IT leaders say portals will be the 
main tool physicians use to remind patients 
about upcoming visits, the protocols they 
need to follow between appointments, and 
other critical healthcare recommendations. 

Likewise, they see portals making it 
easier for patients to send emails, search 
information, schedule appointments on-
line, and even securely exchange text (the 
preferred method of communication for 
many younger patients). Experts note that 
portals typically have these functions now; 
however, they’re not widely used nor are 
they always easy for patients and physi-
cians to navigate.

Organize and summarize patient data 

from multiple EHRs and consumer 

devices such as fi tness trackers. 

Th is will be done in a way that the average 
person can understand, and provide details 
and insights on what the patient’s health-
care data means for them. For example, 
portals will provide action plans from the 
patient’s physicians and links to appropriate 
guidelines or follow-up treatment guides. 

Portals will also use artifi cial intelli-
gence-enabled self-management and self-di-
agnostic tools. 

“Th ere is the potential for healthcare 
that’s happening in the doctor’s offi  ce to 
move back to the patient,” says Edward Yu, 
MD, a primary care physician and medi-
cal director of quality at Palo Alto Medical 
Foundation.

Automate more actions. 

Patients will be able to initiate and conduct 
a virtual visit with a simple click from the 
portal. 

The future of patient portals

“[Physicians] call it the highway to the patient, 
but they also tell us that adoption is still low. 
It’s still a challenge to get patients to log in.”
—ADAM CHERRINGTON, MBA, RESEARCH DIRECTOR OF PATIENT ENGAGEMENT, KLAS RESEARCH.
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In turn, portals will make it easier for pa-
tients to provide relevant information in ad-
vance of both virtual and in-offi  ce visits via 
automated questionnaires contained within 
the portal, says Stephen Dart, MBA, senior 
director of product management with Ad-
vancedMD, a South Jordan, Utah-based 
vendor of cloud software for independent 
medical practices.

Offer more resources, including 

connections to support groups 

or communities focused on their 

specifi c health conditions or 

wellness concerns.

“Portals will become richer as they’re able to 
incorporate other capabilities that patients 
want,” says Peter Kilbridge, MD, senior direc-
tor for research at Th e Advisory Board Co., 
a healthcare research and consulting fi rm 
headquartered in Washington, D.C. 

For example, physicians could use portals 
to connect patients to nutrition programs or 
deliver ongoing content that helps motivate 
patients with chronic conditions to stay on 
track with their care programs.
      Taken all together, “the future of the por-
tal is about getting the right data to the pa-
tient in an understandable format to help 
them engage and improve their ability to fol-
low a healthcare plan,” says Ripley Hollister, 
MD, a board member with the Physicians 
Foundation and a primary care practitioner 
in Colorado Springs, Colo.

CHALLENGES TO IMPLEMENTING 
BETTER PORTALS
Such a future state isn’t that far off , accord-
ing to health IT experts. Some portals al-
ready have advanced capabilities, such as 
telemedicine functions, online scheduling 
options, and the ability to access physicians’ 
notes. But those are the exceptions.

Moreover, the technologies that will en-
able future features already exist. Applica-
tion programming interfaces, or APIs, and 
the Fast Healthcare Interoperable Resource 
(FHIR) standard already enable interopera-
bility between systems. AI is being used to 
help physicians make diagnoses and plan 
the best courses of care. And many patient 
portals can be accessed by smartphones, 
even if they’re not all existing portals are yet 
optimized for mobile devices. 

Still, there are challenges to creating the 
more advanced features described above 

and achieving widespread adoption of them, 
health IT leaders say.

For starters, EHRs can’t yet easily share 
data with other EHRs. Similarly, many EHRs 
can’t readily accept or share data with pa-
tient-owned apps. Additionally, some pro-
viders don’t want to share all their notes 
directly with patients. Many others don’t 
want to open up their schedules for patients 
to set up appointments online without staff  
screening to determine the urgency of the 
patient’s needs.

Questions about how and how much 
physicians will be reimbursed for services 

off ered via patient portals—such as tele-
medicine visits or text exchanges—could 
slow adoption of anticipated future features, 
Hollister says. 

“Th ere’s a cost to this technology and the 
maintenance of it. Who will pay for those 
costs? Will the physician be reimbursed?” 
Hollister asks.

Physicians will also need time to incorpo-
rate the advanced patient portal capabilities 
into their practices, Hollister says, explain-
ing that physicians will have to establish for 
themselves and their patients what types of 
information is appropriate to share via the 
enhanced portals of the future and what 
communication will remain best done via 
in-offi  ce visits. 

