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Guidelines Calling for
Statins at Discharge
Improve Outcomes

linical evidence has proven
Cthat lipid-lowering medica-

tions are highly effective in
reducing the risk of recurrent
myocardial infarction and in improv-
ing the survival of patients following
MI. Despite such evidence and the
promulgation of guidelines, these
medications are dramatically under-
prescribed, resulting in poor quality
care and adverse outcomes.

A recent study led by Gregg C.
Fonarow, MD, of UCLA Medical
Center, found that less than one
third of heart attack patients were
taking lipid-lowering medication
when they were discharged from the
hospital, and less than half of
patients with a prior history of heart
disease or heart attack risk factors
were prescribed these drugs.

Proven Benefits
In contrast, a UCLA quality improve-
ment program directed toward the
proper use of lipid-lowering medica-
tions has achieved remarkable results,
showing that the vast majority of heart
attack patients are being treated with
these medications both at hospital dis-
charge and at one-year follow-up.
“Effective therapies are available
for high-risk patients, but they are
not being fully implemented,” says
Fonarow, the director of the Ahman-
son-UCLA Cardiomyopathy Center
and associate professor of medicine in

the division of cardiology at UCLA.
“If these therapies were applied wide-
ly, they would have a phenomenal
impact on the health of patients with
cardiovascular disease nationwide.”

“Statin drugs are the most fre-
quently prescribed, the safest, and
the best tolerated cholesterol-lower-
ing medication,” Fonarow continues.
“Statins very effectively lower LDL
cholesterol levels, lower triglycerides,
and raise HDL cholesterol levels.”

In many clinical studies of lipid-
lowering medications, most—and
possibly as much as 95% by Fonarow’s
estimates—of the medications pre-
scribed are statins. “Research has
unequivocally shown that statin drugs
lower the risk of recurrent cardiovas-
cular events, including unstable angi-
na, MI, and stroke,” he states. “They
lower the risk of both cardiac mortali-
ty and total mortality, and with a side-
effect profile that is largely compara-
ble to a placebo. As higher doses have
become available for some of the older
statin drugs, and as newer, more
potent statins have been developed,
the majority of patients on these drugs
are able to reach the goal of an LDL
cholesterol level of below 100 mg/dL.
In patients with established athero-
sclerotic vascular disease, these agents
unequivocally allow them to live
longer and healthier lives.”

Research has further shown that
the effectiveness of statin drugs com-

(Continued on page 8)



EDITORIAL

Who Should Judge the U.S. Health System?

he patients’ rights bill passed this summer by the U.S. Senate is a ridiculous

diversion of political energy, says Uwe E. Reinhardt, PhD, an expert on
health economics and professor at Princeton University. The bill diverts atten-
tion from the truly shocking problems of the U.S. health care system: the large
numbers of uninsured, the elderly who need drugs but can’t get them, and the
large numbers of medical errors, he says.

Michael Millenson, another health care expert and a consultant in Chicago
with the benefits consulting firm William M. Mercer Inc., in New York, believes
the problem of medical errors needs to be addressed immediately. He says that
“the biggest threat to life and limb comes from what happens to you once you
reach the doctor’s office and the hospital.”

In a World Health Organization report, the United States was ranked last in
overall health system performance among 17 industrialized nations. Yet
American patients praise their own doctors, foreigners flock to this country for
diagnosis and treatment, and foreign doctors come here for postgraduate training.

Why these sharp discrepancies in opinion about the U.S. health system? The
answer may be embodied in the word “responsiveness,” an important value in
the market-driven health care system in this country.

WHO recently introduced responsiveness as a new criterion to judge health
systems. WHO surveyed 1,791 “key informants” (or approximately 50 or more
experts in 35 countries). The informants evaluated their health systems based on
seven elements of responsiveness: dignity, autonomy, confidentiality, prompt
attention, quality of basic amenities, access to social support systems, and choice
of care providers. By the responsiveness criterion, the United States ranked first
among 35 industrialized nations.

In May, the Institute of Medicine said that the first rule for improving health
system quality is that “the health system should be responsive at all times (24
hours a day, every day).”

This focus on responsiveness is also evident in the recent name change of the
agency that runs Medicare and Medicaid. Formerly known as the Health Care
Financing Administration, in June it became the Centers for Medicare and
Medicaid Services (CMS), and promised to be more responsive to patients,
physicians, and hospitals administrators.

Being more responsive is a good start, but it shouldn’t hide the stark reality that
more needs to be done—reducing the high cost of care for the elderly, providing
greater access to care for the uninsured, reducing errors, and providing the latest
scientific evidence at the point of care.
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STRATEGY

Ignoring Compliance Issue Is Ill
Advised, Says Federal Attorney

ome physicians have recom-
s mended that doctors take no

action to comply with the
government’s reimbursement com-
pliance guidelines. But an attorney
who prosecutes these cases for the
government says ignoring the com-
pliance issue could lead to fines and
imprisonment for physicians who do
not comply.

Such recommendations are an
indication of how exasperated physi-
cians have become with the idea that
billing irregularities can lead to
penalties, fines, exclusions from fed-
eral health programs, and in some
cases a trial and prison time. But
ignoring the compliance guidelines
could leave physicians open to an
investigation, says Jim Bickett, an

pliance regulation in the United
States is currently too punitive, and
that many doctors would not follow
the guidelines anyway. The OIG’s
document, Compliance Program Guid-
ance for Individual and Small Group
Physician Practices, is available on the
Web at www.dhhs.gov/progorg/oig
under Compliance Tools.

Physicians are at risk in two dis-
tinct areas: criminal and civil infrac-
tions, Bickett says. In either case, the
financial penalties could be so severe
that physicians would be well advised
to consider carefully the potential
ramifications of ignoring the OIG’s
compliance guidelines.

“When it comes to compliance,
there are two separate tracks of con-
cern for physicians: the criminal

prisons that house mainstream crimi-
nals,” Bickett says.

Patterns of Conduct
“I've never seen a criminal case
where there was only one incident of
misconduct,”  Bickett  explains.
“Instead, it’s an extensive pattern of
billing for care that was not provided,
and paying or receiving kickbacks.
Criminal conduct would include a
doctor telling a billing manager to
bill $40 for a procedure, which he
knows should be billed for only $10,
because Medicare doesn’t pay
enough. That’s a conscious decision
to overbill, and it’s illegal.

“In civil enforcement, the govern-
ment will sue for treble damages; in
other words, the government will

Physicians complain that complying with the guidelines is difficult and
costly, but failing to do so can have serious consequences that out-
weigh the difficulty of implementing an effective compliance plan.

