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y organization, like many 

others engaged in popula-

tion health, is focused on 

identifying, documenting, 

and addressing social 

determinants of health (SDOH). SDOH 

are things like food insecurity or 

homelessness that can directly impact 

patients’ health. 

Th e Centers for Disease Control 

and Prevention’s Healthy People 2020 

grouped SDOH into fi ve categories: Edu-

cation, Health and Health Care, Econom-

ic Stability, Neighborhoods, and Social 

and Community Context. Although I am 

a primary care doctor, I do not routinely 

ask about most of these, other than 

health and healthcare. Even then, my 

focus is fi xed on things like family health 

history and medication allergies. 

Th ink about the following SDOH 

questions and consider when you last 

asked a patient about them.

❚  Are you lonely?

❚  Do you have any concerns about 

whether your water is safe to drink?

❚  Are you concerned about safety in 

your neighborhood because of crime 

or violence?

❚  Can you read?

❚  Are you able to afford food?

❚  Are you able to afford housing?

❚  Do you have transportation to your 

job? The grocery store? The clinic?

❚  Have you been the victim of 

discrimination?

Th e list of questions is extensive. 

While I adhere to the bio-psycho-

social concept of medicine, I also have 

a laundry list of things to accomplish 

in a visit. I tend to stick to the things 

I have some knowledge or expertise 

in: antibiotics, interpreting lab tests, 

managing insulin, targeting high blood 

pressure. However, I am missing a big-

ger picture. Consider the following:

❚ A patient with high blood pressure who 

cannot read the instructions for the DASH 

diet that I printed off for her.

❚  A patient who cannot afford the $3 

co-pay for an antibiotic until his paycheck 

next week.

❚  A patient with diabetes who does not 

have adequate resources for food and 

relies on a food pantry where she has 

limited options to follow the type of diet 

recommended by diabetic education.

❚  A patient facing discrimination at work 

but is too afraid of losing his job and 

health insurance to complain.

All of these scenarios profoundly 

impact my patients’ ability to engage 

in lifestyle improvements, follow a 

healthy diet, take prescribed medica-

tions, and aff ord the care I provide. 

Even though I recognize that, I do 

not know about literacy classes in my 

community or what assistance is avail-

able to protect someone who claims 

discrimination in the workplace. We 

are fortunate enough to have care 

managers and social workers, but the 

need is greater than they can meet. 

Like all hard things, we can either 

stay passive because being active is 

diffi  cult and time-consuming. Or we 

can learn more about what we can do, 

and then do it. 

We cannot fi x or address all social 

disparities, but we can address some. 

What if tomorrow you asked three 

patients about some aspect of SDOH? 

What if you found out what resources 

were available in your community to ad-

dress those needs? What if you did the 

same thing the next day and the next? 

As physicians, we have a unique 

window into our patients’ lives. Th ey 

tell us things that they will not tell 

anyone else. Many factors of SDOH 

may be uncomfortable for people to 

discuss. We should use our privilege 

to ask those questions and fi nd those 

answers. 

Jennifer Frank, MD, is a family physician and 

physician leader in Northeastern Wisconsin.

M

Physicians must address 
social determinants of health

“Like all hard things, 
we can either stay passive 
... or we can learn more 
about what we can do, 
and then do it.”
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Physicians are misapplying the opioid 
prescribing guidelines, CDC says
Physicians may be over-correcting their 

prescribing practices as a result of the opi-

oid addiction crisis by cutting off  patients 

that still need the drugs, according to the 

authors of the 2016 guidelines.

In a commentary published in April in 

the New England Journal of Medicine, Deb-

orah Dowell, MD, MPH, Tamara Haegerich, 

Ph.D., and Roger Chou, MD, wrote that the 

guidelines are intended for primary care 

physicians treating chronic pain in adults, 

but that physicians have been misapply-

ing the guidelines by limiting or cutting off  

opioid prescriptions for patients who need 

them.

“Eff orts to implement prescribing recom-

mendations to reduce opioid-related harms 

are laudable,” they wrote. “Unfortunately, 

some policies and practices purportedly 

derived from the guideline have in fact been 

inconsistent with, and often go beyond, its 

recommendations.”

A physician over-correction on opioid 

prescribing is not surprising, given the scale 

of the problem. More than 130 people die 

daily in the United States from opioid over-

dose, and more than 11.4 million people 

have misused prescription opioids, accord-

ing to U.S. government data.

Primary care physicians treating chronic 

pain in adults should apply the guidelines by 

working with patients receiving long-term 

opioid treatment at high dosages by review-

ing the risks with patients in an empathetic 

way, collaborate with patients who agree to 

taper their dose and taper slowly enough to 

minimize withdrawal symptoms.

Th e CDC is evaluating the consequences 

of the guidelines, and the Agency of Health-

care Research and Quality is conducting a 

“systematic review” on the eff ectiveness of 

various pain treatments. 

MedicalEconomics.com

“Why was I retiring? I 

liked my interactions 

with my patients, my 

long-term relationships, 

and the mental and 

psychological challenges, 

but the overwhelming 

pressure of productivity, 

documentation, 

recording data, and 

“meeting metrics” had 

worn me down.”

—Max Burger, MD, on his last 

patient visit before retirement. 

“While this is not a 

world in which the 

person with the most 

years of schooling wins, 

something is amiss when 

our nation’s most highly 

educated individuals 

make one seventh of 

someone with half the 

education. Th ese top 

hospital executives 

make multiples more 

despite never having 

touched a patient, 

ordered a test, made an 

incision, or shouldered 

the responsibility—and 

liability—of signing a 

patient chart.”

— Marni Jameson Carey, on 

the pay gap between hospital 

executives and physicians  
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n “Healthcare’s future: 

Four policy debates doc-

tors must follow”. (March 

25, 2019 issue) you men-

tioned the Aff ordable Care 

Act, expanding healthcare insurance, 

prescription drug prices, and changes 

to accountable care organizations 

(ACOs) as four areas of healthcare 

policy that physicians must keep their 

eyes on.

But, to these four should be added 

a fi fth because it leads to ineffi  ciency 

and rising costs: the medical liability 

system. It is deplorable that even 

though the personal injury lawyers 

are permitted to hit doctors with 

unmerited suits, they receive little or 

no criticism from policymakers.

Malpractice suits are doctors’ worst 

nightmares. To ward them off , they 

order extra tests and consultations. It 

is impossible to estimate how much 

these extra tests and consultations 

raise the cost of care, but doubtless it 

is considerable.

Even if doctors have acted compe-

tently and even if they have trusting 

relationships with their patients, bad 

things happen and some patients will 

sue.

An American Medical Association 

report in 2017 mentioned that 68 

percent of closed claims in 2015 were 

dismissed or withdrawn, and that of 

the 7 percent of claims that went to 

trial, 88 percent were decided in favor 

of the doctor.

Clearly, there are way too many 

brought against physicians.

Health courts that operate like 

workers compensation are a good 

alternative. Overseen by judges with 

special training medical liability, they 

would resolve cases quickly and get 

compensation to patients in months, 

not years.

And knowing that there would 

Regarding your article about empow-

ered patients (April 10, 2019 issue), I 

think you should change the title to 

over/misinformed patients. 

Just because someone has access to 

all the medical information they can 

read does not mean they are qualifi ed 

to interpret it. I would argue that pa-

tients are not even close to being quali-

fi ed to interpret the glut of information 

and misinformation on the internet. 

Even though I’m a family practice 

doctor I could very easily research 

airplane repair on the internet. Will 

you fl y in my jet? I doubt it. Th e only 

thing I can say possibly about the “em-

powered patient” is that they are good 

for business. All their research always 

I

Medical malpractice is a major policy issue; 
doctors should pay attention

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

FACEBOOK.COM/MEDICALECONOMICS @MEDECONOMICS

Empowered patients: Are they just misinformed?

leads to a self-diagnosis of cancer—

which brings them into my offi  ce for 

an accurate diagnosis. Long live the 

internet. 

Lee Morgentaler, DO
TAPPAN, N.Y.

be fewer unmerited suits, physicians 

would have peace of mind and be less 

inclined to order unneeded tests and 

consultations.

Edward Volpintesta, MD
BETHEL, CONN.

“Just because someone has access to all the medical information 
they can read does not mean they are qualifi ed to interpret it.”
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Study: Employed physicians 
now outnumber independent doctors
For the fi rst time ever, more U.S. physicians are now employed by a hospital or a hospital-owned practice 

than own their own practice, according to a new employment study released by the American Medical 

Association (AMA). Here are some key takeaways of the data:

“Th is change has been predominantly driven by the shift away from very small 

practices, especially solo practices, in favor of very large practices of 50 or more 

physicians.” —AMA Physician Practice Benchmark Survey, 2019

Nearly 70 percent of physicians 
under age 40 were employees, 

compared to 38.2 percent of physicians 
age 55 and over.

Nearly 58 percent of female physicians 
were employed, 

while 52 percent of male physicians 
were practice owners.

Takeaway  Younger physicians 
and female physicians are 
more likely to be employed

GENERAL INTERNISTS

FAMILY PHYSICIANS

Takeaway  Primary care split 
between owners and employees

Takeaway  Physicians shifted toward employment since 2012

47.4% 45.9% 6.7%

Physicians worked as: Practice owners Independent contractorsEmployees

46.9%46.8%

57.4% 37.5%

6.3%

5.1%

MedicalEconomics.com6 MEDICAL ECONOMICS  ❚  JUNE 10, 2019

http://medicaleconomics.modernmedicine.com/


bsd555/Stock.Adobe.com

MedicalEconomics.com 7    MEDICAL ECONOMICS  ❚  JUNE 10, 2019

“If we can automate that 

discussion, it can really 

save time for physicians 

and improve patient care.”

One way technology 

may help speed along the 

prior authorization process 

is through the Fast Health-

care Interoperability Re-

sources (FHIR), a draft stan-

dard for electronic health 

information exchange cre-

ated by Health Level Seven 

International. Tennant says 

HL7 is working with a num-

ber of major stakeholders 

in healthcare to launch the 

DaVinci Project.

“They are using this 

new standard to move 

clinical data, and some of 

the use cases are admin-

istrative. One is prior au-

thorization,” Tennant says. 

“We are going to create 

a new workfl ow for prior 

authorization.”

Interfacing with EHRs
The process would work 

directly with EHRs. 

Currently, when a provider 

orders an intervention, 

there is a long back-and-

forth process, Tennant 

says. The new approach 

would involve an automatic 

trigger in the EHR when 

a physician places an 

order that would send a 

transaction to CMS to fi nd 

out if a prior authorization 

is required. The system 

would offer a clinical 

documentation template 

sent by CMS outlining what 

is needed to justify the 

ordered intervention and 

prove medical necessity.

“So there’s no more 

guessing about what 

information is necessary,” 

Tennant says. “The goal 

is really to get all payers 

to agree to and support 

this standard. This will be 

a game-changer. It could 

be real-time, if not near 

real-time.” 

ing these transactions, 

with CAQH estimating it 

could result in a nearly $7 

per transaction savings 

between payers and pro-

viders.

Tennant says part of 

the process of automating 

these communications 

depends on when CMS will 

release a standard for the 

mandated 278 transaction. 

CMS has promised these 

standards for some time 

but they have yet to be 

released.

When they are, Tennant 

says the prior authorization 

process could be automat-

ed between providers and 

payers using data pulled 

from electronic health 

records.

“The future of prior 

authorization is real-time—

prior authorization should 

be a discussion, not a 

transaction,” Tennant says. 

Are automated prior 
authorizations on the way?

Rachael Zimlich, RN, 

is a contributing author. 

Send your tech questions 

to medec@ubm.com

Tech Talk

How tech can help
Technology can move the 

process along, says Robert 

M. Tennant, MA, director 

of health information 

technology policy for 

the Medical Group 

Management Association. 

Work is currently under 

way to automate the prior 

authorization process, and 

these efforts are being 

headed up by the Council 

for Affordable Quality 

Healthcare (CAQH).

