
Many physicians are losing
income because of require-
ments by managed care

organizations and the government
that they spend more time docu-
menting care and devote more
resources to complying with guide-
lines. Besides losing income, spend-
ing more time complying with the
requirements means physicians have
less time to spend on patient care.

What’s more, physicians are now
doing more work than they did in the
past on what is called nonbillable
care, meaning services physicians
must provide but cannot charge to an
insurer. Most physicians do not bill
for such time-consuming work as
returning phone calls, filling out
camp and sports physicals forms,
refilling prescriptions, and making
copies of medical records. Physicians
also provide other services to patients
that they usually don’t bill for, such as
changing their medication, forward-
ing their records to other physicians,
and conferring with them about a
sick relative. Other professionals,
such as lawyers, customarily bill for
every minute they or their staff spend
working on a client’s business.

Seeking Solutions
To cover the cost of delivering care,
some physicians are beginning to
charge patients for nonbillable care,
and some are finding that charging
such fees can create problems with
patients and insurers. “In the prac-
tices that participate heavily with

managed care and can barely break
even because reimbursements have
been lowered, you’re going to begin
seeing more of it,” says John Lawson,
MD, a rheumatologist and president
of the Medical Society of the District
of Columbia. “It is very controversial,
but just because many doctors are not
doing it now doesn’t mean they
haven’t thought of doing it.”

There is no way to know how
many physicians are currently charg-
ing patients for nonbillable care, but
doctors in internal medicine, pedi-
atrics, and family practice are the
most common proponents, in part
because managed care plans have cut
the income of these physicians signif-
icantly, experts say.

“There’s been a lot of pressure on
physician fees in the last 10 years,”
comments John DuMoulin, director
of practice advocacy for the American
College of Physicians in Philadelphia.
“Physicians see their incomes drop-
ping, so they are trying to come up
with solutions to improve their situa-
tion.” As the result of member
inquiries, the college (at www.acpon-
line.org) has drafted guidelines for the
reimbursement of telephone commu-
nications and other services.

Many physicians are interested in
charging patients for nonbillable ser-
vices, but are nervous about doing so,
says Paul Williams, DO, a family
physician in Harrisburg, Pa., and
president of the Pennsylvania
Academy of Family Physicians.
Williams has considered charging a
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Physicians Need More Time for Patient Care

Frustrated by the lack of time they have for patient care, physicians complain
that paperwork is taking too much of their time. Every day, they must spend

hours doing dictation, writing notes in patients’ charts, and filling out insurance
forms, and this is time that could be spent with patients, they say.

A recent report by the Center for Studying Health System Change shows that
these complaints by physicians are indeed valid. So Much to Do, So Little Time:
Physician Capacity Constraints 1997-2001, was based on telephone surveys of
8,000 doctors over four years. A number of factors are at work, the report says.
Technological advances and increased disease treatment complexity are forcing
doctors to spend more time with each patient. Also, insurers and the govern-
ment are asking physicians to follow recommendations aimed at preventing dis-
ease and injury, and meeting these requirements takes time.

Using information systems at the point of care to record the data needed to
comply with the documentation requirements of insurers and the government
may be one solution to this problem. For the past seven years, for example, John
Bachman, MD, head of primary care at the Mayo Clinic in Rochester, Minn.,
has used a computer while interviewing patients. In so doing, he has become one
of the most productive primary care physicians at Mayo.

But before large numbers of primary care physicians will embrace computers,
they need to overcome a number of barriers, according to an article in the July
9 issue of JAMA. Those barriers include the perception among physicians that
e-health takes too much time and is too expensive, that the quality of medical
information on the Web is inadequate, and that the computer could interfere
with the patient-physician relationship. If primary care practices are to benefit
from the electronic revolution, they must redesign their clinical processes to
ensure that e-health facilitates rather than hinders the work of physicians, say
the researchers from San Francisco General Hospital in the JAMA article,
“Electronic Technology: A Spark to Revitalize Primary Care?” 

“The supply of time is inelastic,” management consultant Peter Drucker has said.
“No matter how high the demand, the supply will never go up. Moreover, time is
perishable and cannot be stored. Yesterday’s time is gone forever and will never
come back. Time, therefore, is always in short supply. Time is totally irreplaceable.”

By using computers, physicians may not be able to replace time lost, but they
can become more efficient in how they use their time: They may spend less time
retrieving records, waiting to be paid for work done, correcting rejected claims,
and dictating and writing each patient’s history, all of which would give them
more time for their patients.
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TECHNOLOGY

Current health care computer
technology options, includ-
ing electronic medical record

systems, can greatly enhance the effi-
ciency and effectiveness of a family
practice, says Charles Zelnick, MD,
assistant director of the Cedar Rapids
Medical Education Foundation in
Iowa. Zelnick refers to his program as
an electronic family practice residen-
cy because it focuses on how physi-
cians can use computer systems at the
point of care.

The foundation trains residents in
a three-year family practice program,
as well as third- and fourth-year med-
ical students and ancillary personnel,
such as pharmacists, from the
University of Iowa. The participants
complete rotations of four to six
weeks. The program is currently
training 20 residents, who work in
the program’s Family Practice Center
and at local hospitals and in physi-
cians’ offices. All of the foundation’s
faculty members have teaching
appointments at the University of
Iowa in Iowa City. 

A Shift in Care
“Just as the development of the CAT
scan and the MRI has changed radi-
ology and the laparoscope has
changed surgery, the computer will
prompt a paradigm shift in primary
care,” Zelnick comments. “That’s
why the program heavily emphasizes
the appropriate use of information
technology in its training.”