Cherrington acknowledges that these 
challenges could stymie the patient portals 
of the future, with a lot of developments hav-
ing to come together in order to see the high 
level of patient portal adoption that can 
then impact healthcare outcomes. 

The future of patient portals

“The future of the portal is about 
getting the right data to the patient in 
an understandable format to help them 

engage and improve their ability 
to follow a healthcare plan.”

—RIPLEY HOLLISTER, MD, BOARD MEMBER, 

THE PHYSICIANS FOUNDATION / PRIMARY CARE PHYSICIAN, 

COLORADO SPRINGS, COLO.
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However, he says, his research shows 
that optimism regarding future improve-
ments is high in light of Apple’s entry into 
this market and other advancements. Phy-
sicians and other healthcare providers see a 
future where this technology can help with 
interoperability by providing a conduit for 
sharing data as well as making data more 
accessible and thereby allowing patients to 
really take charge of their healthcare.

“Providers want to not only have a vehi-
cle to connect with their patients, but they 
want their patients to participate in their 

care by making it easier to navigate it,” Cher-
rington says. 

And patients want this too, he adds, in 
the form of a tool that makes their experi-
ence smooth and easy when seeing their 
healthcare team.

“Th at’s what has to happen, Cherrington 
says. “And whether we call it a portal or pa-
tient guidance tool or something diff erent, I 
don’t know. But it’s going to have to be some-
thing signifi cantly useful for the patient and 
as that happens the value alone will keep 
patients coming back to it.” 

The future of patient portals

“We’re going to see a highly personalized portal, one that aggregates 
data from multiple sources, that can contextualize the 
data, run analytics on it, and that can empower patients 
as they navigate their health journey.”

—MARK GILBERT, MBA, DIRECTOR OF RESEARCH, GARTNER INC., STAMFORD, CONN.
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ONC: Current portals are ‘frustrating’; API may be the key

If a person can get from point A to 

point B anywhere in the world via 

their smartphone, they should be 

able to navigate healthcare just as 

easily.

So says National Coordinator for 

Health Information Technology Don 

Rucker, MD, in a recent blog post dis-

cussing the lack of interoperability in 

healthcare, including patient portals. 

“While many patients can access 

their medical information through 

multiple provider portals, the current 

ecosystem is frustrating and cum-

bersome,” Rucker said. “The more 

providers they have, the more por-

tals they need to visit, the more us-

ernames and passwords they need 

to remember. In the end, these 

steps make it hard for patients to 

aggregate their information across 

care settings and prevent them from 

being empowered consumers.”

Just as smartphone apps can 

give directions on foot, via car, or 

even public rail and bus systems, 

healthcare information should pro-

vide just as much information and 

options, he noted. And the key to 

that are application programming in-

terfaces (APIs). The use of APIs can 

not only allow patients to access 

their information in better ways, but 

also organize it to suit their needs 

and their understanding. 

The result, Rucker noted, is a more 

engaged, more informed patient.

Building on the 21st Century 

Cures Act, Rucker said his agency 

is working on rulemaking for APIs 

that will promote better access and 

exchange of healthcare information.

“Ensuring that APIs in the health 

ecosystem are standardized, trans-

parent, and pro-competitive are the 

central principles guiding [ONC’s] 

work,” he said. “These goals should 

allow new business models and 

tools that will expand the transpar-

ency of all aspects of healthcare. 

New tools should allow patients to 

comparison shop for their health-

care needs like they do when hailing 

a ride.” 
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frequently hear the lament 
that when a primary care 
physician converts to 
direct primary care (DPC)/
retainer-based/concierge 

care models, a lot of patients get left 
out, equating to  patient abandonment. 
Some go so far as to suggest that it is 
unethical for the physician to down-
size. I fi nd this a false argument. 

Consider fi rst that the 2,500-plus 
patients in a PCPs panel today are not 
getting the best possible care because 
the doctor is on a constant treadmill.  

Yes, if lots of PCPs in one communi-
ty converted all at once there could be 
a serious shortage. But that is not likely 
to happen. More likely is a gradual 
conversion process by those who wish 
to do so. It is not so unlike the PCP 
who quits his or her practice and seeks 
employment elsewhere. Th e aff ected 
patients will be cared for by other 
doctors in the community that still do 
“production line medicine.” If it is a 
rural or other area without additional 
physicians, then it is time to recruit 
more providers including nurse practi-
tioners and physician assistants. 