According to CAQH, 

90 percent of communica-

tions between payers and 

providers is still done by 

phone or fax, which really 

adds up considering that 

there are around 77 million 

prior authorizations done 

manually each year.

Automating the prior 

authorization process could 

cut the cost of perform-

Prior authorizations are not going away anytime soon, 

but dramatic changes to how they are handled may 

fi nally be on the horizon.

An April 2018 study from the Government 

Accountability Offi ce found that Medicare prior 

authorization programs had saved Medicare between 

$1.1 and $1.9 billion since 2012 through a reduction 

in unnecessary utilization and improper payments. 

However, the American Medical Association (AMA) did 

some research of its own, estimating in a 2017 report that 

clinicians spent 14.6 per week on prior authorizations. 

Not only does this process take time away from 

patients, but 78 percent of clinicians reported in the AMA 

survey that the delay can result in patients abandoning a 

particular course of treatment. 

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


by JEFFREY BENDIX Senior Editor

Practice makeover 

W
hen Gary LeRoy, MD, FAAFP, 

signed on as medical direc-

tor of a community health 

center in Dayton, Ohio, it 

consisted of a single phy-

sician and dentist, a nurse 

practitioner and a handful 

of other employees housed 

in a 5,000-square-foot former grocery store.

Today, the center—now known as the 

East Dayton Community Health Center—

bears little resemblance to the facility Le-

Roy joined 16 years ago, despite being in 

the same location. For starters, it’s doubled 

its size by expanding into formerly vacant 

space in the rear of the building. It now 

employs two physicians, two nurse 

practitioners, and nine staff  

members. 

Equally important, the building’s re-

tail-like ambiance has been replaced by a 

welcoming environment, due in part to the 

abundant natural lighting provided by sky-

lights. Th e waiting room has plenty of com-

fortable furniture for adults and a play area 

for children. 

In addition, LeRoy says, the center im-

proved its effi  ciency by changing the way 

patients fl ow through the building, and cre-

ated work pods where physicians and sup-

port staff  can talk without being overheard 

by patients. 

“We basically redesigned the building 

from the ground up,” recalls LeRoy, now a 

board member of the American Academy of 

Family Physicians. “Everybody drew up their 

wish list of what they wanted to see in the 

facility. Th en we sat with the architect and 

said, ‘how can we realistically create the 

components everyone is asking for?’” 

As a result of its makeover and expan-

sion, East Dayton now serves about 15,000 

patients annually and has been designated 

a Federally Qualifi ed Health Center. It also 

hosts community classes on health and 

stress reduction. “We decided that since 

we’re a part of the community we should 

provide services of use to the community,” 

LeRoy explains. 

While East Dayton’s overhaul may have 

been more extreme than most, it was far 

from alone in undertaking it. In a 2016 sur-

vey by the Medical Group Management As-

sociation (MGMA), just over half of respon-

dents said they either remodeled, added 

space, moved, or made some other change 

to their practice space in the past two years.

Ken Hertz, FACMPE, principal consul-

tant with the MGMA, says those numbers 

don’t come as a surprise. “Given the rapidly 

What doctors need to know
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changing healthcare landscape, practices 

and physicians are coming to see it’s vital 

that they continually reinvest in the busi-

ness by updating their space, changing the 

aesthetics, introducing new technology and 

so forth,” Hertz says. 

REASONS FOR PRACTICE 
MAKEOVERS
So what are some of the tell-tale signs that 

a practice may need a makeover?  Th ey fall 

into three broad categories, experts say: 

space, appearance, and productivity. Of 

these, space—or the lack of it—is usually 

the most obvious, since it’s readily apparent 

when a practice can no longer accommo-

date the needs of its patients and providers.

David Zetter, CHBC, founder and lead 

consultant of Zetter HealthCare in Mechan-

icsburg, Penn., cites the example of a client, 

an urgent care center in an Orlando, Fla. 

strip mall just outside Disney World.

“Every time I’ve walked in there, the place 

is packed,” Zetter says. “Th ey’ve got patients 

standing outside or sitting in their car wait-

ing to be called because there isn’t enough 

room in the reception area.”

Fortunately, Zetter adds, an adjoining 

storefront came available that the client 

plans to buy, even though it’s more room 

than the center currently requires. “Th ere’s 

a perfect example where somebody realized, 

‘I’ve got to do something about this situa-

tion,’ and he’s going to spend a lot of money 

on it to do it right. But he’s confi dent, given 

how busy he is, that he’ll get a return on his 

investment.”

Th e need to freshen its appearance, espe-

cially in the patient waiting area, is anoth-

er frequent catalyst of practice makeovers. 

Th at’s especially the case, experts note, given 

that the waiting area is where patients form 

their fi rst impression of a practice. Worn-out 

carpeting, lack of comfortable seating, out-

moded decor, absence of Wi-Fi, and use of fl u-

orescent lighting are all indicators that some 

serious remodeling is in order for that space—

and likely the rest of the practice as well. 

“PUT YOURSELF IN THE 
PATIENT’S SHOES”
Sometimes doctors, even if they own the 

practice, may not be aware of problems with 

the waiting room simply because they rarely 

see it. Th at’s because in many practices cli-

nicians and staff  members use a separate 

entrance that takes them directly into the 

work area. 

Th e way to overcome that disconnect, 

Zetter advises, is to “put yourself in the 

patient’s shoes. Walk into your reception 

area, sit in the chairs for a little while and 

ask yourself, ‘is this where I would want to 

spend time waiting to see the doctor?’” 

Hertz says that in some client practices 

he holds weekend strategic planning ses-

sions in the waiting room. “I make the docs 

spend a day or two where their patients sit 

every day, and I see them walking around 

going, ‘holy cow,’” he says. “Usually on Mon-

day morning they’re saying to the practice 

administrator, ‘please get us some new fur-

niture and have the walls painted as soon as 

possible.’” 

Sometimes the signs that changes are 

needed show up in a practice’s processes 

and workfl ow. “If a practice starts seeing its 

doctors consistently running behind sched-

ule, or patients aren’t ready for them to see 

in the exam room, that’s a pretty clear indi-

cator that something’s going on,” says Larry 

Brooks, AIA, principal of Practice Flow Solu-

tions, a medical space planning and con-

sulting fi rm in Roswell, Ga. “A lot of times 

it stems from just not having the space to 

check people in or do a pre-exam workup.”

yMonnnneeeyyyPractice makeover

HIGHLIGHT

  Space, appearance 

and productivity are 

the three metrics 

physicians should use 

to determine if they 

should remodel.

“Given the rapidly changing healthcare 
landscape, practices and physicians are 
coming to see it’s vital that they continually 

reinvest in the business by 
updating their space.”
—KEN HERTZ, FACMPE, PRINCIPAL CONSULTANT, MGMA
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IDENTIFYING NEEDED CHANGES
Once a practice has decided it needs a make-

over, the next step is deciding on the specifi c 

changes it wants to make. For a small prac-

tice, the process is similar to remodeling a 

home, Hertz says: the physician-owner and 

offi  ce manager should inspect the practice’s 

rooms, equipment, and furnishings and 

make a list of everything they want to see 

fi xed, changed, or disposed of. 

For larger practices, experts recommend 

convening clinicians and staff  members by 

department and soliciting their input. “Ask 

them, ‘if you could have a new space, what 

would it look like? What are the things 

that aren’t working now and what changes 

would make our patient care better and help 

support the work that you do?’” Hertz says.

Patient suggestions for improvements can 

also be helpful, he adds. Some practices he’s 

worked with survey their patients via phone, 

e-mail, or regular mail, while others will in-

vite patients to come in person during an eve-

ning or weekend to make recommendations.

Regardless of its size, often a practice can 

get useful ideas just from looking around to 

see what others are doing, Hertz says. “If the 

administrator or docs or staff  have been to 

offi  ces they think are fabulous, or have seen 

pictures in magazines or newspapers, bring 

them in, put them in a book and keep them 

as a resource,” he advises.

Advice and suggestions from other prac-

tices who’ve undergone the process is also 

helpful. “Ask colleagues, when they got 

through with their makeover what were the 

things where they went, ‘Oh my God, how 

could I have forgotten about this?’” 

While practices will diff er in the look they 

want to achieve depending on their fi nan-

cial constraints and the tastes and desires 

of owners and staff , experts agree that the 

goal is to create an ambiance that is up-to-

date, comfortable, and inviting. “Nowadays, 

nobody wants to be in a sterile offi  ce envi-

ronment,” Zetter notes.

Lighting, wall colors, and fi xtures are 

important parts of a makeover, so Zetter 

advises practices to consult interior design 

specialists on how to use these to create the 

look and feel the practice wants. 

Reception area amenities and furnish-

ings are similarly crucial in creating a hos-

pitable, patient-friendly atmosphere. For 

Brooks, the most important element of a 

good waiting room is having plenty of chairs 

with armrests, particularly if the practice 

serves a large number of elderly patients. 

“A lot of times you’ll see practices with 

nice couches and sofas, but it’s hard for an 

elderly person with back or knee problems 

to get out of those,” he notes. “Individual 

chairs with arms allow them to get up and 

sit down much easier.”

Other conveniences practices should 

consider include coff ee, snacks, carrels for 

patients to work in while waiting, charging 

stations for electronic devices, and Wi-Fi. 

“Even the grandmas and grandpas are tex-

ting and e-mailing with their phones these 

days, so Wi-Fi has almost become a given,” 

Brooks says.

Experts note that updating a practice’s 

appearance need not be expensive. Some-

times, Hertz says, putting down new fl ooring 

and carpeting, repainting walls, and re-cov-

ering furniture can achieve the desired look 

without spending a great deal of money. He 

recalls working with a practice in need of a 

new paint job but whose physician-owner 

didn’t want to spend money for professional 

painters. 

“I pulled together some of their staff  and 

we got painting equipment and brought in 

pizza and soda and painted the place our-

selves, and it looked like new,” he says. 

IMPROVING PRODUCTIVITY
When it comes to redesigning for improved 

productivity, experts say practices should fo-

cus on eliminating bottlenecks that slow the 

movement of patients through the offi  ce. A 

common one, according to Brooks, occurs 

when receptionists are required to both fi eld 

phone calls and check in patients, causing 

backups in the latter process. Another is 

when doctors have to leave the exam room 

to get something they need or communicate 

with another provider or staff  person, there-

by extending the patient visit. 

Th at issue ties into what Fields calls the 

“number-one time waster” in a medical 

practice: walking. During his three decades 

of time studies, he says, “the amount of 

time doctors spend walking between exam 

rooms, or for tasks like taking a chart to a 

ready rack or fi nding a staff  member to ver-

bally deliver orders is mind-boggling, when 

you consider the doctor is the highest-paid 

member of the practice.”

Brooks says practices can alleviate this 

problem during remodels by “podding” 

yMoney Practice makeover
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“You want to 
avoid the situation 
where the patient 

is talking to 
the back of the 

doctor’s head 
while they’re 

typing on the other 
side of the room.”

—GARY LEROY, MD, FAAFP, 
MEDICAL DIRECTOR, EAST DAYTON 

COMMUNITY HEALTH CENTER
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exam rooms—putting them across the cor-

ridor from each other rather than stringing 

them out along a corridor, which causes 

doctors to have to walk further between 

them.

Another helpful technique is to place 

mini work stations near the doctors’ exam-

ining rooms. “Th at way if they want to make 

some notes or take a phone call between 

patients they can do it close to their rooms, 

versus going to their  offi  ce, which might be 

far away,” he says.

An important issue practices need to 

consider when planning a makeover is the 

exam room: designing it to ensure that doc-

tors can maintain patient eye contact while 

typing in their EHR, and if possible show the 

patient the information they are entering. 

“You want to avoid the situation where the 

patient is talking to the back of the doctor’s 
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I
ndependent medical practices 

sometimes are reluctant to 

undertake a needed makeover, 

either because they think they 

won’t be able to get fi nancing at 

all, or the terms of a loan will be 

too onerous to repay. But such 

fears are usually misplaced, experts 

say. Indeed, among the challenges 

associated with such a project, 

obtaining a loan often is one of the 

easiest to meet.