Zelnick went to medical school at
the University of Cincinnati and
then did his residency through a
community program sponsored by
Wright State University in
Springfield and Xenia, Ohio. After
completing his residency in 1982,
Zelnick spent 10 years as a country
doctor in Quincy, Wash. He taught

students and residents in his private
practice for several years before he
chose to leave his practice in 1992 to
assume his current position.

“Ten years ago, we had residents
and even faculty who were not com-
fortable with the computer,” Zelnick
says. “Some did not even know how
to type. So we had to start teaching
basic computer skills.” But the situa-
tion has changed over the last five or
six years. In fact, fostering comfort
with computer usage becomes easier
each year as younger residents join
the program, he adds.

“The residents who enter our pro-
gram now are very comfortable with
e-mail and other computer func-
tions,” Zelnick says. “But still, every-
one is at a different skill level with
regard to computer proficiency.”

Improving Skills
To make the most of their residency,
the residents must quickly learn to
use the computer technology that the
program offers. To facilitate learning,
the program provides every resident
with a laptop computer to use during
his or her three years in Cedar
Rapids.

“Because the residents have a lap-
top to use as their own, training is
expedited,” Zelnick explains. “They
become very comfortable with this

tool in a short time. They learn how
to use it, how to repair it, and how to
call the technical personnel if there is
a problem. They take it home and use
it to send e-mail, play games, surf the
Internet, and look up medical refer-
ences. This leads to a general profi-
ciency that helps them become more
comfortable accessing the electronic
medical record system and the patient
education resources we provide.

“We can also get our rotating med-
ical students up and running on our
computer system in a day or so,”
Zelnick continues. “We lend them a

laptop for the month, and they go
right to work seeing patients.”

Each faculty member has a laptop
as well. “It was cheaper for us to give
everyone his or her own laptop and
put the laptops on a wireless network
than it was to put a computer in
every examination room,” notes
Zelnick, who believes that the pro-
gram’s wireless health care network,
installed in 1998, was the first in the
state of Iowa.

The laptops enable residents and
faculty to become comfortable with
information technology in small,
incremental steps. “It is difficult to go
from the typical process of seeing
patients and dictating notes to sud-
denly using an electronic medical
record,” observes Zelnick. “That is a

EMR Adds Efficiency to Group Practice
By Richard L. Reece, MD, editor in chief

“Just as the development of the CAT scan
and the MRI has changed radiology and 
the laparoscope has changed surgery, the
computer will prompt a paradigm shift in 
primary care.”

—Charles Zelnick, MD 
Cedar Rapids Medical Education Foundation

(Continued on page 4)
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big, big step. Every organization that
has taken that step in one leap has
had a hard time getting physicians to
accept the electronic medical record.

“We, too, had some difficulty
adopting an electronic medical
record, but it would have been even
harder if we had not allowed the
physicians time to play with their
laptop computers and execute sim-
pler tasks,” Zelnick adds. “For exam-
ple, we found that the residents who
were trained in 1998 to use the com-
puter in the exam room to educate
patients and print out customized
handouts were later able to adapt
quickly when we added the EMR in
1999.”

Benefits of an EMR
For physicians seeking a return on
their investment in an EMR, Zelnick
offers three possibilities. “First, one of
the easiest ways to achieve some
return on the investment involves
the elimination of dictation,” he says.
“During the first year we had our elec-
tronic medical record, we saved
$40,000 on transcription costs alone.”

Second, physicians will have an
opportunity to use the EMR to
improve documentation. “With bet-
ter documentation and system feed-
back with regard to proper coding, it
is easier to code a visit properly,”
Zelnick says. “Because of more thor-
ough documentation, undercoding is
no longer a problem. We are able to
substantiate the extra work that we
are doing and thus recapture some of
our investment that way.”

Third, to maximize their return on
investment, physicians must aggres-
sively seek opportunities to use the

EMR to increase practice efficiency
and productivity. “If physicians have
a great system but do not use it cor-
rectly, it will not improve productivi-
ty,” Zelnick says. “Therefore, physi-
cians must be aware of opportunities
to use the tool and to take advantage
of those opportunities. They have to
look at how they can use the EMR to
offer higher quality medicine and to
see patients more efficiently.”

Point-of-Care Prompts
Arming a physician with powerful
information at the point of care is key
to quality and efficiency. “Physicians
spend 80% of their time doing about
20 things,” Zelnick says. “It makes
sense to examine those 20 things
from an industrial engineering point
of view and strive to perform them
efficiently. For a family physician,
activities involved in a well-child
visit, a visit for an ear infection, a
hypertension visit, and a diabetes
visit should be well engineered as far
as work flow.”

To improve work flow, physicians
can build prompts and reminders
into the EMR. “For example, imme-
diately before a visit with a patient
who has diabetes, I can call up the
electronic record and instantly find
out the date of that patient’s last A1C
test, last eye exam, and last urinaly-
sis,” Zelnick offers. “The system also
prompts me as to what medicines the
patient should be taking—perhaps,
for example, an ACE inhibitor to
protect kidney function. I find that
the system actually speeds up the
visit. When I look at the record
before I enter the exam room, I know
what needs to be done.”

The EMR enhances both practice
efficiency and care quality by issuing
reminders for flu shots, vaccines, Pap
smears, colon-cancer screenings, and
other preventive care measures that
physicians in a busy practice may for-
get. “There is no doubt that prompt-
ing the physician at the point of care
to provide these services is key to
ensuring that high-quality care is
provided at a time when it is doable
and efficient,” Zelnick comments.

