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SHINGRIX IS NOW 
$0 FOR ALMOST 
EVERYONE

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

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

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

Important Safety Information
• SHINGRIX is contraindicated in anyone 

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

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

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

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

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

For your patients with commercial insurance plans

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

For your Medicare Part D patients

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

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

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

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

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

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

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

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

Scan the QR code or 

visit ProfilesSHINGRIX.com to

SEE WHO YOU SHOULD VACCINATE

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

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

SHINGRIX (Zoster Vaccine Recombinant, Adjuvanted)

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

1 INDICATIONS AND USAGE

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

Limitations of Use:

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

2 DOSAGE AND ADMINISTRATION

2.2 Administration Instructions

For intramuscular injection only.

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

2.3 Dose and Schedule

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

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

4 CONTRAINDICATIONS

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

5 WARNINGS AND PRECAUTIONS

5.1 Preventing and Managing Allergic Vaccine Reactions

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

5.2 Guillain-Barré Syndrome (GBS)

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

5.3 Syncope 

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

6 ADVERSE REACTIONS

6.1 Clinical Trials Experience

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

Adults Aged 50 Years and OlderAdults Aged 50 Years and Older

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

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

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

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

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

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

Adverse
Reactions

Aged 50-59 
Years

Aged 60-69 
Years

Aged ≥70 
Years

SHINGRIX Placeboc SHINGRIX Placeboc SHINGRIX Placeboc

Local 
Adverse
Reactions

n = 1,315
%

n = 1,312
%

n = 1,311
%

n = 1,305
%

n = 2,258
%

n = 2,263
%

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

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

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

General 
Adverse 
Reactions

n = 1,315
%

n = 1,312
%

n = 1,309
%

n = 1,305
%

n = 2,252
%

n = 2,264
%

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

Fatigue 57 20 46 17 37 14

Fatigue, 
Grade 3e 9 2 5 1 4 1

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

6.2 Postmarketing Experience

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

General Disorders and Administration Site Conditions

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

Immune System DisordersImmune System Disorders

Hypersensitivity reactions, including angioedema, rash, and urticaria.

Nervous System DisordersNervous System Disorders

Guillain-Barré syndrome.

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

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

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

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

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy

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

8.2 Lactation

Risk SummaryRisk Summary

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

8.5 Geriatric Use

Adults Aged 60 Years and OlderAdults Aged 60 Years and Older

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

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

17 PATIENT COUNSELING INFORMATION

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

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

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

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

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

©2021 GSK group of companies or its licensor.
July 2021 SHX:6BRS
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I t was a difficult 2022 for physician practices as they dealt 
with rising business costs and staff shortages. Now, with the 
calendar flipped to 2023, there’s a new challenge to add to 

the mix: Medicare reimbursement cuts.
The news isn’t as bad as it could have been — but still bad. 

Initial reimbursement cuts could have been as high as 8.5%, but 
the omnibus bill approved by the previous Congress came up at 
2%. So better than it could have been, but still a challenge for 
practices hoping to get started on a successful financial year.

Physician advocates fought hard for a reimbursement 
increase, but it wasn’t meant to be. 

“We were advocating for physicians to receive an update 
commensurate with inflation, because that’s what other 
providers in Medicare receive, but we certainly didn’t get an 
inflation update,” says Anders Gilberg, senior vice president, 
government affairs, for the Medical Group Management Asso-
ciation (MGMA). 

How should practices tackle this loss? Some are looking to 
make Medicare a smaller part of their payer portfolio, but there 
are other ways practices can cut costs and find new revenue 
streams. Our cover story this month is all about this topic, and 
beyond this issue, we will be tackling all these potential solu-
tions throughout the year in the pages of Medical Economics® 
and on MedicalEconomics.com.

We are also tackling personal finance strategies for the year, 
with one of our investment adviser contributors providing 10 
tips for physician investors you won’t want to miss. 

Finally, I wanted to remind our readers that 2023 is Medical 
Economics® 100th anniversary. We have many exciting initia-
tives planned for this year, including a special anniversary issue 
scheduled for publication in October. In addition, we will have 
a distinct 100th anniversary page on MedicalEconomics.com, 
where you can check out all our anniversary coverage, includ-
ing a trip back in time as we survey Medical Economics® covers 
of the past, and other great content. You can find the page by 
visiting: MedicalEconomics.com/topics/100-years.

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

Dealing with 
payment cuts
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F irst came infl ation, with even the cost of basic offi  ce supplies eating into profi t margins 
that were already thin. This was followed by staffi  ng shortages that further drove up pay-
roll expenses. Then, at the end of 2022, Medicare reimbursement cuts loomed.

The threatened cuts were an almost annual occurrence by this point, with Congress 
always rallying at the last minute to stop them — but not this time. And the cuts for 
this year came amid a challenging fi nancial environment.

Yes, the cuts were reduced from what had been proposed, but the sting still hurts. The 
more Medicare patients on a patient panel, the bigger the likely fi nancial pain to be faced 
this year is. Although there are some bright spots when it comes to reimbursement, 

F E B R UA RY 2 0 2 310 M E D I C A L  ECO N O M I C S � ® Medical Economics.com

Medicare’s pay cut & other changes
PAYMENT OUTLOOK

By Todd Shryock

Ale
kss

/Ad
ob

e.S
toc

k.c
om

 (m
on

ey)
; a

dra
ga

n/S
toc

k.A
do

be
.co

m 
(sc

alp
el)



F E B R UA RY 2 0 2 3 M E D I C A L  ECO N O M I C S � ®Medical Economics.com 11

PAYMENT OUTLOOK / PHYSICIAN’S MONEY DIGEST®

the fi nal Physician Fee Schedule may 
have the biggest impact on most 
practices. 

Here is what physicians need to 
know about reimbursement for the 
rest of the year and beyond.

Medicare payment cuts
The bad news for physicians treating 
Medicare patients is that they receive 
a 2% pay cut in 2023. The good news 
is that it could have been 8.5%. This 
creates a situation in which doctors 
are being paid less to do a job that 
is costing them more in expenses 
thanks to record-high infl ation.

“We were advocating for physi-
cians to receive an update commen-
surate with infl ation, because that’s 
what other providers in Medicare 
receive, but we certainly didn’t get 
an infl ation update,” says Anders Gil-
berg, senior vice president, govern-
ment aff airs, for the Medical Group 
Management Association (MGMA). 

The Medicare Payment Advisory 
Commission, an advisory body 
to Congress on Medicare issues, 
recently recommended linking 
payment increases to 50% of the 
Medicare Economic Index, a meas-
ure of infl ation. 

Although it is a positive devel-
opment, Jack Resneck Jr., M.D., 
president of the American Medical 
Association (AMA), said it does not 
go far enough. “As the only Medicare 
provider without an infl ationary pay-
ment update, physicians have waited 
a long time for this change,” Resneck 
stated. “When adjusted for infl a-
tion, Medicare physician payment 
has declined 22% from 2001 to 2021. 
Physicians have struggled to keep 
their practices open in the face of 
rampant infl ation, COVID(-19) and 
growing costs of running a medical 
practice, and Medicare payments 
have not responded adequately.”

Congress typically deals with 
pending Medicare conversion 
factor cuts through actions that 
delay the cuts, rather than address-
ing the underlying funding issues 

— something a sharply divided 
Congress is unlikely to tackle — and 
2022 was no diff erent. Of the origi-
nal 8.5% of scheduled cuts, 4% was 
kicked down the road to 2025, when 
it will be an issue again.

As for the end of 2023, Gilberg 
says physician fee schedule cuts will 
be looming again. “We are in fact 
facing a similar situation with respect 
to the fee schedule,” says Gilberg. 
“We don’t know exactly what that is, 
although we predict that there will 
be some type of cut based on early 
predictions of what will be in the 
proposed rule coming this summer. 
Congress did appropriate enough 
money to off set approximately 1.25% 
of any prospective cut in 2024, but I 
don’t believe that will be enough to 
off set the cuts completely.”

The continual cuts to the money 
doctors earn for treating Medicare 
patients leave many physicians with 
diffi  cult decisions. “It puts incred-
ible pressure on their practice,” 
says Gilberg. “One of the things our 
members told us is that they might 

seriously look at reducing access for 
new Medicare benefi ciaries. Most of 
our members do accept Medicare, 
but that doesn’t necessarily mean 
that they can accept every new 
Medicare benefi ciary — or they may 
be forced to limit the number of 
patients within their practice that 
have Medicare as insurance.”

For many services, Medicare 
already does not provide enough 
reimbursement to cover the cost of 
providing care and can be signifi -
cantly lower than what commercial 
payers provide for the same service. 

