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CHAIRMAN’S LETTER 

he dream of every physician is to personalize a care plan 
for each and every patient. But what does “personalization” 
actually mean? What if there was a way to investigate your 
patients genomic information in order to provide them with 

the treatment regimen that works best for them.
Well, there is. And it’s called precision medicine. And while the 

term and idea has been around for decades, some believe the health-
care system is finally close to being able to realize the potential that 
all of us carry in our DNA.

But it’s one thing to talk about lofty ideas, and quite another to 
put them into practice. So how do we make precision medicine a 
reality for physicians to us in their practice every day? To answer 
these questions, Medical Economics turned to Joel Diamond, MD, 
an expert in precision medicine. His cover stories break down what 
precision medicine is, and explore the practical, financial and tech-
nological challenges physicians will experience embarking on that 
journey—and how to solve them.

Beyond precision medicine, we have tons of great content in this 
issue, including:

 ❚ Cyber insurance is sold as a way to protect your practice from hackers,
but is it worth it?

 ❚ Tips for opening your own practice.
 ❚ Are you late all the time during your practice day? One doctor has an 

idea that might help.

However, the biggest story in the world right now—the outbreak
of the novel coronavirus (COVID-19)—is one we can’t ignore. To that 
end, Medical Economics has editors working on this story day-in, 
day-out to provide our physician audience with what they need to 
know. 

To read our news and useful information about this pandemic, 
please visit: MedicalEconomics.com/coronavirus.

As always, if you have feedback on our content, story ideas, or 
would like to contribute to Medical Economics, please reach out to 
our editors at medec@mjhlifesciences.com. 

Mike Hennessy, Sr.
Chairman and Founder

of MJH Life Sciences

The precision  
medicine revolution
T
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Medical Economics.com /coronavirus

An epidemiologist 
discusses what physicians 
need to know about 
the novel coronavirus 
(COVID-19).

Coronavirus: 
What doctors need to know
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CORONAVIRUS 
COVERAGE 
CENTRAL
Medical Economics editors are 
covering what you need to know 
during the ongoing novel coronavirus 
(COVID-19) pandemic. Our ongoing 
coverage of COVID-19 includes:

To read all of our ongoing coverage, go to: 
MedicalEconomics.com/coronavirus

 ❚ Breaking news on the latest development

 ❚ Tips for physicians to extend the life of N95 respirators

 ❚ Mental health tips for doctors and other care providers

 ❚ How physicians can protect themselves from the virus

 ❚ Strategies for using telehealth to connect with your patients
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by JAMES F. SWEENEY Contributing author

S
ohan Dua, MD, got the bad news 
in a phone call one morning in 
February 2017: His practice had 
been hacked.

� e EHR system shared by Dua 
and his wife, Kiran Dua, MD, had 
been breached and hackers were 
holding their patient data for ran-

som. � at attack sent the couple, who prac-
tice in Northridge, Calif., on a months-long 
ordeal that cost their separate practices 
time, money, and service interruption.

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

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

� e growing threat of being hacked has 
more primary care physicians buying cyber 

insurance, according to experts. But what 
those policies cover, how they work, and how 
much they cost are mysteries to many health-
care providers, most of whom are only famil-
iar with malpractice and business insurance. 

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

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

Cyber insurance helps providers deal with 
the consequences of data breaches, which can 
range from relatively minor to catastrophic. 
� e assistance provided can include:
❚ paying regulatory fi nes and penalties;
❚ compensating for loss of income from downtime or 

lost patients;
❚ hiring IT experts to fi nd and fi x the breach;
❚ hiring a call center to handle inquiries from patients;
❚ hiring a public relations fi rm to deal with unwel-

come publicity;

What practices need to know 
about cyber insurance
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 ❚ hiring attorneys to represent the practice in any 
lawsuits filed by patients (as well as any damages 
awarded); and 

 ❚ paying ransom to free hijacked data.
In short, it covers almost any loss or expense 

that can be attributed to the data breach.
For example, the Duas’ coverage helped 

them when they were forced to write off  
uncollected bills due to patient payment re-
cords that weren’t recovered, a loss that Dua 
estimates at $40,000 to $50,000.

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

A complete policy includes first-par-
ty and third-party coverage, says Marcin 
Weryk, vice president of XL Catlin, a cyber 
insurance vendor. First-party coverage pays 
for damages suffered by the policy holder, 
such as lost revenue, business interruption, 
IT forensics and data restoration.

Third-party coverage compensates 
for damages caused to others by the data 
breach, such as the legal costs incurred from 
lawsuits filed by affected patients.

Practices that haven’t bought cyber 
insurance often have some coverage 
through their malpractice or general 
business policies, but it’s usually limited 
to about $30,000 in damages and con-
tains exemptions, says Brandon Clarke, 
co-founder of Affenix, a brokerage special-
izing in cyber insurance.

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

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

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

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

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

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

A TEAM RESPONSE
When shopping for cyber insurance, practices 

Here are best cyber security prac-
tices to follow, according to the 
AMA and cyber security experts:

1 Review current practices and 
policies. Protecting data is the 

responsibility of the practice, not 
the EHR provider or software 
designer. Identifying vulnerabilities 
before a hacker does is the goal. 
Some cyber insurance providers 
will conduct a safety audit for an 
additional fee.

2 Encrypt and password-protect 
mobile devices, including lap-

tops, tablets, and smartphones. 
Set policies on who has access to 
the devices and who can remove 
them from the office.

3 Install and update anti-virus 
software. Keep software and 

operating systems up to date 
and patched.

4 Create separate wi-fi net-
works for your practice and 

your patients, using different 
passwords for each. Unauthorized 
access was the leading cause of 
security incidents in 2015, accord-
ing to an IBM report.

5 Enforce a workplace pol-
icy requiring strong pass-

words with a mixture of letters, 
numbers, and symbols. Change 
passwords regularly.

6 Limit levels of access to data. 
Employees should have ac-

cess only to the information they 
need to do their jobs.

7 Train employees. All staff 
should be taught to protect 

data and how to identify disguised 
attacks, such as phishing emails, 
which are disguised as legitimate 
communications, but can install 
malware if opened.

8 Back up all data regularly. 
Backups should be kept off 

site and off network. 

How to protect your data
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should investigate exactly what help they will 
receive in case of a breach. Unlike a fire, man-
aging a data breach often requires the help of 
a team of experts, not just a check to cover 
damages. Depending on the nature and size 
of the breach, that team can include lawyers, 
forensic accountants, IT experts, publicists 

and call center operators, among others.
Besides the coverage itself, the real ben-

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

Once an insurer learns of a breach, it 
assesses the situation and decides which 
corrective actions need to be taken to 
prevent further damage and deal with the 
aftermath. 

The insurer hires vendors and contrac-
tors to provide the necessary services. For 
example, a lawyer will handle HIPAA notifi-
cation, while IT specialists locate and fix the 
breach and a PR firm writes the notification 
to patients whose data has been affected.

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

EHRS AND PARTNERS
Patient data is exchanged between practices, 
insurers, hospitals, and labs every day. The 
more places data is stored, the more vulner-
able it is to attack and accidental disclosure. 
Even a practice not targeted directly can be lia-
ble for data lost by a partner or vendor.  

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

Many data breaches are going to involve 
EHR systems, and while the system vendors 
usually work with IT experts to find and fix 
the breach, it does not mean the vendors are 
legally or financially responsible, experts say. 
“Many practices expect their EHR system to 
handle breaches or pay for damages and that’s 
not always the case,” Clarke says.

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

“It’s really a shared responsibility between 
you and your vendors,” she says, “and you 
each have a responsibility to keep it secure.” 

Healthcare data breaches are rampant. In a 2017 survey by the AMA 
and Accenture, 83 percent of physicians reported experiencing 
some sort of cyber attack, though not all resulted a in breaches. 

Cyber criminals target healthcare organizations because their 
data contain patient names, birth dates, addresses, social security num-
bers, credit card numbers, and health insurance information. Whether the 
hackers use the information themselves or sell it to others on the black 
market, it’s all that’s needed to steal identities and commit fraud. That’s 
why healthcare data is more valuable even than credit card records.

Physicians in small primary care practices who think they would not 
be a worthwhile target for hackers should look at the U.S. Department 
of Health and Human Services (HHS) list of reported breaches of health-
care information.

There, among the giant health insurers, government agencies, and 
large hospital systems, are medical practices that found out the hard 
way that they, too, can be targeted: an 11-doctor cardiology practice in 
Knoxville, Tenn.; a solo family physician in Weston, Fla.; a solo internist in 
Scottsdale, Ariz.; and many more.

In fact, a practice might be targeted specifically because it is small, 
says Christine Marciano, a certified information privacy professional 
(CIPP-US) and president of Cyber Data Risk Managers, a cyber insurance 
broker in the United States and Australia.

“I think it’s the smaller offices that are much more vulnerable,” she 
says. “They’re focused on treating patients, not on (encrypting) their 
laptops, and making sure they have the latest security measures.”

Lee Kim, JD, CIPP-US, director of privacy and security at the Health-
care Information and Management Systems Society, says attacks on 
small practices were uncommon five years ago, but no longer. In fact, 
some hackers will test and refine their methods on small practices before 
going on to attack larger targets, such as healthcare systems.

She is seeing more of a new kind of attack, which isn’t after a prac-
tice’s data or patient information, but its computing power to earn digital 
currency. Attackers have hijacked practice servers to mine for pseudocur-
rencies, like Bitcoin. Users might be unaware that the reason their 
computers are operating so slowly is that they’re running the complex 
calculations to reap the currency.

“Even though you’re a small practice, the motivation to attack is still 
there. People who say they haven’t been targeted simply haven’t been 
targeted yet,” Kim says. 

Small does not equal safe
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is recording at all. Other 
states, such as Illinois, 
require that both parties are 
aware of the recording. In 
these states, this means 
that a patient who records 
a physician or staff interac-
tion without permission has 
actually violated the law.