Technology also improves work
flow for unusual cases. “I recently saw
a patient with a condition I had
never seen before, and I have been in
practice more than 20 years,” Zelnick
says. “I did an Internet search and
immediately found some relevant
information that helped me learn
about the condition and enabled me
to pro-vide information to the
patient. Computer technology is like
having a magic crystal ball that we
can use to reference information effi-
ciently, right at the point of care.”

Power of Technology
During 10 years in family practice,
Zelnick recognized the power of com-
puter technology. “Even the simplest
billing program can give physicians
some information that can help them
understand their practices better,” he
notes. “In the 1980s, we installed a
simple billing system on a personal
computer. After about three or four
months of using the system, I realized
that the system could run a report
analyzing the types of conditions the
practice was treating. To my amaze-
ment, the most common chronic 
disease that we were billing for was
diabetes. I knew we had patients 

(Continued from page 3)

“It is difficult to go from the typical process of seeing patients and
dictating notes to suddenly using an EMR,” Zelnick says. “That is a
big, big step. Every organization that has taken that step in one leap
has had a hard time getting physicians to accept the EMR.”



with diabetes, of course, but I did 
not realize that they comprised our
most common office visit for a 
chronic disease.

“The computer enabled us to assess
quickly our disease mix and prompt-
ed us to provide patient education
and otherwise focus on the needs of
this patient population,” Zelnick
continues. “In fact, we trained a
nurse to become a diabetes educator.
Given that we were located in a rural
area, our patients would have had to
travel 180 miles to diabetes classes.
So we started teaching patients in
our office because the data revealed
that diabetes was a big problem in
our practice.”

Overall, using computer technolo-
gy has contributed to Zelnick’s pro-
fessional satisfaction. “I enjoy coming
to work every day because of the new
challenges computer technology pro-
vides,” he says. “There is always
something new to work on. Once
physicians start using these tools,
they want more and better tools. So
we try a lot of new things.”

Improving Teamwork
Computer technology enhances the
spirit of teamwork in a practice. “Our
electronic medical record has a flag
system, which is like putting sticky
notes on the charts and passing them
around electronically,” Zelnick
explains. “We can easily flag a nurse
to highlight a patient need. Office
staff can easily flag us about a patient
call. This function has increased the
efficiency of everyone in the office—
physicians, nurses, and other staff
members—because we do not have
to go through piles of paper messages
or e-mail unattached to the chart.
And the charts are never lost.”

One of the often-promised goals of
EMR companies is the paperless

office, and Zelnick believes these sys-
tems offer such potential. “We are
getting close to having a paperless
office,” he says. “We are even scan-
ning in all of our referral letters and
other papers that come in from out-
side our practice. As a result, the
amount of paper flow back and forth
has diminished tremendously. In fact,
we were able to cut our mailbox sizes
in half. We had a record room that
was full of big racks of records; we
took all of the big shelves out and
now the room is a lounge for the
physicians. We’ve got couches and
furniture in there and we put a big
desk in the center with computer 
terminals so that people can sit
down, answer their phone calls, read
mail, check flags and charts, and
most important, talk with each other.
It’s probably the best teaching envi-
ronment in the whole office.”

It is likely that there will always be
a need for some paper in a medical
practice, particularly for legal purpos-
es, the physician admits. “We still
keep paper charts, which are located
in a locked room for compliance pur-
poses,” he says. “But they never leave
that room. They don’t have to,
because there are only a few things
that are going into the paper chart,
such as signed copies of advanced
directives.”

Meeting New Challenges
The challenge for Zelnick and his col-
leagues is to provide efficient, high-
quality service to patients at the point
of care. “Using the EMR, we can
identify performance measures for
chronic diseases such as diabetes or
hypertension,” he explains. “We are
finding that the patients who have
uncontrolled conditions are the same
patients who have not been seen in
the office for a long time. Our chal-

lenge is to determine how we can do
a better job of reaching those people.”

In recent years, the training of fam-
ily physicians has changed signifi-
cantly. “In many ways, we are faced
with the same problem as the mili-
tary academies: They need to train
their cadets in the history of previous
wars, but they do not want them to
fight the last war. They want them to
fight the next war,” Zelnick says.

“In medicine, we are faced with a
similar problem,” Zelnick continues.
“It is important to know where we
have been in the past, but to train
physicians to combat the medical pri-
orities of the 1980s and 1990s is miss-
ing the point because new challenges
arise constantly. For example, AIDS
was not even recognized when I was in
medical school. We thought ulcers
were caused by too much stomach
acid instead of an infectious disease.
And now we have bioterrorism, and
SARS; who knows what will come
next? Medical knowledge and medical
challenges will always be dynamic.”

Today, training must incorporate
some of the new challenges of medi-
cine. “We now have a tremendous
body of knowledge about what con-
stitutes high-quality, cost-effective
medicine, along with optimal care
guidelines for many conditions,”
Zelnick points out. “The challenges
are to be able to apply that knowl-
edge effectively in a 15-minute office
visit, and to keep up with new knowl-
edge as it is developed. To meet these
challenges effectively, it is essential
that computer technology be proper-
ly incorporated into health delivery
systems to improve patient care and
outcomes in an efficient manner.”
—Edited by Deborah J. Neveleff, in North
Potomac, Md. More information on physician
practice strategies is available on our Web site
(see page 16).