DPC, retainer, or concierge care 
need not be expensive. Once it 
becomes clear that people can get 
better care at a reasonable cost, the 
general public will be the ones who 
will pressure their PCPs to make the 
conversion. It is supply and demand. 
If the demand is there, the supply will 
increase; but only if the system is fi xed. 

DPC is one way to fi x the system. 
Th e alternative is to wait and let the 

doctor burn out and close his or her 
practice; then no one gets the benefi t 
of that physician. Th e current high 
visit number is a direct consequence 
of a reimbursement system that has 
paid too little for too long. If that had 
never happened, there would never 
have been the pressure to see too many 
patients or have too large a panel size. 
Th e need today is to get back to a rea-
sonable number of visits per day. Using 
better technology and team functions, 
that number can be greater today than 
it was years ago but it still needs to be 
a reasonable number that the PCP can 
interact with appropriately. 

One other point: Doctors today 
spend an inordinate time on non-
clinical paperwork. DPC gives that 20 

percent of time back. Th at dramatically 
lessens the PCP shortage. 

And as medical students begin 
to observe that it is possible to be a 
high-quality PCP giving superior care 
in a satisfying setting, more and more 
will once again choose primary care. 

Th ere is one other very important 
advantage: Total costs go down with 
many fewer referrals to specialists, few-
er ED visits, and fewer hospitalizations. 
Given this reduction in total costs yet 
with greatly improved care and satis-
faction, it behooves insurers (including 
government-sponsored Medicare and 
Medicaid) and employers to work with 
these models. Th ey can benefi t from 
the lower costs, the greater patient 
satisfaction, and improved outcomes.

Primary care need not be expensive. 
Paradoxically, the insurance method-
ology has made it so. In all these direct 
pay, concierge, and retainer/member-
ship models, the physician and patient 
break the bonds with the insurer and 
replace it with a direct contractual 
relationship with each other. Th e result 
is better care, greater satisfaction by 
the patient and by the doctor and re-
duced overall healthcare costs. Th at is 
certainly not patient abandonment. 

Stephen C. Schimpff, MD, is a quasi-retired 

internist, professor of medicine and public 

policy, former CEO of the University of Maryland 

Medical Center, and an author. Send your 

comments to medec@ubm.com.

Direct primary care does not 
lead to patient abandonment
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physician and patient 
break the bonds 
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and replace it with 
a direct contractual 
relationship with 
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persisted until the last dose in 42% of patients [see Drug Interactions]. Weight Gain 
LYRICA treatment may cause weight gain. In LYRICA controlled clinical trials of up to 
14 weeks, a gain of 7% or more over baseline weight was observed in 9% of LYRICA-
treated patients and 2% of placebo-treated patients. Few patients treated with 
LYRICA (0.3%) withdrew from controlled trials due to weight gain. LYRICA associated 
weight gain was related to dose and duration of exposure, but did not appear to be 
associated with baseline BMI, gender, or age. Weight gain was not limited to patients 
with edema [see Warnings and Precautions, Peripheral Edema]. Although weight gain 
was not associated with clinically important changes in blood pressure in short-term 
controlled studies, the long-term cardiovascular effects of LYRICA-associated weight 
gain are unknown. Among diabetic patients, LYRICA-treated patients gained an average 
of 1.6 kg (range: -16 to 16 kg), compared to an average 0.3 kg (range: -10 to 9 kg) 
weight gain in placebo patients. In a cohort of 333 diabetic patients who received 
LYRICA for at least 2 years, the average weight gain was 5.2 kg. While the effects of 
LYRICA-associated weight gain on glycemic control have not been systematically 
assessed, in controlled and longer-term open label clinical trials with diabetic patients, 
LYRICA treatment did not appear to be associated with loss of glycemic control (as 
measured by HbA