—Jim Bickett, U.S. Department of Justice

assistant U.S. Attorney with the fed-
eral Department of Justice. Bickett
prosecutes cases against physicians in
Akron, Ohio, and says that his views
do not represent the formal position
of the Justice Department.

Severe Penalties

The AMA’s House of Delegates voted
last year to recommend that physi-
cians nationwide ignore the Voluntary
Compliance Guidelines issued last fall
by the Office of Inspector General
(OIG) of the federal Department of
Health and Human Services. The del-
egates said that the guidelines are
cumbersome, that the nature of com-

track and the civil enforcement
track,” Bickett says. Criminal offens-
es involve breaking a federal law (or
possibly a state statute) and include
actions related to kickback viola-
tions and false claims being submit-
ted to a payer with the specific
intent to defraud.

If a judge or jury determines that a
physician is guilty of criminal acts,
the physician can be excluded from
Medicare and other government-
funded programs, such as Medicaid,
for five years. Also, the physician can
be fined, be required to make restitu-
tion, and “may be incarcerated—not
in executive prisons—but rather in

assess triple the amount of money that
was received improperly,” Bickett
continues.

“Of far greater concern to physi-
cians is the per-claim penalty, which
can be from $5,500 to $11,000 per
false claim submitted,” Bickett adds.
Even on the low end, a penalty of
$5,500 per false claim can add up
quickly, meaning the total in fines
easily could exceed a practice’s annu-
al revenue. In these instances, the
Justice Department may reduce the
amount of the penalties.

One hospital system billed 139,000
false claims for procedures related to
taking blood. “Do the math,” Bickett

(Continued on page 4)
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(Continued from page 3)
says. “The penalty was more than the
hospital system had.”

Problems When Delegating

One area of particular concern to
physicians involves delegating com-
pliance tasks to staff who may be

unaware of the legal and financial
ramifications of errors. “When doc-
tors rely on untrained people to do
their billing and put pressure on
them, implied or otherwise, to maxi-
mize billing for everything the doctor
does, the result is a practice rife with

Physicians Fail To Get

the Government’s Message

M any physicians have ignored the government’s advice to draft and
install a reimbursement compliance plan, even though developing
a plan and putting it into action has few drawbacks, some experts say.

Having a compliance plan in place will help to protect a physician from
being investigated, says Jim Bickett, an assistant U.S. Attorney with the
federal Department of Justice. “I disagree with those who say having a
compliance plan in place is a bad idea,” Bickett says. “The very existence
of an effective compliance plan acts as a shield against charges of mis-
conduct. In my definition, a compliance plan provides for basic educa-
tion, training, and review of the billing system in a given practice.”

A compliance plan serves as a shield because it demonstrates that the
physician group is acting in good faith, Bickett says. “This not only counts
in court; it’s listed in the Justice Department internal guidelines to all
U.S. health care attorneys as something to be heavily weighed in deci-
sions on who to aggressively pursue for potential misconduct,” he says.

Also, implementing a compliance plan minimizes the problems for
which the physicians in a practice could be held accountable, Bickett con-
tinues. For example, if the group uncovers a compliance issue while it is
putting a plan in place, simply having the plan shows that the issue is being
addressed, he says. When a group can show that it has an operational com-
pliance plan, the group has significant protection, Bickett explains. “It’s
harder for the government to win a case then because the physicians can
show they have made an effort to comply with the guidelines. Juries under-
stand this, and tend to rule in the physicians’ favor,” he explains.

In fact, Bickett reports that no action has been taken against groups
with compliance programs in place. “Of all the physicians who have had
plans in place and returned monies that were inappropriately received
from payers in the last two years and that needed to be returned, none
were pursued after initial investigation,” Bickett says.

Putting a plan in place does have one serious drawback, Bickett con-
cedes. If a physician group uncovers misconduct while implementing a
plan and makes no effort to fix it, the physicians have then collected
money with the specific intent to defraud the government, he says.
“Suppose you have a compliance program and find a problem but say to
the office manager, ‘Bill it wrong anyway to increase our income,” with
full knowledge that you're defrauding the government.” Bickett explains.
“That’s another—potentially bigger—problem.”
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overbilling,” Bickett says.

While Bickett sympathizes with
the concerns of physicians, he says
that they miss the point of the legal
ramifications of actions that run
counter to existing law, and thus
severely underestimate their personal
risk. “When I've spoken at seminars
of private practitioners,” Bickett says,
“their first comment is always the
same: ‘I'm a doctor. I ought to be able
to practice medicine and treat
patients. This billing stuff is threat-
ening and doesn’t help the patient, so
why are you bothering us? ”

“I look them in the eye,” Bickett
continues, “and say: ‘If you're asking
for money, you have an obligation to
ask for money only for what you did. If
you buy a Volkswagen, you aren’t
billed for a Cadillac. So, if you are
going to treat patients and bill the fed-
eral government for the care you pro-
vided, you have to set up a system to
ensure you're following the rules and
provide proper training to your staff.”

Bitter Complaints

While physicians complain that
complying with the guidelines is too
cumbersome, failing to do so can
have serious consequences that out-
weigh the difficulty of implementing
an effective compliance plan, says
Bickett. In fact, the cost-to-risk ratio
does not favor the physician who fails
to comply. Physicians regularly say
that complying is too difficult, cum-
bersome, costly, or unproductive,
Bickett says. “My response is: ‘If you
don’t comply, you run the risk of
inappropriate billing and the results
thereof,” ” he explains.

Charles E. Colitre, who oversaw
Medicare fraud investigations while
serving for 14 years as a senior super-
visory agent for the FBI in northeast-
ern Ohio, agrees that physicians are
wrong if they believe a compliance
program is too expensive. “Particularly
in a group practice, a compliance pro-
gram is likely to cost far less than what
it would cost if the government comes



after you for illegal conduct,” Colitre
says. “Just the legal and accounting
fees alone will exceed the cost of a
compliance program.”

Acquiring Targets

The process of identifying targets to
investigate is much easier today than
it was years ago, Bickett says, because
information systems have dramati-
cally improved the government’s
ability to find billing irregularities.

“In the past, if we wanted to see if
a practice had a pattern of inappro-
priate billing, we had to hand manip-
ulate data,” Bickett explains. “Now, I
call a carrier and say, ‘[ want to see
these codes and these claims on this
practice, and | want to see how they
compare with those of the practice’s
peers.” Boom, it’s done. It is easy for
us to determine who has the poten-
tial for aberrant billing, and thus who
we may want to investigate.”