Practice Options/October 15, 2003 5

“If physicians have a great system but do not use it correctly, it will
not improve productivity,” Zelnick says.
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A s professionals with many
physician clients, we have
been inundated with ques-

tions over the past few years regard-
ing the malpractice insurance crisis.
Doctors from all specialties nation-
wide have called seeking ways to
reduce their malpractice premiums or
to find alternatives to the traditional
insurers.

Many of these doctors are frustrated
because they are paying much more
than they had previously paid or they
are finding that liability insurance
coverage is not even available in their
market at any price. In this environ-
ment, these physicians are concerned
about their practices and the risks
they face in a litigious society.

Many organizations are working to
address this insurance crisis by mak-
ing changes in state or federal laws.
This solution is problematic, not only
because these changes take time, but
also because some of the revisions
being considered may not even solve

the problem in many locations. As
such, it may be best for physicians to
consider the actions they can take
individually or as a part of a medical
group to shield their assets and
reduce the cost of insurance.
Typically, we outline three strategies
every physician should consider:
First, make asset protection a priority;
second, consider a captive insurance
company; and third, evaluate risk-
retention groups.

A Lawsuit Shield
Regardless of the status of the mal-
practice insurance market, physicians
should always consider asset protec-
tion an important part of their busi-
ness and personal financial plans. We
use the term “asset protection” to
mean shielding the assets of the prac-
tice as well as the physicians’ person-
al assets from all potential lawsuits,
including malpractice claims.

At no time has this strategy been
more important than now, during the
current insurance crisis. Because pre-
miums have become so expensive,
many physicians are considering
reducing their coverage from tradi-
tional limits. While doing so may
make sense, it is only part of the
equation: Any physician who decides
to reduce his or her malpractice
insurance coverage must also consid-
er implementing an asset protection
plan to protect both the value of the
practice and the physician’s personal
wealth.

An ideal solution would reduce the
cost of malpractice insurance, as well

as provide the same level of protec-
tion for the assets. It makes no sense
to reduce coverage limits because
premiums are expensive and then
leave the assets of the practice and
the physician exposed to lawsuits.

Although an in-depth discussion of
the strategies asset protection profes-
sionals use is beyond the scope of 
this article, it is important to consider
at least the following three tactics.
Unquestionably, these strategies and
tools must be implemented before a
problem occurs. For this reason, it is
important to engage in asset protec-
tion planning as early as possible.

Protecting Receivables
One of the first strategies involves
shielding the practice’s most valuable
asset: its accounts receivable. To do
so, physicians can use a leveraging
(or factoring) strategy. Often, using
this strategy can create significantly
more after-tax retirement wealth
than would otherwise be the case and
protect the accounts receivable from
medical malpractice claims.

There are several ways to shield
this asset. One involves taking a loan
against the accounts receivable and
investing the loan proceeds in an
asset that is protected and grows in a
way that is tax beneficial. To do so,
the practice and the physicians
would co-invest in a limited liability
company. Depending on how the
LLC operating agreement is drafted,
there may be significant tax benefits,
giving the physicians the opportunity
to build retirement wealth if the loan

PRACTICE MANAGEMENT

It may be best for physicians to consider the actions they can take
individually or as a part of a medical group to shield their assets
and reduce the cost of insurance.

Crisis Requires Asset Protection
By Christopher R. Jarvis, MBA, and David B. Mandell, JD, MBA

Christopher R. Jarvis, MBA, and David
B. Mandell, JD, MBA, are authors of
The Doctor’s Wealth Protection Guide
(John Wiley & Sons, New York, 2000).
More recently they wrote Wealth
Protection: Build and Preserve Your
Financial Fortress (Wiley, 2002). They
also are principals at Jarvis & Mandell,
LLC, a company in Los Angeles that spe-
cializes in developing wealth protection
strategies for professionals and business own-
ers. Readers may call Jarvis and Mandell (at
800/554-7233) or visit their Web site (at
www.jarvisandmandell.com).
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terms can be negotiated at a reason-
able level. The accounts receivable
would be shielded by the lender’s
security interest in the receivables.

Another way to shield this asset is
to sell the accounts receivable to a
particular type of factoring company.
Unlike the typical factoring firm,
which makes money by buying the
accounts receivable for less than the
total owed, the factoring firm that
physicians would use to shield their
accounts receivable would offer a pass-
through type of arrangement in which
the physician group can set the pur-
chase discount at whatever level it
wants, within reasonable parameters,
thereby shielding the accounts receiv-
able because of the factoring compa-
ny’s ownership of the receivables.

Other Assets
Another asset protection strategy
involves shielding the practice’s
equipment or real estate, if any, by
implementing an LLC that would
own the real estate or equipment and
lease back the assets to the practice.
Because the practice would no longer
own the equipment or real estate,
lawsuits against the practice or any of
the physicians would no longer
threaten these assets.

Physicians can also protect personal
assets through the provisions allowed
under state and federal laws and by
using legal entities, such as LLCs, fam-
ily limited partnerships, and trusts.
Each of these tools can play an impor-
tant role in an asset protection plan.

By shielding the assets of the prac-
tice and their own personal assets,
physicians gain a certain level of flex-

ibility. No longer financially exposed
to a malpractice claim, they can
lower coverage limits and benefit
from reduced premiums. Further,
there is evidence that, by being pro-
tected and having lower coverage,
physicians may become less desirable
targets for lawsuits.

Captive Insurers
A captive insurance company is cre-
ated by the physician owners of a
medical group to insure the practice.
Often, a CIC may use a third party or
a fronting company to write the ini-
tial malpractice policies, which are
then reinsured by the physicians’
captive insurers. In this way, any
profits on the insurance business, as
well as the investment on the
reserves, are held by a company ulti-
mately owned by the physicians.