The reason? Most banks see 

medical practices as stable, profi t-

able enterprises and thus unlikely 

to default on a loan. “In almost 

all cases I’ve seen, a practice can 

get fi nancing unless their credit is 

already bad for some reason or it’s 

underwater fi nancially,” says David 

Zetter, CHBC, founder and lead con-

sultant of Zetter HealthCare in Me-

chanicsburg, Penn. “You need to go 

in with a game plan, showing them 

what you’re planning to do, how 

long it’s going to take, and what it’s 

going to do for your practice.”

When applying for a loan, Zetter 

advises bringing current pictures of 

the practice along with renderings 

of what it will look like after the 

makeover. “Show them the differ-

ence their loan will make,” he says. 

Ken Hertz, FACMPE, principal 

consultant with the Medical Group 

Management Association, suggests 

shopping for lenders with medical 

practice lending experience, since 

borrowing from them can some-

times expedite the process. Such 

lenders can be found at https://

www.doctorloanprograms.com/

list-of-physician-lenders-2/ and 

https://www.whitecoatinvestor.

com/physician-mortgages/ 

“I also recommend network-

ing as a great resource regarding 

lenders,” he adds. “Talk to adminis-

trators and other physicians in your 

region. They can often point you to 

strong lenders.”

Practices who lease their space, 

as opposed to owning it, face a 

somewhat different situation. They 

usually need to get their landlord’s 

approval before making any major 

changes to their practice space. But 

if the property owner does give their 

OK, it may be possible to have them 

to pay for the work and build the 

repayments into the practice’s lease.

“Under that scenario your 

monthly payment goes up, but you 

may not have to make any out-of-

pocket payments upfront,” Hertz 

says.

If moving is an option, the prac-

tice is in a stronger position to get 

a bargain from the landlord, notes 

Larry Brooks, AIA, principal of med-

ical space planning and consulting 

fi rm Practice Flow Solutions. That’s 

because it can be costly to property 

owners to fi nd a new tenant, both 

in terms of lost rent while the space 

is vacant and the “tenant improve-

ment allowance” landlords custom-

arily offer new tenants so they can 

adapt the space to their needs.

“If I’m a landlord, my choice is 

to give the next guy something, or 

I can give the current tenant some-

thing and keep them without the 

hassle of changing,” he says. 

Paying  for it

“You need to go in with a game plan, 
showing them what you’re planning to do, 
how long it’s going to take, and what it’s 

going to do for your practice.”
— DAVID ZETTER, CHBC, FOUNDER AND LEAD CONSULTANT, ZETTER 
HEALTHCARE, MECHANICSBURG, PENN.
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I
n recent years, the effects 

of the physical environment 

on the healing process and 

well-being have proven to 

be increasingly relevant for 

patients, their families, and 

clinicians. An examination 

of more than 400 studies on 

the impact of design on clinical 

outcomes has proven that design 

signifi cantly impacts the overall 

physician-patient experience. 

Improved physical settings can 

be an important tool in making 

hospitals, clinics and physician-

related spaces safer, more healing, 

and better places to work.

Architectural design is also 

an important component of 

marketability for physician 

practices and related endeavors. 

As the saying goes, “perception is 

reality.” People use tangible cues 

to form opinions about intangible 

products like healthcare. As such, 

if your practice area is outdated 

and visually unappealing, there is 

a good chance that current and 

potential patients will have a poorer 

perception of your services.     

My team and I recently 

completed the design for a 

15,000-square-foot medical offi ce 

building for Tennessee Cancer 

Specialists. Our goal was to 

develop a space that was not only 

aesthetically pleasing, but that was 

also functional, effi cient, and safe. 

We learned that the most important 

aspect of the design needed to 

be the overall patient and visitor 

experience. We needed to extend 

this concept throughout the entire 

design, not just in the waiting room.

Cancer patients and their family 

members go through signifi cant 

emotional anxiety during treatment. 

Our goal was to minimize this as 

much as possible. Warm woods and 

natural materials are used to create 

a comfortable aesthetic for patients 

as they await their appointment/

procedure. We wanted patients and 

their guests to feel as comfortable 

as possible, while surrounded by a 

warm, welcoming environment.

In addition to overall esthetic, we 

looked at the entire build-out from 

the patient perspective. Instead of 

creating a single waiting room for 

pre-treatment and post-treatment 

AN ARCHITECT’S PERSPECTIVE 

The physical space is a key component of patient care  

head while they’re typing on the other side 

of the room,” LeRoy says.

Hertz says some practices initially ad-

dressed this problem by mounting com-

puter monitors on the walls of exam rooms, 

thereby allowing doctors to face patients 

and patients to see what the doctor is typing.

In recent years practices have begun us-

ing laptop computers and tablets, which 

aff ord much greater fl exibility than desktop 

computers. Some are also providing mo-

bile tables, enabling doctors to wheel the 

EHR from room to room and position it to

accommodate the patient.      

An additional exam room feature to keep 

in mind, Brooks says, is standardization. 

Designing and supplying them identically 

means providers don’t have to spend time 

looking for items they need. “A doctor or 

staff  member should be able to walk into any 

room, close their eyes and know where every-

thing is, even to the point where they know 

each drawer has certain things in it,” he says.

EXECUTING THE PROJECT
With a practice’s makeover wish list in hand, 

it’s time to execute the project. If it involves 

reconfi guring or adding space, an architect 

is essential. Th e best way to fi nd one, experts 

agree, is through old-fashioned word-of-

mouth and networking.

“Th is is where you reach out to col-

leagues in your community who’ve rede-

signed their space and ask who they used 

for the project and what their experience 

was,” Hertz says. After developing a list of 

candidates, check references and, if pos-

sible, visit other practices to view a candi-

date’s work fi rst-hand.

Once the architect is on board, he or she 

will price out the practice’s wish list and work 

with administrators and doctors to determine 

which of them are fi nancially and/or techni-

cally feasible. Th e architect will also draw up 

the plans and assemble the other members 

of the project team, such as the construction 

contractor and interior designer.  

By George A. Ewart, AIA
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For a makeover that’s only cosmetic—a 

new paint job or fl ooring, for example—an 

interior designer alone will usually suf-

fi ce. While administrators and/or doctors 

sometimes want to select colors and fabrics 

themselves, Hertz advises leaving these de-

cisions to design specialists. 

“Someone with experience in this area 

will have a better understanding of the col-

ors, materials and textures needed for the 

look and feel the practice wants to achieve  

for its space,” he says.  

When work gets underway, practices face 

the challenge of minimizing any disruption 

and inconvenience to employees and pa-

tients while continuing to function. Here, 

strategies diff er depending on the scope 

of work involved. If the practice is adding 

space, Brooks says, the typical approach is 

to build the new space fi rst and move the 

practice’s operations into it while work is 

being done on the existing space.

If the practice is just renovating or recon-

fi guring its existing space, Zetter says, the 

choices are to work on one section of the of-

fi ce at a time, or have the work done during 

evenings and weekends. 

Th e latter is usually the best approach 

when it comes to the waiting room, Brooks 

says. “I’ve seen a lot of groups close early 

on Friday and give the contractors over the 

weekend to do the stuff  they just couldn’t get 

to with patients in the offi  ce. Th at seems to 

work pretty well,” he says.

Regardless of how the work is scheduled, 

it’s vital to inform patients and staff  about 

what the practice is doing, why, and how long 

it’s expected to take. Zetter advises posting 

fl oor plans and artist’s renderings in the wait-

ing room and around the practice so everyone 

can see what the result of the work will be. 

“When you’re letting patients and staff  

know what’s going on, it gets everyone kind 

of hyped up and creates an atmosphere of 

excitement,” he says. “Th at makes noise and 

disruption easier to take.” 

patients, we developed separate 

waiting rooms for each.

Based on our research, we 

found that pre-treatment patients 

experienced higher levels of anxiety 

when they were seated waiting 

for treatment while post-treatment 

patients were recovering next to 

them.     

A secondary consideration for 

the design was that the building 

sits within view of a cemetery. We 

spent time designing the space 

so that the idea of death was not 

visible during visits. This was done 

in order to further reduce patient 

anxiety. The building also faces a 

church adjacent to the property, 

therefore, we designed the property 

so that patients would see this 

instead.

The result of our work on behalf 

of Tennessee Cancer Specialists 

was a space that not only looked 

great, but that was a practical, safe, 

and healing space—designed to 

soothe and care for its patients and 

visitors.

When it comes to evaluating 

an overhaul of a practice’s 

physical space, the hard part 

often is fi guring out where to 

begin. It can help to have early 

conversations with an architect 

about needs, such as whether 

the scope is the renovation of an 

aging facility or a new structure 

designed to house physicians 

practicing the most current 

medicine with state-of-the-art 

devices. 

When architects get involved 

in the early planning stages 

of a new facility, they can see 

opportunities for spatial re-

confi gurations that will improve 

patient care and staff interaction. 

This helps clients meet current 

requirements, while remaining 

fl exible enough to anticipate 

future models of practice.

Here are some additional 

things to consider when looking 

to work with an architect to make 

your space as patient-friendly 

space as possible. 

 ❚ Make certain the architect you 

choose utilizes evidence-based 

design strategies. This will help your 

practice provide patients with better 

outcomes, so the people you treat can 

feel better faster.  

 ❚ Make fl exible design choices. With an 

ever-evolving array of technologies 

entering the practice, it can be hard 

to know if the direction you are 

headed is the right one. That’s why 

fl exibility—both as a mindset and 

in terms of physical space—is so 

important. You don’t want to design 

a space today that will be obsolete in 

fi ve years.

❚ Focus on the overall experience your 

patients will have in your space. Take 

a holistic approach to the design. 

❚ Think of your space as the ultimate 

“experiential marketing” opportunity. 

Experience is second only to quality 

of care and cost, but sometimes it can 

even one-up those. 

George A. Ewart is principal in charge 

at George Armour Ewart, Architect, 

based in Knoxville, Tenn.
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by KAYT SUKEL Contributing author

Take steps to ensure technology doesn’t lead to liability

Is your EHR a 
malpractice risk?

I
n his 2004 State of the Union address, 

former President George W. Bush in-

troduced a plan to roll out EHRs across 

the country, stating, “By computerizing 

health records, we can avoid dangerous 

medical mistakes, reduce costs, and im-

prove care.” 

Certainly, the desire to avoid medical 

errors, a major basis of medical malpractice 

claims, was one of the driving forces behind 

EHR adoption. But with the implementation 

of these systems, the country has seen a rise 

in what used to be a relatively rare malprac-

tice situation: medical liability claims with 

an EHR as a contributing factor.

EHRs have evolved but variability re-

mains in what diff erent systems off er, says 

Mark Graber, MD, FACP, chief medical offi  -

cer of the Society to Improve Diagnosis in 

Medicine, who has investigated EHR-related 

events in medical malpractice claims. 

“When you introduce any new technology, 

you are going to see bugs,” he says. “But you 

also introduce the possibility of users making 

errors. Doctors who aren’t trained well on the 

system may make unintentional mistakes.”

RISING CLAIMS, RISING CONCERNS
A 2017 research report by Th e Doctors Com-

pany, a medical malpractice insurer, revealed 

that the number of medical malpractice 

claims among their approximately 80,000 

plan members involving EHRs in some way 

has risen in lockstep with EHR adoption.

Th e report found two closed EHR-relat-

ed claims between 2007 and 2010. Between  

2011 and 2013, the number jumped to an 

average of about 23 claims each year. Th e 

upward trend continued in 2014, 2015, and 

2016: where a total of 92 EHR-related mal-

practice claims over the three years, or an 

average of about 30 per year, were closed.  

Such medical errors can have profound 

consequences for patients. In a 2015 study 

published in the Journal of Public Safety, 

Graber and his colleagues discovered most 

EHR-related errors involved medications, 

diagnoses, or a complication of treatment in 

the ambulatory care setting.

Perhaps most strikingly, 80 percent of such 

claims involved moderate or severe harm to 

the patient. Daryl Zaslow, JD, an attorney 

specializing in medical malpractice law, says 

there are many ways that malpractice could 

arise from an error in a patient’s EHR.