Bickett’s office is handling about
double the number of cases it handled
in the past as a result of improved effi-
ciencies brought on in part by the use
of information systems. This factor
alone increases the risk of audit. But
another factor that is contributing to
the increase in numbers has to do with
the trend for physician consolidation.
“The number of physicians affected by
an investigation is higher today
because doctors are consolidating
their practices, often with 20 or more
physicians in one group,” Bickett says.
Thus, consolidation among physicians
has significantly increased the total
number of physicians being audited,
Bickett adds.

Physicians who hold on to the
simple belief that they will not be
audited are taking a larger risk today
than they would have years ago.
Moreover, the government is con-
cluding its actions against several
major hospital systems, and it is
looking more closely at group prac-
tices, Bickett says. In other words,
the chances of being audited have
grown significantly, putting more

Past as Prologue:
The Future of Compliance

hysicians concerned about reimbursement compliance may benefit

from looking to the past for possible predictions of what could hap-
pen in the future, says Jim Bickett, an assistant U.S. Attorney with the
federal Department of Justice.

In the mid-1990s, the federal Department of Health and Human
Services (DHHS) was concerned about reimbursement fraud among
some U.S. hospitals. In 1994, the government issued guidelines for hos-
pitals seeking reimbursement for health expenses under the federal
Medicare and federal-state Medicaid programs. At the same time, fraud
investigators from DHHS and the federal Department of Justice con-
ducted extensive and intensive audits of the reimbursement practices of
dozens of U.S. hospitals. During that time, the government brought a
number of civil and criminal cases.

By 1998, most hospitals had effective compliance plans in place. One
factor contributing to hospitals achieving compliance may have been
the high level of sophistication of hospital management, Bickett says.
Unfortunately, physician offices have less experienced staff, which
means that it may take physician groups longer to comply, he adds.

“I anticipate that the experiences with compliance issues that physi-
cians have will be similar to the experience hospitals had,” Bickett
explains. “In other words, there will be criminal prosecutions for kick-
backs, damages and penalties paid, and exclusions from federally funded
programs. Then doctors will start to read newsletters, go to seminars, and
address the issue. But there will always be those who will get the message
and ignore it, and there will always be some who will take the risk regard-
less of the consequences.”

Physician groups that make an effort to comply, however, will find the
government unlikely to pursue an investigation. “For the government to
pursue those who are making a good-faith effort at compliance makes no
sense, and it sends the wrong message,” Bickett says. “It’s important from
a program perspective to send the right message. If physicians are trying
to comply and are repaying what was incorrectly received, those efforts
need to be recognized and rewarded. The physicians who are working
hard will not be targets. Not only would it not be fruitful, but also peo-
ple should not be punished for doing the right thing.”

Charles E. Colitre, a former senior supervisory agent for the FBI, who
has overseen Medicare fraud investigations, agrees that physicians need
to make an effort to comply. “The federal guidelines may be voluntary,
but the laws they are based on are not,” says Colitre, a consultant with
Med-Management Group, in Akron, Ohio. “Physicians may choose to
ignore the guidelines, but they do so at their own risk.”

—DK

physicians at risk if they ignore the
OIG’s recommendations.
—Reported and written by David Kettlewell,

in Cleveland. More information on physician
practice strategies is available on our Web site

(see page 16).
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PRACTICE MANAGEMENT

Developing a Group Practice

By John W. McDaniel

any physicians today are
seeking to start or build
group practices, and it is

important for them to understand the
many factors that can help them to
succeed in this endeavor. In a past
issue, we discussed the feasibility and
development phases of starting or
building a group practice. In this
issue, we continue discussing practice
development and address implemen-
tation issues as well.

One of the first operational issues to
address in developing a group practice
is to identify the physicians or execu-
tives who will be members of the man-
agement team. For this task, group
members should seek candidates who
have the experience, education, and
personal skill to lead effectively.

Legal Issues

After members of the management
team have been selected, one of the
first issues the team must address is
the legal structure the practice will
use. Will it be a sole proprietorship
(not likely, if there is more than one
physician), a partnership, or a corpo-
ration? For this task, the team is best
advised to retain an attorney to help
form the partnership or corporation
and to help the new group with
physician contracts, office equipment
leases, collections questions, repre-
sentation in hospital matters, and
employment issues.

John W. McDaniel is president and
CEO of Physician Management Group
Inc., physician practice improvement
advisers, in New Orleans. For a copy of
a checklist related to starting a group
practice, readers may contact McDaniel
by phone at 800/764-2633 or by e-mail
at pmgcode@eatel.net. More informa-
tion on practice management is available
on our Web site (see page 16).
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Once the management team is in
place and the physicians have settled
on a legal structure, the physicians
should review call and coverage issues
by analyzing the existing call groups
and establishing new ones if needed.

Early in the development process, a
new group also needs to address issues
related to office space and design by
reviewing existing leases and current
practice sites. A real estate agent may
be able to assist the group in selecting
the best location for the practice, but
the group also may need the expertise
of a physician practice consultant in
order to evaluate the needs of the mar-
ket involved. To do so, the physicians

the physical needs of the group, they
should review the capability of the
security system of the existing or new
building and contact system vendors
for information or for bids on
installing a new system, if necessary.

When considering new office
space, physicians should also pay par-
ticular attention to ensure that the
office is designed so that patient flow
is optimized.

System Requirements

Every group today needs an effective
and efficient medical management
system. Therefore, the physicians
should review existing systems and

One of the first issues for the management
team to address is the type of legal struc-
ture the practice will use. Will it be a part-
nership or a corporation?

or a consultant should collect demo-
graphic information on the areas
under consideration. They should also
analyze competitors in the region by
evaluating how the competitors are
serving the market. In this way, the
physicians can identify potential
opportunities for providing new or
enhanced services in that market.
Determining whether it would be
better to build a new building or to
lease office space is another decision
that many new groups must make. If
the group decides to build a new
office, the management team will
need to get preliminary plans, draft
construction documents, negotiate
construction contracts, and supervise
the contractor. If the group decides to
lease space, the group members
should be thoroughly familiar with
the type of lease and the requirements
of the leaseholder. While reviewing

contracts to determine whether it is
better to upgrade the current hard-
ware and software or whether buying
or leasing a new system makes the
best business sense. Any new system
must be able to help the group com-
ply with the new requirements under
the Health Insurance Portability and
Accountability Act (HIPAA) of
1996. Also, the group will want to
ensure that a new system can help
speed billing and payment.

If the physicians decide to buy or
lease an information system, they may
want to consider a system that is capa-
ble of storing medical records elec-
tronically. In the past, many physician
groups had electronic systems for
billing and kept paper files on all
patients. Today, however, patient
medical record systems are being used
for billing purposes. Therefore, physi-
cian groups should carefully consider



An office manager may be able to help with personnel issues such
as job descriptions, benefits, procedures, and hiring.

getting one system to do both. To do
so, physicians will need to determine
which format they will use and obtain
samples from vendors. Also, the
physicians should determine whether
they will need dictation machines
because some medical records systems
eliminate or minimize the need for
such equipment.