Under this scenario, the physicians
could recapture a significant portion
of their premium payments as well as
receive compounded investment
gains. Such recapture may be possible
if the CIC is created under one of the
tax provisions that give beneficial tax
treatment to small insurers, particu-
larly those created under Section
501(c)(15) or 831(b) of the Internal
Revenue Code.

Consider, for example, the tax ben-
efits that resulted when John Smith,
MD (a hypothetical name) estab-
lished a CIC. Smith is a successful
physician who had been paying what
he considered exorbitant malpractice
premiums, particularly because he had
not incurred a successful judgment
against him in 20 years of practice. He
reduced his third-party coverage and

made up the difference with a policy
written by a CIC that he had estab-
lished. The return on the reserves that
the CIC holds could grow each year
that Smith owns the insurer, providing
him with another source of income
when he wants to close the company.

Risk-Retention Groups
Yet another asset protection strategy
involves using a risk-retention group;
RRGs are member-owned liability
insurance companies. During the last
liability crisis, Congress passed the
Risk Retention Act of 1986 to allow
industries of like kind to band
together to create an insurer. Under
this law, many insurance profession-
als are working with physicians to
form RRGs for medical groups.

Often, RRGs can offer their mem-
bers insurance coverage that costs less
than what commercial insurers would
charge. Or, they offer coverage at the
same price that a commercial insurer
would have charged if one had been
available and willing to offer such
insurance. In other words, RRGs pro-
vide a market for liability insurance in
areas where such insurance is either
unaffordable or unavailable at any
cost. Also, if the malpractice RRG is
a physician-owned company, it would
be able to offer its insureds more con-
trol over their professional liability
programs than a traditional insurer
would provide.
—Readers interested in receiving a report from
Jarvis & Mandell, LLC, What to Do About
the Medical Malpractice Crisis, may call
800/554-7233. More information on physi-
cian practice strategies is available on our Web
site (see page 16).

Often, risk reduction groups can offer their members insurance cov-
erage that costs less than what commercial insurers would charge.

There is evidence that, by being protected and having lower cover-
age, physicians may become less desirable targets for lawsuits.
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fee for after-hours telephone calls and
filling out forms, but has mixed feel-
ings about doing so.

Part of the dilemma physicians face
is that they are in what is considered
a learned profession and charging for
these services can make them appear
greedy, Williams concedes. “On the
other hand, physicians have to look
at the bottom line,” he adds.

Extra Work
One physician who looked at the
bottom line and made his decision 14
years ago is Allen Dennison, MD, an
internist with Medical Associates of
Rhode Island, a group of 11 physi-
cians in Barrington. Dennison is an
outspoken advocate of charging
patients for services that generally
cannot be billed to insurers. “I’ve
been charging for phone calls at $2 a
minute since 1990,” says Dennison,
but only when such a charge is
allowed under the patient’s insurance
plan. To the best of my knowledge,
I’ve never lost a patient because of it
or the other fees I charge.”

Sometimes Dennison bills
Medicare or other insurers for tele-
phone services. If he spends time on
the phone with patients before telling
them to come in for a checkup, he
can upgrade his reimbursement code.
Phone calls that lead to or result
directly from a physical also are bill-
able to insurers, he says. “I document
everything, any extra work, and
charge a 99214 code instead of a
99213,” he says. (The CPT codes for
evaluation and management are
99201 to 99205, and the codes for
new and established office or outpa-

tient services are 99211 to 99215.)
Dennison also charges $15 to $20

to fill out forms for summer camps,
nursing homes, or assisted living cen-
ters. To him, it’s an issue of fairness:
“People spend thousands of dollars to
live in a senior care community. It’s
not unfair to ask them to pay me to
fill out the medical information nec-
essary to get them in the door,” he
says. “Charging these fees makes me
feel less victimized by declining reim-
bursements.” He also charges 25 cents
per page (and a $15 minimum) to
complete insurance forms, $5 to com-
plete short forms (such as job applica-
tions), $10 to send medical records to
another doctor or to provide a copy to
a patient, and $15 to $20 (depending
on length of the meeting) to consult
with a patient’s family.

Making Distinctions
Dennison does not charge for all the
nonbillable services he provides,
however. For example, not every
telephone call is billable, he says. “I
don’t charge for routine phone calls,
such as communicating with a
patient about test results,” he com-
ments. “Primarily, I charge patients
for medical help.” Neither does he
charge patients who call to request a
prescription refill. “That’s a step over
the line,” he explains. “But if patients
want to adjust their medication or
switch to generics, they must come in
for an office visit first.”

Dennison has a large number of
geriatric patients and waives his fees
in certain situations. If a phone call is
related to a problem for which he has
recently seen the patient, for example,

or if he knows the patient can’t afford
to pay, he will not charge the patient,
he says. Charging for nonbillable care
isn’t the salvation of private practice,
says Dennison, who estimates that the
revenue he gets from charging for the
time he spends on phone calls, com-
pleting forms, and sending medical
records to other doctors comes to only
about $2,000 annually.

Dennison is the only member of his
practice who charges for phone calls,
although the other members do
charge for filling out forms. He feels
justified in making the charges, when,
for example, a patient calls to ask
about the symptoms of a child,
spouse, parent, or some other relative.
“If a patient calls to talk about his or
her mother for half an hour, I’ll send a
bill for $60, and I feel perfectly justi-
fied charging what I do,” says
Dennison. “It doesn’t bother me to
ask for money. My colleagues and I
see this issue differently. Some say it’s
distasteful, which is fine. It’s a person-
al decision about what to charge for.”