1C
). Abrupt or Rapid Discontinuation Following abrupt or rapid 

discontinuation of LYRICA, some patients reported symptoms including insomnia, 
nausea, headache, anxiety, hyperhidrosis, and diarrhea. Taper LYRICA gradually over 
a minimum of 1 week rather than discontinuing the drug abruptly. Tumorigenic 
Potential In standard preclinical in vivo lifetime carcinogenicity studies of LYRICA, an 
unexpectedly high incidence of hemangiosarcoma was identified in two different 
strains of mice [see Nonclinical Toxicology, Carcinogenesis, Mutagenesis, Impairment 
of Fertility]. The clinical significance of this finding is unknown. Clinical experience 
during LYRICA’s premarketing development provides no direct means to assess its 
potential for inducing tumors in humans. In clinical studies across various patient 
populations, comprising 6396 patient-years of exposure in patients >12 years of age, 
new or worsening-preexisting tumors were reported in 57 patients. Without 
knowledge of the background incidence and recurrence in similar populations not 
treated with LYRICA, it is impossible to know whether the incidence seen in these 
cohorts is or is not affected by treatment. Ophthalmological Effects In controlled 
studies, a higher proportion of patients treated with LYRICA reported blurred vision 
(7%) than did patients treated with placebo (2%), which resolved in a majority of cases 
with continued dosing. Less than 1% of patients discontinued LYRICA treatment due 
to vision-related events (primarily blurred vision). Prospectively planned ophthalmologic 
testing, including visual acuity testing, formal visual field testing and dilated 
funduscopic examination, was performed in over 3600 patients. In these patients, 
visual acuity was reduced in 7% of patients treated with LYRICA, and 5% of placebo-
treated patients. Visual field changes were detected in 13% of LYRICA-treated, and 
12% of placebo-treated patients. Funduscopic changes were observed in 2% of 
LYRICA-treated and 2% of placebo-treated patients. Although the clinical significance 
of the ophthalmologic findings is unknown, inform patients to notify their physician if 
changes in vision occur. If visual disturbance persists, consider further assessment. 
Consider more frequent assessment for patients who are already routinely monitored 
for ocular conditions. Creatine Kinase Elevations LYRICA treatment was associated 
with creatine kinase elevations. Mean changes in creatine kinase from baseline to the 
maximum value were 60 U/L for LYRICA-treated patients and 28 U/L for the placebo 
patients. In all controlled trials across multiple patient populations, 1.5% of patients 
on LYRICA and 0.7% of placebo patients had a value of creatine kinase at least three 
times the upper limit of normal. Three LYRICA-treated subjects had events reported as 
rhabdomyolysis in premarketing clinical trials. The relationship between these 
myopathy events and LYRICA is not completely understood because the cases had 
documented factors that may have caused or contributed to these events. Instruct 
patients to promptly report unexplained muscle pain, tenderness, or weakness, 
particularly if these muscle symptoms are accompanied by malaise or fever. 
Discontinue treatment with LYRICA if myopathy is diagnosed or suspected or if 
markedly elevated creatine kinase levels occur. Decreased Platelet Count LYRICA 
treatment was associated with a decrease in platelet count. LYRICA-treated subjects 
experienced a mean maximal decrease in platelet count of 20 x 103/μL, compared to 
11 x 103/μL in placebo patients. In the overall database of controlled trials, 2% of 
placebo patients and 3% of LYRICA patients experienced a potentially clinically 
significant decrease in platelets, defined as 20% below baseline value and  
<150 x 103/μL. A single LYRICA-treated subject developed severe thrombocytopenia 
with a platelet count <20 x 103/μL. In randomized controlled trials, LYRICA was not 
associated with an increase in bleeding-related adverse reactions. PR Interval 
Prolongation LYRICA treatment was associated with PR interval prolongation. In 
analyses of clinical trial ECG data, the mean PR interval increase was 3–6 msec at 
LYRICA doses ≥300 mg/day. This mean change difference was not associated with an 
increased risk of PR increase ≥25% from baseline, an increased percentage of subjects 
with on-treatment PR >200 msec, or an increased risk of adverse reactions of second 
or third degree AV block. Subgroup analyses did not identify an increased risk of PR 
prolongation in patients with baseline PR prolongation or in patients taking other PR 
prolonging medications. However, these analyses cannot be considered definitive 
because of the limited number of patients in these categories.

ADVERSE REACTIONS
Clinical Trials Experience Because clinical trials are conducted under widely 
varying conditions, adverse reaction rates observed in the clinical trials of a drug 
cannot be directly compared to rates in the clinical trials of another drug and may not 
reflect the rates observed in practice. In all controlled and uncontrolled trials across 
various patient populations during the premarketing development of LYRICA, more 
than 10,000 patients have received LYRICA. Approximately 5000 patients were treated 
for 6 months or more, over 3100 patients were treated for 1 year or longer, and over 
1400 patients were treated for at least 2 years.

Adverse Reactions Most Commonly Leading to Discontinuation in All Premarketing 
Controlled Clinical Studies In premarketing controlled trials of all populations 
combined, 14% of patients treated with LYRICA and 7% of patients treated with 
placebo discontinued prematurely due to adverse reactions. In the LYRICA treatment 
group, the adverse reactions most frequently leading to discontinuation were dizziness 
(4%) and somnolence (4%). In the placebo group, 1% of patients withdrew due to 
dizziness and <1% withdrew due to somnolence. Other adverse reactions that led to 
discontinuation from controlled trials more frequently in the LYRICA group compared 
to the placebo group were ataxia, confusion, asthenia, thinking abnormal, blurred 
vision, incoordination, and peripheral edema (1% each). 