“What typically happens is that there’s a 

failure to input or access information that 

is vital to a patient’s health,” he explains. 

“Th erefore, that information is not commu-

nicated to another medical care provider 

who is also involved with the patient’s care 

and something bad happens.”

IT’S NOT JUST THE TECHNOLOGY
While it would be easy to blame technology 

for critical information slipping through the 

HIGHLIGHTS

  True tech glitches 

leading to malpractice 

cases are rare. 

  A larger issue is 

a lack of standard 

interfaces for EHR 

systems which 

makes it more likely 

that clinicians may 

incorrectly enter—or 

fail to enter—patient 

data into the system.
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cracks, Hardeep Singh, MD, MPH, chief of 

health policy, quality, and informatics at the 

Veteran’s Administration and professor at 

the Baylor College of Medicine, says a physi-

cian could have the best EHR system in the 

world and still be a victim of “unintended 

consequences.”

“Th ere are instances where, thanks to a 

technical glitch, there have been medical is-

sues,” he says. “Sometimes, the technology is 

not safe, it’s got a bug or a virus or it’s down 

because you don’t have the right updates.”

Th e Doctors Company study found sys-

tem errors like fragmented EHRs (i.e., a sys-

tem where key sections of a patient’s record 

aren’t located together), technology failures, 

and electronic data routing issues did con-

tribute to some claims. But Zaslow says true 

technology-related cases are uncommon.

“Unfortunately, because these systems 

aren’t as user-friendly as they often claim to 

be, and because medical providers have a 

lot of responsibility keeping track of a lot of 

things for a lot of diff erent patients, import-

ant information just isn’t being inputted in 

the right way,” he says.  

Th at’s why it’s important to look at where, 

when, and how users are making those sorts 

of errors, Singh says. He argues that a lack of 

standard interfaces for EHR systems makes 

it more likely that clinicians may incorrect-

ly enter—or fail to enter—patient data into 

the system.

In addition, since many physicians use 

multiple systems across diff erent facilities, 

it can be diffi  cult to know where informa-

tion should be entered or accessed. He adds 

that it’s also important to consider how cli-

nicians are using EHR systems—because er-

rors still occur even in the most user-friend-

ly platforms. 

Th ere is now a well-established link be-

tween EHR usage and increased physician 

burnout with studies showing that primary 

care physicians can spend more than half of 

their work day on the EHR due to billing and 

regulatory requirements. Th ese increased 

demands often result in a more demanding 

workload and amplifi ed feelings of frustra-

tion—and, too often, a physician’s attention 

being drawn away from what should be their 

top priority: documenting and assessing

important patient data. 

To address the issue, many healthcare or-

ganizations have tried to fi nd ways to ease 

those documentation requirements. Th ey 

may select EHR systems that off er auto-pop-

ulation features, or the ability to automati-

cally fi ll in diff erent data fi elds when a user 

opens or completes the record. Th ey may 

also appreciate the idea of customized tem-

plates for diff erent portions of the patient 

record, which help automate entry of what 

is often redundant patient data.

Furthermore, physicians may develop 

their own short-cuts and workarounds, 

skipping certain fi elds in the record or using 

the copy and paste function to quickly move 

information from one part of the record to 

another. Ironically, Singh argues, in doing so 

they may be inadvertently triggering more 

EHR-related errors.

“People don’t realize, in their haste to get 

their work done, just how much extra stuff  

can be auto-populated, resulting in a doctor 

missing an abnormal lab result they need to 

address or a patient getting an unnecessary 

medication,” he says. “And the next thing you 

know, you are looking at a malpractice claim.”

MINDING THE GAP
In general, Graber says, well-designed and 

well-maintained EHRs can easily integrate 

into a physician’s workfl ow to save time 
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“There are instances where, thanks to a technical glitch, there have been 
medical issues. Sometimes, the technology is not safe, it’s got a bug 
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Technology EHR risks

and help reduce errors. But healthcare or-

ganizations need to do their part and adopt 

strategies to reduce the risk of EHR-related 

malpractice.

One of the most obvious techniques, and 

one that EHR vendors often recommend, 

is regular system audits—relevant reviews 

of the system to document 

who has accessed and edited 

diff erent records as well as 

what content has changed. 

Such audits can often identi-

fy users who are not meeting 

organizational policies re-

garding documentation, and 

provide insights into how 

workfl ows might be modi-

fi ed to better support those 

eff orts. 

In addition, those audits 

should help to ensure plat-

forms are regularly updated 

and patched to deal with any 

system or security bugs.

But while audits can off er 

valuable information to the 

information technology (IT) 

department, Zaslow says 

physicians may not fi nd the 

results as enlightening.  

“We lawyers use IT engi-

neers to see where and when 

people have made adden-

dums and changes to the re-

cord to see which providers 

accessed certain portions of 

the record for our cases—

and most hospitals have the 

same capabilities,” he says. 

Th ere are other strategies that can help 

reduce the risk of EHR-related medical er-

rors for healthcare organizations and physi-

cians. Th ey start, Singh says, with hospitals 

and health systems taking a long, hard look 

at their organizational culture.  Each health-

care organization should include physician 

champions when selecting and implement-

ing EHR systems so as to fi nd platforms that 

can best support their needs.

In addition, healthcare organizations 

should enact policies that assist and per-

haps even reward clinical staff  for taking the 

time to become trained on EHR systems, as 

well as for them to review and document 

patient data outside the physician-patient 

encounter.

 “If you don’t have a work environment 

that supports clinicians, that doesn’t have 

the policies and procedures in place to sup-

port them, technology won’t help no mat-

ter how good it is,” he says. “Organizations 

should look at their systems and their users 

to see where they can make changes to help 

reduce errors across the board.”

Singh says that physicians also have a vi-

tal role to play in decreasing these kinds of 

malpractice claims. He suggests that physi-

cians take steps to avoid the most common 

pitfalls that can lead to EHR-related errors.

To start, don’t disable or override alerts or 

reminders built into the system. If physicians 

feel they are experiencing “alert fatigue,” or 

that such alerts are interfering with care, 

they should inform the organization’s IT 

department.  In addition, if physicians  use 

copy/paste functions or auto-population 

features, they should be sure to double- or 

triple-check any notes before signing off  on 

them.  

“Having better awareness of the danger of 

copy/paste, autopopulation, and templates 

is important—these short-cuts can lead to a 

lot of problems,” Singh says. “But the other 

thing I’d say is, don’t skip on your EHR train-

ing. No one wants to do this training. But the 

EHR is a tool that clinicians have to use, it’s 

not going away—so get the training neces-

sary so you can eff ectively use it.”

Avoiding EHR-related malpractice truly 

is a team eff ort, adds Graber. As these sys-

tems become an increasingly integral part 

of the care process, he says, it’s important 

to understand that they can aff ect the qual-

ity of care in a variety of direct and indirect 

ways. And the fi rst step to mitigating those 

risks  is awareness.

“It’s increasingly important for clinicians 

to understand how some of these common 

errors happen, and how to better mitigate 

them,” says Graber. “And that’s  whether 

there is a malpractice claim on the table or 

not.” 
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A: Reimbursement varies 

between payers, so be 

sure and check with 

those in your area to 

ensure they reimburse for 

telehealth services prior to 

performing and billing.

There are several 

requirements that must 

be met in order to bill 

telehealth services. 

Originating site
An originating site is the 

location of an eligible 

Medicare patient at the 

time the service furnished 

via a telecommunications 

system occurs. Medicare 

benefi ciaries are eligible for 

telehealth services only if 

they are presented from an 

originating site located in: 

 ❚ a county outside of a 

Metropolitan Statistical 

Area (MSA) or 

 ❚  A rural Health 

Professional Shortage 

Area (HPSA) located in a 

rural census tract 

Authorized originating 

sites include physician 

practices, hospitals, rural 

health clinics.

system visits (only for 

Federal telemedicine 

demonstration programs in 

Alaska or Hawaii).

Originating site payment
Originating sites are 

paid a facility fee for 

telehealth services, per 

HCPCS code Q3014. 

Bill for the originating 

site facility fee, which 

is separately billable, 

and append the GQ 

modifi er. 

Distant site practitioners
Another requirement for 

telehealth services is the 

type of practitioners at 

the distant site who can 

perform and be reimbursed 

for covered telehealth 

services, and those 

include: Physicians, nurse 

practitioners, physician 

assistants, and others.

Requirements for billing
You must use an 

interactive audio and video 

telecommunications system 

that permits real-time 

communication between 

you, at the distant site, 

and the benefi ciary, at the 

originating site.

In order to indicate that 

services were performed 

as telehealth services at 

a distant site, you need to 

list Place of Service (POS) 

02: Telehealth on the claim.  

This is where the services 

are provided or received, 

through telehealth telecom-

munication technology.

Use the correct modifi er
Simply using the appropriate 

CPT and POS codes 

sometimes is not enough. 

Since Medicare and payers 

are tracking the number 

of telehealth visits, they 

require these modifi ers for 

specifi c situations:

 ❚  A GT modifi er is used 

for interactive audio and 

telecommunications system 

on institutional claims 

billed under CAH Method II 

only.

 ❚  A GQ modifi er is used 

for asynchronous 

telecommunication 

Renee Dowling is billing and coding consultant 

with VEI Consulting in Indianapolis, Ind. Send your 

questions to medec@ubm.com.

I have several colleagues who 

are getting paid for telehealth 

services. Is this something 

that is being reimbursed?  

If so, how do we bill?

Getting paid for telehealth services
CODES TO USE
Medicare’s list of telehealth services 

that can be reimbursed include:

Offi ce visits 99201-99215

Diabetes self-management 
training

G0108, G0109

Smoking cessation G0436, G0437, 99406, 
99407

Annual depression screening G0444

Annual wellness visit G0438, G0439
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by  LISA A. ERAMO, MA  contributing author

Millennial and Generation Z patients demand 

convenience and quicker access, experts say

How to build a practice 
for younger patients

M
illennials (born 1981 to 1996) 
and Generation Zers (born 
1997 to 2012) represent 7 per-
cent of patients in the prac-
tice of James Legan, MD, and 
they also tend to come in for 
an appointment only once 
every couple of years. Howev-

er, this hasn’t deterred the Montana-based 
internist from devising a strategy to attract 
and retain these individuals that he hopes 
will, over time, comprise more of his patient 
base. 

In January, he started using secure texting 
so patients could ask for prescription refi lls 
and request copies of reports, lab results, 
and offi  ce visit summaries. Texting doesn’t 
require any additional work on his part. His 
nurse signs patients up for text messages af-
ter she takes vital signs, and responds to the 
messages as they come in. 

Legan says patients of all ages—and espe-
cially younger generations—tend to prefer 
texting over phone and email communica-
tion. He has seen this in his own practice as 
well as in his personal life with his 18-year-
old son and 16-year-old daughter, both of 
whom are in Generation Z. “Th eir phone is 
their connection to the outside world,” he 
says. “I hate to say it, but I think email is old 
technology now. We need to make commu-

nication more immediate.”
Nearly 70 percent of Legan’s patients ac-

tively use the patient portal that’s tied to 
his EHR, though he anticipates texting will 
eventually replace it entirely. He’s also ex-
ploring providing secure video chatting to 
address common medical problems such as 
a rash or sinus infection. He predicts young-
er generations will increasingly demand this 
type of technology as part of their health-
care experience.

According to Accenture’s 2019 digital 
health consumer survey, convenience is a 
major factor for younger generations when 
choosing a provider. For example, 84 per-
cent said they want easy access to test re-
sults, and 80 percent want the ability to re-
quest prescription refi lls electronically. Th is 
is in addition to the majority of respondents 
who demand short wait times, responsive 
providers, and cost-conscious care.

GIVING YOUNGER GENERATIONS 
WHAT THEY WANT
Experts say physicians who want to attract 
and retain younger patients need to rethink 
how they interact with them and create a 
technology-driven strategy for engagement. 