Careful Consideration
It’s also a decision physicians must
make carefully, say patient advocates
and consultants. “These charges are
bad news for patients,” says Arthur
Levin, director of the Center for
Medical Consumers, a patient advo-
cacy organization in New York.
Nevertheless, physicians may be jus-
tified in believing they should charge
for such services, he says. “Perhaps it’s
time for insurance companies to
include services like phone consulta-
tions in the physician compensation
package,” he adds.

(Continued from page 1)

Part of the dilemma physicians face is that they are in what is 
considered a learned profession and charging for these services 
can make them appear greedy, says Paul Williams, DO, of the
Pennsylvania Academy of Family Physicians. “On the other hand,
physicians have to look at the bottom line,” he adds.

(Continued on page 9)



Even so, charging for these services
can affect a physician’s reputation
and image, says Charles Inlander,
director of the People’s Medical
Society, an advocacy group in
Allentown, Pa. “Consumers may
think it looks as though they are
being nickel and dimed,” says
Inlander. “Every time a doctor talks
to a patient, it isn’t necessarily
chargeable.” But he agrees with
Levin that insurers may need to
adjust their compensation schedules
to reflect a society becoming increas-
ingly fond of instant communication,
even with their doctors.

Indeed, how the charges are per-

ceived by both patients and insurers
can cause problems, as Benito
Alvarez, MD, discovered. Alvarez is
an obstetrician-gynecologist, and
medical director of Beachwood Ob-
Gyn Inc. in Lyndhurst, Ohio. Unlike
Dennison’s approach to charging for
nonbillable care, Alvarez charges a
single annual fee of $30 to defray the
uncompensated costs. This fee creat-
ed some problems with the insurer of
one of his patients.

After Beachwood’s staff told those
who asked that the $30 charge 
supported such services as patient
seminars, pamphlets, appointment
reminders, and computer modems in

the waiting room, very few patients
objected to the fee, says Alvarez. One
patient who did object took her com-
plaints to a Cleveland newspaper.
The media attention resulted in
Medical Mutual of Ohio, in
Cleveland, which insures about
4,000 Beachwood patients, alleging
that the fee violated its contract and
threatening to drop the practice from
its network.

After several meetings among
Alvarez, the practice’s attorney, and
Medical Mutual executives,
Beachwood kept the fee, but con-
sented to inform all of its patients
that they could choose whether or
not to pay the surcharge, that their
choice would not affect their rela-
tionship with the practice, and that
refunds for surcharges paid in the past
would be given on request. Only
about 35 patients requested refunds,
Alvarez says. Mutual did affirm the
right of physicians to charge for
uncompensated services, however,
according to company officials. 

Such problems may be avoided if
physicians state clearly the amount,
applicability, and reason for any fees,
says Inlander. “If doctors are going to
charge for these services, they should
have a big sign in the waiting room
with the charges posted,” he adds.

Dennison agrees. “It is important
to communicate clearly to patients
what your policy is,” he explains. “I
have a chart in my office that
explains all my fees, which helps
patients understand that this is a
legitimate business issue, not an
attempt on my part to gouge them.”
—Reported and written by Martin Sipkoff, 
in Gettysburg, Pa. More information on 
practice strategies is available on our Web site
(see page 16).
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“It is important to communicate clearly to patients what your policy
is. Then they can understand that this is a legitimate business issue,
not an attempt to gouge them.”

—Allen Dennison, MD, Medical Associates of Rhode Island

Guidelines Apply to
‘Nonbillable’ Services
The AMA affirms in its policy guidelines on compensation (at

www.ama-assn.org) that physicians have a right to set their own fees
for services as long as the fees are not excessive. Physicians should do
simple insurance tasks without charge, but they should get paid for
some administrative services, the guidelines say. Included in the guide-
lines is a list of questions physicians should ask themselves in deter-
mining whether a fee is appropriate for what are otherwise called “non-
billable” services, such as making phone calls and completing forms.

Among the questions to answer are the following:
• Is it excessive? Would a person knowledgeable about current medical

fees have a “definite and firm conviction” that the fee is not too
much?

• Does the fee fairly reflect the cost of the service?
• Is the fee on par with that charged for similar services performed by

other doctors in the same locality?
• Are you showing compassion for the particular patient’s ability to

pay?
• In dealing with third-party payers, can simpler administrative tasks

be done for free?
• Are you giving patients enough information about your fees?
• Are fees discussed with patients in advance?

—MS

(Continued from page 8)
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Kaiser Permanente, the largest
nonprofit health system in
the United States, is also a

frontrunner in the industry in terms
of developing, implementing, and
promoting computerized systems that
can improve the efficiency and lower
the costs of care.

“One of the biggest benefits to a
health care organization of larger scale
is greater resources,” says George
Halvorson, chairman and CEO of
Kaiser Permanente, in Oakland. Prior
to this position, Halvorson served as
president and CEO at HealthPartners,
a large integrated health system in
Minneapolis. “While HealthPartners
had $20 million to $30 million a year
to spend on creating automated med-
ical records, at Kaiser we have been
spending $200 million to $300 mil-
lion a year. The health plan has more
than 8.5 million members, 128,000
employees, and 12,000 physicians.
Halvorson and George Isham, MD,
medical director and chief health 
officer of HealthPartners, have writ-
ten Epidemic of Care (Jossey-Bass
Publishers, in Hoboken, N.J. 2003).