This means practices must rely on 
commercial contracts that pay bet-
ter to off set the losses.

“Medicare wasn’t even a good 
payer going into this, and now they 
are going to be less so because of 
this cut,” says Gilberg. 

The ramifi cations can stretch 
beyond Medicare patients. With 
staffi  ng costs rising as workers 
demand more, many practices are 
facing more fi nancial strain than they 
can handle. So, in addition to possi-
bly reducing the number of patients 
with Medicare they will see, the lost 
revenue may force them to reduce 
hours or close satellite offi  ces at a 
time when patients are demanding 
more retail-like conveniences. 

And if enough doctors limit or 
eliminate coverage for Medicare 
patients, what good is a program so 
poorly funded that it cannot func-
tion as intended?

“That underscores what the 
MGMA, the AMA and others are 
going to be pushing next year,” 
says Gilberg. “What we are looking 

for is likely to have a two-pronged 
approach, with some reforms to the 
Medicare quality programs where 
some of the incentive money expired 
in 2023, and how we can create qual-
ity programs that reward high-quality, 
cost-eff ective care that are not as 
burdensome as some of the existing 
programs, like MIPS (Merit-based 
Incentive Payment System).”

He says there must be more 
incentives to enter alternative 
payment models, but there have not 
been enough to allow practices to 
move out of fee-for-service.

“When adjusted for infl ation, 
Medicare physician payment has 
declined 22% from 2001 to 2021.”
—JACK RESNECK JR., M.D., PRESIDENT, AMA
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“So, we’re kind of stuck in this 
middle ground where Medicare has 
not adopted enough value-based 
care opportunities, where at the 
same time, fee-for-service payments 
have stagnated, and that’s where we 
fi nd ourselves today.”

Gilberg acknowledges that any 
discussions about Medicare funding 
will be challenging in an environ-
ment that may include congres-
sional discussions about entitlement 
reform and reducing the overall cost 
of Medicare to the country. But at 
the same time, the physician portion 
of Medicare costs is not as high as 
the hospital or inpatient portion.

“If done correctly, I think we 
could potentially make sure that 
physicians receive adequate reim-
bursement and are incentivized to 
provide preventive care and other 
services that keep patients out of 
the hospital and ultimately save 
money to the Medicare program,” 
says Gilberg.

Another year-end casualty in 
2022 was the 5% bonus for phy-
sicians participating in Advanced 

Alternative Payment Models. This 
5% bonus on fee-for-service pay-
ments helped doctors transition to 
more value-based care, but Con-
gress lowered it to 3.5%.

“There wasn’t explosive growth 
in the program with the 5% bonus, 
so lowering it at this point is 
certainly not going to help,” says 
Gilberg. “So, if physicians are in an 
Alternative Payment Model, they 
should be mindful of that.” 

On the positive side, the fl exibil-
ity for telehealth has been extended 
for two years, including the payment 
parity between in-person visits and 
services delivered via telehealth. 
These fl exibilities were introduced 
during the COVID-19 pandemic and 
have proven popular with patients 
and doctors. Gilberg says this means 
practices that have invested in tele-
health can still benefi t from it.

Private payer trends
Payers are increasingly tying com-
pensation to the amount of risk 
assumed by physicians, and this 
can put more pressure on private 

physicians than on those employed 
by larger medical systems, says Thom 
Bales, partner, Health Services Con-
sulting Solutions Leader, PwC US. 

“PCPs (primary care physicians) 
are being asked to take on greater 
risk and invest in and spend more 
time on care management planning, 
all in an increasingly complex health 
ecosystem,” says Bales. “To manage 
this risk, physicians will need to lev-
erage new technology. In addition, 
PCPs are seeing either larger net-
works, systems or new businesses 
pull demand for higher reimburse-
ment services, and they will likely 
continue to feel that pressure.”

Bales says PCPs are critical for 
the industry’s shift to value-based 
care, which favors evidence-based 
approaches and data that prove 
quality outcomes and cost contain-
ment, and that reimbursement will 
increasingly be tied to this.

“Fee-for-service continues to 
drive about 40% of total health 
care payments, but the big shift has 
been from pay-for-performance 
and quality bonus-only programs to 

By Richard Payerchin Editor

TELEHEALTH
Lawmakers enacted telehealth fl exibilities to 
deal with the COVID-19 pandemic. Many of 
those were set to expire 151 after the end of 
the COVID-19 public health emergency.

Instead, the bill will extend and 
expand telehealth fl exibilities through Dec. 
31, 2024. Among those fl exibilities:

Expanding originating sites to include any 
sites where patients are located, including 
patient homes.

Extending coverage and payment for 
audio-only telehealth services.

“This is a clear demonstration of the 
very best of our elected offi  cials at work, 
fi rst enacting fl exibilities to allow telehealth 
services to deliver care to patients remotely 

during an unprecedented global pandemic,” 
ATA leader Kyle Zebley said in a news 
release. Zebley is ATA senior vice president 
for public policy and executive director of 
ATA Action.

“Now, as telehealth has proven to be an 
often lifesaving and widely valued option 
for millions of Americans, our congressional 
leaders on both sides of the aisle have taken 
appropriate action to ensure these services 
will remain in place for the next two years, 
while we seek permanent legislation on the 
state and federal levels,” Zebley said.

The federal spending plan had “several 
provisions that move our nation closer to 
our goal of ensuring aff ordable, equitable 
and comprehensive care for all,” AAFP Pres-
ident Tochi Iroku-Malize, MD, MPH, FAAFP, 
said in a statement. “We applaud the exten-

sion of Medicare telehealth fl exibilities, 
including audio-only telehealth, through the 
end of 2024. This preserves patients’ access 
to virtual care and off ers predictability for 
physicians.”

PHYSICIAN REIMBURSEMENT
Despite that good news, cuts to physician 
reimbursement threaten health care promises 
made to senior citizens and will reduce access 
to timely care for many, Iroku-Malize said.

The Medicare Physician Fee Schedule 
included a 4.5% cut to take eff ect this year. 
That will be reduced to 2% for 2023 and 
about 3% for 2024, according to AHA.

But any cut is unacceptable, Iroku-Malize 
said in the AAFP statement.

“Coupled with infl ation and rising 
practice costs, any payment cut puts 

2023 federal budget: What you need to know
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more traditional value-based care 
programs tied to cost and out-
comes-based quality measure tar-
gets,” says Bales. “As an independ-
ent practice PCP, they need to think 
about cooperatives or health plans 
that have the capabilities to support 
them. We are starting to see some 
health plans provide better insights, 
services and health capabilities. 
They also need to consider the fun-
damental question on going alone or 
joining a PCP aggregator — whether 
that’s large, increasingly integrated 
health systems or the rise of some 
of the larger physician groups often 
supported by private equity.”

One other private payer trend to 
watch for in 2023 also directly ties 
back to Medicare: prior authoriza-
tions. Although they are not related to 
reimbursement, they do cost practices 
untold amounts of money and time.

The Biden administration is 
putting out rules, which apply to 
Medicare Advantage plans, that will 
limit use of prior authorizations 
(Gilberg says there is support for 
bipartisan legislation on the same 

topic that will likely be reintroduced 
this year after having stalled in the 
Senate last year). Because Medicare 
Advantage plans are largely private 
plans, the hope is that the improve-
ments will spread.

“If we can move the dial with 
respect to prior authorization on 
Medicare Advantage, then that 
would also impact the same types of 
processes that private health plans 
use for their commercial products,” 
says Gilberg. “If approved, that will 
hopefully put some more structure 
around things like electronic trans-
mission of information to ensure 
that prior authorization requests 
are undertaken and adjudicated in a 
timely manner.”

One other negative carryover 
from the Medicare rate cuts is the 
potential eff ect on physicians with 
private payer contracts.

“Many of the commercial plans 
base their private contracts on Medi-
care rates,” says Gilberg. “They might 
be 150% of the Medicare rate in your 
contract for a commercial plan. Any-
time Medicare cuts occur, that also 

will have a commensurate reduction 
in contracted rates with private plans 
if those plans link to Medicare.”

Bales says it is in the best interest 
of PCPs and insurers to identify and 
manage care around value.

“PCPs by themselves are limited 
in the ability to follow a patient 
across their care experience and 
sites of care, fi ll in gaps and stitch 
together a broader community that 
can include community services, 
advocates and even caregiver roles 
in diff erent locations,” says Bales. 
“Insurers remain dependent on phy-
sicians to coordinate and execute on 
care plans.”