To do this, physicians must shift their 
mindset, says Mike Morgan, chief executive 
offi  cer at Updox, a patient engagement con-

HIGHLIGHTS

  The bottom 

line is that younger 

generations expect 

their healthcare 

experience to mimic 

that of other industries, 

such as retail.

  Physicians also 

need to work with 

a web designer or 

marketing company 

to create a plan 

for search engine 

optimization, the 

process of ensuring 

search engines can 

fi nd a website.
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Younger patients

sultant in Dublin, Ohio. “Your practice is a 

business, and your patients are customers,” 

he says. “A typical business segments its 

customers because everyone has diff erent 

priorities.”

Millennials and Generation Z expect 

their healthcare experience to mimic that of 

other industries, says Morgan. Most impor-

tantly, they want convenience. Th ey’ll com-

pare healthcare, for example, with the ease 

of ordering takeout meals online, requesting 

an Uber or Lyft, or chatting with a compa-

ny’s customer service rep, he adds. If their 

healthcare experience isn’t similar in terms 

of booking appointments, paying bills, and 

communicating with providers, they’ll sim-

ply move on to fi nd a diff erent practice that 

can provide the type of experience they 

want.

“Many physicians have built their busi-

ness based on word of mouth,” says Kaveh 

Safavi, MD, JD, senior managing director 

at Accenture, a healthcare consulting and 

IT company in Chicago. “Now, that’s not 

enough when convenience is three times 

more compelling.”

Younger consumers also want the ability 

to make appointments easily. Legan, for ex-

ample, tries to accommodate these patients 

who have acute problems with same-day ap-

pointments, when possible. “Th ese patients 

are hard to capture otherwise,” he says. “If 

you can’t fi t them in, they’ll go to an urgent 

care.”

Th ree-quarters (76 percent) of partic-

ipants in the Accenture study said they 

want the ability to book, change, or cancel 

appointments online. “Th ese generations, 

in general, don’t want to pick up the phone 

and call,” says Norm Schrager, senior con-

tent marketer and strategist at PatientPop, a 

practice growth technology provider in San-

ta Monica, Calif. 

However, some physicians believe that 

by off ering online booking, they’ll lose con-

trol over their schedule. Th is isn’t true, says 

Schrager. Many products allow practices to 

limit scheduling options online. Th ey also 

fully integrate with EHR scheduling systems, 

off ering a seamless experience for practices, 

he adds. 

BOOSTING ONLINE PRESENCE 
Standing out among competitors is per-

haps the biggest challenge in terms of at-

tracting millennials and Generation Z to a 

physician’s practice, says Morgan. Having a 

website is a good fi rst step, but the site must 

include updated information and provide 

a decent user experience with high-quality 

photos of your staff  and offi  ce. Otherwise, 

it could actually harm your ability to attract 

these patients. “Some patients look at the 

website as a proxy for the experience they 

will receive at the practice,” he says.

Physicians also need to work with a web 

designer or marketing company to create a 
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“Many physicians have built their business 
based on word of mouth. Now, that’s not enough 

when convenience is three times 
more compelling.”
— KAVEH SAFAVI, MD, JD, SENIOR MANAGING DIRECTOR, 
ACCENTURE, CHICAGO

Association-specifi c directories

Facebook

Google My Business

Healthgrades

Local business directories

Vitals

WebMD

Wellness.com

Yelp

Make sure millennials and 
Generation Z can fi nd you online
Visit these nine sites, claim your profi le, and add updated information 

about your practice (i.e., name, address, and phone number) and the 

services you perform.
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plan for search engine optimization (SEO), 

the process of ensuring search engines can 

fi nd a website, says Carrie Liken, head of in-

dustry for healthcare at Yext, a digital knowl-

edge management provider in New York 

City. A savvy web designer or marketing 

company should also be able to add relevant 

schema tags to the HTML code on each page 

of the site. Th ese tags help search engine al-

gorithms prioritize the content for patients 

searching key terms, she explains.

A practice website should also include a 

page for frequently asked questions, about 

various diagnoses and procedures says 

Schrager. Ask—and then answer—these 

questions on the site. “Th is starts to build 

up the idea that you have a level of authority 

and relevance,” he says.

Claiming and optimizing a Google busi-

ness profi le is also important, says Schrager. 

Physicians should go to https://www.goo-

gle.com/business/, claim their identity, and 

add specifi c information about the services 

they perform. “Not only does this help with 

search results, it also lets prospective cus-

tomers know who you are,” he adds.

PAYING ATTENTION 
TO ONLINE REVIEWS
As important as a practice website are the 

myriad healthcare- and consumer-related 

websites (e.g., Healthgrades, Vitals, and Yelp) 

that include reviews and ratings provided by 

patients, says Liken. Over half (59 percent) 

of patients say online patient reviews are the 

most critical online resource they consider 

when choosing a provider, according to the 

2019 patient perspective online reputation 

survey conducted by PatientPop.

In some cases, these third-party websites 

are the only ones that prospective patients 

see, either because the practice doesn’t 

have a website or the practice website isn’t 

SEO-optimized and thus doesn’t appear in 

search results. Another reason is that the 

patient searches the physician’s name not 

the practice name. If the website only men-

tions the practice name, it won’t come up in 

a search for the physician’s name. 

Th e most important step physicians can 

take regarding these reviews is to simply ac-

knowledge them, says Liken. However, they 

should be careful not to confi rm or disclose 

protected health information (PHI) during 

these interactions. Instead, thank patients 

for their feedback and ask them to call the 

practice directly to discuss their concerns, 

she says.

Schrager agrees. “Let the patient know 

you heard them and that you want to ad-

dress the issue they had,” he says. “Th at will 

help you not only retain that patient, but it 

Younger patients

5 things you need to know about 
millennials and Generation Z
1

  They won’t tolerate a poor customer experience. 

Convenience is key. Will you offer technologies such as online 

booking, secure texting, paperless intakes, online bill pay, and more?

2
  They won’t necessarily be loyal to your practice. What 

will you offer that your peers do not, and how will you make 

patients feel welcomed and appreciated?

3
  They’re concerned about costs. Will you be able to inform 

them of whether treatment is covered by insurance, why that 

treatment is necessary, and what their out-of-pocket costs will be?

4
  They care about what other people say. Do you monitor 

your online ratings and strive to keep patients happy?

5
  They don’t want to wait. Wait time and speed of appoint-

ment are critical. What will you do to stay on schedule and keep 

patients informed of delays?

“Their phone is their connection to the outside world. 
I hate to say it, but I think email is old technology now.
We need to make communication more immediate.” 
—JAMES LEGAN, MD, INTERNIST, MONTANA
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shows a level of care and professionalism 

that will help attract prospective patients.”

Physicians should feel comfortable ask-

ing patients to share their experiences on-

line because these reviews are highly infl u-

ential in terms of choosing a provider, says 

Schrager. Th e more recent the review, the 

more relevant it is for younger patients—

many of whom ignore reviews older than 

three months, he adds.

Many of these third-party sites also in-

clude basic information about a practice, 

such as the address and phone number. 

Nearly 70 percent of the time, this informa-

tion is either inaccurate or missing, says 

Liken. “Th is leads to a really bad patient ex-

perience,” she adds. “When younger gener-

ations fi nd information that’s not accurate, 

or they can’t fi nd the right number, they just 

go ahead and search for another doctor al-

together.” She says physicians should claim 

and update their profi les on these sites.

RETHINKING 
THE PATIENT EXPERIENCE
Once they arrive for an appointment, mil-

lennials and Generation Z expect to be 

treated as customers of your business. As 

such, they’ll appreciate a warm greeting 

upon check-in, says Schrager. Practices 

should also off er amenities such as Wi-Fi, 

coff ee, water, TVs, comfortable chairs, and 

updated magazines. If the physician is be-

hind schedule, staff  should let them know 

they’ll experience a delay and by how long. 

“Th is level of open communication makes 

such an impression,” he adds.

Younger generations defi nitely don’t 

want to be inundated with paperwork once 

they arrive, says Schrager. Paperless intakes 

that patients can complete in advance using 

their mobile device are preferred, he adds.

Once patients are in the exam room, Le-

gan projects the EHR onto a 40-inch screen 

so people can view their health data trends 

over time. “Th ese generations are very visu-

al, and they like that eff ect,” he says.

Upon checkout, they’ll want to know 

what specifi c costs they’ve incurred as well 

as instructions for next steps (e.g., tests or 

referrals), says Morgan. Th ey also want the 

ability to communicate with physicians 

asynchronously through texting. Th e only 

caveat with texting is that physicians and 

staff  must use secure texts if they intend to 

exchange PHI, he adds. In addition to en-

cryption, secure text messaging off ers other 

safeguards, such as accessing a conversation 

through a link that’s only active for 48 hours. 

If a patient wants to reactivate the conver-

sation after 48 hours, they must verify their 

identity using their date of birth or a person-

al identifi cation number.

THINKING ABOUT LONG-TERM 
RETURN ON INVESTMENT
Engaging millennials and Generation Z isn’t 

necessarily about generating revenue—at 

least not initially, says Safavi. It’s about 

building relationships and being accessible 

so patients automatically reach out when 

needs do arise. “Your goal is to think about 

having these patients think of you as their 

doctor,” he adds. Th e idea is that over time, 

their healthcare needs will evolve and in-

crease as they age.

On the other hand, embracing health-

care consumerism undoubtedly improves 

patient satisfaction and retention across the 

board for all generations, says Safavi. “It’s 

about realizing this is what patients expect 

now,” he adds. 

“When younger generations fi nd information that’s 
not accurate, or they can’t fi nd the right 
number, they just go ahead and search for 
another doctor altogether.”
— CARRIE LIKEN, HEAD OF INDUSTRY FOR HEALTHCARE, YEXT, NEW YORK CITY
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Do your homework 
Gather all your contracts, 

review the terms, and 

know the effective dates of 

your contracts. Study your 

payer mix and learn who is 

your largest payer. Create 

a database where you can 

track the terms of every 

contract and when each 

is up for renewal. Keep 

copies or detailed notes of 

all interactions with your 

payers, including the last 

time you renegotiated the 

contract. 

Payers are hoping you 

have so many payer con-

tracts and too little time to 

review all the agreements, 

especially at small practices 

that don’t have a dedicated 

team to review them. They 

are counting on you to not 

be diligent. That gives them 

the opportunity to skimp 

here and there. Don’t let 

your payers cheat or hood-

wink you.

Know your fee schedule
Anticipate that each payer 

will establish speed bumps 

to slow down your claims 

process. Some payers 

might require different 

procedures to submit 

claims, such as the use of a 

web portal, special emails, 

and the like. They will use 

vague language to give 

them wiggle room—and 

the opportunity to deny 

claims. Beat them at their 

offer the lowest rates 

and those with the least 

amount of time left on the 

contract. 

Research who you 

should send the notice to 

and ask for confi rmation of 

receipt. I would recom-

mend sending your notice 

to as many people at the 

payer’s organization as 

possible.

Remember: These pay-

ers aren’t your friends and 

being friendly won’t yield 

the desired results. You 

must approach this process 

without fear.

Hold the line
Remember, negotiations 

start with a “no.” Payers 

will push back and even 

refuse to open up talks. 

Press on, and don’t give up. 

Stay focused on your 

mission and purpose. The 

key to any successful ne-

gotiation is knowing what 

you want. Be specifi c with 

your desires. Don’t let their 

fear tactics intimidate you, 

and always be comfortable 

exercising your right to 

veto.

Keep goals in mind
Know what you want—

and the outcome you 

seek—even before you 

start the renegotiation 

process. You’re 

renegotiating these 

contracts so that you 

have capital to continue 

to provide excellent care 

to their benefi ciaries. If 

the payer isn’t moving 

the needle enough, don’t 

be afraid of walking 

away. 

Remember, the payer 

sold a contract to the 

patient or their employer, 

and they must fulfi ll the 

terms of that contract. Their 

contract with you helps 

them meet their contractual 

obligations to the other 

party. 