Commitment to Excellence
Regardless of where he has worked,
Halvorson has been committed to
improving health care, he says. “In
particular, I want to help create a sup-

port system for physicians that pro-
vides them with all the relevant
information about the patient’s care
and needs, as well as information
about best practices—all available
instantaneously in the examination
room,” he adds. “That was the dream
I had in Minnesota. Kaiser
Permanente had the same dream, and
we are going to realize it at Kaiser
Permanente. It is a major initiative
and a major focus of my work.”

As many industry experts know,
poor care and high costs are inextrica-
bly linked. In fact, one of the principal
drivers of health care costs is simply
poor care. “Two thirds of people with
diabetes and 40% of heart attack vic-
tims get unsafe care,” Halvorson says.
“The Institute of Medicine studies,
the Wennberg studies, and the new
Rand studies all make that point very
well. I believe we can remedy many of
those problems through computerized
physician support systems.”

One way to control health care
costs is to deploy complete informa-
tion systems adroitly, Halvorson says.
“Right now, health care is one of the
only sectors in the U.S. economy that
has not figured out a way to use com-
puters to improve the product,” he
asserts. “Kaiser’s pilot studies have
shown that this can, in fact, be done.
We are going to have an exciting cou-

ple of years as we implement these
systems across the organization.”

A computerized physician support
system will eventually operate in all
Kaiser plans. “We have eight plans
across 10 states, and we will roll the
new physician support system out
across the entire country,” says
Halvorson. “We have been spending
a lot of time figuring out exactly what
should be rolled out. Kaiser has been
going down this path for the better
part of a decade and has ongoing
pilots in four states that have been
very successful. These are not com-
plete systems; still, they have all been
successful.”

Decision Support
One pilot program in Ohio involving
heart disease improves efficiency by
providing physicians with information
in the examination room on each
heart patient. The system includes a
computerized support system and
identifies all prior care, current health
status, and appropriate protocols.

“The goal of the system is very
much like that of the systems archi-
tects use to help design homes: to let
the architect be a more complete pro-
fessional by creating computer sup-
port,” Halvorson observes. “The pro-
gram helps physicians deliver care
more efficiently because they do not

Kaiser Shows How Computerized
Systems Improve Efficiency, Cut Costs
By Richard L. Reece, MD, editor in chief

“Right now, health care is one of the only sectors in the U.S. 
economy that has not figured out a way to use computers to
improve the product. Kaiser’s pilot studies have shown that this 
can, in fact, be done.”

—George Halvorson, Kaiser Permanente
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have to remember exactly what needs
to be done with each patient.” Using
this system, Kaiser has improved qual-
ity. In four years, the program has cut
the mortality rate of all three major
types of heart disease by one third.

In a second pilot program, Kaiser
has developed an automated system
to help physicians manage care for
patients with diabetes in Northern
California. The program has helped
to cut blindness as a complication of
diabetes, thanks to systematic follow-
up of early warning signs. “Robert
Pearl, MD, has been a pioneering
leader in that effort,” Halvorson adds.

A system at Kaiser’s Colorado
health plan identifies a week ahead
of surgery whether a patient has been
taking a prescription that may have
the side effect of thinning the blood,
a side effect that would be dangerous
during surgery. “The plan identifies
those patients and then the physician
works with a pharmacologist to get
them on a different prescription for
that time period prior to surgery,”
explains Halvorson.

Physician-Directed Care
“This system has reduced the number
of complications from bleeding dur-
ing surgery by 87% over two years,”
the CEO continues. “This represents
a commonsense application of infor-
mation by very bright physicians.
That’s the kind of tool that medicine
needs. We’re going to invest a lot of
money in putting that tool, and oth-
ers like it, into play.”

The system supports the care of
patients following a heart attack, coro-
nary bypass surgery, or angioplasty.
“The system offers reminders to physi-

cians to put these patients on beta
blockers, aspirin, or other appropriate
therapies,” Halvorson explains. “The
system is also designed to compile a
useful printout that can be given to
patients when they leave the exami-
nation room. The printout provides
information about specific diseases
and identifies the next steps to be
taken for the patient. This printout is
helpful because a number of studies
have shown that a patient’s memory
tends to be fairly unreliable in such cir-
cumstances. If patients are asked to do
five things, by the time they get to the
parking lot, they remember only four.
Thus, we are giving patients informa-
tion about their own care, including,
ultimately, several years’ worth of
computerized access to their own com-
plete medical records.” In addition to
enhancing care quality, such systems
can help physicians use their time
more efficiently, Halvorson contends.

Eventually, Halvorson envisions a
complete electronic medical record at
the point of care that can enable physi-
cians to determine optimal treatment,
using the support system to identify
protocols, guidelines, and best prac-
tices. “For example, when a physician
prescribes a medication, the system
will not only identify the most effec-
tive recommended dosage for that
medication, but also whether that par-
ticular patient is taking other medica-
tions that might result in a harmful
drug interaction,” he says. Adverse
events related to medications are wide-
ly recognized to be a major factor caus-
ing costs to rise unnecessarily.

Another key factor driving up
health care costs is delivering too
much health care, such as care deliv-

ered in hospitals. Information systems
can address such overtreatment by
helping to provide patients with infor-
mation about their conditions and
treatment options. “Research has
shown that if patients are given full
information about all of their options
and the possible outcomes of those
options, patients on their own will
make care decisions that tend to
reduce the overuse of care,”
Halvorson says. “Having better
informed patients is going to help
manage costs. It will also help improve
quality of care. When patients have
full information, they become mem-
bers of the health care team, and that
results in higher quality care.”