I recommend exploring 
these issues with legal 
counsel in order to assure 
that your practice is proper-
ly protected, and that any 
plan is tailored specifi cally 
to your practice’s needs. For 
example, the approach may 
be different for an internal 
medicine practice com-
pared to one that focuses 
on cancer or communicable 
diseases. Knowledgeable 
legal counsel can assist 
in understanding your 
practice’s legal risks and 
potential vulnerabilities. 

practice to liability and im-
pact its reputation. What in-
formation was in plain sight 
and recorded that presented 
a HIPAA issue? Could 
the practice be liable for 
anything else related to the 
recording? How did its staff 
behave? Practices should 
be aware at all times that 
recordings may take place 
without their knowledge, so 
appropriate HIPAA precau-
tions and patient interactions 
should be the norm through 
training and preparation.

Finally, practices should 
be aware that patients have 
the right in most states to 
record interactions with 
third parties where the law 
only requires one party to 
consent to the recording. 
This means a patient does 
not need to inform the 
physician that he or she 

protected health informa-
tion of other patients.

Practices should address 
the issue of patients record-
ing themselves and others 
by planning ahead. A prac-
tice should develop a policy 
for handling such activity 
and prepare the necessary 
paperwork for patients to 
acknowledge the policy put 
in place. If a practice choos-
es to allow such recordings, 
then the policy must set the 
appropriate parameters for 
recording at the practice, 
such as where fi lming can 
occur, whether permission 
must be requested, and oth-
er necessary requirements.

Sometimes patients 
ask their physicians direct-
ly to record an encounter 
for arguably legitimate 
reasons, such as to help 
remember medical infor-
mation or instructions or 
share the details of the vis-
it with caretakers or loved 
ones. A practice should 
have a separate approach 
for physician recordings 
and should tailor it to phy-
sician preferences.

What happens if a patient 
does not ask permission 
and records the physician 
without his or her knowl-
edge? While this may violate 
the practice’s policies, such 
activity can also expose the 

I was recently at my 
physician’s offi ce and 
observed a patient 
recording himself and 
a family member in 
the waiting room. He 
continued recording as he 
walked down the practice 
hallway and entered the 
examination room. It was 
clear that the patient had 
not only recorded himself, 
but also had captured other 
patients in the room and 
patient names being called 
out. He even potentially 
captured conversation 
between patients and 
health care providers. 

Yet, no one from the 
practice told him to stop 
fi lming, questioned his 
activities, or otherwise 
reacted. Has this happened 
in your practice? 

If it did, how would you 
react?

The above scenario 
is hardly surprising in 
the age of social media, 
although it was a fi rst for 
me. However, while most 
healthcare providers and 
medical practices are 
aware of the signifi cant 
limitations HIPAA places 
on their activities, it is less 
clear how to react when 
it’s the patient who wants 
to record the physician and 
could potentially expose 

Ericka L. Adler has practiced in the area of 
regulatory and transactional healthcare law for 
more than 20 years. Send your legal questions to 
medec@mjhlifesciences.com. 

When patients hit ‘record’ 
at the doctor’s offi ce

LEGALLY SPEAKING

When patients hit ‘record’ 
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O
ftentimes physicians approach 
me because they don’t think their 
practice has a winning strategy. 

Moreover, they tell me that 
they do not believe their prac-
tice has the right capabilities to 
execute their current strategy. 
Having capabilities is all well and 

good, but just because you are capable of 
doing something, does not mean you are 
going to be successful. 

“Winning” practices often don’t fol-
low prevailing trends, but instead follow 
� ve habits that contradict conventional 
wisdom to out-execute and out-compete 
their rivals. 

Here is my personal take on the � ve strat-
egy execution used by thriving practices:

1 COMMIT TO AN IDENTITY
� riving practices focus on a clear tar-

get market  and on what makes them 
unique with that patient demographic. 
� ey avoid chasing growth by pursuing 
multiple markets in areas where they 
have no clear point of di� erentiation. 
� ey get very clear about their  strategic 

position  and build capabilities that will 
help to support that position over the 
long term.

2 DO NOT GET CARRIED AWAY 
WITH BENCHMARKING

Practices that dominate the market keep 
an eye on what competitors are doing, of 
course, but they do not blindly follow the 
herd. In fact, they know that using the same 
technologies, following the same methodol-
ogies, and benchmarking the same key per-
formance indicators  as their competitors 
is just a recipe for mediocrity. � e leading 
practices develop a winning strategy that 
will set them apart in their community (and 
perhaps in their specialty), and translate 
their long-term strategic moves into their 
current projects and performance metrics.

3 PRUNE WHAT DOESN’T MATTER 
TO INVEST MORE IN WHAT DOES

� ere is a saying: “You have to keep prun-
ing the rosebush if you want to create 
beautiful blooms.” It’s easy to keep adding 
new features (e.g. services, technologies) 
to your practice, and adding new projects 

Make your practice 
strategy succeed
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Practice strategy success Money

for your practice to work on. What’s more 
powerful is to trim away the bloat and 
excess, and  focus your resources only on 
the small number of things that really mat-
ter in pursuit of your strategy. The key to 
effective strategic leadership is to figure 
out what is truly “core” vs what is “context” 
and “non-core” in terms of your activities 
and service/technology offerings. 

4 STOP CONSTANTLY  
REORGANIZING

I’ve seen many practices try to re-strategize 
by constantly reworking their organization 
chart and rethinking incentives. This very 
rarely (if ever) is a viable solution. Success-
ful practices resist disruptive reorganiza-
tions and instead put their core values and 
culture to work. They use culture, not struc-
ture, to drive change.

5 IT IS NOT ABOUT AGILITY
Practices that dominate the market are 

not “agile” in the sense that they respond 
to external change as rapidly as possible. 
Rather, they are “smart agile.” Physician 
leadership needs to be agile enough to 
address threats, or pursue promising oppor-
tunities that support their plan, but remain 
disciplined and focused enough so as not 
to  end up “chasing squirrels,” lurching from 
one idea to the next while losing sight of 
their original strategic intentions. Success-
ful physicians shape their future by creating 
the change they want to see. 

Nick Hernandez, MBA, FACHE, is the CEO and 
founder of ABISA, a consultancy specializing in 
strategic healthcare initiatives for physician practices. 
His firm helps devise and implement strategies that will 
allow practices to remain competitive and solvent. 

Many of the practices I work 
with think they have strategy, 
but a test shows they haven’t 
made any strategic choices at 

all. Consider these steps to quickly 
determine whether your practice un-
derstands what a real strategy is and 
whether your strategy can actually 
be successful.

Step 1: Identify your long-
term strategic moves
I often challenge physicians by 
asking, “Do you have a real strategy 
for long-term success?” Strategy 
requires disciplined analysis and a 
deep understanding of how not only 
the healthcare industry but also how 
your  specialty is likely to play out 
in the coming years. Then you need 
to get very clear on the few, key 
strategic moves your practice needs 
to make in order to position yourself 
for future success.

Strategy requires tradeoffs. You 
cannot be everything to everybody; 
you cannot just blindly copy the 
moves of your competitors and 

hope to win. You have to figure 
out what to say “yes” to, and 
what to say “no” to. You make 
clear-cut choices about how you 
will compete in the future, then 
allocate your time and resources 
accordingly. Keep in mind that less 
is more when it comes to strategy 
execution. I recommend that you 
whittle your wish list down to only 
a few strategic moves that will have 
the greatest impact, and say “No” 
to everything else.

Step 2: Question the validity
Take a look at each strategic move 
in isolation, and ask yourself, 
“Could we do the exact opposite, 
and would that also be a valid 
strategy?” If doing the opposite of 
your stated strategic move would 
be stupid or nonsensical, then it is 
not really a strategic move at all. It 
is simply a “table stakes” require-
ment for doing business in your 
specialty. It is likely to be some-
thing that many of your competitors 
will also be doing.

Your strategic move should be 
something that will help you to es-
tablish a competitive advantage. A stra-
tegic move should help you to create a 
category or a niche in your catchment 
area (and perhaps more broadly in your 
specialty) where you can genuinely 
claim a position of leadership or a 
meaningful point of difference. A stra-
tegic move should make it very clear 
what are going to say “yes” to, and by 
association what you are saying “no” 
to, and what you are NOT going to do.

This is where I have seen many 
practices fail. Their stated strat-
egies often include generic fluff 
like, “provide a world-class patient 
experience.” Well duh, really? So the 
opposite of that would be to provide 
a lousy patient experience, and that 
would also be a valid strategy? I don’t 
think so. You haven’t actually made a 
strategic choice at all.

Take a look at your long-term strate-
gic moves now, and question viability 
of those courses of action. I’m betting a 
few of you will realize there’s still quite a 
lot of work to be done. 

Testing your strategic choices
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• Coronavirus outbreak: what 

physicians need to know

• The benefits of the direct pay model

•  How to attract investors

•  Improving patient communication

Watch the videos today!
medicaleconomics.com/videos-medical-economics

Medical Economics® announces, PULSE, a 
new video series featuring thought-provoking 
interviews with industry experts on topics 
critical to practice management success.   

MedEc_pulseAd_030420v1.indd   1 3/9/20   4:07 PMME041020_010 AD MedEc Pulse.indd   10 3/19/20   1:37 PM

https://www.medicaleconomics.com/videos-medical-economics


©2020 NeoTract, Inc. All rights reserved. MAC00901-05 Rev A

The UroLift System procedure is FDA-cleared for the treatment of symptoms due to urinary 
outflow obstruction secondary to BPH, including lateral and median lobe hyperplasia, in men  
45 years of age or older. Results and patient experience may vary. Clinical data from a pivotal 
206-patient randomized controlled study showed that most common adverse events reported 
include hematuria, dysuria, micturition urgency, pelvic pain, and urge incontinence. Most symptoms 
were mild to moderate in severity and resolved within 2 to 4 weeks after the procedure.