Prepare to adapt
Plan your negotiation 

steps carefully and accept 

that you might need to 

change things as the 

talks progress. However, 

you should understand 

what you want from a 

specifi c negotiation event, 

meeting, or email. It 

might be another meeting 

with someone else, an 

acknowledgment of your 

proposal, or acceptance of 

your offer, but you must be 

explicit on this issue. 

own game. 

Create another database 

for your most common 

codes separated by each 

provider. Note how each 

code should be submitted. 

Make sure you capture all 

of them. 

Building this central 

repository will require time 

upfront, but it should ulti-

mately speed up the daily 

claims process, reduce the 

number of days bills are 

in accounts receivable/ac-

counts payable, lower the 

volume of denied claims, 

and make it easier should 

you to resubmit. 

Let the games begin
Once you have assembled 

all of your data, you can 

compare each payer to 

one another. Now you 

have the information you 

need to begin the process 

of renegotiating your 

contract with a specifi c 

payer. 

Initiate the process 

according to the terms of 

your agreement but do so 

with a formal notice. Pick a 

payer that you think you’ll 

be able to get the desired 

changes from. It might 

be based upon the fee 

schedule, the time to the 

end of the contract, or the 

volume of business you do 

with them. 

I would recommend 

starting with payers that 

6 steps to renegotiate payer contracts

David J. Norris, MD, MBA, is 

an anesthesiologist and author 

of The Financially Intelligent 

Physician: What They Didn’t 

Teach You in Medical School. 

Send your financial questions to 

medec@ubm.com.
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by  AINE CRYTS contributing author

How innovative care solutions bring the health system 
and primary care to patients’ homes

Home healthcare 
makes a comeback

T
here are myriad factors driving 

interest in home health. For one, 

there are 46 million people who 

are 65 years of age and older in 

the United States. Th at number 

will jump to more than 98 million 

in 2060 when this age group will 

represent 24% of people in the 

United States.

Add to that the soaring cost of treating 

chronic conditions—Diabetes alone cost 

$327 billion in 2017. Th e CDC projects the 

cost to treat COPD will reach $50 million 

each year by 2020.

Preventing hospital-acquired conditions 

such as sepsis is also on the mind of health-

care executives. For example, severe sepsis 

impacts more than 1 million Americans each 

year—and 15% to 30% of those people die. 

And all of this is taking place in a coun-

try where as much of one-third of healthcare 

spending may be wasteful.

Approximately 5% of patients drive 40% 

of a provider’s costs, says Michael Le, MD, 

co-founder and chief medical offi  cer at Hun-

tington Beach, California-based Landmark 

Health, which contracts with payers to pro-

vide home health services. 

Who’s helping to drive that spend? It’s 

older patients with mobility challenges who 

can’t travel to their physician’s offi  ce for fol-

low-up appointments. Th ese are patients, 

says Le, who stay home and “tough it out.” 

Th en it gets so bad that they call 911 and get 

admitted to the emergency room, instead of 

getting care from their primary-care provider. 

Repeated visits by very sick and frail pa-

tients to the emergency room are bad for 

continuity of care. Th at’s why it’s valuable 

to determine those patients who are frailest 

and in the most need of support at home, he 

adds.

BRINGING CARE TO THE SICKEST
Landmark Health employs a variety of cli-

nicians, including nurse practitioners, phy-

sician assistants, and behavioral health 

specialists (such as psychiatrists and so-

cial workers), to provide around-the-clock 

home-based care to 26,000 patients on an 

urgent or scheduled basis. Landmark Health 

contracts with payers to provide this care to 

members. 

Th e majority of its patients are aged 80 

years or older, but Landmark Health also 

serves very sick patients in their 20s and 

30s, says Le. On average, patients have eight 

chronic conditions, such as congestive heart 

failure, COPD, and chronic kidney disease. 

Many of its patients are considered frail.

Most patients receive a home visit once a 

month and three phone calls per month; the 

HIGHLIGHTS

  Growth in the 

number of older 

patients with mobility 

issues and chronic 

conditions is driving 

the trend.

  One of the biggest 

remaining challenges 

with home health is 

effi cient ways for 

providers to get paid for 

that care.
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initial visit lasts an hour and follow-up visits 

run about 45 minutes. Th at’s in addition to 

visits by care team members to respond to 

urgent medical events around the clock. 

Landmark Health provides coverage—

and is 100% at risk for—82,000 patients 

across 13 states. In some of its more estab-

lished markets, the organization is engaging 

with 55% to 60% of covered patients. Since 

the company was started in 2013, it has 

worked with more than 30,000 patients. 

Here’s how their care approach works: 

Care providers can test patients’ blood-glu-

cose levels, do an inventory of their medi-

cine cabinets, measure blood pressure, draw 

blood, check labs, and administer antibi-

otics and steroids in the home. Landmark 

Health partners with local imaging provid-

ers for X-rays and ultrasounds to provide 

imaging services within patients’ homes.

Th ese are patients who have a medi-

cal-loss ratio of more than 100%, adds Lee. 

Th at means payers are losing money on them, 

largely because they’re going to the hospital 

so often. Th e patients served by Landmark 

Health typically have a 20% to 30% medi-

cal-loss ratio, and they have a 50% lower mo-

rality rate than patients who aren’t engaged.

PILOTING HOME HEALTH DELIVERY
One of the biggest challenges with home 

health is getting paid for that care. But that 

doesn’t mean providers aren’t working hard 

to fi gure it out. 

Case in point: Newton-Wellesley Hospi-

tal, a suburban hospital that’s part of Bos-

ton’s Partners HealthCare. It’s piloting a 

program that brings clinicians into patients’ 

homes. Th e pilot is fi nanced by the hospital. 

“Proof of concept is our current goal 

[and] focusing on providing high-quality 

care while the patient is at home … as well as 

progress in improving total medical expense 

as a system,” says Louis Jenis, MD, chief med-

ical and innovation offi  cer. 

Patients are selected for home health for 

two reasons: they’re “super utilizers” of the 

emergency room or they don’t show up for 

follow-up appointments with their primary 

care providers regularly. 

Th e pilot, which began in April, serves 60 

patients—some of whom are on their third 

scheduled home visit. Th e average patient is 

aged 85 years and most patients are women. 

It involves sending a nurse practitioner into 

the patient’s home. Th e patient’s primary 

care physician refers the patient to the prac-

tice’s nurse practitioner for home visits.

Its home health program is still in a pilot 

phase, which means cost and quality mea-

surements are currently unavailable. But 

Jenis says the home care program is a fun-

damental part of the hospital’s primary care 

strategy. “Our [primary care providers] are 

relieved to have patients seen and chronic 

conditions are now being managed in the 

home. Our patients are extremely grateful.”

TECHNOLOGY CAN HELP
Many older patients, in particular, prefer to 

be home and surrounded by their families, 

says David Levine, MD, MPH, a physician and 

researcher in the division of general internal 

medicine at Boston’s Brigham and Wom-

en’s Hospital, which is also part of Partners 

HealthCare. Th us, providing home health can 

translate to a better patient experience. 

It also helps patients avoid adverse events 

such as falls or hospital acquired infections. 

Levine adds that there’s a fi nite number of 

beds for sick patients, and that’s why send-

ing clinicians into patients’ homes—aided 

by technology—can help. In this program, a 

care team travel to the patient’s home. 

When a patient is stabilized in Brigham 

and Women’s Hospital’s emergency room, 

their care team then decides—based on the 

patient’s needs and proximity to the hos-

pital—that they’re a candidate for home-

based visits. Th at entails regular monitoring 

and home visits between two and fi ve times 

a week. Supplementing that care is Vital-

Patch, a patch that monitors patients’ vital 

signs, such as heart rate, skin temperature, 

fall detection, and respiratory rate. Th at 

data is shared with Brigham and Women’s 

Hospital’s care team. 

Here’s how that works: Th ere’s an 85-year-

old patient with the fl u, who requires oxygen 

and antibiotics, in addition to regular mon-

itoring. If the patient experiences a faster 

heart rate, it would trigger the team to ad-

just their treatment plan, says Levine.

His team has used this device and con-

ducted home visits with 300 patients since 

2016. A pilot study including 20 patients—

nine of whom were treated at home and the 

remainder were treated in the hospital—

was published in Journal of General Internal 

Medicine. Th e result was a 52%reduction in 

direct care costs while maintaining quality 

and patient experience. 

“Our [primary 
care providers] 

are relieved 
to have 

patients seen 
and chronic 
conditions 

are now being 
managed in 

the home. 
Our patients 

are extremely 
grateful.”

—LOUIS JENIS, MD, CHIEF 
MEDICAL AND INNOVATION 

OFFICER, NEWTON-WELLESLEY 
HOSPITAL.
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appropriate post-surgery path are laid out 

in a playbook that’s shared throughout 

the network. Th e playbook was created 

by a multidisciplinary team that includes 

orthopedic surgeons, anesthesiologists, 

nurses, care coordinators, physical thera-

pists, and home health service providers, 

in addition to patient input. 

Practices outlined in the playbook 

range from pre-operative care (such as 

patient and family health education), to 

perioperative care (such as blood manage-

ment protocols), to post-operative care, 

which can include home physical therapy 

visits. 

Koplan says her role is to extend best 

practices throughout Kaiser Permanente. 

As a result of this work, the average length 

of stay in the hospital for patients is trend-

ing downward, while quality and safety 

have been maintained. Th e feedback from 

clinicians has been “fantastic,” she says. 

PAYMENT CHALLENGES
Getting paid for care provided in the home 

is a challenge. Th at’s why Newton-Welles-

ley Hospital is fi nancing its pilot and 

Brigham and Women’s Hospital is sharing 

the payment burden with a payer. 

Th e diffi  culty stems from providers get-

ting paid less for care when it’s delivered 

outside the hospital. Th at’s according to 

Michael Brookshire, a Dallas-based part-

ner at consulting fi rm Bain. Th us, there 

are “odd incentives” for providers to not 

off er home health services to patients. 

Provider organizations that are success-

ful with home health have been making 

investments in value-based care for a long 

time, he says.

Levine acknowledges that lack of payer 

support for home health makes this work 

diffi  cult. But he believes payers will recep-

tive once more research is done on the 

cost and quality impacts of home health. 

For example, if an emergency room visit 

costs a payer $10,000 and care in the home 

costs $9,500, the payer may be willing to 

share the savings with the provider. Levine 

hopes to see more payers embrace home 

health within the next fi ve years—or even 

sooner. 

Editor’s note: Th is article was fi rst 

published in our partner publication, 

Managed Healthcare Executive.

EXTENDING BEST PRACTICES
Increasingly, providers are reworking pre-op-

erative education and post-surgical recovery 

for joint replacement patients. Oakland, Cal-

ifornia-based Kaiser Permanente has creat-

ed a playbook that allows providers in each 

of its diff erent markets to select from one of 

three post-surgical recovery paths, based on 

the individual patient’s needs. 

Leading Kaiser Permanente’s National 

Total Joint Replacement Initiative is Kate 

Koplan, MD, MPH, associate medical direc-

tor for quality and patient safety. One of the 

key drivers behind getting patients home af-

ter their surgeries is patient satisfaction, she 

says. Other drivers are patient safety and in-

fection risk, both of which are inherent with 

being in the hospital. Aff ordability is also 

important, since care provided in patients’ 

homes costs less.

Still, Koplan acknowledges that falls, in 

particular, can be an issue in patients’ homes. 

Th at’s why a safety care plan is done in pa-

tients’ homes before the surgery, to assess 

uneven fl oor surfaces that could cause falls.

Her work to provide best practices for or-

thopedic teams for total joint surgery started 

about three years ago. And the diff erent ap-

proaches, which range from no nights in the 

hospital to one night to two or more nights 

after the surgery came from the health net-

work’s orthopedic surgeons. 

Th e number of nights a patient stays in 

the hospital after their surgery depends on 

a variety of factors, which include number of 

comorbidities, support within the home, and 

the home safety evaluation. Th e decision is ul-

timately the result of shared decision-making 

between the patient and their surgeon and 

the rest of the clinical team. 

Koplan adds that care planning is an in-

tegral part of each of the three paths. For ex-

ample, patients will need access to follow-up 

appointments and some patients will re-

ceive that follow-up care in their homes.