Most Common Adverse Reactions in All Premarketing Controlled Clinical Studies In 
premarketing controlled trials of all patient populations combined, dizziness, 
somnolence, dry mouth, edema, blurred vision, weight gain, and “thinking abnormal” 
(primarily difficulty with concentration/attention) were more commonly reported by 
subjects treated with LYRICA than by subjects treated with placebo (≥5% and twice 
the rate of that seen in placebo). 

Controlled Studies with Neuropathic Pain Associated with Diabetic Peripheral 
Neuropathy 

Adverse Reactions Leading to Discontinuation In clinical trials in patients with 
neuropathic pain associated with diabetic peripheral neuropathy, 9% of patients 
treated with LYRICA and 4% of patients treated with placebo discontinued 
prematurely due to adverse reactions. In the LYRICA treatment group, the most 
common reasons for discontinuation due to adverse reactions were dizziness (3%) and 
somnolence (2%). In comparison, <1% of placebo patients withdrew due to dizziness 
and somnolence. Other reasons for discontinuation from the trials, occurring with 
greater frequency in the LYRICA group than in the placebo group, were asthenia, 
confusion, and peripheral edema. Each of these events led to withdrawal in 
approximately 1% of patients. 

Most Common Adverse Reactions Table 3 lists all adverse reactions, regardless of 
causality, occurring in ≥1% of patients with neuropathic pain associated with  
diabetic neuropathy in the combined LYRICA group for which the incidence was  
greater in this combined LYRICA group than in the placebo group. A majority of 
pregabalin-treated patients in clinical studies had adverse reactions with a maximum 
intensity of “mild” or “moderate.”

Table 3. Treatment-emergent adverse reaction incidence in controlled trials 
in neuropathic pain associated with diabetic peripheral neuropathy (events 
in at least 1% of all LYRICA-treated patients and at least numerically more in 
all LYRICA than in the placebo group)

Body System
Preferred term

75 mg/d
[N=77]

%

150 mg/d
[N=212]

%

300 mg/d
[N=321]

%

600 mg/d
[N=369]

%

All PGB*
[N=979]

%

Placebo
[N=459]

%

Body as a whole
Asthenia 4 2 4 7 5 2
Accidental injury 5 2 2 6 4 3
Back pain 0 2 1 2 2 0
Chest pain 4 1 1 2 2 1
Face edema 0 1 1 2 1 0
Digestive system
Dry mouth 3 2 5 7 5 1
Constipation 0 2 4 6 4 2
Flatulence 3 0 2 3 2 1
Metabolic and nutritional disorders
Peripheral edema 4 6 9 12 9 2
Weight gain 0 4 4 6 4 0
Edema 0 2 4 2 2 0
Hypoglycemia 1 3 2 1 2 1
Nervous system
Dizziness 8 9 23 29 21 5
Somnolence 4 6 13 16 12 3
Neuropathy 9 2 2 5 4 3
Ataxia 6 1 2 4 3 1
Vertigo 1 2 2 4 3 1
Confusion 0 1 2 3 2 1
Euphoria 0 0 3 2 2 0
Incoordination 1 0 2 2 2 0
Thinking abnormal† 1 0 1 3 2 0
Tremor 1 1 1 2 1 0
Abnormal gait 1 0 1 3 1 0
Amnesia 3 1 0 2 1 0
Nervousness 0 1 1 1 1 0
Respiratory system
Dyspnea 3 0 2 2 2 1
Special senses
Blurry vision‡ 3 1 3 6 4 2
Abnormal vision 1 0 1 1 1 0

*PGB: pregabalin
† Thinking abnormal primarily consists of events related to difficulty with concentration/
attention but also includes events related to cognition and language problems and 
slowed thinking. 