*Dr. Walter is UroLift System faculty and a paid consultant for NeoTract|Teleflex
1. AUA Guidelines 2003, 2010
2. Speakman et al. 2014 BJUI International
3. Roehrborn J Urol 2013 LIFT Study
4: Shore, Can J Urol 2014 Local Study
5. AUA BPH Guidelines 2003
6. Roehrborn et al. Can J Urol 2017

I  am a urologist.
I  am a patient.

Enlarged Prostate (BPH) affects over 40 million men in the United States. Symptoms may include interrupted 
sleep and urinary problems as well as loss of productivity, depression and decreased quality of life.2

Learn more and check out the data at UroLift.com

If your patients have symptoms of an enlarged prostate, introduce them to the  
UroLift® System. Here’s why I chose UroLift System and recommend it to my patients.

Proven, minimally invasive approach to treating enlarged prostate that provides  
rapid symptom relief and recovery3,4

An earlier alternative to medical therapy that provides symptom relief  
better than reported for medication3,5

Durability through 5 years6

Over 100,000 men have been treated with the UroLift System worldwide
The procedure is covered by Medicare and all major private insurers when  
medical criteria are met.

The UroLift System procedure is FDA-cleared for the treatment of symptoms due to urinary 
outflow obstruction secondary to BPH, including lateral and median lobe hyperplasia, in men 
45 years of age or older. Results and patient experience may vary. Clinical data from a pivotal 
206-patient randomized controlled study showed that most common adverse events reported 
include hematuria, dysuria, micturition urgency, pelvic pain, and urge incontinence. Most symptoms 

men have been treated with the UroLift System worldwide
 and all major private insurers when 

PRE-PROCEDURE POST-PROCEDURE

UroLift® Implant
Actual Size  

“ “
When my BPH symptoms became unbearable I really
didn’t want to undergo invasive surgery and I’m not a  

personal fan of BPH medications. Relief can be inadequate  
and temporary and they have a whole host of side effects.1

Peter J. Walter, M.D., F.A.C.S.* Western New York Urology Associates and  
UROLIFT® SYSTEM PATIENT
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by JOEL DIAMOND, MD, FAAFP

Countless physician groups are grap-
pling with how best to introduce and leverage genomics 
in their practices. 

With good reason. Precision medicine appears to be 
an unstoppable force that could revolutionize how physi-
cians diagnose and treat patients. 

� e science of genomics has advanced at a rapid pace, 
and new discoveries about how these insights impact clini-
cal decision-making are circulated almost weekly. Consumer 
demand is rising, thanks to regulatory approval for direct-to-
consumer genetic testing and resulting media coverage. 

In my own practice, more and more patients come to 

o�  ce visits with questions about how genomics could 
help identify their risk for disease, how this data could 
guide wellness, prevention and screening activities, and if 
we should adjust medications and other therapies based 
on their genomic pro� le. 

So, how do you get started? 

A BUSINESS CASE FOR PRECISION MEDICINE
� e most critical step is understanding what value pre-
cision medicine brings to your practice, and where it 
can have greatest impact from both a clinical and busi-
ness perspective.

THE PRECISION MEDICINE

REVOLUTION

MedicalEconomics.com12

Technology

MEDICAL ECONOMICS  ❚  APRIL 10, 2020

ME041020_012-017 Tech, Precision.indd   12 3/20/20   9:54 AM



 Understand your patient 
population. Who can benefi t most 
from genomic testing? Do you have 
a large number of polypharmacy pa-
tients? Individuals approaching the 
age where risk for certain conditions 
rises (coronary artery disease, can-
cer)? This information will help you 
understand if pharmacogenomics 
(how individual patients respond to 
specifi c medications) would deliver 
value, or if cancer genomics or 
germline testing for hereditable dis-
eases is more appropriate (or both).

 Evaluate where specifi c popula-
tions fi t into various payer contracts 
you have in place. Are most covered 
in traditional fee-for-service agree-
ments, or are many included in ACO 
or shared savings plans? Consider 
not only if you can deliver ROI for the 
patient (lower personal costs, better 
care) but for the practice as well. 
Could precision medicine afford you 
the opportunity to take on more risk, 
because you can leverage genomics 
to better identify patients more likely 
to develop disease, intervene earlier 
and target therapies more effectively?

 Use the analysis generated 
by steps one and two to nego-
tiate aggressively with payers. 

Determine which populations you 
believe you can impact with preci-
sion medicine and work towards 
contracts that increase your reve-
nue for effectively managing the 
patient population while reducing 
payer costs.

 Educate physicians and medi-
cal staff about precision medicine 
and about your strategy to inte-
grate it as the standard of care 
for specifi c patient populations. 
Ensure they understand the clinical 
value, as well as the business value, 
that genomics can deliver. In addi-
tion, develop educational materials 
for your patients, to help them 
understand how they can benefi t 
from precision medicine and what to 
expect from their caregiver.

 Begin your precision medicine 
program with the patients who 
were identifi ed in step one as 
those where the greatest benefi t 
can be realized. Integrate genomics 
testing with diagnostic and thera-
peutic care incrementally, so you 
can realize success before expand-
ing into other patient groups.

 Take the time to evaluate and 
assess technologies and solutions 

that can bring genomics data 
directly into the EHR workfl ow, 
allowing providers to use it in 
real-time clinical decision-making 
(e.g., should I prescribe antidepres-
sant A or antidepressant B?). Typical-
ly, genomics results are reported on 
paper or scanned PDFs that cannot 
be clinically integrated within the 
patient context. And, all too often, 
test results have not been translated 
into clinical vocabulary that is mean-
ingful and actionable for providers. 
New platforms are emerging that 
bridge the gap between the science 
of genomics and making the data 
useful at the point of care.

Industry thought leaders agree 
that genomics holds great poten-
tial to transform healthcare – from 
prevention to diagnosis to treat-
ment. Patients are often ahead of 
their providers in understanding 
how genomics can help them stay 
healthier – and in highly competi-
tive healthcare markets, providers 
cannot afford to be late adopters. By 
thinking strategically and equipping 
providers with critical support tools, 
practices can leverage the promise 
of precision medicine to improve 
current clinical practice – and begin 
to reap the benefi ts of better care 
and outcomes. 

6 steps to precision medicine

Consider how genomics can improve 
patient care:

 ❚ When sharing family history during her initial 
visit, 34-year-old Emily reported incidents 
of breast cancer, colon cancer, high blood 
pressure and clinical depression within the past 
two generations. Genomic testing can help 
her physician identify which diseases pose a 
genuine risk for Emily – driving subsequent 
wellness activities and preventive care, 

and determining which tests and screening 
procedures should be ordered (and when) as 
she ages.

 ❚ An avid bicyclist, Carlos recently suff ered 
multiple fractures to his left wrist after a fall. 
Pharmacogenomics (PGx) testing would enable 
his provider to identify pain killers that Carlos 
metabolizes well, avoiding trial-and-error 
prescription and dosing delays while accelerating 
physical therapy and rehabilitation.
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� e medical bene� ts in both these 
examples are obvious. Emily’s physician 
can relieve her worries by learning which 
genetic variants she has inherited–and 
which she has not. Rather than conducting 
unnecessary or early screening for condi-
tions for which she may not be at elevated 
risk, her physician reduces unnecessary 
costs and the possibility of associated side 

e� ects or complications. 
Likewise, if his physician discovers 

the most e� ective drug immediately, Car-
los has a shorter length of stay (if hos-
pitalized) and fewer follow-up visits for 
medication adjustments. Plus, he feels 
less pain, heals faster and gets back to a 
higher quality of life sooner.

� e net-net: lower cost of care and 

Knowledge is power
Precision medicine is a game changer for physicians—in 
large part because it gives them much more information 
to leverage when making critical care decisions. That’s key 
because, as we’ve all been told, knowledge is power.”

Here are several examples:
Consider 30-year-old Sara, who reports a signifi cant 

familial history of breast, ovarian and colon cancer. Sara’s 
physician can order a molecular lab test to determine 
whether she exhibits genetic variations elevating her risk 
for one, any, or all of these diseases. If so, the physi-

cian and a genetics counselor can begin appropriate 
and aggressive screening and prevention. If not, Sara’s 
physician can alleviate her anxiety—and avoid putting her 
through early and frequent diagnostic studies (which also 
increase the lifetime cost of keeping her healthy).

Dr. Green, a psychiatrist, has treated Kevin for 14 
months for depression. Green has tried several ther-
apies, escalating dosages of each when Kevin didn’t 
respond. Finally, Green orders a pharmacogenomics 
panel to gain insight into which medications Kevin 
metabolizes well and which might cause undesirable 

Can precision medicine 
combat burnout?
by Joel Diamond, MD, FAAFP
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I have been contemplating the concept of “empowerment” re-
cently—a term bandied about as an antidote to physician burnout. 
I’ve found that, much like the timeless adage about weather, lots 
of people are talking about it…but no one is actually doing anything 
about it.

With one major exception: A growing number of organizations are 
adopting tools to bring the advances of genomic science into the physi-
cians’ workfl ow. Providers fortunate enough to have access to this infor-
mation tell me it makes practicing medicine fun again and helps them feel 
more “doctor-y.”

That sounds like a compelling cure for burnout to me.
How are genetics and genomics empowering? Briefl y put, insights from 

molecular testing:
❚ give providers a focused view of individual patients’ heritable risk factors, 
❚ facilitate highly accurate diagnoses, 
❚ reveal how well the patient may or may not metabolize specifi c medications, and 

 ❚ identify targeted therapies to deliver the safest, most effective results.
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better outcomes faster. � is translates 
not only into happy patients and higher 
satisfaction ratings, but also improved 
quality scores and a healthy bottom line 
for practices participating in account-
able care organizations and shared 
savings programs. According to inde-
pendent healthcare consultant Bryon 
Cipriani, one study of 1,000 subjects has 

shown that practices can save $1,100-
1,600 per patient per year when genomic 
testing is done.