Because Kaiser Permanente operates in 

seven markets—each of which has access 

to diff erent resources—these steps may 

happen diff erently, she says. For example, a 

home safety assessment may be done in per-

son or by phone by a nursing care coordina-

tor, who also assesses the family and social 

support the patient will have in the home 

environment. 

Still, the variables that help orthopedic 

surgeons and their patients to choose the 

Home healthcare

HOME HEALTH 
FAST STATS

$40 Billion
Home Health All-

cause readmissions 

cost hospitals $40 

billion each year.

90%
Approximately 90% 

of aging generation 

intend to “age in 

place” in their cur-

rent homes.

44%
The average hos-

pital length of stay 

decreased 44% from 

nine days in 1990 to 

fi ve days in 2017.

56%
of Medicare patients 

are discharged to 

the community 

(includes individuals 

living at home and 

in assisted living 

facilities and retire-

ment communities) 

without skilled home 

care.

MedicalEconomics.com 33    MEDICAL ECONOMICS  ❚  JUNE 10, 2019

http://medicaleconomics.modernmedicine.com/


Dr. Fees has a large practice that has seen an increased 

number of people without health insurance. In fact, these 

patients have presented him with a unique economic 

advantage. He charges his uninsured patients double what 

he bills to contracted managed care insured patients.

Not only does he charge these patients more, but he 

also aggressively pursues them with collection agencies if 

they fail to pay. He thinks of himself as a quality physician. 

Much to his surprise, he is sued by an uninsured patient 

over his dual pricing.

Can Dr. Fees charge uninsured patients more?

In Morrell v. Wellstar 

Health System, a patient 

argued the hospital violated 

the Georgia Uniform De-

ceptive Trade Practices Act 

because it charged unrea-

sonable rates and charged 

the uninsured higher rates 

than insured patients. 

The Georgia statute at 

issue prohibited fraudulent 

misrepresentation, false 

advertising, or false and 

misleading statements. 

The court found nothing 

illegal about the hospital’s 

policies, because the 

hospital made patients 

aware of its fees. 

When patients win
Despite this, and similar 

decisions, some uninsured 

patients have been 

successful in their claims.

In Servedio v. Our 

Lady of the Resurrection 

Medical Center, a lawsuit 

was brought by several 

uninsured patients who 

owed the hospital more 

than $60,000. The patients 

were unable to pay for 

their medical services and 

the hospital vigorously 

tried to collect the debt. 

The patients claimed they 

were charged infl ated rates 

compared with insured 

patients, they were not 

considered for charity care, 

and excessive collection 

methods were used. In 

fact, Resurrection Medical 

Center had the highest 

charge-to-cost ratio of 

any Chicago hospital. The 

Illinois court ruled that 

medical services sold by 

a hospital were a form of 

trade or commerce, and 

that the hospital’s conduct 

was immoral, unethical, 

oppressive, and clearly 

against public policy.

Litigation entitled In re. 

Sutter Health Uninsured 

Pricing Cases, a group 

of uninsured patients 

of a California hospital 

alleged they were 

charged unreasonable 

rates compared to those 

charged to insured 

patients. The California 

Supreme Court noted 

that under the California 

Unfair Competition Law, 

any “unlawful, unfair, or 

fraudulent business act or 

practice” was a violation. 

Sutter agreed to a policy 

that provided discounts to 

uninsured patients. 

these infl ated charges are 

not a voluntarily assumed 

debt, but rather, one that 

often cannot be avoided.

It is common knowledge 

that both not-for-profi t 

and for-profi t hospitals 

across the United States 

have policies of charging 

uninsured patients more. 

Some physicians have done 

the same.

Lawsuits result
However, over the last 

decade, uninsured patients 

have increasingly sued 

hospitals for such policies. 

The claims have been 

based on several theories, 

one being that such 

differential billing policies 

violate state consumer 

protection statutes. Such 

lawsuits are based on 

the theory that uninsured 

patients have been 

subject to discrimination. 

The success of these 

claims depends on the 

state statutes where the 

litigation has been fi led.

Can I charge uninsured patients more?

David J. Goldberg, MD, JD, is a dermatologist and 

healthcare attorney. Send your legal questions to: 

medec@ubm.com.

These patients pay more
In recent years, the United 

States has seen countless 

similar stories with regard 

to physician and hospital 

charges. 

Although patients with 

private or governmental 

insurances receive huge 

discounts for medical 

care, uninsured patients, 

who make up an ever 

increasing number of 

lower and middle income 

classes of Americans, pay 

higher prices for the same 

medical care. Apparently 

this pricing disparity has 

gone on for years, but over 

the last decade has been 

highlighted through stories 

in the Wall Street Journal 

and on CBS’s 60 Minutes. 

In one report, it was 

estimated that uninsured 

patients were charged 

two-and-a-half times more 

than a patient covered by 

one or more of the major 

insurance companies. 

The disparity is further 

accentuated by the fact that 
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Each new denial is 

essentially a revenue 

leak. Even when claims 

are recovered, the 

costs associated with 

that recovery must be 

subtracted from patient 

revenue. Recent data 

put that recovery cost 

at roughly $118 per 

denial. Factor in the 

lost revenue from your 

unrecovered claims and 

it’s clear why denials are 

a painful fi nancial drain on 

practices.  

What makes denials so 

frustrating is that many are 

avoidable. The key is having 

processes in place to 

identify and correct errors 

and omissions before a 

problematic claim is ever 

submitted.

The number one cause 

for a denial is that a patient 

isn’t eligible for care under 

the terms of the insurance 

plan. In the research cited 

above, nearly one in fi ve 

respondents said “regis-

tration/eligibility” was the 

leading reason for denials. 

The simple step of doing 

eligibility checks before a 

patient is seen by medical 

staff can prevent this. 

Other common reasons 

for denials are: 

Insuffi cient information. 

A simple omission, such as 

for coding personnel or by 

using a qualifi ed medical 

billing service.

Prior authorization 

required. Some payers 

want authorization or 

a referral from another 

physician before services 

can be performed.

Takeaways
Many practices feel 

powerless as claim after 

claim is denied. A closer 

look, however, reveals that 

many denials are avoidable. 

Fix those leaks and you’ll 

see immediate return to 

your bottom line. What’s 

more, you’ll streamline 

operations and save time 

that can be put back into 

delighting patients. 

date of birth, can lead to a 

costly denial.

Duplicate billing. 

This happens when a similar 

or equivalent claim is sent 

because of a clerical error or 

overlap in offi ce duties.

Improper or outdated 

CPT or ICD-10 codes. 

The codes, which determine 

what is paid, change 

quarterly, and your practice 

— or your RCM vendor — is 

responsible for capturing 

and operationalizing all 

updates. 

Untimely fi ling. You only 

have so many days to fi le 

the claim. 

Service is not covered. 

A patient’s coverage may 

have been terminated or 

their maximum benefi t has 

been met (often in the case 

of physical therapy).

Out of network. 

Some plans require doctors 

and practitioners to be “in-

network” for coverage.

Problems with 

modifi ers. Errors can 

result from submitting invalid 

modifi er combinations. 

Many invalid modifi er 

combinations can be 

avoided with better training 

The top reasons for claim denials
—and how to prevent them

Tom Romeo is general manager 

of HIT and Quanum solutions at 

Quest Diagnostics. Send your 

questions to medec@ubm.com.

Claim denial tips
1

Audit your practice to see if you’re at risk for any of 

the most common reasons for denial.

2
 Train and retrain staff to recognize and be vigilant 

around the key error points that lead to denials.

3
 Consider revenue cycle management technology, 

which, when properly integrated with your EHR 

and/or practice management system, can 

automate critical aspects of the billing process.

4
 Start benchmarking your progress; see how much 

profi t you recoup by stopping leakage that is 

caused by denials. 

Focus on “denial rate,” which the American Academy 

of Family Physicians says should be between 5 to 

10 percent on average. Less than 5 percent is more 

desirable.
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by  JORDAN ROSENFELD  contributing author

The CBD oil trend
What should physicians 
say to their patients? 

D
epending on who’s talking about 

CBD—short for cannabadiol, 

the nonpsychoactive compound 

found in marijuana and hemp 

plants—it’s either a cure-all for 

every ailment, or little better 

than a placebo. Since 33 states 

(and the District of Columbia) 

have legalized medical marijuana, and the 

2018 Farm Bill legalized hemp, physicians 

may be seeing more requests from patients 

to try these products. What do physicians 

need to know to best inform their patients? 

Th e answers lie somewhere in the middle of 

the two extremes.

WHAT IS CBD?
CBD is one of hundreds of cannabinoids 

found in the cannabis sativa plant (mari-

juana and hemp) that does not cause the 

euphoria or intoxication of its cousin com-

pound, THC. 

“CBD binds to diff erent receptors than 

THC,” says Jack Springer, MD, Fellow at the 

American College of Emergency Medicine 

and assistant professor of Emergency Med-

icine at the Zucker School of Medicine at 

Hofstra Northwell in San Diego, Calif. 

Researchers are only just beginning to 

understand the endocannabanoid system 

in the human body, he says, which were only 

discovered around the 1990s. “Since that 

time this system has been found to have 

numerous important functions on the body 

relating to appetite and energy balance, im-

mune function and nervous system func-

tion,” Springer says.

CBD, a phytocannabanoid—deriving from 

plants—is frequently touted as relieving such 

conditions as chronic pain and infl amma-

tion, anxiety, and sleep issues, says Rosemary 

Mazanet, MD, PhD, an oncologist and Chief 

Scientist at Columbia Care, a provider of 

medical cannabis products in 13 states. 

However, when it comes to the evidence, 

most claims are only anecdotal. Research 

studies in the U.S. on CBD are still limited.

Mazanet says that many of CBD’s positive 

eff ects on these conditions may be placebo, 

but she does not consider that a bad thing, 

particularly for issues such as anxiety. “Even 

if it’s placebo, if people think it’s working for 

them, that’s good because people take so 

many benzodiazepenes, which can be ad-

dictive over periods of time,” Mazanet says.

Other physicians believe that taking CBD 

alone is missing the eff ectiveness of the 

whole cannabis (marijuana) plant, which 

includes THC and numerous other can-

nabanoids, which work together in what is 

known as an “entourage eff ect.” 

Jordan Tishler, MD, an inter-

HIGHLIGHT

  CBD, a 

phytocannabanoid—

deriving from plants—

is frequently touted 

as relieving such 

conditions as chronic 

pain and infl ammation, 

anxiety, and sleep 

issues.
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nist and professor at Harvard 

Medical School in Brookline, 

Massachusetts, and president of the Associ-

ation of Cannabis Specialists, also believes 

that the benefi ts the average person is get-

ting from CBD are likely placebo, and that 

it’s THC that can really treat symptoms. “If 

you think about the general things cannabis 

is used for—pain control, nausea suppres-

sion, appetite stimulation, treatment of anxi-

ety—that’s all THC… in proper dosing and in 

proper timing that’s actually working.” 

However, any of the compounds of can-

nabis in isolation have their downsides, even 

THC, Tishler says. Th is is evidenced by the 

failure of a drug called Marinol, released in 

the 1980s, which was essentially pure THC. 

“It didn’t work well because most people got 

so intoxicated that they never achieved the 

therapeutic value,” Tishler says.

Because both hemp and marijuana were 

considered illicit substances for so long, re-

search on CBD in the United States has been 

limited. Th us, there simply isn’t enough con-

vincing scientifi c evidence yet to back up 

any specifi c usage of CBD with one excep-

tion. Th e only FDA approved use for CBD in 

the U.S., Tishler says, is the FDA approved 

drug Epidiolex, used to treat seizures associ-

ated with Lennox-Gastaut syndrome (LGS) 

or Dravet syndrome (DS) in patients 2 years 

of age and older. Even then, it does not work 

for every patient who takes it. 