With Medicare reimbursement 
cuts and private payers trending 
toward data-driven value-based care, 
can the small practice still survive?

“It depends on the circum-
stances,” says Bales. “For those 
looking for independence and are 
comfortable with greater variability 
and reduced compensation, there 
is a choice. For others — and most 
small and rural PCPs — it’s going to 
be a challenge.” 

untenable strain on family medicine 
and other physician practices,” Iro-
ku-Malize said. “This ultimately wors-
ens benefi ciaries’ timely access to care, 
stalls progress toward value-based care 
and hastens health care consolidation. 
Congress must take action to ensure 
Medicare physician payment policies 
support comprehensive and continuous 
primary care, keep pace with increasing 
practice costs and stop the annual 
threat of Medicare cuts.

“It is imperative that lawmakers 
take concrete action on comprehensive 
Medicare payment reform so patients can 
access to the quality care they deserve, 
and physicians have the resources and 
fl exibility they need,” Iroku-Malize said.

FINANCIAL IMPLICATIONS
AHA noted the spending plan will delay 
the federal Pay-As-You-Go Act sequester, 

known as statutory PAYGO, for two years. 
Without that delay, Medicare would have 
had a $38 billion cut starting this year.

The federal budget also will extend 
incentive payments for alternative payment 
models for an additional year, through 
calendar year 2025. However, the incentive 
payments will be at 3.5% instead of 5%.

In a published statement, AHA Pres-
ident Rick Pollack praised Congress for 
recognizing pressure on hospitals, health 
systems, and caregivers, but their fi nan-
cial situation is grim.

“This legislation will deliver critical 
support and resources so we can better 
care for our patients and create healthier 
communities,” Pollack said. “Due to 
skyrocketing cost increases for supplies, 
equipment, drugs and labor, challenging 
workforce shortages, and the ‘tripledemic’ 
of COVID-19, fl u, and RSV, the hospital fi eld 
is stretched thin and on the brink.”

WORKFORCE UPDATES
The federal budget includes 200 Medi-
care-funded graduate medical education 
residency positions beginning in 2026. At 
least half of those will be dedicated to psy-
chiatry and psychiatry subspecialty resi-
dencies, with 10% distributed to hospitals 
in rural areas, those operating above their 
caps, in states with new medical schools, 
and those serving health professional 
shortage areas.

CYBERSECURITY
Medical device manufacturers will have 
new requirements for cybersecurity, 
with some going into eff ect in 90 days. 
The U.S. Food and Drug Administration 
must provide additional resources for 
device cybersecurity and the Government 
Accountability Offi  ce will have a year to 
identify how federal agencies can boost 
cybersecurity in devices.
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By Syed Nishat and Aadil Zaman, Contributing Authors

10 stock market insights for 
physician investors in 2023
At the start of each year, everyone is clamoring 
to fi gure out what the next 12 months will be 
like when it comes to the stock market and 
investment outlook. Although we’ve defi nitely 
all had some surprises, the partners at Wall 
Street Alliance Group have some ideas about 
what the economic outlook and what sectors 
to keep an eye on when making allocation 
decisions.

1. A diff erent cycle  
After the past decade of low interest rates and low 
infl ation, we’re looking at a very diff erent future. 
Persistent infl ation rates and federal fund rates both 
hovering near 5% seem to be the story of the current 
cycle. The economy will face challenges from the 
employment sector as the labor market adjusts to 
shifts in immigration policy and other factors that 
hinder labor supply. Employer costs will rise as 
employers off er more incentives and higher pay to 
obtain and keep workers. The days of inexpensive 
manufacturing are over. High-profi le companies 
are moving production out of China as the country 
undergoes turmoil. 

What does this mean in the fi nancial arena? 
Large banks are drawing benefi ts from the higher 
net interest margins with the rising rates coming 
from the Federal Reserve. Companies that pay 
dividends are also fi nding footing in this type of 
economy, whereas on the other end of the spec-
trum, companies that are considered high growth 
are losing their place because their lack of earnings 
cannot support the trading activity that had been 
propping them up previously.

2. Infl ation fears persisting from the 
geopolitical environment  
It’s not only the situation in China that is driving 
U.S. companies such as Apple to move their facilities 
out of the country, ending the time of cheaper 
production. The ongoing war in Europe, which 
has had a negative impact on energy supply and 
driven infl ation fears, is another example of the 
type of turmoil that is building infl ation concern. 
Low worker participation rates in the U.S., which 
as previously mentioned has compelled employers 
to off er higher wages, is another factor that leads 
to these higher prices. All of this has created a 
tenacious period of infl ation and fear of infl ation. 

3. Value stocks and opportunity  
This type of fi nancial environment is bringing 
back an interest in Warren Buff ett’s style of value 
investing. Because large banks are benefi ting from 
the higher interest margins, portfolios that hold 
related positions are able to thrive. Although there 
has been some interest in moving away from fossil 
fuel reliance, the shift is slow, and we believe 
that the OPEC cuts as well as other international 
tensions will mean a lower oil supply. However, 
the world economy is expected to double by 2045, 
which won’t come without an increased demand 
for energy. As expected, Buff ett is also buying 
into big oil companies. This isn’t a time to waste 
opportunities; many experienced buyers have 
purchased stocks over the past year, particularly in 
these sectors and those that are dividend payers.

PHYSICIAN’S 
MONEY DIGEST ®
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4. Time for revenge spending  
After having survived the COVID-
19 shutdown, Americans are ready 
to cut loose and spend. We see 
this trend being strong throughout 
2023, as people spend in areas 
they weren’t able to previously, 
particularly for travel, because so 
many were denied the pleasure of 
it during the pandemic. Even with 
Americans’ drive to get out and 
see the world, particularly with 
international travel, airlines have 
not been winning friends. Rising 
fuel costs have driven up the cost 
of airline tickets, and airlines have 
been hit with a number of other 

issues, including trouble retaining 
employees. Nevertheless, travel 
will continue to increase, and there 
could be some benefit to credit card 
companies that will make a hefty 
sum on international transactions. 

5. Market leadership changes  
The past five years have seen 
technology lead the market; 
however, we feel that that’s about 
to change. Over the next five years, 
look to see leadership coming 
from the energy, pharmaceutical 
and financial sectors. As we wrote 
previously, the demand for oil 
in a growing economy will stay 

high and get higher and supply 
constraints will drive up prices, 
benefiting the big oil companies 
with the most holdings. More 
access to health care and a global 
population boom mean a broader 
market for pharmaceutical 
companies, and large drug 
manufacturers will benefit from 
both. Lastly, although recession 
seems inevitable, we don’t believe 
that it will be long or severe, 
looking at the current stable 
condition of banks (as opposed to 
their vulnerability in 2008). The 
2022 federal stress test was no 
challenge for larger banks, and they 
stand to benefit greatly from those 
federally raised rates we discussed 
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before. These three sectors will 
lead the way in the coming years. 

6. Range-bound market  
Whenever talk of recession creeps 
up, the specter of 2008 looms. 
However, we don’t believe the U.S. 
is in the same position as it was 
then. Consumer spending remains 
strong, even with inflation rates 
rising, and although there have 
been layoffs in the technology 
arena, other industries, including 
hospitality and leisure, are 
employing workers at a rapid pace. 
The housing market has slowed 
but not stopped fully, even with 
mortgage rates doubling over 
the course of a year. The Federal 
Reserve is aware of the course it’s 
charting through a guided recession, 
which means a range-bound 
market. That indicates that there 
are areas of vulnerability as well as 
opportunity, and although a passive 
strategy with a focus on sectors 
such as technology has worked in 
the past, this is not likely the best 
move going into the new market 
era. Active management with 
rebalancing as a frequent activity 
will be more suited to the market to 
make sure to provide exposure on 
dips and a bit of removing positions 
when on the upswing. The basic 
aspect of this is to acknowledge that 
there is a bit of a holding pattern 
and to take what opportunities are 
there while waiting. 

7. Bull case for fixed income   
It’s no secret that large banks 
are raising their rates as inflation 
persists at a level that we haven’t 
seen in years. These higher rates 
are also increasing interest rates for 
domestic and international bonds. 
Although current bond investors are 
feeling the pressure, we think the 
coming decade will be one that has 

a better forecast than others have 
predicted a year ago. We believe that 
there will be a return for U.S. bonds 
of 4.1% to 5.1% per year, as opposed 
to other predictions that set the 
return at 1.4% to 2.4%. International 
bonds won’t be left out in the cold 
either. We believe that the coming 
decade will have returns at nearly 
the same rate. 