THE REIMBURSEMENT LANDSCAPE
Unless a practice has its own genetic test-
ing lab, it will not bear the cost of pro-
cessing and analyzing genomic tests phy-
sicians order. But even if they outsource 

side effects. With test results in hand, Green quickly 
can understand why previous drugs were ineffective 
and prescribe therapy that has a nearly immediate posi-
tive impact. Imagine how many months of frustration, 
offi ce visits and trips to the pharmacy were wasted 
when pharmacogenomics testing could have enabled 
Green to arrive at the best drug and dosage as the fi rst 
line of therapy?

Likewise, consider 4-year-old Carlos, who develops 
a seizure disorder. A genomics test helps the specialist 
precisely diagnose the cause and immediately begin the 
appropriate therapy. This prevents or greatly reduces 
ongoing seizure activity, developmental complications and 
undesirable side effects from trial-and-error treatments. 

It also reduces the likelihood of costly hospitalizations 
and readmissions. These tests, if integrated within the 
clinical record, represent valuable information all of Car-
los’s clinicians will need to consider as they make future 
diagnostic and therapeutic decisions.

Remove barriers to point-of-care genomics
It’s clear why this knowledge represents power in the 
physician’s hands. And therein lies the challenge: making 
sure it lands in their hands. It’s critical to ensure this vital 
information is readily and conveniently available to clini-
cians within their workfl ow.

Genetic and genomic testing is already being done in 
many healthcare organizations; some even have estab-
lished their own molecular labs. Unfortunately, results are 
not saved as discrete data, nor are they integrated with 
the wider clinical record. To factor these insights into their 
clinical decision making, providers must:

 ❚ be aware that molecular tests have been 
ordered, received and saved (typically as a PDF) 
somewhere in the organization’s IT ecosystem

 ❚ understand how and where to fi nd the results
 ❚ exit their workfl ow and open a lengthy scanned 

document (often dozens of pages)
 ❚ sort through the full lab report (typically not 

translated into familiar clinical terminology)

❚ synch what they are reading in the report 
with other information contained in the 
medical record

 ❚ decide how relevant the information is and add 
it to other considerations

For precision medicine to be truly empowering, health-
care organizations must overcome barriers to making the 
data meaningful to providers as they go about the day-to-
day practice of medicine.

When embarking upon their precision medicine strate-
gy, organizations need to consider the following:

 ❚ Who within their organization is already ordering 
genomic tests and from which labs?

 ❚ How are test results being received and stored 
within the organization’s IT system?

 ❚ Is the data easily available to all other clinicians 
across the enterprise? (Pharmacogenomic tests 
ordered by a psychiatrist, for example, are also 
valuable to a PCP, cardiologist, oncologist and 
others. Likewise, germline information about 
heritable disease risk and targeted therapies 
spans specialties.)

 ❚ Will providers—some of whom have had minimal 
training in genetics and genomics—be able to 
understand and make use of test results? How 
can they achieve a specifi ed level of profi ciency?

 ❚ As the volume of genetic and genomic data 
grows—as it surely will—how will the organiza-
tion manage it?

 ❚ How will individual providers be able to keep 
up with the rapidly advancing fi eld of genomic 
science and bring new discoveries to bear with 
previously diagnosed patients and as new condi-
tions manifest?

Precision medicine is rapidly becoming recognized 
as the new standard of care. The potential for improving 
quality and safety of care—as well as patient loyalty—is 
tremendous. And because it empowers providers with new 
information and robust clinical decision support, it promises 
to enhance  satisfaction as well. 
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genetic tests, most organizations are 
acutely aware of coverage because, if 
external labs are not reimbursed, they 
pass the cost on to the practice’s patients.

Unfortunately, reimbursement policy 
lags clinical practice when it comes to 
precision medicine – and payment varies 
wildly from state to state and test to test. 
Medicare coverage is advancing most 

rapidly, Cipriani says, with 80 percent 
of carriers covering specific pharma-
cogenomics testing such as behavioral 
health and pain panels (if appropriate 
ICD-10 codes are reported, supported by 
required documentation.)

Likewise, genomics tests may be 
reimbursed to identify disease risk and 
hereditable conditions (e.g., BRCA 1 

Financial implications for practices
Limiting the risks of ‘Failure 
to Treat’ and marginally 
effective treatments
Today, most physicians practice 
trial-and-error medicine. They evaluate 
symptoms, arrive at a diagnosis and 
proceed with the most likely or com-
mon treatment. 

A prime example occurs in 
patients diagnosed with anxiety or 
depression. How often do we select 
an antidepressant, try it for a few 
weeks with little effect, increase the 
dose for another few weeks and, 
if that fails to produce the desired 
outcome, start the process all over 
again? Relief for the patient could 
take months, during which time 
resources are being consumed in 
the form of prescription costs, office 
visits and wasted time. 

But a pharmacogenomics test can 
cost as little as $200, and the results 
can be made available within the 
clinical workflow. Those results could 
equip physicians with the information 
required to select the best medica-
tion for the individual patient, the first 
time around.

Using innovative or costly 
therapies wisely 
Determining the best treatment for 
patients is tricky, but insight into 

genomic markers enables physi-
cians to know when a novel therapy 
might be the best choice. Consider 
evolocumab (Repatha). It is costly 
but highly effective for patients with 
familial hypercholesteremia (FH), 
a genetic condition that drives up 
LDL cholesterol levels regardless of 
lifestyle. If patients undergo genomic 
testing to identify whether they carry 
this variant, practices could stratify 
their population to determine risk. 
Physicians could then appropriately 
prescribe evolocumab without wast-
ing time on other treatments or prior 
authorization because they have sci-
entific proof the drug is appropriate.

Finding greater success 
with ACOs and other 
risk-sharing models
The formula for value-based success 
aligns with the objectives of precision 
medicine: treating patients effectively, 
faster and without unnecessary cost. 
Genomic testing arms physicians with 
an unprecedented level of insight 
into a patient’s condition so they can 
determine the best individualized care 
plan — and sooner. 

Let’s look at the patient with 
high LDL. Without genomic testing 
revealing the genetic variant for FH, 
physicians would follow a standard 

course of treatment: prescribing a 
statin. When the first medication 
does not work, physicians would 
work their way down the list of typ-
ical drugs. Costs mount, outcomes 
remain poor and the practice fails to 
meet quality measures for treatment 
of high cholesterol. A simple genomic 
test, on the other hand, would allow 
physicians to easily diagnose FH and 
deliver successful care sooner.

What the lack of knowledge 
can cost
Precision medicine and genomics are 
complex disciplines, and front-line 
physicians may understandably strug-
gle with the learning curve. Which 
patients should we refer for genomic 
testing or counseling? And, of the 
vast array of genomic tests (carrying 
vastly different price tags) available 
through a plethora of molecular labs, 
which are the best tests to order for 
the patient sitting in the exam room? 

Education and training are, of 
course, important components to 
helping physicians become comfort-
able with these new and exciting 
approaches to care. It is equally 
vital that practices seek point-of-
care tools to guide physicians. Key 
considerations include the ability to 
gather a highly detailed family history 
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(e.g., pedigree) (beyond the limited 
aspects offered by EHRs) to help 
them identify possible heritable risk 
in individual patients.

In addition, practices need to make 
genomic insights easily available with-
in the workflow, integrated with the 
clinical record and presented in a way 
that is meaningful to physicians.

Consumer-driven demand
Last but not least, practices must 
consider consumer demand. The 
general population is acutely aware 
of the potential of genomic informa-
tion. Many patients are already trying 
direct-to-consumer (DTC) tests and 
challenging their physicians to incor-
porate those results into care plans. 
Practices must respond quickly to re-
tain patients and remain competitive. 

Practice leaders must likewise 
figure out how to handle the down-
stream effects of genomic demand: 
Patients might request additional 
tests, both necessary and unneces-

sary, based on their self test results. 
So it would be wise for practices to 
implement new policies and pro-
cedures to handle DTC tests and 
address the consumer movement.

Many variables factor into the fi-
nancial implications of precision medi-
cine and genomics. The ROI picture is 
not clear yet, although all indications 
point toward positive impacts on qual-
ity of care, patient satisfaction and the 
bottom line. 

Our progress is not much different 
than when previous modalities were 
introduced. For example, no one 
questioned the value of MRI tests 
when they were introduced, but it still 
it took time to build a genuine ROI 
argument. Healthcare will be well 
served by taking the same approach 
with precision medicine. 

Financial implications  
for practices
Precision medicine is still in its early 
stages, but it already has the power 

to disrupt your practice. Here are 
five considerations for when and 
how to add genomics and precision 
medicine. 

When healthcare leaders talk 
about the financial implications of 
care models like precision medicine, 
their thoughts often focus on the 
return on investment (ROI). How 
much will it cost to take this case to 
the precision medicine level? What 
are the potential downsides? What 
could it add to our bottom line?

Physicians who adopt precision 
medicine early should note: It’s 
often difficult to prove the ROI of 
new modalities immediately. Early 
adopters must consider the broader 
financial implications and factor 
qualitative value into the overall 
equation, especially as precision 
medicine evolves. Most physicians 
recognize the inherent benefits of 
diagnosing and treating patients 
more precisely, but it will take time 
to generate the necessary body of 
data to demonstrate the positive 
return for adding precision medicine 
to the mix. 

Joel Diamond, MD, FAAFP is an adjunct 
associate professor of biomedical 
informatics at the University of Pittsburgh 
and chief medical officer for 2bPrecise, 
a business segment of Allscripts  that 
helps providers leverage the value of 
genomic data at the point of care. 

and 2 or familial hypercholesterolemia). 
Medicaid plans also often provide cover-
age for specific tests, and may offer the 
best reimbursement, especially in areas 
where opioid addiction and behavioral 
health challenges are acute.

Commercial plans are less predict-
able, Cipriani adds. Some payers offer 
a flat fee, often a few hundred dollars, 

while others reimburse testing on a case 
by case basis–with payments for the 
same diagnostic codes ranging from just 
a few dollars to thousands. The advent 
and spread of Molecular Diagnostic Ser-
vices (MolDX) is stabilizing payment in 
certain areas, although almost always at 
lower rates than what might have previ-
ously been paid. 