In any case, physicians will want
to develop policies and procedures
for patient record maintenance and
for billing and collections before
soliciting price and performance
information from vendors. Also,
physicians should consider what
other office equipment the group
will need (such as a copier) because
many pieces of ancillary office equip-
ment can be linked to compatible
office equipment.

Determining a group’s hardware
and software needs in order to
enhance practice efficiency is a com-
plex and arduous process. In fact, the
physicians may want to consider hir-
ing an adviser. As medical office sys-
tems become more sophisticated,
they are being used in so many func-
tions that most physicians need
advice when considering patient
records and billing systems and when
designing a financial reporting system
and appropriate software. The physi-
cians and their consultant or accoun-
tant will want to design an income
statement and balance sheet, develop
procedures for tracking managed care
and capitation contracts, and create
appropriate accounting systems for
payroll and accounts payable. Also,
the physicians will need to establish
new bank accounts.

The accountant also will develop a
chart of accounts, accounts payable
procedures, and a fee schedule. He or
she will prepare an operating budget,
income and cash-flow projections,
and a first-year estimate that includes

percentages for collections, over-
head, and the approximate number
of projected patient visits, gross
billings, and expenses. The accoun-
tant also will address banking issues,
such as the types of accounts that will

be needed.

Policies and Procedures

Once the required systems are chosen
or in place, the group should consider
hiring an office manager to help com-
plete many of the steps that will fol-
low. The office manager can do a
staffing assessment, develop a staffing
plan and salary projections, and cre-
ate a new organization chart. Also,
the manager may be able to help the
group with such personnel issues as
job descriptions, benefits, personnel
policies and procedures, and advertis-
ing for and interviewing applicants.
The office manager can help the
group find best-practice policies and
procedures and meet these as closely
as possible. The office manager also
can get copies of federal and state reg-
ulations relative to employment law.

At this point, the group should
determine the licenses, permits, and
registrations it will be required to
obtain and other administrative
duties it must complete. For example,
the group will need occupational
licenses from the city and county, and
it will need to inform the state med-
ical licensing board of its new address.
The group also will need to determine
state requirements relative to nar-
cotics licensing and determine which
requirements under CLIA it will need
to meet and submit an application, if
necessary. Also, the group will need
to apply for federal and state employ-
er identification numbers.

Each physician member of the
group also will need a provider num-
ber and credentialing applications for
affiliated hospitals and health plans.

The group will need to apply to the
federal Centers for Medicare and
Medicaid Services in Bethesda, Md.,
for provider applications.

In addition to personnel policies,
the group will need clinical proce-
dures and a fee schedule for each ser-
vice it will offer.

Ancillary Services

While developing policies and proce-
dures, the group must consider issues
related to insurance. The office man-
ager and accountant can assist the
group in choosing an insurance bro-
ker and review policies for general
and professional liability, for general
and business insurance, and for ser-
vice contracts and vendors.

The group also may need vendors
for general office services, such as
waste management (regular and bio-
hazardous), janitorial and pest con-
trol services, landscape mainte-
nance, telephone answering, tran-
scription, and laundry. It is also
important to consider marketing ser-
vices at this time.

Completion

Upon the completion of the feasibil-
ity and development phases, the
practice should set forth a reasonable
and achievable implementation
timetable. Indeed, many of the activ-
ities in the development phase of this
process will take time for physicians
to consider both individually and
collectively.

Still to be resolved are some of the
major issues in the implementation
phase, including a physician and
executive compensation plan, and a
retirement plan.

While the rewards of group practice
can be extraordinary, careful attention
to detail and extreme due diligence in
the early practice development stages
are crucial to later success. H
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pares favorably with the effectiveness
of beta-blockers and ACE inhibitors
in terms of improving the risk of
recurrent MI and reducing the rate of
mortality from a heart attack.

“After the first few days following
MI, the magnitude of the benefit of
the statins exceeds that which is
achieved with beta-blockers, ACE
inhibitors, or aspirin,” Fonarow says.
“As to pure relative risk reduction,
the statins are among the most
potent therapies we have. Also,
statins add to the benefits that can be
achieved with the other agents.”

Given such strong evidence of their
effectiveness, the use of statin drugs for
heart disease patients constitutes a
standard of care. “All physicians
should assess whether statin drugs are
being appropriately prescribed for their

Unfortunately, adherence to the
guidelines has been disappointing,
Fonarow says.

Improving Statin Use

An innovative UCLA quality
improvement program, called the
Cardiovascular Hospitalization Ather-
osclerosis Management Program
(CHAMP), was implemented in
1994 to improve the institution’s low
utilization rates of drug therapies for
heart disease patients.

“In the early 1990s, when we exam-
ined the treatment rates of UCLA
patients with established cardiovascu-
lar disease, we noted the marked
underutilization of the therapies that
clinical trial evidence had shown
were beneficial,” Fonarow explains.

Recognizing the logistical difficulties

blockers, ACE inhibitors, and lipid-
lowering therapies,” Fanarow says. At
discharge, statin use for patients fol-
lowing MI increased from 6% of
patients before CHAMP to 86% after
CHAMP. Also, the medications initi-
ated at the hospital were continued
over the long term. At one-year fol-
low-up, 91% of patients with estab-
lished cardiovascular disease were
being treated with statin drugs; total
mortality rates fell from 7.0% to 3.3%;
and risk of recurrent Ml fell from 7.8%
to 3.1%. Results of this study were
published in the April issue of the
American Journal of Cardiology.

Suboptimal Use

When implementing the CHAMP
program, researchers noted that the
use of statin drugs nationwide was

If the effective therapies were applied widely, they would significantly
improve the health of patients with cardiovascular disease.
—Gregg C. Fonarow, MD, UCLA Medical Center

patients with established atheroscle-
rotic vascular disease,” Fonarow says.
In 1993, the National Cholesterol
Education Panel created guidelines
setting a target LDL cholesterol below
100 mg/dL in patients with known
coronary artery disease. In 1995, the
American Heart Association, in
Dallas, and the American College of
Cardiology, in Bethesda, Md., set forth
guidelines addressing the secondary
prevention of heart disease, stating
that all patients with established car-
diovascular disease should achieve an
LDL cholesterol below 100.