8. Alternative and real assets 
as inflation hedges  
Fighting inflation isn’t the same 
game it was 20 years ago. Another 
strategy for hedging against 
inflation is to invest in real and 
alternative assets. Real assets have 
a stable historical value in times of 
high inflation. Although they may 
not be the first things you think of 
in periods such as this, it may be 
time to invest in commodities such 
as precious metals and oil, or even 
real assets such as antique paintings 
or other treasured items. These 
assets are noncyclical in nature 
and can provide a different kind of 
stability to a portfolio. 

9. Time for Roth conversions 
and tax loss harvesting  
Though this tip seems to go against 
the usual advice of not selling 
during a down market, not all 
stocks have the capacity to recover 
even with a market rebound. By 
selling underperforming stocks 
now, we believe that those losses 
will lower taxable earnings and 
save investors on taxes. To take 
the advantage further, cash from 
the sales can be used to purchase 
stocks from companies such as 
Amazon that will more likely 
rebound quickly on an up market. 
It’s also an opportune time for Roth 
conversions, because individual 
retirement account values have 
been lowered with the heavy losses 

in the equities market. Doing a Roth 
conversion now means the account 
holder will be able to pay lower 
taxes at the time of the conversion 
while benefiting from the tax-free 
growth and tax-free withdrawals at 
a later date. 

10. Gifting depreciated 
stocks to children  
It’s a fact that stock gifts to children 
mean the child, who has little to 
no income of their own, will pay 
considerably fewer capital gains 
taxes. If stock gifting is part of your 
legacy planning, the depreciated 
value that stocks have now make 
it an ideal time to put this in place. 
As of 2023, you can gift up to 
$17,000 in stocks without paying 
gift taxes or even reporting the gift. 
Another way of transferring these 
depreciated value stocks from quality 
companies out of an estate is to open 
a SLAT (Spousal Lifetime Access 
Trust). Once the assets have been 
transferred into the trust, they can 
continue to grow estate-tax free. 

Although there is no way to 
predict with pinpoint accuracy 
what the economy will do over 
the next year, five years or dec-
ade, we believe that trends can be 
identified that give us a good idea 
of what we’ll see in the future. By 
incorporating these guidelines 
into your financial planning and 
keeping these projections in mind 
while reallocating your portfolios, 
you may be able to make the most 
of a challenging year.

Syed Nishat, BFA, and Aadil Zaman , MBA, 
are partners and fiduciary financial advisors at 
Wall Street Alliance Group. Securities offered 
through Securities America, Inc., member FINRA/
SIPC. Advisory services offered through Securities 
America Advisors, Inc. Wall Street Alliance Group 
and Securities America are separate companies. 
Securities America and its representatives do 
not provide tax or legal advice; therefore, it is 
important to coordinate with your tax or legal 
advisor regarding your specific situation.
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Are you leaving money on the table? 
The answer is probably ‘yes.’
By Lisa A. Eramo, M.A. Contributing Author

T hese days, physicians are terrifi ed 
about overcoding — that is, billing 
for services they did not render or 
for more labor-intensive services 
than they provided. This is not sur-
prising considering the rise in payer 
audits, fi nes and recoupments. 

However, a recent study published in the Annals 
of Internal Medicine found that primary care physi-
cians may forgo considerable revenue — $210,000 
annually — because they do not bill for preventive 

and coordination services even despite providing 
appropriate services to eligible Medicare patients. 
Experts say physicians may also leave money on 
the table when they underestimate medical deci-
sion-making (MDM) that aff ects evaluation and 
management (E/M) levels, or they fail to leverage 
code specifi city that aff ects payment.

“(Physicians often) try to do what’s right for 
their patients, and they don’t focus on what they 
need to do for fi nancial success,” says Kimberly 
Hartsfi eld, executive vice president, growth 
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enablement, at VisiQuate in Santa 
Rosa, California. “It’s the reason so 
many practices get into fi nancial 
trouble. There are a ton of missed 
opportunities.”

What are some specifi c oppor-
tunities to watch for? Consider the 
following.

Higher-lever E/M codes
Despite new E/M guidelines eff ec-
tive Jan. 2021, that give physicians 
more credit for their MDM, many 
physicians underestimate that 
work or do not understand what 
counts toward it, says 
Lisa L. Campbell, Ph.D., CEO of 
Physician Practice Resources, Inc. 
in Midlothian, Illinois. Campbell 
recently audited 25 encounters for 
an internist and determined that all 
had been underbilled.

“A lot of times, physicians treat 
patients with multiple chronic 
conditions, but they don’t docu-
ment a well-developed plan of care,” 
she says. “There’s key information 

missing from the medical record that 
could have supported a higher level.”

Victoria Moll, CPC, CPMA, 
COC, CRC, CPRC, owner and 
founder of Contempo Coding in 
Fleetwood, Pennsylvania, says she 
sees this frequently — especially 
when patients with a stable chronic 
illness suddenly have a severe 
exacerbation. What might ordinar-
ily be a level three or four suddenly 
becomes a level fi ve, but physicians 
still default to the lower level out 
of fear, she adds.

Physicians frequently fail to 
account for social determinants of 
health (SDOH) that were recently 
added to the updated MDM grid. If 
a patient’s social issues aff ect the 
care plan and MDM, physicians 
may be able to bill a higher E/M 
level, says Campbell. For example, 
consider a patient who has fi nan-
cial problems and can’t aff ord med-
ications, or one who is homeless 
and may not be able to refrigerate 
insulin properly. When physicians 

document that they provided 
resources or altered their care plan 
in some way, they may be able to 
get additional credit that leads to a 
higher-level E/M code.

Moll agrees. “For some of these 
patients, treatment options are 
going to be signifi cantly limited,” 
she adds. “If physicians can put 
some of this information in their 
documentation, it may meet 
the criteria for moderate risk of 
complication.”

Addressing SDOH may also 
improve patient outcomes, says 
Campbell. “If you don’t solve the 
social issues, you may have diffi  -
culty solving the medical issues 
as well.”

Underbilling occurs even when 
billing E/M services based on 
time, says Campbell. For example, 
physicians may fail to count the 
time they spend reviewing records 
and prior tests as well as consulting 
with other providers on the date of 
service, says Campbell.

    Advance care planning

    Alcohol misuse counseling and screening

    Behavioral counseling for cardiovascular disease

    Behavioral health integration

    Chronic care management

    Cognitive assessment with care planning

    Depression screening

    Obesity counseling

    Shared decision-making for lung cancer screening

    Smoking cessation counseling

    Transitional care management

    Wellness visits

Do you off er these services? 
If not, you could be missing out 
on signifi cant revenue.

Z55 – Problems related to education and literacy

Z56 – Problems related to employment and unemployment

Z57 – Occupational exposure to risk factors

Z58 – Problems related to physical environment

Z59 – Problems related to housing and economic circumstances

Z60 – Problems related to social environment

Z62 – Problems related to upbringing

Z63 –  Other problems related to primary support group, 
including family circumstances

Z64 – Problems related to certain psychosocial circumstances

Z65 – Problems related to other psychosocial circumstances

Z code categories for social determinants of health 
that could aff ect your medical decision-making
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Care coordination 
services
Chronic care management and 
transitional care management 
(TCM) are two services that 
physicians may perform but not 
bill because they do not under-
stand the codes, fear being audited, 
or are not aware the codes exist 
because they are not included in 
the drop-down menu option in 
their electronic health record, says 
Hartsfield. However, behavioral 
health integration and cognitive 
assessment with care planning are 
two additional examples of care 
coordination services frequently 
underbilled. 

For example, the study 
published in Annals of Internal 
Medicine found that about 22.5% 
of Medicare beneficiaries had a 
hospitalization eligible for TCM. 
Among these beneficiaries, 43.3% 
were seen in primary care after 
discharge, but only 9.3% had a 
claim for TCM. 

How does this translate to 
revenue? If the post-discharge 
visits that were already provided 
to patients had also included a 
post-discharge telephone call and 
been billed as TCM visits instead of 
office visits of moderate complex-
ity, a primary care physician could 
earn an additional $5.54 per Medi-
care patient visit. 

“Primary care doctors are doing 
the care coordination,” says Harts-
field. “They provide a follow-up 
visit and arrange for home health 
to come in or for durable medical 
equipment, but they’re not neces-
sarily billing for those codes.”

Even if the visit did not meet the 
criteria for billing TCM, physicians 
may be able to bill an appropriate 
E/M service, and this does not 
always happen, says Moll.