“Many variables factor into the financial implications 
of precision medicine and genomics. The ROI 
picture is not clear yet, although all indications 
point toward positive impacts on quality of care, 
patient satisfaction and the bottom line.” 
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T
he relationship between a phy-
sician and patient can be deep 
and ful� lling, but sometimes it 
can turn sour quickly.

� e years-long relationship 
between Ada D. Stewart, MD, a 
family physician with Coopera-
tive Health in Columbia, South 

Carolina, and the incoming president of 
the American Academy of Family Physi-
cians, her patient slipped into this catego-
ry due to a denied request.

Stewart is and the incoming president 
of the American Academy of Family Physi-
cians. � e patient had been receiving pre-
scriptions for chronic pain medications 
from Stewart and had been doing well 
with her pain management contract, but 
when the patient wanted something that 
would help her sleep, that fell apart.

� e patient was seeking Lorazepam, a 
benzodiazepine that she had taken years 
before, but new guidelines discouraged 
prescribing with opioids due to the in-
crease in the risk of death. When Stewart 
denied the patient’s request, the situation 
grew tense.

Stewart says the woman insisted this 
drug was the only thing that could help 
her and that she couldn’t take any other 
drugs. When Stewart held her ground on 
the issue, the woman accused the doctor 
of not caring.

“So, I had to kind of get myself together, 
because number one is as a physician, and 
one who has established a relationship 
with her over the years and knowing that 
I care, my � rst reaction was, how can you 
say that?” Stewart says. “You know, I de� -
nitely care. So, it was hurtful for me.”

EMPATHY
Most physicians who are in primary care 
have patients they � nd more challenging 
than others for a variety of reasons, ac-
cording to Dennis L. Gingrich, MD, a Penn 
State College of Medicine professor with 
40 years of clinical experience.

“Some [reasons are] unrelated to the 
patient’s interaction or personality and 
simply related to the complexity of their 
illnesses,” he says “But sometimes you 
can get that sinking feeling if you look at 
a patient coming up on the list and think 

by KEITH A. REYNOLDS Associate editor

General tips for keeping your patients happy and your practice safe

Dealing with diffi cult 
patient interactions
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either, ‘this is going to take a long time’ or 
‘it’s likely to be a challenging conversation’ 
or ‘I may not be able to meet this patient 
needs today, based on past experience.’’

In addition to these kinds of patients, 
some patients become rude, belligerent, 
or even violent. Gingrich says that situa-
tions with these patients can be a result of 
anything from them just having a bad day 
to almost psychopathic behavior. When 
dealing with these patients, he says three 
things need to be assessed: the situation, 
the patient, and the physician’s actions.

� is is what Stewart did when deal-
ing with her patient. Rather than express 
her immediate, internal reaction, Stewart 
calmed herself down and considered the 
patient’s mindset. She then explained the 
situation in a way so that the patient un-
derstood she was denying the drug in or-
der to avoid possible deadly interactions.

“You have to kind of sit back and look 
at the patient and be empathetic to their 
particular issues and give them a balanced 
way,” she says. “Yes, recognizing their 

thoughts, but still making sure that you 
explain to them what’s actually going on 
and why you’re doing what you’re doing.”

Gingrich says that the alternative, 
getting angry at your patient and ex-
pressing it, almost never works, but 
often � nding the cause of the patient’s 
frustration and doing what you can to 
try to alleviate the situation.

“If [the patient’s problem is] something 
like an o�  ce practice or a personal man-
ner in which you work with patients, it 
might be something that can be adapted 
to this particular patient and there may be 
a � exible solution,” he says.

Another aspect is to communicate to 
the patient that they are a partner in solv-
ing the problem. Gingrich says that he 
tries to personalize communication with 
his patients by using their name, making 
eye contact, and using a measured, reas-
suring, calm voice. He says this usually 
calms the interaction.

“Angry patients [use] a lot of energy try-
ing to maintain that anger and if you don’t 

“The two things that are 
most commonly involved 
would be psychological 
illness such as personality 
disorder, or alcohol or 
drug overuse. 
Both of those situations 
will cause patients to blur 
behavioral boundaries.”
—DENNIS L. GINGRICH, MD, PROFESSOR, 
PENN STATE COLLEGE OF MEDICINE
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feed the fire by getting angry back, it gen-
erally dissipates,” he says.

A SAFETY PLAN
But it’s still important to read the patient’s 
mood and other visual cues to ensure that 
the anger really has dissipated. If they’re 
not calming down, or if they are getting 
more belligerent and possibly even vi-
olent, then you need to try and focus on 

what is causing this increase in aggres-
sion, Gingrich says.

“The two things that are most com-
monly involved from a patient’s perspec-
tive would be psychological illness such 
as personality disorder, or alcohol or drug 
overuse,” he says. “Both of those situa-
tions will cause patients to blur behavior-
al boundaries. And that’s something that 
if you’re the primary care physician, such 

The following strategies can help 
protect physicians from liability and 
accusations of patient abandonment:

Provide written notice
The physician should issue a 
written termination letter to the 
patient prior to the effective date 
of termination. The letter should 
clearly state a termination date (we 
suggest 30 days in advance) and 
the reason for termination.

Include a list of suitable 
alternative providers
We suggest that the letter also 
contain a list of alternative health-
care providers in the area and if 
appropriate, referral to the patient’s 
insurance network.

In addition, physicians can 
provide the patient with contact 
information from the local and state 
medical societies, which can be 
resources for finding a provider that 
fits their needs.

Time the termination  
properly
Avoid withdrawing from treating 
the patient when the patient is in 
medical crisis, unless the patient 
requires the services of a different 
specialist and arrangements are 
made for transferring the patient’s 
care to such specialist.

Continue providing effective 
treatment during the intermediate 
period following issuance of the ter-
mination letter and prior to the ef-
fective date of termination. Advise 
your office staff members that the 
patient is still welcome to schedule 
an office visit and/or arrange for 
services before the effective date 
of termination.

Examine managed care 
contracts and communi-
cate with health plans
If you are a participating provider in 
a managed care network in which 
the patient is covered, review the 
managed care agreement for spec-
ifications concerning termination of 
the physician-patient relationship. 
Some managed care contracts 
contain language requiring suitable 
justification for termination as well 
as specific notice requirements.

The best strategy is to contact 
the payer, explain the situation, and 
ensure everything is done properly 
per the contract to prevent prob-
lems later.

Provide access to  
medical records
Offer to send a copy of the dis-
charged patient’s medical records 
to the patient’s new doctor. Numer-
ous states have laws which require 

that records not be withheld solely 
because of a patient’s inability or 
refusal to pay.

Communicate with every-
one else in the practice
Be sure to apprise all physicians 
and office staff members of the 
termination to avoid inadvertent re-
establishment of the physician-pa-
tient relationship.

For example, a receptionist or 
appointment scheduler who is 
unaware that a patient has been 
issued a withdrawal letter might 
schedule a new appointment for 
that patient following the termina-
tion date. In some jurisdictions, this 
has been construed as renewing 
the physician-patient relationship, 
regardless of whether such a result 
was intended.

Finally, the treating physician 
should always be the one who 
makes the determination to termi-
nate the physician-patient rela-
tionship rather than another staff 
member. By remaining personally 
involved, the physician can ensure 
that all of the above concerns are 
addressed appropriately .

Eve Green Koopersmith, JD, is a partner, 
and Samantha N. Tomey, JD, is an associate 
with Garfunkel Wild, P.C., in Great Neck, 
New York. 

Practical tips for dismissing a patient the correct way
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as a family physician, that you would 
need to address medically anyway over 
the longer term.”

In extreme cases of dealing with a bel-
ligerent patient, a physician may need a 
safety plan not only for themselves, but for 
their staff and other patients as well. 

“It can get scary,” Stewart says. “And 
there’ve been episodes within hospitals 
where physicians and nurses have been 
harmed and you have to recognize that is 
a real problem now.”

Stewart says that her first concern in 
those situations is to ensure that the pa-
tient is not between her and the door of 
the examination room. But still she tries 
to calm the patient down. If that fails, 
she’ll excuse herself from the room and 
contact the proper authorities.

If a physician works in a health system 
that provides security, they can be con-
tacted for help, but local law enforcement 
is often amenable to offering security ser-
vices in extreme cases when safety is a 
concern, Gingrich says.

The police or security have also been 
known to give preemptive protection 
in cases where violence is expected, he 
says. “That’s very rare, but it does occur 
occasionally.”

DISCHARGING A PATIENT
But once out of that situation, if a physi-
cian doesn’t feel safe caring for a patient 
or simply can no longer provide care, 
that patient must be discharged from 
the practice.

The first step is to explain to the patient 
what is and what is not an acceptable be-
havior in the practice and clearly define 
the consequences of unacceptable behav-
ior and what will lead to a discharge from 
the practice, Gingrich says.

“That needs to be done usually in per-
son with the patients and asking them if 
there are any questions and documenting 
that conversation in the record,” he says.

If they must be discharged, there are 
a number of rules that must be followed. 
First, they must be notified in writing, 
through a certified letter with a return 
signature, that they are being discharged 
and why.

“The statement should not say ‘we’re 
discharging you from the practice because 
you’re a miserable person,’ it should say 

something more like, we are sorry that 
we do not seem to be able to consistent-
ly meet your needs and still maintain our 
practice clinical rules,” Gingrich says.

Then the patient should be given time 
to find another clinician who will assume 
their care, usually about 30 days. At the 
same time, the front-office staff should 
also be made aware of the discharge, so 
that if the patient calls seeking an ap-
pointment after the 30 days, they are not 
scheduled for one, Gingrich says.

If a physician works in a larger health 
system, they should check with the system 
to see if the patient’s discharge from the 
practice means the patient is discharged 
from the whole system, says Gingrich.