‡Investigator term; summary level term is amblyopia



Other Adverse Reactions Observed During the Clinical Studies of LYRICA Following is 
a list of treatment-emergent adverse reactions reported by patients treated with 
LYRICA during all clinical trials. The listing does not include those events already listed 
in the previous tables or elsewhere in labeling, those events for which a drug cause 
was remote, those events which were so general as to be uninformative, and those 
events reported only once which did not have a substantial probability of being acutely 
life-threatening. Events are categorized by body system and listed in order of 
decreasing frequency according to the following definitions: frequent adverse 
reactions are those occurring on one or more occasions in at least 1/100 patients; 
infrequent adverse reactions are those occurring in 1/100 to 1/1000 patients; rare 
reactions are those occurring in fewer than 1/1000 patients. Events of major clinical 
importance are described in the Warnings and Precautions section. Body as a Whole 
– Frequent: Abdominal pain, Allergic reaction, Fever; Infrequent: Abscess, Cellulitis, 
Chills, Malaise, Neck rigidity, Overdose, Pelvic pain, Photosensitivity reaction; Rare: 
Anaphylactoid reaction, Ascites, Granuloma, Hangover effect, Intentional Injury, 
Retroperitoneal Fibrosis, Shock. Cardiovascular System – Infrequent: Deep 
thrombophlebitis, Heart failure, Hypotension, Postural hypotension, Retinal vascular 
disorder, Syncope; Rare: ST Depressed, Ventricular Fibrillation. Digestive System – 
Frequent: Gastroenteritis, Increased appetite; Infrequent: Cholecystitis, Cholelithiasis, 
Colitis, Dysphagia, Esophagitis, Gastritis, Gastrointestinal hemorrhage, Melena, 
Mouth ulceration, Pancreatitis, Rectal hemorrhage, Tongue edema; Rare: Aphthous 
stomatitis, Esophageal Ulcer, Periodontal abscess. Hemic and Lymphatic System – 
Frequent: Ecchymosis; Infrequent: Anemia, Eosinophilia, Hypochromic anemia, 
Leukocytosis, Leukopenia, Lymphadenopathy, Thrombocytopenia; Rare: Myelofibrosis, 
Polycythemia, Prothrombin decreased, Purpura, Thrombocythemia. Metabolic and 
Nutritional Disorders – Rare: Glucose Tolerance Decreased, Urate Crystalluria. 
Musculoskeletal System – Frequent: Arthralgia, Leg cramps, Myalgia, Myasthenia; 
Infrequent: Arthrosis; Rare: Chondrodystrophy, Generalized Spasm. Nervous System 
– Frequent: Anxiety, Depersonalization, Hypertonia, Hypoesthesia, Libido decreased, 
Nystagmus, Paresthesia, Sedation, Stupor, Twitching; Infrequent: Abnormal dreams, 
Agitation, Apathy, Aphasia, Circumoral paresthesia, Dysarthria, Hallucinations, 
Hostility, Hyperalgesia, Hyperesthesia, Hyperkinesia, Hypokinesia, Hypotonia, Libido 
increased, Myoclonus, Neuralgia; Rare: Addiction, Cerebellar syndrome, Cogwheel 
rigidity, Coma, Delirium, Delusions, Dysautonomia, Dyskinesia, Dystonia, 
Encephalopathy, Extrapyramidal syndrome, Guillain-Barré syndrome, Hypalgesia, 
Intracranial hypertension, Manic reaction, Paranoid reaction, Peripheral neuritis, 
Personality disorder, Psychotic depression, Schizophrenic reaction, Sleep disorder, 
Torticollis, Trismus. Respiratory System – Rare: Apnea, Atelectasis, Bronchiolitis, 
Hiccup, Laryngismus, Lung edema, Lung fibrosis, Yawn. Skin and Appendages – 
Frequent: Pruritus; Infrequent: Alopecia, Dry skin, Eczema, Hirsutism, Skin ulcer, 
Urticaria, Vesiculobullous rash; Rare: Angioedema, Exfoliative dermatitis, Lichenoid 
dermatitis, Melanosis, Nail Disorder, Petechial rash, Purpuric rash, Pustular rash, Skin 
atrophy, Skin necrosis, Skin nodule, Stevens-Johnson syndrome, Subcutaneous 
nodule. Special senses – Frequent: Conjunctivitis, Diplopia, Otitis media, Tinnitus; 
Infrequent: Abnormality of accommodation, Blepharitis, Dry eyes, Eye hemorrhage, 
Hyperacusis, Photophobia, Retinal edema, Taste loss, Taste perversion; Rare: 
Anisocoria, Blindness, Corneal ulcer, Exophthalmos, Extraocular palsy, Iritis, Keratitis, 
Keratoconjunctivitis, Miosis, Mydriasis, Night blindness, Ophthalmoplegia, Optic 
atrophy, Papilledema, Parosmia, Ptosis, Uveitis. Urogenital System – Frequent: 
Anorgasmia, Impotence, Urinary frequency, Urinary incontinence; Infrequent: Abnormal 
ejaculation, Albuminuria, Amenorrhea, Dysmenorrhea, Dysuria, Hematuria, Kidney 
calculus, Leukorrhea, Menorrhagia, Metrorrhagia, Nephritis, Oliguria, Urinary 
retention, Urine abnormality; Rare: Acute kidney failure, Balanitis, Bladder Neoplasm, 
Cervicitis, Dyspareunia, Epididymitis, Female lactation, Glomerulitis, Ovarian disorder, 
Pyelonephritis. Comparison of Gender and Race The overall adverse event profile of 
pregabalin was similar between women and men. There are insufficient data to 
support a statement regarding the distribution of adverse experience reports by race. 