Preventive services
There are numerous preventive 
services that physicians may 

perform and not bill. Consider 
smoking cessation counseling. 
The study published in Annals 
of Internal Medicine found that 
nearly 9% of older adults smoke. 
Among them, nearly 61% reported 
receiving advice from a health care 
professional to quit smoking, but 
only 10% of the 9% had a claim for 
smoking cessation counseling.

Other examples of preventive 
services frequently underbilled 
are wellness visits, advance care 
planning, shared decision-making 
for lung cancer screening, obesity 
counseling, depression screening, 
and alcohol misuse counseling and 
screening.

“It is literally money left on the 
table,” says Hartsfield.

Wound care coding
Many physicians do not realize 
that the size, quantity, location, 
and complexity of lesion excisions 
affect payment, says Moll. So does 
whether the lesion is malignant or 
benign. 

Conclusion
It is safe to assume that most 
of today’s medical practices are 
underbilled, says Hartsfield. 
However, a basic data analysis can 
validate that assumption. She urges 
physicians to look at their claims 
data and how those data compare 
with their peers. Then ask these 
questions: Am I performing above 
or below current benchmarks? Are 
there opportunities for additional 
revenue? What could I be leaving 
on the table?

If physicians do not have the 
expertise or time to dig into the 
data, it may be beneficial to partner 
with an external consultant who 
can audit paid claims and make 
recommendations.  

“It’s about being thoughtful and 
intentional about your revenue 
streams,” says Hartsfield. “Having 
a data-driven approach is the rec-
ipe for success.”

“A lot of times, 
physicians treat 
patients with multiple 
chronic conditions, but 
they don’t document 
a well-developed plan 
of care. There’s key 
information missing 
from the medical 
record that could have 
supported a higher 
level.”
— Victoria Moll, CPC, owner and 
founder, Contempo Coding, Fleetwood, 
Pennsylvania
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Physicians must deal e� ectively 
with di�  cult employees

By Keith Loria Contributing Author

One of the quickest ways for a 
medical practice to fail involves 
not dealing with a problematic 
employee. Such an individual can 
cause larger diffi  culties for the 
employer, including poor morale, 
confl ict among co-workers and 

patient care issues. 
Russell Kohl, M.D., FAAFP, a family physician in 

Vinita, Oklahoma, and speaker of the Congress of 
Delegates of the American Academy of Family Phy-
sicians, says the fi rst step is to shift perception of 
the person as a problem employee to an employee 
with problems.

“Presumably, they were a ‘good employee’ at 
some point, but who has changed,” he says. “Sep-
arating the person from the actions and focusing 
on correcting those actions will let you determine 
whether this is a situation that can be corrected or 
needs to be a termination.”

Jordan Grumet, M.D., an internal medicine 
doctor who has worked in and owned several prac-
tices, says it is important to determine whether an 
employee is a danger to self, co-workers or patients.

“I had a patient tech show up drunk to the offi  ce 
and the fi rst step was to remove the employee 
from the offi  ce and assure that they could receive 
the appropriate care and follow-up,” he says. “I 
also had a nurse who was using the EMR (elec-
tronic medical record) to look up personal infor-
mation on a family friend without permission. Her 
access was immediately denied until the situation 
could be investigated, the proper people notifi ed 
and HIPAA (Health Insurance Portability and 

Accountability Act of 1996) paperwork fi led.”
Steve Furr, M.D., FAAFP, a family physician 

in Jackson, Alabama, and a member of the board 
of directors of the American Academy of Family 
Physicians, notes that careful consideration should 
begin with hiring practices. “There’s a shortage of 
workers now, so you might end up hiring someone 
just because you’re desperate, but the headache 
that can potentially cause is not going to (be) worth 
it,” he says. “You’re better off  taking your time and 
getting the right person, because the wrong person 
could cause a whole lot of grief.” It is important to 
do proper background checks, get recommenda-
tions and ensure you are not hiring someone who 
will be a problem.

Speak the Truth
Discussing problems with a challenging employee 
is not easy, but such conversations must occur to 
avoid further problems. The tone and substance of 
the conversation are critical to a smooth resolution. 
Conversations with the employee should refl ect 
the importance of the issue, the goal of resolving 
it and the need for the employee’s commitment to 
participate in good faith in the process. 

“The practice must take into consideration 
whether the employee’s conduct is disrupting 
the practice, impacting patient care or otherwise 
intolerable,” says Michelle L. Greenberg, a partner 
in Frier Levitt’s health care litigation department. 
“Conversations should include a clear recitation of 
the issue, how and why that issue doesn’t com-
port with the successful operation of the practice, 
and a pathway to rectify those issues, if possible, 

PRACTICE 
MANAGEMENT

Managing problems without delay is crucial; 
otherwise, the practice may su� er
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including any performance 
improvement plan.”

Still, this should not be a spon-
taneous discussion. Kohl recom-
mends preparing by making notes 
about specific concerns and their 
impacts. 

“After you’ve shared these with 
the employee, give them an oppor-
tunity to respond while you seri-
ously listen to their comments,” 
he says. “Ask them what they think 
might resolve the concerns you’ve 
raised and consider whether those 
might be interventions you’d enter-
tain.” The goal of the discussion 
should be to improve or correct 
behavior, not just to exert authority 
over an employee.

During his career, Grumet 
said, he has found doctors must 
protect themselves, the practice, 
employees and patients while sys-
tematically assessing the problem 
and damage. “In nonthreatening 
situations, employees should be 
given direct feedback, a plan for 
improvement and clear statements 
of which actions will lead to termi-
nation and how quickly,” he says. 

Those conversations should 
include what the employee is doing 
wrong, why their action or lack 
of action mattered, what harm or 
potential harm has occurred and an 
expected timeline to improvement 
and the actions that will be taken if 
a change in behavior does not occur.

“You must address the things 
that need to happen for them to 
stay an employee,” Furr says. “This 
gives them a chance to change their 
behavior.”

For instance, Furr once had a 
staff member who spoke loudly 
and often said inappropriate things 
to patients. “She was a good, hard 
worker, but unfortunately, your 
voice tends to travel in the office, 
and sometimes patients would 
hear things,” he says. “It happened 
multiple times, and we gave her 
multiple chances to improve, and 
had to finally say, ‘If it happens one 

more time, we have to release you,’ 
and it did happen again.”

Getting Employees  
Back on Track
An employee’s being problematic 
does not necessarily mean they 
need to go or that their actions 
cannot be changed. Sometimes, it 
is simply a matter of recognizing 
the issue. 

“Just because you see a prob-
lem doesn’t mean that everyone 
does,” Kohl says. “Frequently, 
simply identifying the problem 
and how the actions are impacting 
patients or fellow staff can be all 
that is required for the employee to 
self-correct.”

For example, Kohl had a 
situation with a “formerly really 
high-performing LPN” who had 
begun to make small, careless 
errors and seemed to have a 
gradual shift away from her normal 
optimism and energy. 

“In discussion of the errors it 
became clear that she was bored 
with the standard duties she had 
performed so well,” he says. “After 
identifying that she was interested 
in expanding her knowledge and 
skills, I increased the amount of 
active teaching I did with her and 
provided financial support for her 
to attend an evening LPN-to-RN 
program. Her attitude improved 
almost immediately, and she began 
to seek out additional opportunities 
in the office to enhance her abilities 
or to educate patients and staff.”

Most employees who want to 
improve can do so with appropri-
ate encouragement, training and 
proper corrective plans, Grumet 
says. An employee with good inten-
tions usually can be rehabilitated.  

If things do not work out, Furr 
notes that sometimes the job might 
not be a good fit, but that does 
not mean the employee could not 
prosper elsewhere in the practice. 
For instance, a person might not be 
good on the phone with patients 

“As physicians, and 
particularly family 
physicians, we want 
to be fixers. However, 
that isn’t always our 
role with employees. ... 
If we can’t effectively 
do that because of an 
individual employee’s 
situation, and the 
situation can’t be 
resolved, it’s time for 
them to go.”
 — Russell Kohl, M.D., FAAFP, family 
physician, Vinita, Oklahoma
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but may be great in the back office 
dealing with employees. He moved 
one employee around to three dif-
ferent positions and she eventually 
found her niche and became an 
asset to the practice. 

When It Is Time to Go
Employees who are dangerous or 
specifically act in a way to harm the 
practice, its patients or the doctors 
should be fired quickly, in the opin-
ion of most physicians.

“Employees who act unlaw-
fully or steal should also be let go 
immediately,” Grumet says, noting 
his practice had a biller who was 
downgrading bills and working 
against the practice, so evidence 
was collected, and she was fired. 

Additionally, those who do not 
adhere to their correction plan or 
show no effort in correcting their 
behavior should be removed from 
their job sooner rather than later. 