At Stewart’s health system, if a pa-
tient is being discharged from one phy-
sician, they will try to place them with 
another physician within the system. 
They also give the discharged patient a 
30-day supply of whatever prescriptions 
they are on and offer to send the pa-
tient’s medical records to another phy-
sician free of charge.

“We’re not abandoning them and not 
just dumping them out without any follow 
up or without care,” she says.

Gingrich says that the key to these in-
teractions, whether it is simply an uncom-
fortable interaction or a situation where a 
patient needs to be discharged, is just to 
be empathetic.

“Challenging patient situations are 
difficult for all physicians to deal with 
because we are trained to provide the 
best care possible for every patient,” he 
says. “And it’s difficult if there’s a barrier 
to doing it. I think it’s important for us 
all to know that utilizing empathetic, pa-
tient-centered communication skills and 
approaching these situations thoughtfully 
will, in general, provide the best overall 
patient care for our practices.” 

““It can get scary. Physicians and nurses 
have been harmed and you have to 
recognize that is a real problem now.”
—ADA D. STEWART, MD, COOPERATIVE HEALTH, COLUMBIA, S.C.
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Q: Medical Economics:
Why did you decide to go out on 
your own to open a practice?

Underberg: I had been in a 
large multi-specialty group 
practice for many years, 
and that was the only 
type of practice I know. 
Our practice was being 
acquired by an even larger 
practice, and I made the 
decision at that time that 
it wasn’t right for me. Ev-
eryone has different goals, 
desires and different ways 
that they see themselves 
in practice. And for me, I 

into medical practice many 
years ago. 

But there are lots of 
people available to help 
you in this process. And 
so, all you need to do is 
fi nd the right people, get 
the right suggestions, 
research things very care-
fully. Spend some time 
learning and understand-
ing it can be done. And 
nothing is simple, nothing 
is easy, but oftentimes 
taking control back and 
being more independent 
and the way you see and 
manage your own practice 
leads to more professional 
satisfaction if that’s what 
you’re looking for. And so I 
tell people don’t think that 
there’s only one way of do-
ing things, because there 
are options. And you need 
to imagine them before 
they happen.

Q: ME: What are some 
of the major challenges that 
you experienced? And how did 
you go about solving them?

Underberg: I think the 

fi rst and most important 
thing is making sure you 
explain to your patients 
what you’re doing. And 
so if you’re leaving a large 
group practice, you want 
to make sure that there’s 
a way you can communi-
cate to your patients that 
you’re leaving. Often there 
are legal issues around 
that depending on what 
the structure is of the 
group you’re participating 
with, or a member of or a 
partner of and how you’re 
leaving. But, ultimately, 
the one thing you do 
have to remember is that 
patients can do whatever 
they’d like. If you do leave, 
patients often fi nd you 
and if they have a good 
relationship with you, they 
will seek you out. 

That’s the one thing I 
remind people is that it’s 
all about the relationships 
you have with your pa-
tients. That’s the strongest 
thing that ultimately leads 
to the development of 
independent practice. The 
next is that once you are 
an independent practice, 

wanted more control over 
the way I did things. I 
explored a lot of different 
options and decided what 
made the most sense for 
me was to actually go in 
the opposite direction and 
open up my own indepen-
dent practice. And much 
to everyone’s suggestion 
that it couldn’t be done, 
it can be done. It’s not 
simple. It’s not easy. Many 
physicians don’t like being 
their own boss anymore, 
although that was some-
thing and it was a reason 
a lot of people used to go 

Physicians crave autonomy. They are independent 
thinkers who wants to use their expertise to treat their 
patients the best way they know how, but this disposi-
tion often comes into confl ict with today’s healthcare 
system, which favors large hospitals and corporations. 
The number of independent practices is dwindling.

But every year there are physicians who decide to 
work for themselves. 

That’s exactly what James Underberg, MD, did. 
Underberg opened a concierge practice in 2009. But 
there is no roadmap for physicians like Underberg, so 
we sat down to discuss the benefi ts and challenges of 
opening a new practice. 

While more physicians are becoming employees, others who crave autonomy 
are going out on their own. Here’s how to succeed.

Opening an independent practice
by CHRIS MAZZOLINI Editorial Director
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And so, I think it’s 
important to define those 
concerns and issues 
early and make sure that 
you’ve worked through 
all the kinks before you 
make the move.

Q: ME: You obviously 
learned a lot opening your new 
practice. Is there one thing you 
wish you knew then that you 
know now?

Underberg: I might start 
the process earlier. I 
think interacting with 
experts who have helped 
physicians do this is a 
key and important part of 
this process. And there 
are lots of people avail-
able who can help guide 
you and who have gotten 
through the process 
before, and connecting 
with them long before 
you actually think making 
the move is going to 
happen is probably the 

those processes, includ-
ing many of the small 
EHR vendors who are 
willing to also help you 
with billing, contracting, 
and credentialing. There 
are a lot of options out 
there, you just have to 
set up the structure and 
the infrastructure to make 
it something that works 
well for you.

Q: ME: What strategies 
did you use to convince your 
patients to follow you to your 
new practice?

Underberg: For my tran-
sition, it was fairly easy 
for most of the patients 
to follow me. They had 
seen me for many years, 
and I was encouraged 
by how many wanted to 
continue to see me in my 
new practice. I think one 
of the most important 
parts of this process is 
to make that transition 

or you’re starting an 
independent practice, is 
making sure you have the 
infrastructure around you 
to make that successful. 
That means good legal 
advice, good financial ad-
vice. If you’re going to be 
moving to a new facility, 
finding a place that works 
for you both physically, 
structure wise, workflow 
wise, and also financially. 

For me, it was making 
things as simple as 
possible. So, I didn’t 
want to have to reinvent 
the wheel. It was much 
easier for me to find 
space in a pre-existing 
doctor’s office then build 
my own space. But other 
people like to start from 
scratch and that’s always 
an option, too. Finally, I 
still participate in most of 
the insurance plans I was 
in, so I had to recontract 
with most of those plans. 
There are plenty of people 
available to help you with 

simple and easy for the 
patients. They should be 
able to reach your office. 
There should be lots of 
different ways to contact 
you. Your office should 
be very helpful in making 
sure that records can be 
transferred, and you want 
to make sure that you 
have a good transition 
and relationship with the 
practice you’re leaving, 
so that that transfer of re-
cords is simple and easy 
for patients who want to 
make the move. 

Ultimately, it all comes 
down to ease of communi-
cation. And if that process 
is simple for the patients, 
it’s very easy to make the 
transition. If the patients 
perceive barriers, whether 
it’s communicating with 
you, or getting records 
transfered, having things 
proceed as smoothly 
as they had in your old 
practice, then they might 
not come. 

This is an edited transcript of 
a recent episode of Medical 
Economics Pulse, where we 
feature thought-provoking 
interviews with physicians 
and other industry 
experts on critical practice 
management tips.

Check out  
Medical Economics Pulse

Watch more at:  
bit.ly/MedEcVideo
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the phone doesn’t get 
connected the way 
you thought it was, the 
electronic records don’t 
transfer over the way you 
would like to, or the inter-
net isn’t working properly, 
the EHR doesn’t work 
properly. And so, you just 
have to give it time.

Q: ME: For the physician 
that’s watching this that’s 
thinking about opening their 
own practice, what advice do 
you have for them?

Underberg: If a phy-
sician was thinking of 
making a move from a 
large practice to solo 
or independent prac-
tice, the first thing I 
would advise them to 
do is to find or seek out 
someone else who has 
already done it, and talk 
to them in detail about 
all of the things that they 
thought went smoothly, 

My concern is that 
many people are start-
ing to use urgent care 
facilities for their ongo-
ing preventive or prima-
ry care. And there’s a 
lack of continuity if they 
go from one facility to 
another or see different 
providers all the time. I 
do think that it’s a tool 
that can be used wisely 
by patients; I think we 
can leverage urgent care 
to make patients’ im-
mediate concerns more 
easily addressable. 
But I think it shouldn’t 
replace the ongoing role 
between a primary care 
physician and a patient 
with regards to their on-
going preventive med-
icine. My experience 
with patients who visit 
urgent care facilities 
is that they have to be 
very proactive in making 
sure records from that 
visit are forwarded to 
us. More often than not, 
we either need to spend 
time on our own getting 
those records or asking 
the patients to make 
sure they’re sent to us 
after the fact. Patients 
often are good about 
telling us they were at 
an urgent care facility. 
But making sure we 
get those records and a 
copy of what happened 
or the testing that was 
done is not always 
forthcoming. And so 
being proactive in that 
role, I think is key and 
important. 

and all the things they 
thought maybe didn’t go 
so smoothly and what 
their options were. I 
think the more people 
you talk to, the more you 
learn about the best way 
to make it happen. All 
that said and done, be 
flexible, because things 
don’t always work out 
the way you think they 
will. Perfect example is 
I chose an EHR system. 
And several weeks in 
realized it wasn’t right 
for me and stopped and 
moved to another one 
rather than continuing 
with one that I realized 
wasn’t right for me. So 
again, understanding that 
you may make a mistake, 
and it’s OK to backtrack, 
is another key and im-
portant factor.

Q: ME: In recent years, 
there’s been a huge growth 
convenient care clinics where 
patients can go and get 
treated for minor issues.  
What impact you think these 
convenient care clinics has 
had on the competitive 
landscape for practices?

Underberg: I think the 
emergence of urgent care 
facilities has benefits and 
also has some problems. 
For people who have an 
immediate urgent issue 
in an evening or weekend 
time, not having to sit in 
an emergency room for 
hours, I think is a good 
thing. 

thing that I would have 
done differently. I waited, 
partially because I wasn’t 
sure what I was going to 
do. And then once I left, 
things took a little longer 
to be set in place. The 
other thing someone told 
me, which I thought was 
very wise, was that once 
you make the move, re-
alize that it takes almost 
a year to have everything 
working the way you 
want it to. 