Postmarketing Experience The following adverse reactions have been identified 
during postapproval use of LYRICA. Because these reactions are reported voluntarily 
from a population of uncertain size, it is not always possible to reliably estimate their 
frequency or establish a causal relationship to drug exposure. Nervous System 
Disorders – Headache. Gastrointestinal Disorders – Nausea, Diarrhea. Reproductive 
System and Breast Disorders – Gynecomastia, Breast Enlargement. 

In addition, there are postmarketing reports of events related to reduced lower 
gastrointestinal tract function (e.g., intestinal obstruction, paralytic ileus, constipation) 
when LYRICA was co-administered with medications that have the potential to  
produce constipation, such as opioid analgesics. There are also postmarketing  
reports of respiratory failure and coma in patients taking pregabalin and other CNS 
depressant medications.

DRUG INTERACTIONS
Since LYRICA is predominantly excreted unchanged in the urine, undergoes negligible 
metabolism in humans (<2% of a dose recovered in urine as metabolites), and does 
not bind to plasma proteins, its pharmacokinetics are unlikely to be affected by other 
agents through metabolic interactions or protein binding displacement. In vitro and in 
vivo studies showed that LYRICA is unlikely to be involved in significant pharmacokinetic 
drug interactions. Specifically, there are no pharmacokinetic interactions between 
pregabalin and the following antiepileptic drugs: carbamazepine, valproic acid, 
lamotrigine, phenytoin, phenobarbital, and topiramate. Important pharmacokinetic 
interactions would also not be expected to occur between LYRICA and commonly used 
antiepileptic drugs. Pharmacodynamics Multiple oral doses of LYRICA were 
co-administered with oxycodone, lorazepam, or ethanol. Although no pharmacokinetic 
interactions were seen, additive effects on cognitive and gross motor functioning  
were seen when LYRICA was co-administered with these drugs. No clinically 
important effects on respiration were seen. 