A piece of advice Kohl received 
when he opened his first practice 
was: “The employees are all work-
ing to save you time so that you 
can focus on the physician-level 
work. Once their actions start tak-
ing away from your time to care for 
patients, you need to ask yourself 
why they’re still an employee.” 

“As physicians, and particularly 
family physicians, we want to be 
fixers,” he says. “However, that isn’t 
always our role with employees. 
There’s always an ability to be sup-
portive and even nurturing within 
the workplace, but ultimately we are 
there to care for our patients. If we 
can’t effectively do that because of 
an individual employee’s situation, 
and the situation can’t be resolved, 
it’s time for them to go.”

The first time Kohl had to let 
someone go came when he noticed 
an increase in insurance denials 
within the billing. In following up, 
he discovered that the insurance 
verification tracking numbers were 
not in the proper format for the 
company denying the claims and 

that the cases seemed associated 
with new patients presenting for 
pain diagnoses. 

“Ultimately, I discovered that 
the employee who verified insur-
ance was recording false verifica-
tion numbers inside our system for 
people who didn’t have insurance 
and were seeking narcotic pre-
scriptions,” Kohl says. “She was 
terminated immediately, escorted 
out of the office in the middle of 
the day, and the local police and 
state bureau of narcotics received 
reports about her behavior.”

Avoiding Legal Issues
As with any employer, risk of legal 
issues is always a consideration 
in determining the best course 
of action. “Since it is not always 
possible to avoid a lawsuit, the 
employer should make sure to take 
action that will allow for a strong 
defense,” Greenberg says. “We work 
to identify potential future issues by 
including provisions in agreements, 
where possible, to have a clear exit 
strategy for these types of issues. 
We also work with our client when 
they foresee the issue arising and 
work to strategize the best action 
to avoid litigation and/or be able to 
mount a strong defense.”

Kohl notes you should never 
try to explain yourself and your 
rationale, and if someone has 
made the decision to terminate an 
employee, they need to follow that 
formal notification and termina-
tion process. 

“Too often, physicians try to 
soften the blow or make it easier 
with consoling statements or expla-
nations that generally only serve 
to create confusion and anger in 
the terminated employee,” he says. 
“You can be compassionate but for-
mal at the same time. They just lost 
their livelihood, so comments like ‘I 
know you’ll land on your feet’ only 
serve to make the physician feel 
better, not to help the now-former 
employee’s state of mind.”

“There’s a shortage 
of workers now, 
so you might end 
up hiring someone 
just because you’re 
desperate, but the 
headache that can 
potentially cause 
is not going to (be) 
worth it.”
—Steve Furr, M.D., FAAFP, family 
physician, Jackson, Alabama
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huge mistake I often 
see physicians make is 
carelessly signing up 
to become medical 
directors. Becoming 

a medical director of a facility, a 
medical device company or some 
other venture could jeopardize your 
license and liberty. Although on its 
face medical directorship is a vehicle 
for making ancillary income, these 
contracts often are structured in 
ways that may be illegal. For exam-
ple, the agreement:

 ɋ pays physicians for patient 
referrals;

 ɋ pays physicians for overseeing 
medical care, when in actuality 
the provider is not overseeing 
anything;

 ɋ allows nonclinicians to direct 
patient care; or

 ɋ pays physicians fees for no 
work performed.

Instead, if an opportunity to 
become a medical director is pre-
sented to you, review the agreement 
and business arrangement with 
your attorney. The attorney should 
examine rules related to your state’s 
licensing laws, Medicare and the 
facility’s payer agreements, and 
review the organization to ensure it 
has not been excluded from Medi-
care and other federal funding. 

Additionally, it would not hurt to 
review recent Department of Justice 

indictments to have a better under-
standing of why other medical direc-
tors have gotten into trouble. The 
Office of Inspector General states 
that to comply as a medical director, 
the physicians should: 

 ɋ actively oversee clinical care in 
the facility; 

 ɋ lead the medical staff to meet 
the standard of care; 

 ɋ ensure proper training, 
education and oversight for 
physicians, nurses and other 
staff members; and 

 ɋ identify and address quality 
problems.

Recent Dallas case  
highlights issue
The $27 million Novus Health 
Services fraud case resulted in 
a combined 84 years in federal 
prison for 13 defendants. Bradley J. 
Harris, former CEO of Novus and 
Optimum Health Services, pleaded 
guilty in 2021 to one count of con-
spiracy to commit health care fraud 
and one count of health care fraud 
and aiding and abetting. According 
to plea papers and evidence at 
trial, Dallas-based Novus defrauded 
Medicare by making false claims 
about hospice services, providing 
kickbacks for referrals and violating 
the federal law restricting release 
of medical information to recruit 
more patients. Novus employees 
also gave patients Schedule II 

controlled substances without guid-
ance from health care professionals 
and later transferred patients to a 
new hospice facility to circumvent 
Medicare disciplinary action.

Two doctors who helped Novus 
in the scheme were sentenced to 
a combined 23 years in prison for 
health care fraud. The medical 
directors were found guilty of 
conspiracy to commit health care 
fraud and other charges. The 
doctors helped defraud Medicare 
by, among other things, illegally 
admitting patients who were not 
appropriate for hospice and sub-
mitting materially false claims for 
hospice services.

“These doctors allowed an 
accountant with no medical 
expertise to dispense controlled 
substances like candy, with little 
to no medical oversight,” said U.S. 
Attorney Chad Meacham. “They 
claimed to have had hands-on 
experience with hospice patients, 
when in fact they’d entrusted 
life-or-death medical decisions to 
untrained businesspeople.”

The government relied on the 
doctors to certify that they had 
examined these patients face-to-
face when no such examinations 
had occurred.

There is no amount of medical 
director pay that is worth losing 
your medical license and liberty. I 
am sure that when these physicians 
took this job, they never intended 
to lose their liberty, but sometimes 
fast money prevents people from 
thinking clearly.

Doris Dike, Esq., is managing partner of  
Dike Law Group in Frisco, Texas. A business lawyer 
for health care clients, she works with doctors, 
podiatrists, nurses, emergency departments, 
urgent cares, med spas, hospitals, small 
independent clinics, rural hospitals and surgery 
centers. She can be reached at dklawg.com.

Physicians,  
don’t make  
this big mistake

A
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Physician entrepreneurs 
seek to innovate medicine
By Jordan Rosenfeld

P hysicians are many things: 
diagnosticians, healers, health 
counselors and more. But many 
are also becoming innovators and 
entrepreneurs as they fi nd unique 
ways to solve problems that can’t 
be addressed the traditional way.

Large health care systems may have the fi nancial 
resources to see more patients, but the doctors 
working there, like those who don’t, also feel frus-
trated by administrative burdens, the inability to 
spend quality time with patients, burnout and gaps 
in care. We spoke with four doctors who decided 

not look for an answer outside themselves, but 
instead to tackle the problem by starting a business.

Finding the answer themselves 
Luisa Duran, M.D., is a board-certifi ed endocrinolo-
gist and cofounder of Pink Coat, MD, a virtual com-
munity for female physicians that off ers members 
access to professional resources and yearlong peer 
support. Several years into clinical practice, Duran 
began to experience loneliness, isolation and emo-
tional exhaustion that she felt were connected to 
being the only female doctor at her clinic. Back then, 
she didn’t recognize her feelings as symptoms of 

Tierney/Stock.Adobe.com
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burnout, but now she knows better. 
“Today, I understand that 

women physicians are at high risk 
for physician burnout, dying by 
suicide and quitting medicine far 
too soon. They have a 60% higher 
risk compared to women in the 
general population. I didn’t want to 
become one of these statistics, so I 
partnered with my Brown Medical 
School friend, Dr. Tammie Chang, 
to create Pink Coat, MD.”

According to Duran, the health 
care landscape has become so “vast, 
impersonal and complicated,” that 
“when I searched for the solution, it 
didn’t exist … I had to create it.”

Although she still has a full-time 
practice, Duran has benefi tted from 
the work she and others have done 
at Pink Coat, which she considers 
“a necessary resource that com-
plements my clinical practice and 
helps me see a long-term future 
caring for patients.” It’s true that 
she may spend her “evenings and 
weekends working on Pink Coat, 
MD,” but that’s because “it’s fun … 
it doesn’t really feel like work.”

Reducing patient load
Before Amy Loden, M.D., started 
up her lifestyle coaching enter-
prise, Vitality Medical and Wellness 
Consulting, she worked at a health 
system with a panel of nearly 3,000 
patients, something that eventu-
ally became unsustainable. “The 
biggest driver for me to leave … 
was that I wasn’t doing good care 
because I only had 10 minutes per 
patient,” she explained. 