So take a deep breath 
and realize that nothing 
is perfect right off the 
bat. You’re just going to 
have to live with that in 
the beginning, because 
you’ve been somewhere 
else where things 
are working relatively 
smoothly for a long time. 
Knowing and understand-
ing that I think helps you 
get through those rough 
spots in the beginning 
because there’s always 
going to be something—

“Take a deep breath and 
realize that nothing is perfect 
right off the bat. You’re just 
going to have to live with 
that in the beginning.”
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D
octors have long known that 
patients’ expectations have a 
signi� cant impact on the ef-
fectiveness of treatments pre-
scribed for them. But much 
less is known about the e� ect 
of providers’ expectations for 
those treatments.

Researchers at Dartmouth College re-
cently devised an intriguing experiment to 
begin investigating these questions. � ey 
simulated clinical interactions in which 
“providers” (actually undergraduate stu-
dents) administered what they’d been told 
were two di� erent kinds of creams—one 
supposedly with analgesic properties, and 
one without—to “patients” (also students) 
who’d been subjected to mild thermal pain.

In reality, and unknown to the provid-
ers or patients, the creams were identi-
cal. � e goal was to see how the doctors’ 
expectations of the e� ectiveness of both 
kinds of creams a� ected the level of pain 
relief patients experienced, and how those 
expectations were transmitted between 
doctor and patient.

Results of the study were published in 
2019  in Nature Human Behaviour. Senior 

author Luke J. Chang, Ph.D., assistant pro-
fessor of psychological and brain sciences 
at Dartmouth, spoke recently with Med-
ical Economics about the study and what 
its results mean for primary care doctors.

Q: Medical Economics: 
What was the purpose of your study? 

Luke Chang: We’ve known for a long time 
that expectations matter in treatment ef-
fects. And to-date, most of the studies have 
been on the patient side, about how their 
beliefs in� uence their own outcomes. But 
we’ve known that the doctors’ expecta-
tions also really matter. And so basically we 
were interested in trying to � gure out how 
strong these e� ects were. And there hadn’t 
really been any studies that have tried to 
causally manipulate doctors’ expectations. 

Q: ME: Describe the methods you used. 

LC: We randomly assigned participants to 
play the role of “doctor” or “patient.” Some 
of the participants were students at the 

by JEFFREY BENDIX Senior Editor

Can doctors’ expectations 
affect treatment outcomes?
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college who were getting research credit 
and some were just people around town, 
and they got paid. 

� en we explained to the doctors 
that we were interested in studying sim-
ulated clinical interactions, and that 
they’d be administering a treatment 
to the patients. We showed them what 
looked like a real sort of medical-grade 
cream that we called � ermedol and it 
came out of tubes. And then we showed 
them another cream that came out of 
like a Vaseline jar, and we mixed it with 
food colorings so they could tell which 
was which.

We administered both of the creams 
to the doctors, and then we applied ther-
mal heat pain to the doctor’s arm on 
top of each of the creams, and when we 
applied the heat to the � ermedol, we 
lowered the temperature, which it made 
it seem like the treatment was working 
from their perspective. 

� en, after we’d manipulated their 
beliefs, we had them administer the 
creams to the patient. So they had to 
introduce themselves and then explain 
what the study was about with the treat-
ment, and how the treatment works. 
� en they applied the creams and ad-
ministered the thermal stimulation to 
the patient. But the key part was they 
couldn’t tell the patient which treat-
ment was which.

� e temperature was, on average, 47 
degrees Celsius, which is about 112 de-
grees Fahrenheit. It feels basically like 
if you pour hot co� ee on yourself. So it 
would turn your skin red afterwards but it 
wouldn’t blister or actually leave any per-
manent damage. 

And we found that when the doctors 
believed that they were giving the real 
treatment, the patient reported experi-
encing less pain. And we did a couple of 
di� erent versions, but it seemed in all of 
them the patients reported somewhere 
between a 15 to 30 percent decrease in the 
amount of pain they were experiencing.

Now, one kind of problem in the pain 
world is that we don’t really have good 
ways to measure how much pain some-
one’s experiencing outside of just them 
self-reporting it. So we also tried to use a 
couple other objective measures of pain. 
One is just overall physiological arousal, 
and for that we measured skin conduc-
tance while they were receiving the pain 
and found that the patient had lower 
arousal levels when the doctors believed 
the treatment was real.

� e other way is to try to see if there’s 
any evidence of their behavior changes 
based on the manipulation. And what we 
did for that is, while they were undergoing 
this procedure, both the doctor and the 
patient wore video cameras. 

� ey were basically just GoPros that 
were placed on this thing we developed 
that mounts on their heads so that we can 
record their expressions but not disrupt 
their interactions. � en we used comput-
er vision techniques that turned the vid-
eo feeds into predictions for which facial 
muscles were being expressed.

And then we tried to � gure out, is there 
any combination of facial expressions that 
predicted how much pain people felt? We 
did this by training the model on the doc-
tors when they were receiving the pain. 
And basically it was if you showed more 
eyes widening and clenching of your jaw, 

“Importantly, the patients perceived 
the doctors to be more empathetic 
when the doctors believed the 
treatment to be true.”
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things like that, then that meant you were 
experiencing more pain.

And then we applied the model to the 
patients’ data while they were receiv-
ing the pain and found that the model 
thought that they were experiencing less 
pain when the doctors believed the treat-
ment to be valid. 

Q: ME: How did you explain the use of the 
cameras to the doctors and the patients?

LC: They were told that we were interest-
ed in studying how the dynamics of clin-
ical interactions between people affected 
one another. 

Q: ME: What was your reaction to the findings? 

LC: It seemed like too good to be true in 
the beginning, how robust the findings 
were. But we did a bunch of different ma-
nipulations to rule out other hypotheses 
like habituation, or maybe it’s because 
of the cameras, or maybe because there 
was also an experimenter in the room to 
make sure that the pain was being de-
livered safely. All of it basically to make 
sure it was the doctors’ beliefs that were 
being transmitted.

Importantly, the patients perceived 
the doctors to be more empathetic when 
the doctors believed the treatment to be 
true. We don’t know exactly what they 
were doing differently. They could have 
been paying more attention to the pa-
tients, they could have been more caring, 
more eye contact, those are things we’re 
exploring more. 

Q: ME: What is the main takeaway of your 
study for primary care doctors? How can they use 
what you found to improve outcomes in their 
patients and their connections with patients?

LC: There’s not a ton of research on this, 
at least that I’m aware of, and the research 
findings are intriguing, but not fully com-
pelling. There was some work by David 
Rakel showing that for the common cold 
when patients perceive their primary care 
providers to be more empathic, they had 
a slightly lower duration in their cold  and 

slight changes in their white blood cell 
counts and other biological indicators. 

So I think what that tells me, along 
with our results, is that finding ways in 
which you can show compassion and 
being empathetic are probably going to 
help, although we haven’t actually done 
those manipulations yet to see if that’s 
the mechanism for how these beliefs are 
being transmitted. 

And then I think in general—and this is 
a bit speculative—but trying to instill hope 
and things like that, which would be try-
ing to maximize these expectancy effects, 
could also be ways to augment treatments.

Q: ME: What you’re talking about sounds a lot 
like bedside manner, and the importance of that has 
been known in medicine for a long time, correct? 

LC: Yeah, but interestingly, there hasn’t 
been as much training on it. So we know 
that you’ll be sued less, you’ll probably get 
more treatment compliance. Those things 
have been documented, but it’s not like 
most students are trained in how to have 
better bedside manner. And I think it’s 
also really hard with how many patients 
physicians have to see to deliver that to ev-
eryone equally and effectively. But I think 
this provides some support that it’s worth 
spending more time thinking about how 
to do that. 

The other thing is, and it sounds like it’s 
kind of deceptive, but [showing empathy] 
doesn’t always have to be genuine, as long 
as the patient believes it. People in sales 
know this. If you’re trying to build rapport, 
if you’re doing a business deal, there’s a 
whole bunch of training that they try to do 
to increase perceptions of trust and con-
nection with people. 

And so I do think that those things 
could be trained, and we’re not doing 
those manipulations yet. But we are try-
ing to study just basic things about social 
interactions. So when people are having a 
conversation, what makes the conversa-
tion good, or what leads to social connec-
tion between people? And I hope eventu-
ally that we’ll be able to start studying this 
a little bit more and trying to do some ma-
nipulation to say like, if you do this thing, 
it will increase the trust that one person 
has in the other. 
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P
hysician interest in supplementary 
work outside of the primary practice 
setting is nothing new. But the indus-
try of medicine is becoming increas-
ingly regulated and constrained. � e 
widely lamented lack of physician 
autonomy in patient care is mirrored 
by a lack of physician autonomy in 

pursuing work alongside patient care.
It is important that practicing physicians 

understand restrictions regarding side work 
to avoid unexpected � nancial penalties—or 
even grounds for termination. � e process 
of blending a patient care practice with sup-
plementary work can be successful, but it 
requires strategic planning. 

COMMUNICATION 
Physicians who want to pursue side work 
while maintaining a clinical partnership 
or remaining employed in clinical practice 
need to understand the importance of creat-
ing an accurate account of the independent 
side project. Partners and employers may 
have questions, and providing them with 
well thought out answers can help facilitate 
e� ective communication.

Phil Boucher, MD, is a pediatrician in Lin-
coln, Neb., who practices at Lincoln Pediat-
ric Group, a group of 11 physicians. Boucher 
creates the podcasts Parenting Matters and 
Private Practice Matters. He also runs a Face-
book group for parents called Present and 
Productive Parents.

He discussed his plan with his partners 
so they would know what he was planning 
before he started. “I didn’t want them to be 
surprised or be caught o�  guard to see my 
information online,” Boucher says.

PRACTICE CONCERNS 
One of the most important strategies for suc-
cessfully blending patient care with side work 
involves careful consideration of the concerns 
of physician partners and employers. Clinical 
partners may have apprehensions about the 
possibility of taking time and attention away 
from shared responsibilities, such as on-call 
duties and last-minute patient needs. 