“In effect, the AHA/ACC guide-
lines indicate that 95% or more of
heart attack patients should be on a
lipid-lowering medication, since only
between 2% and 5% of patients with
atherosclerosis have an LDL below
100,” Fonarow explains. Few patients
can achieve this goal through diet
and exercise alone, he adds.
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of implementing all of the steps in the
secondary prevention guidelines in
individual physician offices, the
UCLA physicians hypothesized that
initiating drug therapies in the hospital
would offer greater chances of success.

“We believed that a system that
would initiate the essential drug ther-
apies before patients left the hospital
would improve our treatment rates,”
Fonarow explains. “This, in turn,
would favorably impact patients’
long-term use of the medications,
since initiation of the therapies in
inpatients would underscore their
importance. Also, it would allow bet-
ter coordination of care between the
cardiologists at the hospital and the
primary care physicians who would be
following the patients postdischarge.”

CHAMP was an astounding suc-
cess. “In a short period we markedly
improved the use of evidence-based
therapies, such as use of aspirin, beta-

suboptimal. Fonarow says, “When we
looked at data from other medical
centers, as tracked by the National
Registry of Myocardial Infarction, we
saw that the use of statin drugs
around the nation was continuing at
a very low rate.” The National
Registry of Myocardial Infarction 3
(or NRMI 3) is a prospective, obser-
vational study of patients admitted to
hospitals in the United States with a
diagnosis of acute MI. NRMI 3 has

been ongoing since April 1998.
Fonarow and a research team ana-
lyzed data from NRMI 3 to deter-
mine the use of lipid-lowering med-
ications in acute MI patients. The
study was published in the Jan. 2/9
issue of Circulation. “In this study, we
examined the use of statin drugs for
all MI patients discharged in 1999
and 2000 from the 1,470 hospitals
participating in the registry,” Fonarow
says. While other studies have exam-
(Continued on page 9)



(Continued from page 8)
ined lipid-lowering medication use,
this study was remarkable for its
scope: Overall, it included data on
138,000 patients, accounting for
approximately 8% of the total MI dis-
charges in the nation.

The study indicated that less than
a third of MI patients—31.7%—
were being discharged on lipid-lower-
ing therapy.

Identifying Underuse

Several factors played a role in the
underuse of these drugs, researchers
found. Patients aged 75 to 84, for
example, were 40% less likely than
patients younger than age 55 to be on
statin drugs at hospital discharge.
Also, women were less likely than
men to receive statin drugs. Patients
in teaching hospitals were more like-
ly to be so treated than were patients
in community institutions. Patients
undergoing catheterization were also
more likely to be treated with statin
drugs. Furthermore, patients under-
going bypass surgery were half as like-
ly to be treated.

Understanding why statins are
underused is a complex issue,
Fonarow says. “Several possibilities
exist,” he adds. “First is that physi-
cians focus largely on acute problems,
rather than on prevention. Second is
the relatively poor communication
between cardiologists and PCPs as
they try to coordinate care.”

Third, national guidelines recom-
mending statin use include many dif-
ferent steps, options, and timeframes,
and suggest that the initiation of the
medication begin after, not before,
hospital discharge. “Instead, a sim-
pler focus and a hospital-based algo-
rithm can improve treatment rates,”
states Fonarow, suggesting that physi-
cians initiate statin drug therapy
prior to hospital discharge. “The key
is recognizing that atherosclerosis is a
chronic, progressive disease. Physi-
cians should understand that the best
way to ensure long-term clinical ben-
efits is to prescribe the full comple-

ment of proven therapies at the time
the patient presents.”

Finally, prior guidelines suggested
that patients first try to lower their
cholesterol through diet and exer-
cise, before initiating medication.
“This suggestion led physicians and
patients to view lipid-lowering med-
ications as an ancillary benefit,”
Fonarow observes. “But in fact, statin
drugs in conjunction with diet and
exercise outperform diet and exercise
alone in every study.”

Implications for Physicians
All physicians who treat heart disease
patients—including  cardiologists,

COVER STORY

keeping heart disease patients alive is
providing them with immediate and
thorough treatment before discharge.

Fonarow’s research provides the
scientific foundation for the AHA’s
new hospital-based Get With the
Guidelines quality improvement pro-
gram, which seeks to replicate
CHAMP’s successes in other U.S.
hospitals, Smith explains.

“A hospital-based program can
dramatically affect the treatment
rates, not just at hospital discharge
but during longer term follow-up,”
Fonarow says. “Applied nationwide,
the program could save as many as

80,000 lives a year.”

The key is providing thorough treatment
before hospital discharge.
—Sidney Smith, MD, American Heart Association

surgeons, PCPs—should focus on
improving statin use in appropriate
patients, Fonarow says. “It is every
physician’s individual responsibility
to apply these treatments,” he adds.
For physicians in capitated health
plans, using statins appropriately
could help to contain costs for the
group. Prescribing these medications
properly could help to prevent a cata-
strophic claim such as would be filed
in the case of a heart attack. What’s
more, physicians can realize benefits
in terms of increased efficiency by
ensuring that they deliver proper pre-
ventive care and avoiding adverse
events. Practices vary in their strate-
gies to ensure guideline adherence,
and ideally, computer software can
prompt physicians to use statins prop-
erly by generating notes for charts.
Some practices may adopt a system of
flagging patient charts to ensure
appropriate use. Such systems allow
physicians to incorporate guidelines
efficiently into their practices.
Sidney Smith, MD, chief science
officer of the AHA, says the
CHAMP study shows that the key to

“The development of hospital algo-
rithms is key to statin drug initiation,”
Fonarow says. “A hospital stay is the
best time to ensure that patients start
taking the medications that will
ensure their long-term survival.”

As in the CHAMP program, Get

With the Guidelines simplifies the
protocol to make it easier for physi-
cians to incorporate into practice.
“When guidelines are 90 or 120
pages long, physicians find it diffi-
cult, if not impossible, to absorb all
the algorithms,” Fonarow notes.
“Also, they have to know many dif-
ferent guidelines to treat many dif-
ferent conditions,” Fonarow adds.
“This complexity contributes to low
rates of guideline adherence. The
CHAMP guidelines fit on one page
and are simple to follow.”
—Reported and written by Deborah ].
Neuveleff, in North Potomac, Md. More infor-
mation on CHAMP can be found at
www.med.ucla.edufchamp. Information on
Get With the Guidelines can be found at
www.americanheart.org. More information on
cardiology practice strategies is available on our
Web site (see page 16).
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Direct Contracts Offer Alternatives
to Adversarial HMO Agreements

By Howard “A.J.” Lester

liminating the middleman is a
very old business idea, afford-
ing the buyer and seller direct
access to each other, without the
usual costs, interference, or ulterior
motives of an intermediary. Yet,
when it comes to managed care,
commercial HMOs, PPOs, and insur-
ers control most of how doctors and
employers do business together.
Managed care middlemen first dan-
gle huge memberships in front of
physicians, and then pull out the
adversarial contracts that contain
reduced reimbursement rates and
many practice restrictions. Physicians
often have little choice but to sign.
Meanwhile, managed health plans
offer huge physician networks to
employers, saying that participating
in these networks is the best way to
achieve savings and allow access to
care for employees and their families.