Working that way, raising kids and 
focusing on her marriage became too 
much for her health. “I was really 
feeling like a hypocrite, telling people 
all day long what to change when I 
wasn’t doing those very things.”

Loden, who is board-certifi ed 
in internal and lifestyle medicine, 
decided to open a concierge prac-
tice with an emphasis on health 
coaching to improve patients’ 
health at a deeper level. She 

received two certifi cations, from 
the Duke Medical Center for Inte-
grative Health and the National 
Society for Health Coaching.

Now, she helps people under-
stand the “why and … how” of their 
health. Women with preeclampsia 
during pregnancy may seeks her 
support because they don’t want 
to have heart disease later in life, 
or someone with insulin resistance 
wants to stave off  diabetes. 

“There’s data that shows that 
people who use health coaches 
have better long-term outcomes for 
various chronic diseases,” Loden 
said, and she “wanted to fi nd a way 
to treat disease that was innovative 
and beyond what other people are 
doing.” As a coach, she can “really 
drill down and ask what is unique 
about your situation that will make 
these changes stick.”

Now that her panel is a fraction 
of what it was, some 300 or so 
patients, Loden can spend far more 
time with each of them. She also 
off ers health coaching programs 
for members of the community, 
online group classes that help peo-
ple improve their health over the 
course of eight weeks. 

And she coaches other physi-
cians to help them identify what 
they want out of their careers. 

Vitality Medical and Wellness 
Consulting opened in June of 2021, 
and within nine months there was 
a waiting list. So not only has the 
endeavor been personally fulfi lling, 
it has also been  a fi nancially sound 
proposition. 

To other physicians who might 
be considering such a leap, she 
says: “Just make the jump. You 
can’t prepare enough; you just have 
to jump in and learn.” However, 
she suggests partnering with at 
least one other physician or med-
ical professional. “You can do it 
solo, but you don’t have to.”

When the personal 
becomes professional

Sonal Patel, M.D., a pediatrician 
and former neonatologist, identi-
fi ed a signifi cant gap in postpartum 
care as a result of having herself 
given birth to four children and 
suff ered from postpartum depres-
sion and anxiety. Rather than sim-
ply being disappointed, she decided 
to do something about it.

She left her job in an NICU and 
opened NayaCare, a home health 
company for mothers. “America’s 
maternal mortality rate is the worst 
among developed countries. If you 
look at other countries, like Nor-
way and Sweden, you see they do 
better because they provide home 
visits in the postpartum period.”

Patel found that two-thirds of the 
women who die after giving birth 
do so within one month of delivery, 
although most don’t see an OBGYN 
until about six weeks postpartum.

To her surprise, the pandemic 
helped her business thrive, as many 
new mothers didn’t want to risk 
going to hospitals or health clinics 
and were happy to have her come to 
them. “It’s a new concept, a new way 
of thinking about health care,” she 
said. “It’s valuing women’s rights.”

Moreover, Patel can see patients 
for a longer period of time, reduc-
ing the burnout she experienced 
in the NICU. “We’ve created a 
medical system that promotes 
burnout. There’s all the time you 
spend billing and coding, and you 
can’t spend enough time with your 
patients. Now, it’s such a privilege 
to be invited into my patients’ 
homes, where I can spend 60 min-
utes with them.”

Patel sees between eight and 
10 families every two weeks and 
accepts Medicaid so as to be acces-
sible to women of all income levels. 
The average visit costs between 
$250 and $300, but it can be more 
if she’s driving a long distance. She 
also off ers packages that include 
four visits and unlimited support 
and lab tests for babies. “I don’t 
like hidden fees,” she says. “Here’s 
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the fl at rate, let’s be open and hon-
est.” Plus, she has a sliding scale 
for women who are not on Medic-
aid but need fi nancial support.

To other doctors considering a 
similar step, particularly one that is 
mission-driven, she says it’s worth 
the eff ort. “You start realizing the 
value that you’re bringing, and you 
don’t feel so beaten down. I love 
my job now.”

She feels that being an entrepre-
neur opens many opportunities, 
and taking it one step at a time is 
key to success. “You just have to 
set small goals for yourself, and 
when you achieve them, celebrate 
the milestones,” Patel said.

Going virtual
The pandemic made many physi-
cians reevaluate how they worked, 

and Elham Raker, M.D., a pedia-
trician, parent coach, and owner 
of Root to Bloom Pediatrics, was 
no exception. Feeling pressed for 
time with patients and wanting 
to spend more time with her own 
family, Raker took a leap of faith 
and opened a telemedicine and 
coaching practice that enabled her 
to off er acute care (prescribing 
antibiotics, diagnosing a rash) and 
to coach parents on their relation-
ship with their children. 

“It’s about how to be the parent 
that you want to be and how to 
connect to your child. It’s more 
about reparenting yourself, as 
opposed to behavioral modifi cation 
for your child.”

The result? She has more fl exibil-
ity and thus more time for her kids 
and more satisfaction about being 

able to do things her way. “In bigger 
institutions you’re just a cog in a 
wheel. It’s very hard to have worked 
so hard for so many years and then 
you don’t really get appreciated.”

For her, entrepreneurship is 
more fulfi lling, and increasingly 
worthwhile fi nancially.

She urges physicians interested 
in an entrepreneurial option to take 
advantage of the many resources 
available online.

“Just start slow, so you still 
have a steady income.  And cut 
back on your job as your other 
business grows,” she recommends. 
“As physicians, we really want to 
help people, and that sometimes 
means we sacrifi ce ourselves and 
our incomes. In entrepreneurship, 
what I’ve heard from mentors is, 
you serve and you earn. ” 

PHYSICIAN ENTREPRENEURS / CAREERS
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THE CASE FOR SELF-CARE 
AMONG PHYSICIANS

I
f you are a doctor, your job 
is to take care of others. But 
too often, that comes at the 
expense of taking care of 
yourself.

Just look in nearly any emer-
gency department in America, 
and you will see physicians who 
are exhausted from long hours, 
grueling schedules and a global 
pandemic that is ongoing. It’s 
called burnout, and has led to a 
mental health crisis among much 
of the medical profession (and, of 
course, these issues apply to other 
health care professionals as well)

Research shows that physicians 
report higher levels of depres-
sion and suicidal ideation than 
the general population — and end 
their own lives twice as frequently. 
In fact, a doctor in America dies by 
suicide every day, according to a 
2021 review in The Lancet.

Even when burnout is not 
life-threatening, it can be devastat-
ing. Across the board, physicians 
display higher rates of emo-
tional exhaustion, and some stud-
ies have shown that a dispropor-
tionate number struggle with 
reliance on alcohol, opioids and 
stimulants.

To make matters 
worse, many physicians say they 
would hesitate to get care for a 
mental health condition because 
they fear professional consequences 
like losing their medical licenses, 
which means many doctors end up 
suff ering in the shadows.

All this anguish, which plagued 
our profession long before the pan-
demic, has only been supercharged 
in recent years.

According to a Kaiser Family 
Foundation study, about two in 
three front-line workers said COV-
ID-19-related stress had a negative 
impact on their mental health. 
Mayo Clinic found that emotional 
exhaustion, depression and deper-
sonalization — three key indicators 
of burnout — went up as well.

The crisis was felt in the corri-
dors of hospitals across the coun-
try, where heroic fi rst responders 

risked their lives to save others. 
For some like Lorna Breen, an 
emergency department doctor who 
worked 15-hour shifts at the peak 
of New York’s initial COVID-19 
wave before dying by suicide, the 
pain proved too much to bear.

Not only physicians pay the 
price of the mental health crisis in 
our profession. Patients do, too.

Studies have shown that the 
more burned out a physician feels, 
the less satisfi ed a patient will 
be with the care they experience. 
Some have also suggested that 
burnout is associated with more 
medical errors.

Due to burnout, many doctors end 
up choosing to spend less time serv-
ing patients. Another study measured 
this attrition and discovered that 
burnout’s impact on the U.S. medical 
labor force is the equivalent of losing 
the graduates of seven medical 
schools every four years.

As the dean of a medical school, 

I know all too well what that means 
in practice. Losing those students 
is unacceptable. But I also know 
that burnout is not inevitable. 
With the right interventions at 
the beginning of a future physi-
cian’s medical education journey, 
we believe we can mitigate it. If 
medical schools commit to mental 

“Studies have shown that the more 
burned out a physician feels, the less satisfi ed 
a patient will be with the care they experience. 

Some have also suggested that burnout 
is associated with more medical errors.”