As with any skill, knowing the priorities 
and personalities of colleagues and super-
visors can help a physician home in on the 
speci� c issues that may present a con� ict.

Peter Valenzuela, MD, MBA, is a family 

by HEIDI MOAWAD, MD Contributing author

Physician side work:
Expand your horizons without 
getting in trouble
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physician in Santa Rosa, Calif. and the chief 
medical officer for Sutter Medical Group of 
the Redwoods. Valenzuela runs a side busi-
ness creating comics about the healthcare 
industry, which he posts on social media 
and on his website (www.doc-related.com). 

Valenzuela says that his practice has 
restrictions about what physicians can do 
outside the medical group. “I make comic 
strips, which do not directly compete with 
anything our health system provides,” he says.

Physician partners or employers may be 
worried about how side work could impact 
the values and reputation of the practice. 
Valenzuela points out that employers may 
be concerned that a physician’s side work 
could put the employer at risk. He says that, 
in his case, the question regarding whether 
his comics would paint a dark picture of 
how physicians are treated in the practice 
was raised. “I was able to successfully argue 
that my comics target what’s wrong with 
healthcare across the United States, not just 
in our neck of the woods,” he says. 

PROFIT INCOME SHARING 
Financial matters can be complex, and can 
vary with each practice setting. Nana Korsah, 
MD, is a primary care physician and owner 
of MD Worklife Balance, a financial coaching 
business for physicians. Korsah says that the 
contracts of some employed physicians state 
that the employer or practice group owns 
anything the physician does for profit.

On the same note, Valenzuela explains 
that his group requires physicians who have 
administrative side gigs, such as medical direc-
torships outside of business hours, to pass 
funds through the medical group to be taxed.

NEGOTIATION 
If a doctor is dedicated to pursuing a side 
project, a discussion—and possibly a new 
contract—can help work out the process 
out. A negotiation can be more successful if 
the physician explicitly addresses the con-
cerns of the practice or employer.

Boucher suggests that doctors tackle 
employer concerns and work towards 
mutual benefit. “I see hospitals that worry 
that the physician’s brand will eclipse its 
own, but this has never actually been the 
case in practice. If the hospital promotes 
their own staff, then the outcome helps both 
the physician and the hospital to have more 
reach,” Boucher explains.

MEDICAL LIABILITY 
Before starting any side project, a physician 
must consider liability issues. Typically, 
medical malpractice insurance coverage is 
specific to a defined professional setting and 
scope of practice. Additional patient care or 
other work that is not clearly mentioned in a 
contract may not be covered. 

Doctors who take on patient care outside 
their primary practice setting must ensure 
that all patient care is covered by a malprac-
tice insurance policy.

But that doesn’t necessarily mean the  
physician has to purchase an additional 
medical malpractice policy. Boucher, who 
provides information to parents through 
his podcasts, took steps to ensure that his 
online presence wouldn’t put him at legal 
liability for topics discussed.

Projects such as writing or editing health 
content for a professional website or blog 
may include disclaimers or built-in liability 
coverage that protects all team members 
who work for the publication. 

Some types of side projects—such as 
product promotion—may incur a risk of 
litigation. The manufacturer of the product 
may be fully responsible for the effects of the 
product but it is important for a physician 
to define liability and legal responsibilities 
rather than make assumptions. 

CUTTING TIES
Physicians who have professional inter-
ests outside the primary practice setting 
can usually achieve a balance. But when a 
compromise can’t be reached, a physician 
is faced with a difficult career choice—a 
choice that depends on long term profes-
sional goals and priorities.

Disputes over intellectual property rights 
may be an area where neither party is will-
ing to compromise. “We actually had a phy-
sician leave our group because he wanted 
to patent a device, but his agreement would 
not grant him intellectual property rights,” 
Valenzuela says.

The key to having a successful side proj-
ect as a practicing physician lies in good 
planning before getting started. “Go slowly 
and look at it is a long game that requires 
patience, time, and financial risk. Don’t do 
anything that could jeopardize your license, 
your current gig, or that makes you look 
sleazy or sales-y in the eyes of your col-
leagues or patients,” Boucher says. 

“Go slowly and 
look at it is a long 
game that requires 
patience, time,  
and financial risk. 

Don’t do  
anything that 
could jeopardize 
your license, your 
current gig, or that 
makes you look 
sleazy or sales-y 
in the eyes of  
your colleagues  
or patients.”
— PHIL BOUCHER, MD,  
LINCOLN, NEB.

MedicalEconomics.com 29    MEDICAL ECONOMICS  ❚  April 10, 2020

Side work Careers

ME041020_028-029 Careers, Sidework.indd   29 3/20/20   9:56 AM



n my previous practice, 
I routinely ran an hour or 
more behind schedule. 
It seemed like no mat-
ter how carefully I tried 
to schedule patients and 

manage my time, I would inevitably 
� nd myself falling behind.

Running late was a huge source 
of stress and anxiety for me. In my 
rush to move on to the next patient, I 
would often delay � nishing my notes 
until the end of the day, at which 
time I would be faced with an hour or 
more of charting, which created even 
more discontent. 

� e reasons for running late 
were legion—sick patients being 
crowbarred into the schedule, peo-
ple showing up for their appoint-
ment late, technology problems 
slowing down the system. But more 
often, the reason I ran behind was 
because patients just seemed to 
need a little more time than my 
schedule allowed.

� is could be because a patient 
had multiple concerns, was recently 
diagnosed with a very serious dis-
ease, or because they needed lon-
ger to explain their medical his-
tory. Sometimes it was because the 
patient was lonely and wanted to 
chat. Occasionally, it was my own 
fault when I allowed small talk to 
devolve into a discussion.

As I discussed my dilemma of 
always running late with psychologist 
Steven Cohen, he suggested some-
thing that I had never considered: 
“Try starting your visit by telling your 
patient how much time you have 
scheduled for them.”

Cohen pointed out that most 
patients have no idea how much time 
they have scheduled with the doctor, 
which makes it harder for them to 
manage their time in the exam room. 
By telling the patient upfront how 
much time they have, the patient is 
now empowered to control the narra-
tive. � ey are better able to prioritize 
their concerns.

Telling a patient how much time 
you have scheduled for them may 
seem strange or even a bit rude at 
� rst. But if done with empathy, most 
patients are happy to have this addi-
tional insight.

HOW TO TELL PATIENTS
After entering the exam room and 
greeting the patient, smile and say 
warmly, “We have � fteen minutes 
together, and I’m really looking forward 
to hearing about how you are doing.” 

Simply stating the amount of time 
that you have together, with empa-
thy, starts the clock ticking in the 
patient’s mind, and allows them to 
organize their concerns.

� is technique works particularly 

well with patients who are very talk-
ative and helps them to minimize 
tangents or small talk.

It is useful to keep a clock in sight 
of both the doctor and patient, since 
not everyone is good at self-as-
sessing time. By displaying a clock, 
patients are better able to manage 
their visit time, presenting import-
ant info early in the visit and wind-
ing up their concerns as the end of 
the visit approaches. 

You may need to update the 
patient with the amount of time 
remaining. “We have about � ve min-
utes left. Is there anything important 
we haven’t covered yet?”

At the end of the visit, say, “I 
really want to hear more about your 
other symptoms, but unfortunately, 
we are out of time for today. Let’s 
schedule another appointment so 
that we can give your concerns the 
time they deserve.”

� e key is that patients know that 
they will be able to pick up the dia-
logue at the next visit—which is sure 
to be on time.

As physicians, we need to accept 
that we simply can’t accomplish 
everything in one visit. Primary care 
is about building relationships and 
developing long-term strategies for 
health over time—and it’s good for 
patients, with studies showing that 
continuity of care reduces mortality.

We must remind patients that just 
because today’s visit is up doesn’t mean 
their care is over.  � ere is always next 
time to continue the discussion. 

Rebekah Bernard MD is a family 
physician in Fort Myers, Florida and the 
co-author of Physician Wellness: The Rock 
Star Doctor’s Guide.

Always running late? 
� is simple tip can help

I

BY REBEKAH BERNARD, MD
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Marketplace PRODUCTS & SERVICES

MEDICAL EQUIPMENT

Bionet CardioCare 2000: $1,255.00
Schiller AT-2 Plus: $2,275.00*
*add Spirometry: $1,000.00
Burdick ELI 250c: $3,422.00 
Welch Allyn CP150 w/ Interp:
$3,258.00

Advertising in 
Medical Economics® 
has accelerated the 

growth of our business 
by putting me in 

contact with healthcare 
professionals around the 
country. It has allowed 

me to help both my 
colleagues and 

my patients.

“

”— Mark J. Nelson, MD
FACC, MPH

Joanna Shippoli 
Advertising
(440) 891-2615

jshippoli@mjhlifesciences.com

Reach your target audience. Our audience.
Contact me today to place your ad.

Joanna Shippoli
(440) 891-2615
jshippoli@mjhlifesciences.com
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Marketplace PRODUCTS & SERVICES

MEDICAL EQUIPMENT

Build your team.
Place a recruitment ad.

Joanna Shippoli
(440) 891-2615

jshippoli@mjhlifesciences.com

Reach your target audience. Our audience.
Contact me today to place your ad.

Joanna Shippoli
(440) 891-2615
jshippoli@mjhlifesciences.com
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By Jon Carter, cartertoons.com

COMING 
NEXT ISSUE

Coronavirus practice survival guide
The ongoing outbreak of the COVID-19 virus is going to test and strain the 
entire economy—including physician practices. This package of articles will 
discuss how physicians can take on these challenges, including: building a 
financial action plan to weather a downturn in revenue; how to mobilize virtual 
care capabilities, including telemedicine, patient portals and secure texting; 
and dealing with staffing challenges, infection control and safety, patient flow 
and scheduling concerns, and crisis leadership tips.

“I’m going to prescribe for you to stay away from 
the news and all social media!”
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