Seeking Lower Costs

Benefits executives and physicians
are starting to take a closer look at
cutting out the middleman and
doing business directly with each
other. For physicians, direct con-
tracting represents the chance to
regain control over their practices.
For employers deeply concerned
about rising health costs, direct con-
tracting rtepresents the chance to
regain control over health plan

Howard “A.J.” Lester is president and
founder of A.]. Lester & Associates Inc.,
health care benefits consultants in
Houston. Readers may contact Lester by
phone at 713/270-4277 or by e-mail at
ajlester@directmanagedcare.com. More
information on physician practice strategies
is available on our Web site (see page 16).
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expenditures and improve employee
satisfaction.

Direct contracting offers many dis-
tinct advantages. Direct agreements
are generally short, readable, and pro-
tect both parties’ interests, and they
fully disclose all financial and contrac-
tual terms to both parties. What’s
more, direct agreements compensate
physicians fairly without compromis-
ing potential savings for employers.
Reimbursements can be based on
reduced fixed fees or simple discounted

the conflicting needs of various
employers, thereby creating inconsis-
tencies and service problems.

Under conventional managed care
agreements, health plans include
some cost-containment and strict
administrative requirements. To con-
tain costs, commercial networks use
restrictive contract requirements to
micromanage the delivery of medical
care. Direct agreements generally
have fewer limitations on what doc-
tors can and cannot do, as long as

Many benefits executives and physicians
are seeking to do business directly with

each other.

fee arrangements. Since there is no fee
to pay a middleman and no fees for
monthly network access, overall costs
are typically lower than what commer-
cial networks offer. Therefore, direct
contracts typically have lower admin-
istrative costs and reduced claims
expenditures, and provide higher
physician reimbursement rates than
are offered in managed care networks.

Gaining Leverage

By contracting directly with a net-
work and controlling the health
plan, employers can more effectively
steer employees and family members
to network providers. Direct net-
works are designed to meet specific
employer needs in designated loca-
tions. Therefore, physicians and
providers can anticipate prospective
patient volume more accurately and
can count on the employer’s support.
Conversely, managed care companies
build networks first and then try to fit
employers into them, disregarding

they use sound medical judgment,
meaning there is less second guessing
of physicians’ treatment decisions.
For employers and physicians operat-
ing under direct contracts, the goal is
always optimum patient health.

Since direct contracts typically are
based on simple and self-funded plan
designs, they contain fewer rules,
restrictions, and filing requirements
than the conventional contracts of
HMOs and PPOs. Therefore, the
physicians’ office staff do not waste
time determining what treatments
and procedures are covered and
whom to call when problems arise.
Direct access to employers usually
facilitates problem resolution and
helps to establish a productive work-
ing relationship between the physi-
cians and the employers.

Physicians considering contract-
ing directly with employers should
begin by reviewing all of their cur-
rent managed care contracts and
decide which ones are financially or



administratively disadvantageous.
The willingness to cancel, or not
renew, detrimental contracts is an
important impetus, especially when
the self-insured employers represent-
ed under those contracts can be
approached directly.

Contract Review

So many different agreements are
used that each party to a direct con-
tract should carefully review the spe-
cific terms. Some agreements have
restrictive convenants that may pro-
hibit a physician from contracting
with employers nor are existing
clients of an MCO. Other agree-
ments may prohibit contracting with
any local employers or even solicit-
ing employer business. Some agree-
ments may prohibit employers from
contracting with other physician
groups. Neither employers nor physi-
cians should sign restrictive agree-
ments of any kind.

Also, physicians should consider as
prospects local self-insured employers
that offer managed care benefits, but
are dissatisfied with the service or
have little or no access to physician
networks. Employers generally wel-
come establishing direct agreements
with physicians, especially when
doing so would help solve service or
access problems. Also, direct con-
tracts may allow employers to offer
coverage to employees who other-
wise might not have it.

It is impractical to replace all exist-
ing managed care agreements with
direct contracts. Well-run commer-
cial networks that offer reasonable
physician contracts, reimbursements,
and service, while providing employ-
ers with adequate savings and service,
should be retained. But direct con-
tracting should always be considered
as a replacement for and an alterna-
tive to agreements that are not serv-
ing the physicians’ best financial or
professional interests.

Any physician or physician group
that pursues direct contracting is likely

to find resistance from managed health
plans, such as commercial HMOs and
PPOs. Most insurers and managed care
middlemen are too busy to pay much
attention to direct agreements but
those that do notice will tend to oppose
such ventures and resist them.
Resistance may take a number of forms.

appear to be a conflict of interest
with other managed care arrange-
ments. Insurers, HMQOs, and PPOs
may be contacting the same employ-
ers as potential clients that the
provider is contacting. It’s always
preferable for the employer to initiate
direct contracting through a compa-

Direct agreements generally have fewer
limitations on what doctors can do as long
as they use sound medical judgment.

Insurers, for example, may refuse to
process claims for any networks outside
their own or may impose heavy fees for
loading, maintaining, and adjudicating
claims from direct contracts.

What To Expect

Since commercial managed care
agreements are written to protect the
interests of HMOs and other man-
aged care plans, they may include
clauses that prohibit physicians from
contracting directly with employers.
Physicians should never sign an
agreement containing such a clause,
or else they should negotiate the
clause out. The employer’s HMO or
PPO agreement also likely prohibits
direct contracting with physicians
contracted to the HMO or PPO,
even after the agreement is terminat-
ed. Employers should be discouraged
from signing such agreements as well.
Employers and physicians always
should retain the right to contract
directly with each other, regardless of
other arrangements in place. If such
contract restrictions are in place,
however, physicians and employers
will have to wait until the contracts
expire or seek to revise them.

Other than contractual restric-
tions, there’s no reason why a physi-
cian, group practice, or IPA should
not approach local employers with
the offer of a direct contract. From a
practical standpoint, however, con-
tacting employers directly may

ny representative or experienced
direct network consultant.

By showing that they are willing to
contract directly with employers, even
for a few employees, physicians send a
message that they want to maintain
control of their own interests while
helping to serve the needs of business-
es. The decision to contract should
not be based solely on potential
patient revenue, but should focus on
whether the concept of direct con-
tracting makes good business sense.