Tishler says that the dosage of CBD re-

quired to bring benefi t to the average per-

son is so high—between 600 and 1200 mg of 

CBD per day—it is also cost prohibitive for 

many. He estimates CBD costs approximate-

ly fi ve cents per milligram, which would 

make a therapeutic dose of CBD about $80 

per person per day. “You need so much CBD 

to make a dent,” Tishler says.

In an attempt to provide some concrete 

evidence on eff ectiveness of CBD and THC, 

Th e National Academy of Science Engineer-

ing and Medicine released a report in 2017 

that found the following: 

 ❚  “Conclusive or substantial evidence” that 

cannabanoids (not specifi cally CBD) are 

eff ective as antiemetics in the treatment of 

chemotherapy-induced nausea and vomiting 

(with oral cannabinoids); and improving 

patient-reported multiple sclerosis spasticity 

symptoms (with oral cannabinoids). 

 ❚  “Moderate evidence” that cannabanoids 

improve short-term sleep outcomes in 

individuals with sleep disturbance associated 

with obstructive sleep apnea syndrome, 

fi bromyalgia, chronic pain, and multiple 

sclerosis (primarily nabiximols). 

 ❚  For everything else, evidence is “limited or 

inconclusive.”

“Th e important thing to get across is that 

nothing is a panacea,” says Springer. “Until 

we dial in the mechanism of action and can 

pick apart which cannabinoid is most ben-

efi cial for what and can isolate it, we’re not 

going to know.” 

He urges physicians to be cautious about 

making claims that CBD is defi nitely going 

to work for any specifi c ailment or disease. 

While there aren’t a lot of known side 

eff ects to CBD other than diarrhea, upset 

stomach and occasional lightheadedness, 

Springer says, he feels the marketing of CBD 

downplays any potential side eff ects. “Any-

thing you put in your body is going to have 

an eff ect. Th e issue comes down to what 

form and dose are you taking,” Springer says.

Side eff ects are also much more likely at 

higher dosages, which is where Tishler urg-

es caution. “Having CBD at placebo levels 

is probably not a big deal, but high levels 

of CBD are probably something we want 

with some control, or people will get drug 

interactions.”

THE LEGAL QUESTION
In addition to questions about CBD’s curative 

36

CBD oil

“The important thing to get across is that 
nothing is a panacea. Until we dial in the 
mechanism of action and can pick apart which 
cannabinoid is most benefi cial for what and can 

isolate it, we’re not going to know.” 
—JACK SPRINGER, MD, ASSISTANT PROFESSOR OF EMERGENCY 
MEDICINE, ZUCKER SCHOOL OF MEDICINE AT HOFSTRA NORTHWELL
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claims, there’s some gray area around its le-

gality. Th ere’s an erroneous assumption that 

marijuana is illegal and hemp is legal, there-

fore, CBD derived from hemp is assumed to 

be legal as well. William Garvin, JD, share-

holder for the law fi rm Buchanan, Ingersall, 

and Rooney in Washington D.C., and co-head 

of its cannabis group, which handles issues 

related to the regulation and sale of canna-

bis, says, “Th e problem is that marijuana and 

hemp have the same genus species of plant.” 

Th us, he says, hemp has long been 

lumped in with marijuana, legally speaking, 

and treated as illegal even though hemp 

does not contain enough THC to create in-

toxication. Th at muddied the legal waters 

in states where local authorities don’t know 

the diff erence between the plants, and has 

kept even hemp-derived CBD from being 

legal to buy and sell in every state.

Th e passage of the 2018 Farm Bill has le-

galized hemp, and thus hemp-derived CBD, 

so long as the producer is licensed and in 

compliance with federal or state agricultur-

al standards. 

However, no such federal agricultural 

program exists yet, Tishler says.

Th e legalization of hemp may change 

who is allowed to produce and sell CBD, 

by requiring more stringent standards, but 

Garvin thinks that might be a benefi t to the 

consumer by creating more consistent and 

standardized products.

All of that said, there is often lag time 

between legislation and law enforcement, 

so Garvin urges CBD users, “Don’t take 

[CBD] through airports. Treat it as a prod-

uct that could have diffi  cult with authori-

ties because you never know which author-

ities are going to be on board with it and 

which ones aren’t.”

CAVEAT EMPTOR
Mazanet also cautions that not 

all CBD products are created equally, or with 

any consistent manufacturing standards. 

“When patients buy CBD products over the 

counter or from the gas station, they have no 

idea what they’re getting,” she says. 

She points to a 2017 study in JAMA where 

researchers tested 84 CBD products they 

purchased over the internet from 31 diff er-

ent companies—40 oil products, 20 tinc-

tures, and 20 vaporizations. “Less than half 

of the products had in them what they said 

they had in them,” Mazanet says. “Th ere’s re-

ally no oversight in what people buy.”

Springer says even dispensaries in states 

with medical marijuana are not always the 

most reliable source.

Th at being said, Mazanet accepts that pa-

tients who want CBD products are going to 

get them, and feels that physicians should try 

to work with these patients. “Th e thing that’s 

most important is that physicians don’t send 

their patients elsewhere,” she says. 

Springer urges physicians to encourage 

their patients to do their research before 

purchasing products and to acquaint them-

selves with quality brands for those patients 

who are determined to buy them.

Like Mazanet, in the service of keeping 

rapport with his patients, Springer doesn’t 

write CBD off  entirely because his patients 

are interested in it. He’s hopeful about re-

search that shows cannabanoids may help to 

reduce dependence on other drugs, particu-

larly opioids and benzodiazepenes, 

which can become addictive.

“For people who are opiate de-

pendent or on a medication that 

has side eff ects, it’s a no brainer. 

If they’re willing, they should try 

“Less than half of the products had in them what 
they said they had in them. There’s really 
no oversight in what people buy.”
—ROSEMARY MAZANET, MD, PHD, ONCOLOGIST AND CHIEF SCIENTIST, 
COLUMBIA CARE
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to see if it helps,” Springer says.

Tishler is less likely to recommend CBD 

to his patients, however, (though he does 

recommend medical marijuana). “I don’t 

destroy patients’ response to placebo, but I 

don’t recommend placebo, either,” he says. 

He feels it’s more important for doctors to 

fi gure out what the patient is trying to treat 

and focus on whether they need to inter-

vene in some directed fashion. “If someone 

asks my opinion about [CBD] I’ll tell them 

it’s not particularly useful,” Tishler says. 

“If you think about the general things cannabis is used 
for—pain control, nausea suppression, appetite 
stimulation, treatment of anxiety—that’s all THC.”
— JORDAN TISHLER, MD, INTERNIST AND PROFESSOR, HARVARD MEDICAL SCHOOL; PRESIDENT, 
ASSOCIATION OF CANNABIS SPECIALISTS

C
VS’ rollout of hemp-based 

cannabidiol (CBD) products 

at stores in select states is 

expected to open the CBD 

door for other pharmacy 

chains. 

At the same time, 

growth of the category could be 

hindered by complex regulations 

on CBD and similar products that 

differ from state to state, along with 

consumer confusion.

CVS recently began selling 

topical CBD-containing products 

such as creams, sprays, lotions, and 

salves in seven states: California, 

Colorado, Illinois, Indiana, Kentucky, 

Maryland, and Tennessee. Rival 

Walgreens announced in March that 

it will sell CBD products in 1,500 

locations across the U.S., including 

Colorado, New Mexico, Kentucky, 

Tennessee, Vermont, South Caro-

line, Illinois, and Indiana. 

“CBD is gaining popularity 

among consumers, particularly 

those looking for alternative care 

products,” says Joseph Goode, se-

nior director of corporate communi-

cations at CVS. “Anecdotally, we’ve 

heard from our customers that 

these products have helped with 

pain relief for arthritis and other ail-

ments, and we believe consumers 

will be looking for these products as 

part of their health offering.”

Goode was quick to clarify that 

the topical products are based on 

hemp, not on marijuana, and that 

CVS is not selling any supplements 

or food additives that contain CBD. 

Hemp is a form of cannabis plant 

that contains very low quantities of 

tetrahydracannabinol (THC). 

The 2018 U.S. Farm Bill rede-

fi ned “marijuana,” a controlled 

substance, to exclude hemp con-

taining less than 0.3 percent THC. 

As a result, hemp and hemp-de-

rived CBD are no longer controlled 

substances under federal law, 

Goode says.

The FDA has not as yet issued 

regulations on the marketing and 

sale of CBD-containing foods and 

topicals. In April, the FDA issued 

a press release saying questions 

remain regarding the safety of wide-

spread CBD use. Gottlieb has also 

expressed concern regarding the 

decision to sell CBD products. 

The regulation of hemp-derived 

CBD varies by state and is often 

regulated by multiple agencies. 

BDS Analytics estimates that 

the total U.S. CBD market, which 

includes products sold at cannabis 

dispensaries and via e-commerce, 

will reach $20 billion by 2024. 

Around 40% of U.S. consumers 

said they would explore CBD prod-

ucts under the right conditions, a 

separate new study says. 

Editor’s note: This article was fi rst 

published in our partner publication, 

Drug Topics.

Retail pharmacies are now selling CBD
By Christine Blank contributing author
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t’s very helpful, if not a 

necessity, that when you 

say something, others 

know what you mean. 

Th ere’s a reason so much 

of education and training boils 

down to the learning of vocabulary. 

Specialized fi elds such as medicine 

particularly depend upon having 

well-defi ned concepts. One might 

therefore think they’re relatively 

protected from such dumb-

ing-down of their terminology.

Th e terminology that we de-

pend on to precisely and accurately 

communicate our expertise is 

allowed to drift, and sometimes 

such drift is even formally accepted 

into the professional lexicon. Th at 

is, the fi eld determines that enough 

of its denizens are using the wrong 

words, so it’s better to offi  cially 

declare that what was once wrong 

is now right, or at least acceptable.

Maybe I’m just being a stick in 

the mud and not getting with the 

times, but a shining example of this 

is the relatively-recent determina-

tion that there would no longer be 

a “superfi cial femoral vein.” I’m not 

going to go digging into the history 

of anatomy, but it’s probably been 

recognized for centuries that the 

deep-venous drainage of the lower 

extremity ultimately comes down 

to the common femoral vein, fed 

by the deep femoral and superfi cial 

femoral veins. Simple enough, right?

Except it seems that a lot of 

healthcare folks didn’t remember 

their anatomy (or didn’t learn it 

well enough in the fi rst place), and 

weren’t properly considering the 

superfi cial femoral veins as part of 

the deep-venous system. Hardly a 

capital crime; a layman could cer-

tainly be forgiven for thinking that 

“superfi cial” means superfi cial, and 

“deep” means deep.

Still, these healthcare-folks 

weren’t laymen. Presumably, they 

had gone through adequate educa-

tion and training, and maintained 

their knowledge-base with ongoing 

reading, CME, etc. Kind of a para-

doxical thing, then, that when they 

failed to remember that the superfi -

cial femoral vein was actually part of 

the deep-venous system, the Powers 

Th at Be decided to throw in the 

towel and just rename the vessel.

Th e evident philosophy, and 

dangerous precedent being set: If 

enough people can’t be bothered 

to get something right, change 

the answer so they’re not wrong 

anymore.

And if you think about it, 

there’s still plenty of room left for 

confusion. If someone refers to “the 

femoral vein,” the same clueless in-

dividuals who couldn’t remember 

that this vessel was part of the deep 

venous system might just as easily 

fail to recognize the distinction be-

tween the various veins that have 

the word “femoral” in their names 

(common, deep, circumfl ex).

Th ere are a whole lot of specifi c, 

useful terms that got developed 

in medicine to describe signs and 

symptoms that patients might 

have. (Heck, the waters between 

“signs” and “symptoms” have 

gotten muddied.) Every time these 

terms get blenderized to the point 

where we really can’t be sure of 

which meaning is intended by their 

usage, we lose another increment 

of defi nition, and things get dumb-

ed down that much more. 

Eric Postal, MD, is a board certified 

radiologist.

I

Why medical language matters
“The terminology 
that we depend on to 
precisely and accurately 
communicate our 
expertise is allowed 
to drift, and sometimes 
such drift is even 
formally accepted 
into the professional 
lexicon.”
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