PHYSICIAN’S MONEY DIGEST®/ OPINION
By Mark Schuster, M.D., Ph.D.

Continued on page 30
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wellness initiatives that prepare 
future doctors for the work ahead, 
we may be able to reduce burnout 
in the medical profession.

When we opened our school — 
the Kaiser Permanente Bernard 
J. Tyson School of Medicine in 
Pasadena, California — we sought 
to make sure every student would 
have mental health support. That 
started with establishing on-site 
psychological services and allowing 
students to seek help as often as 
they want, encouraging all stu-
dents to do so at least once. This 
way, entering or exiting that offi  ce 
would be normalized rather than 
stigmatized.

We also wanted to include self-
care in our curriculum. One way we 
do this is by providing students with 
a physician-coach for all four years 
of their education. Students work 
with their coach to refl ect on pro-
gress, set personal and professional 
goals, and gain insights into how to 
best address well-being and develop 
resilience skills that will apply not 
only through medical school but 
into residency and beyond.

And it is not just coaching. 
Our pedagogy is based on small 
group learning, which we believe 
has mental health benefi ts of its 
own. At our school, if a student is 
not participating, or if something 
is clearly off  with them, they will 

not slip through the cracks in 
the back of big lecture halls. This 
small group approach gives faculty 
a greater ability to get to know 
students and notice when they do 
not appear to be themselves — so 
there exists a larger opportunity to 
off er help.

We have also incorporated 
self-care into our learning space, 
equipping our school with facilities 
like an on-site gym, yoga garden 
and meditation area. Although all 
these activities might not resonate 
with each student, we have found 
that, in general, something works 
for everyone.

Of course, we do not have all the 
answers. No one medical school or 
employer does. When it comes to 
the mental health of our students, 
there is always more to learn and 
more we can do. The good news is 
our students are the best guides. 
They told us they did not have 
enough unstructured time, and 
we reorganized the schedule. We 
continue to look for ways to make 
the school an inclusive environ-
ment that ameliorates rather than 
exacerbates the stress of training 
for this profession. That may be 
a tall order, one that is hard to 
achieve, but we are working on it. 
In this profession, there are going 
to be days when everyone feels 
overwhelmed. I know I have.

But the fi rst step to overcoming 
this crisis is talking about it, so no 
one suff ers in the shadows. The 
second step is to do something 
about it. That is the culture we and 
other schools are trying to build 
in our communities. Because you 
should not have to sacrifi ce your 
own health to work in health care.

Mark Schuster, M.D., Ph.D., is founding dean 
and CEO of the Kaiser Permanente Bernard J. Tyson 
School of Medicine in Pasadena, California, which 
opened in July 2020. Previously, he was the William 
Berenberg Professor of Pediatrics at Harvard 
Medical School and chief of general pediatrics and 
vice chair for health policy in the Department of 
Medicine at Boston Children’s Hospital.

“The fi rst step to overcoming 
this crisis is talking about it, 

so no one suffers in the shadows.

 The second step is to 
do something about it.”
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Inside the Practice®: The fi rst thing I 
want to talk to you about is what your 
practice was like before you made the 
switch to concierge medicine.

Ann Frekko Raff o, M.D.:  It was in the middle of 
the (COVID-19) pandemic. Before we switched over, 
we were a very traditional, volume-based practice. 
We had several nurse practitioners working in our 
offi  ce as well as a couple of physicians. It was a lot 
of patients every single day. We had a waiting room 
that was fi lled with patients all the time. We were 

typically running late because many patients didn’t 
come in very frequently, and when they did they had 
multiple questions or concerns. And so, while their 
appointment slot was … only a short period of time, 
we were always running over. And so, it just led to a 
lot of stress among our staff  and the providers. And 
patients weren’t satisfi ed, because they were waiting 
so long and felt like we were rushed all the time, too. 
So that was the snapshot picture of what was before.

Bradley Adler, M.D.:  My practice was, for about 
15 years, a multispecialty group to negotiate with 
insurance companies to provide multiple types of 
services. And as we tried to produce good data to 
show what was for reasonable reimbursements over 
time, it was just a never-ending battle. In general, 
our practice was fl ourishing, but there was just never 
enough time to see everybody. 

Inside the Practice®: Why did you decide 
to switch to concierge? 

Raff o:  We had been approached by several diff erent 
concierge model practice or places that had reached 
out to us and asked us if we were interested, and we 
pushed it off  for years. Because … you go into med-
icine wanting to help people. There’s this concern 
that you’re kind of a sellout if you switch over to a 
concierge model. But we were feeling like we were 
getting burned out and we were in practice with my 
sister and we both sort of thought … we’re getting 
run-down and we felt like this was not sustaina-
ble. And then we thought more seriously about the 
concierge model of practicing medicine, and the rest 
was history.

Many physicians in traditional, fee-for-service 
practices are having a challenging time. Doctors are 
burned out and strapped for time with patients. 
They work long hours, often fi nishing their 
charting or talking to patients well into the evening. 
Some physicians have transitioned their practice 
to concierge medicine, also sometimes called 
membership medicine or direct pay. 

Inside the Practice® sat down with two internal 
medicine physicians — Ann Frekko Raff o, M.D., 
of Gaithersburg, Maryland, and Bradley Adler, M.D., 
of Armonk, New York — who had switched their 
practices from traditional to concierge, to learn about 
the benefi ts of their new model. The conversation 
below was edited for length and clarity.

Should you switch 
to concierge medicine?
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Inside the Practice®: What is your 
practice like today? 

Raff o:  The offi  ce is much calmer, a lot more smiles. 
Patients can call and they can get in to see us very 
quickly, or they can get one of us on the phone. So, 
there’s not a long … wait to get in to see a provider. 
Also, our primary goal as being internal medicine 
primary care physicians is prevention: preventing 
disease, preventing illnesses. And what was happening 
before was we were putting Band-Aids on everything 
and putting out fi res all the time. Now we really have 
the opportunity where every single patient can come in 
and do their annual physical; we can review everything 
for their primary prevention and cancer screening and 
vaccinations. And we can make sure that everything is 
thoroughly examined … and not feel like we’re rushing 
through something.

Adler:  I wake up every morning, and I’m grateful. I 
look forward to my day. At the end of the day, I can say 
to myself, “I really impacted people today” in a way that 
I felt I couldn’t before. But it’s not about before is bad, 
and now is good. It’s not about comparing; it’s about 
being the doctor that you want to be and able to carry 
out the things that you hope you’re able to do with your 
patients. A 10-minute conversation with a patient is 
nowhere near as eff ective as a 120-minute conversation 
with a patient. And you realize that when you thor-
oughly answer a patient’s questions, you put them at 
ease. It’s a total change in the experience.

Inside the Practice®: How did you approach 
the change in models with your patients? 

Raff o:  We would tell patients when they came in, and 
we also sent out a letter. We also did a video, question 
and answer, a Zoom-type thing as well, because it was 

during the pandemic that we switched. … It was tough. 
I’ve been in practice for almost 20 years. And preced-
ing that I had joined my father’s practice. So many of 
these patients are generational patients. And a lot of 
it was hard because some people embraced it right 
away. And we’re eager to have the ability to not feel 
so rushed all the time, and they had more time with 
us. And some … were not interested, for a variety of 
reasons. So, it was tough.

Inside the Practice®: Dr. Adler, what would 
you like to add on that topic?

Adler:  I needed to really communicate with my 
patients about this. We created a Zoom video. I 
recorded it 100 times just trying to make sure that 
I can convey sincerely what my goals were, why I 
was doing what I was doing, what I wanted them to 
understand about it, and that I was an open book to 
discuss it all with everybody. Once I got that video out 
and started to hear feedback, I learned that nobody 
was shocked. A ton of patients were almost expecting 
this for me. Many were happy. Many were sad. Nobody 
was angry, or at least they didn’t directly express it to 
me. They were upset that they were potentially going 
to lose me. The hardest part for me, of course, was the 
idea that I was going to somehow not abandon care 
but stop caring for certain patients. That’s the hardest 
piece of this. 

Inside the Practice®: What advice would 
you give physicians who are interested or 
thinking about making a change? 

Raff o:  If you’re interested, you should look into it. 
We were approached many times over the years, and 
I resisted … and we wish we hadn’t, or we could have 
done this sooner.
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Respiratory syncytial virus (RSV) is a common and contagious virus that typically produces 
mild, cold-like symptoms but can put older adults at risk for severe outcomes.1,2,*

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

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

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

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

RSV MAY RAISE THE 
STAKES FOR OLDER ADULTS
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