The revenue may not be signifi-
cant at first if only a few employees
are involved, but there’s virtually no
downside to a direct agreement
either. Even in captive patient mar-
kets in which doctors get the
patients with or without managed
care, the only way employers can
offer employees managed care bene-
fits is through a network of contract-
ed physicians. For doctors who dis-
dain commercial managed care, the
direct agreement guarantees that the
employer will not have to turn to a
commercial network to gain man-
aged care access for employees.

Contract Terms

While it’s impractical to outline here
all the necessary contractual terms,
physicians should look first and fore-
most for balance and mutually bene-
ficial financial terms in the agree-
ment. The best direct contracts are
short (five pages or less), concise, and

(Continued on page 12)
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Eliminating the middleman
requires employers and physi-
cians to pursue each other as
business partners.

(Continued from page 11)

establish a strong working partnership between the par-
ties. They clearly acknowledge the health of the patient as
the ultimate concern of both the employer and physician.
A direct “win-win” agreement provides written assurance
of the reimbursement, timeframe for payment, and exact
terms for the provision of plan benefits and processing of
provider claims.

Sometimes, a local employer may express interest in a
direct agreement, yet decisions on such matters may be
made at a corporate benefits department located elsewhere.
Many employers assume that if an MCO does not already
have networks in certain areas, none are available. Where
networks are available, the employer may be oblivious to
physician dissatisfaction with these networks and their sub-
sequent receptiveness to direct contracting. Most corporate
benefits executives have no experience with direct con-
tracting and may be unaware that direct contracting is a
viable alternative.

HMO:s, PPOs, and insurers wield an enormous influ-
ence over their employer clients and physician networks.
Eliminating the middleman to gain the advantages of
direct contracting requires employers and physicians to
pursue each other actively as business partners.

Becoming Aware

Direct contracting is a little known and often misunder-
stood area of opportunity for most physicians. The fact is
that commercial HMOs and PPOs are not the only way
that physicians can gain access to employers, especially
when direct agreements with community employers can be
negotiated reasonably, at fair terms, and with a great like-
lihood of a stable and advantageous relationship.

With so many MCO contracts in place, middlemen
may always be a big part of the commercial managed care
picture. But by remaining receptive to direct contracting,
being willing to replace disadvantageous middleman
agreements with direct contracts, and supporting and
encouraging local employers to contract directly, physi-
cians can do much to balance their managed care involve-
ment and control their destinies. This opportunity will
grow as more employers realize that contracting with
HMO:s, PPOs, and other conventional insurers is not the
only way to provide managed care access, especially when
so many physicians will readily do business under mutual-
ly beneficial direct agreements. l



Book Offers Instruction, Advice
for Expert Trial Witnesses

Steven Babitsky is an
attorney in Falmouth,
Mass. He graduated
from Boston College Law
School in 1972, and
practiced personal injury
law until 1992, focusing on issues sur-

rounding personal injury, workers’ com-
pensation, Social Security, and disabilities.
As a trial lawyer, Babitsky was involved in
medical and legal issues. In 1980, he start-
ed the National Organization of Social
Security Claimants Representatives, and
founded Seak Inc., a company in
Falmouth that provides education on med-
ical-legal issues through seminars, distance
learning programs, wvideos, publications,
and other resources. In this interview, he
discussed his book for physicians who serve
or seek to serve as expert witnesses, The
Comprehensive Forensic  Services
Manual: The Essential Resource for All
Experts (Seak Inc., 2000), with Richard
L. Reece, MD, editor-in-chief.

a Why did you write your book on

| forensic services?
A.The book’s other co-authors,

m James Mangraviti Jr., and
Christopher ]. Todd, and I are attor-
neys. After providing resources for
physicians and other experts in prepa-
ration for trials, we realized that a
comprehensive text on medical-legal
testifying for physicians did not exist.
To satisfy that need, we created a book
that allows physicians to understand
most, if not all, of the aspects of being
a medical-legal witness or an expert in
court. The book, which was published
in 2000, has become a leading book
on forensic medicine and is being
incorporated as a textbook at some
colleges.

m What topics do you cover in the

m book?
A m The book covers all aspects of

m forensic medicine for physi-
cians: why they become involved in
lawsuits, what happens during the
discovery phase of a suit, what to
expect when testifying in a deposi-
tion, what to expect during a trial,
how to connect with a jury, and how
to present evidence. It also discusses
how to become qualified as an
expert, curriculum vitaes, how to
express opinions, how to deal with
questions on methodology, and how
to write and defend an expert report.
Liability, marketing, fees, billing and
collections, and other practical areas
are covered as well.

Although the book can be used by
physicians who are being sued
(because they will be witnesses in
their own cases), it is mainly
designed for physicians who are serv-
ing as expert witnesses in other cases,
are writing reports on medical cases
at the request of attorneys, or are
being deposed.

m What is the scope of the medical
Q W expert witness “industry”?
A m At least 50,000 physicians

mregularly testify in court.
Many others are involved in the
medical-legal arena because they are
answering subpoenas or writing
reports. Most physicians in the
United States will be called on at

some point to testify or to otherwise
be involved in a medical-legal case.

m How can a physician become a
m medical expert?

A.Most, if not all, physicians
m qualify as expert witnesses
based on their education, training,
and experience. In order to testify
about a particular specialty, the physi-
cian must be an expert in that spe-
cialty. For example, a family practi-
tioner probably would not be allowed
to testify about brain surgery unless he
or she could prove some expertise in
surgery. Many courts have become
more vigilant regarding who will be
allowed to testify as an expert and do
not permit physicians to testify out-
side of their area of specialty.
Physicians who wish to serve as
expert witnesses should notify local
personal injury attorneys that they are
available to serve in this capacity. As
in all marketing efforts, word of
mouth is helpful. Some experts put
small announcements in medical-
legal journals or in trial magazines;
others list themselves in directories.
For example, the “Seak National
Directory of Medical Experts” is avail-
able at www.seakmedexperts.com.

Q m Do some specialties have more

W expert witnesses than others?
A m Certain specialties tend to
H require more physician expert
witness activity, such as obstetrics,
orthopedic surgery, forensic psychia-
(Continued on page 14)

At least 50,000 physicians testify in court
regularly, and most physicians will be called
at some point to testify or to be involved in

a medical-legal case.