USE IN SPECIFIC POPULATIONS
Pregnancy Exposure Registry There is a pregnancy exposure registry that monitors 
pregnancy outcomes in women exposed to LYRICA during pregnancy. To provide 
information regarding the effects of in utero exposure to LYRICA, physicians are 
advised to recommend that pregnant patients taking LYRICA enroll in the North 
American Antiepileptic Drug (NAAED) Pregnancy Registry. This can be done by 
calling the toll free number 1-888-233-2334, and must be done by patients 
themselves. Information on the registry can also be found at the website  
http://www.aedpregnancyregistry.org/. Risk Summary There are no adequate and 
well-controlled studies with LYRICA in pregnant women. However, in animal 
reproduction studies, increased incidences of fetal structural abnormalities and 
other manifestations of developmental toxicity, including skeletal malformations, 
retarded ossification, and decreased fetal body weight were observed in the 
offspring of rats and rabbits given pregabalin orally during organogenesis, at doses 
that produced plasma pregabalin exposures (AUC) ≥16 times human exposure at the 
maximum recommended dose (MRD) of 600 mg/day [see Data]. In an animal 
development study, lethality, growth retardation, and nervous and reproductive 
system functional impairment were observed in the offspring of rats given 
pregabalin during gestation and lactation. The no-effect dose for developmental 
toxicity was approximately twice the human exposure at MRD. The background risk 
of major birth defects and miscarriage for the indicated populations are unknown. 
However, the background risk in the U.S. general population of major birth defects 
is 2-4% and of miscarriage is 15-20% of clinically recognized pregnancies. Advise 
pregnant women of the potential risk to a fetus. Data Animal Data When pregnant 
rats were given pregabalin (500, 1250, or 2500 mg/kg) orally throughout the period 
of organogenesis, incidences of specific skull alterations attributed to abnormally 
advanced ossification (premature fusion of the jugal and nasal sutures) were increased 
at ≥1250 mg/kg, and incidences of skeletal variations and retarded ossification were 
increased at all doses. Fetal body weights were decreased at the highest dose. The 
low dose in this study was associated with a plasma exposure (AUC) approximately 
17 times human exposure at the MRD of 600 mg/day. A no-effect dose for rat 
embryo-fetal developmental toxicity was not established. When pregnant rabbits 
were given LYRICA (250, 500, or 1250 mg/kg) orally throughout the period of 
organogenesis, decreased fetal body weight and increased incidences of skeletal 
malformations, visceral variations, and retarded ossification were observed at the 
highest dose. The no-effect dose for developmental toxicity in rabbits (500 mg/kg) 
was associated with a plasma exposure approximately 16 times human exposure at 
the MRD. In a study in which female rats were dosed with LYRICA (50, 100, 250, 
1250, or 2500 mg/kg) throughout gestation and lactation, offspring growth was 
reduced at ≥100 mg/kg and offspring survival was decreased at ≥250 mg/kg. The 
effect on offspring survival was pronounced at doses ≥1250 mg/kg, with 100% 
mortality in high-dose litters. When offspring were tested as adults, neurobehavioral 
abnormalities (decreased auditory startle responding) were observed at ≥250 mg/kg 
and reproductive impairment (decreased fertility and litter size) was seen at  
1250 mg/kg. The no-effect dose for pre- and postnatal developmental toxicity in rats 
(50 mg/kg) produced a plasma exposure approximately 2 times human exposure at 
the MRD. In the prenatal-postnatal study in rats, pregabalin prolonged gestation and 
induced dystocia at exposures ≥50 times the mean human exposure (AUC(0–24) of  
123 μg•hr/mL) at the MRD. Lactation Risk Summary Small amounts of pregabalin 
have been detected in the milk of lactating women. A pharmacokinetic study in 
lactating women detected pregabalin in breast milk at average steady state 
concentrations approximately 76% of those in maternal plasma. The estimated 
average daily infant dose of pregabalin from breast milk (assuming mean milk 
consumption of 150 mL/kg/day) was 0.31 mg/kg/day, which on a mg/kg basis would 
be approximately 7% of the maternal dose [see Data]. The study did not evaluate 
the effects of LYRICA on milk production or the effects of LYRICA on the breastfed 
infant. Based on animal studies, there is a potential risk of tumorigenicity with 
pregabalin exposure via breast milk to the breastfed infant [see Nonclinical 
Toxicology]. Available clinical study data in patients >12 years of age do not provide 
a clear conclusion about the potential risk of tumorigenicity with pregabalin [see 
Warnings and Precautions]. Because of the potential risk of tumorigenicity, 
breastfeeding is not recommended during treatment with LYRICA. Data A 
pharmacokinetic study in ten lactating women, who were at least 12  weeks 
postpartum, evaluated the concentrations of pregabalin in plasma and breast milk. 
LYRICA 150 mg oral capsule was given every 12 hours (300 mg daily dose) for a total 
of four doses. Pregabalin was detected in breast milk at average steady-state 
concentrations approximately 76% of those in maternal plasma. The estimated 
average daily infant dose of pregabalin from breast milk (assuming mean milk 
consumption of 150 mL/kg/day) was 0.31 mg/kg/day, which on a mg/kg basis would 
be approximately 7% of the maternal dose. The study did not evaluate the effects 
of LYRICA on milk production. Infants did not receive breast milk obtained during the 
dosing period, therefore, the effects of LYRICA on the breast fed infant were not 
evaluated. Females and Males of Reproductive Potential Infertility Male 
Effects on Spermatogenesis In a randomized, double-blind, placebo-controlled non-
inferiority study to assess the effect of pregabalin on sperm characteristics, healthy 
male subjects received pregabalin at a daily dose up to 600 mg (n=111) or placebo 
(n=109) for 13 weeks (one complete sperm cycle) followed by a 13-week washout 
period (off-drug). A total of 65 subjects in the pregabalin group (59%) and 62 
subjects in the placebo group (57%) were included in the per protocol (PP) 
population. These subjects took study drug for at least 8 weeks, had appropriate 
timing of semen collections and did not have any significant protocol violations. 
Among these subjects, approximately 9% of the pregabalin group (6/65) vs. 3% in 
the placebo group (2/62) had ≥50% reduction in mean sperm concentrations from 
baseline at Week 26 (the primary endpoint). The difference between pregabalin and 
placebo was within the pre-specified non-inferiority margin of 20%. There were no 
adverse effects of pregabalin on sperm morphology, sperm motility, serum FSH or 

http://www.aedpregnancyregistry.org/
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