PracTice OPTIONS/SEPTEMBER 15, 2001 13



(Continued from page 13)

try, occupational medicine, pain
management, and physical medicine
and rehabilitation. This makes sense,
given the nature of the conditions
these physicians must address.

m Avre there ethical issues involved
Q H in serving as a medical expert?
A m Many physicians and others

m involved in medicine feel that
a physician testifying in court is act-
ing unethically, in a sense, serving as
a hired gun. Nothing could be further

cian might receive $250 per hour,
while an orthopedic surgeon might
receive $500 per hour. Fees also vary
by geographical area: Experts in rural
areas charge less than experts in an
urban area, such as New York or Los
Angeles.

m Have physicians made being an
Q W expert witness a full-time career?
A.Some physicians, when they

m reach age 50 or older, decide
they no longer want to practice med-

“We surveyed 266 medical experts across
a broad range of specialties and found that
the average testifying fee per hour was
$535. This fee varies across specialties

in a given geographic area.”

from the truth. In fact, the AMA rec-
ognizes that doctors should testify on
behalf of patients when asked to do
s0. Most doctors who testify in court
are highly concerned with doing an
ethical job, but many do not under-
stand the law or the legal and ethical
requirements involved. They need to
develop such an understanding.
When doctors act ethically and com-
ply with legal regulations by testify-
ing in court, they are doing a service
to the community and to their pro-
fession. In fact, they have a legal and
moral obligation to do so.

m What is the reimbursement for
Q m medical experts?
A m For the book, we surveyed 266

m medical experts across a broad
range of specialties and found that
the average testifying fee per hour
was $535. This fee varies across spe-
cialties in a given geographic area.
For example, a primary care physi-

icine and may begin to ease them-
selves out of active practice. During
this period, they may begin to devel-
op or expand their medical-legal
practice. Instead of spending 10% of
their time on medical-legal work and
90% on treating patients, they may
stop practicing or practice only 10%
of the time and spend 40% or 50% of
their time on medical-legal work.
Some doctors have completely
retired and work half-time or less
time doing medical-legal work, but
they are the exceptions.

Q.Does Seak offer seminars for

m medical-legal witnesses?
A m Yes. Among the many courses

m we offer that focus on medical-
legal issues is a seminar on how to be
an effective independent medical
examiner. It includes roles and
responsibilities, compensation, effec-
tive report writing, and marketing an
independent medical examiner prac-

tice. Another seminar focuses on how
to be an effective medical witness,
including how to qualify, key medical
and legal terms to know, an overview
of the civil litigation process, how to
testify at depositions, preparing for
trick questions, ethics, marketing,
and compensation. We also host sum-
mits and offer training that we cus-
tomize for medical societies, such as
the training we did for the American
Academy of Pain Medicine.
Q.How are your seminars orvga-
W nized?
A.Our seminars are unusual in
m that they are interactive. We
obtain information, such as CVs and
a sample forensic report, from the
attendees prior to the seminar. In
particular, participants are encour-
aged to send us their expert witness
reports with the patient name and
other identifying data eliminated.
During the seminars, we critique the
reports and put the authors on the
witness stand—so to speak—and
question them about their mistakes
or other things that could have been
improved in the report.
Q m Do your seminars focus on par-
m ticular specialties in which mal-
practice suits may be more common?
A.Some areas of medicine are
m certainly more prone to mal-
practice suits, and we offer a seminar
titled, “Medical = Malpractice:
Advanced Survival Training for
Physicians” dealing with medical
malpractice.

All kinds of physicians attend our
seminars, but many are from the
high-risk specialties, such as sur-
geons, neurologists, occupational
medicine physicians, orthopedists,
psychiatrists, and physical medicine
and rehabilitation specialists. Also,
clinicians who are actively involved

“The patients’ bill of rights may open up a new area of litigation.
Still, physicians in many states have been supporting the patients’
rights bill because they do not like the practices of HMOs.”
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“When physicians graduate from medical school, they usually have
received no training in practical business matters and are on their
own to develop these skills. From a practical standpoint, they are

at severe business and legal risk.”

in treating patients who have been
in accidents or have medical-legal
problems are more likely to attend
than others.

Recently, the malpractice environ-
ment has stabilized somewhat. The
laws have been tightened up, and
now attorneys take only cases in
which they feel a very serious injury
has occurred.

However, the patients’ bill of rights
may open up a new area of litigation.
Still, physicians in many states have
been supporting the patients’ rights
bill because they do not like the prac-
tices of HMOs. In fact, physicians
and their patients are on the same
side in the sense that they want to be
able to force HMOs to give people
reasonable medical care.

m What type of legal training do
Q ® you offer to physicians?

A m Because of the threat of litiga-

m tion in health care, we offer a
three-day course in which physicians
are taught the legal aspects of provid-
ing health care. Topics include the
fundamentals of law, intentional
torts, defenses to intentional torts,
negligence, medical malpractice,
defenses to negligence and medical
malpractice, damages, workers’ com-
pensation, Social Security disability,
liability insurance, contracts, and
breach of contract, as well as a con-
tract negotiation workshop. Many
physician participants have told us
that this material should be taught in
medical school.

m What type of business training
Q m do you offer physicians?
A.Our seminars are much
mbroader than just the med-

ical-legal field. For example, we offer

a mini MBA course during which
participants receive two days of
intensive training using case studies.
We cover topics such as financial
accounting, computer applications
for business, capital finance, risk and
leverage, insurance and managed
care, human resources management,
and marketing services.

We also offer training to help
physicians—especially young physi-
cians—in the business of medical
practice. For example, we offer a sem-
inar on negotiating skills that physi-
cians should have when being hired
by a medical group, as well as skills

because everybody else is.

Business and legal training can
help physicians become better doc-
tors because such training enables
them to spend less time on medical-
legal problems, handling business
issues, and dealing with managed
care organizations and more time on
patient care. The financial aspect of
their practices can become more suc-
cessful as well.

m Please tell us about your compa-
Q mny, Seak Inc.
A m Seak stands for Steven, Ellen,
m Alex, and Karen —the names
of my family members. This name is

“Business and legal training can help
physicians become better doctors because
such training enables them to spend less
time on medical-legal problems—handling
business issues and dealing with managed
care organizations—and more time on

patient care.”

for contract negotiation with man-
aged care companies.

m Why is it necessary to have such
Q W training program?
A.When physicians graduate

mfrom medical school, they
usually have received no training in
practical business matters and are on
their own to develop these skills.
From a practical standpoint, they are
at severe business and legal risk. But
physicians are starting to learn that
they have to treat some aspects of
practicing medicine as a business,

appropriate because Seak was and
still is a family business. We started
Seak in 1980, and it has grown from
one simple newsletter to an organiza-
tion that provides multiple newslet-
ters and seminars on medical-legal
and expert witness issues, impair-
ment evaluation, workers’ compensa-
tion, disability management and
occupational health and safety.
—Edited by Deborah J. Neveleff, in North
Potomac, Md. More information on physi-
cian practice strategies is available on our

Web site (see page 16).
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