Using Best Practices
Achieving support among staff for new
processes of care, such as those often
required when adopting new informa-
tion systems, can be a challenge in any
organization and particularly in one as
large as Kaiser. But Halvorson finds
that building support for new process-
es has not been a formidable obstacle
to adopting new technology systems.
“Each of the plans had its own person-
ality and to some degree its own cul-
ture,” Halvorson notes. “That’s one of
the strengths of our system. For exam-
ple, the Hawaii plan has its own cul-
ture, which is to treat patients like
family. But all regional plans approve
and support the adoption of an elec-
tronic medical record.”

Such widespread support is due, in
part, to the flexibility Kaiser affords
each health plan while also promot-
ing optimal care practices. “We know
from the premium needed to support
full benefits that our overall costs are

The system represents a commonsense application of information 
by very bright physicians, according to Halvorson: “That’s the kind 
of tool medicine needs, and we’re going to invest a lot of money in
putting that tool, and others like it, into play.”

(Continued on page 12)



already currently lower than other
plans by 5% to 10%, depending on
the region,” Halvorson explains. “We
believe that as we implement best
practices consistently, costs will con-
tinue to drop even as quality rises.

“Our analyses reveal that if we
took the very best level of care in the
system for heart care, diabetes care,
and other conditions, and ran it
across the entire system, our costs
would drop by another $300 million
to $400 million,” Halvorson contin-
ues. “So I am certainly an advocate of
implementing the best-care prac-
tices, and one of the easiest ways to
achieve the best care is by having
consistent approaches to care.

“Still, there is no place in the process
for hard and fast rules, or for penalties
for not following the rules,” Halvorson
continues. “Neither the plan nor our
medical group leaders try to hamstring
the doctors with mandatory protocols
and guidelines. Certainly, we offer a lot
of advice about protocols and guide-
lines, but the care decisions are up to
the doctors. That’s the only way to
deal with a professional service.”

A recent study in California
showed that Kaiser physicians were
more responsive to guidelines than
physicians outside of the system,
meaning doctors in other HMOs.
The implication was that the Kaiser
physicians were more trusting of the
information they received about
quality. “The reason is that the devel-
opment of all our protocols and
guidelines is completely and totally
governed by the medical group,”
Halvorson says. “There is no plan
involvement in developing the pro-
tocols, nor should there be. Most
health plans develop protocols and
then say to the doctors, ‘This is the

protocol.’ Kaiser doesn’t do that.
Kaiser and the medical group have
created the Care Management
Institute, a group of physicians who
study medical evidence and deter-
mine the best care protocols. That
information is disseminated as an
advisory, and not as an edict, to other
Kaiser Permanente physicians.”

Best practices need not be forced
on physicians, Halvorson asserts:
“Just by disseminating advisory
guidelines, Kaiser Permanente physi-
cians have dramatically cut the inci-
dence of blindness, kidney failure,
and amputations in our population of
patients with diabetes.”

Leveraging Size
Minnesota and California are char-
acterized by big group practices, but
across the nation about 80% of doc-
tors are in groups of 10 or fewer, and
60% are in groups of five or fewer. Big
groups may become more prevalent
elsewhere in the country. “There are
some real, functional advantages to a
large group,” Halvorson observes.

When best practices are stored on
computerized systems, they are easily
available to large groups, which may
mean the groups will improve effi-
ciency, lower care costs, and have
better patient outcomes as a result.
“Eventually, it will become obvious
that statistically better outcomes are
generated by large groups that have
systematic approaches to care,”
Halvorson explains.

Smaller physician groups will begin
to create virtual groups that will make
them the functional equivalent of
large group practices. “They will band
together with electronic connectivity
to accomplish some of the same pro-
tocol developments as accomplished

by some of the larger groups,”
Halvorson comments. “With greater
interest in specialty cooperation,
there is a high likelihood of small
groups merging into some form of
local care teams, even if they can’t or
won’t merge into consolidated busi-
ness entities. Eventually, we will see
numerous examples of electronically
interconnected care teams that create
virtual medical groups.”

Increasingly, employers will send
business to the large groups or to
groups that are interconnected in
this way, Halvorson says. “Employers
want the cost and quality results that
large medical groups can offer,” he
adds. “If buyers can reduce their
employees’ sick days by contracting
with that model, they are going to
turn to nongroup physicians and say,
‘How can you achieve the same goal?’
The only way to achieve that goal is
by creating a virtual medical group
with electronic connectivity. 

“In the past, physicians had to form
a business entity to achieve some of
these results,” Halvorson continues.
“But computers are going to give us
connectivity and options that will let
teams of physicians function together
without having to merge.”

As a result of the interconnectivity
fostered by information technologies,
physician groups will evolve from
having a focus on vertical integration
to one focused on horizontal integra-
tion, and information will help all
groups succeed, Halvorson believes.
“Information is extremely useful in
health care, and the availability of
that information is going to increase
exponentially,” he predicts. 
—Edited by Deborah J. Neveleff, in North
Potomac, Md. More practice strategies are
available on our Web site (see page 16).
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“We offer a lot of advice about protocols and guidelines, but the
care decisions are up to the doctors,” says Halvorson. “That’s the
only way to deal with a professional service.”
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The frustration many physicians
are feeling in today’s health care
environment is spurring a large

number of them to consider leaving
the clinical practice of medicine. But
just the idea of doing so makes many
of these physicians feel guilty, a reac-
tion that is understandable given
that being a doctor is a profession
they love and one they entered in a
desire to serve others.

Any physician who is burdened
with such guilt is not alone, at least
according to the results of recent sur-
veys. For example, a survey by the
California Medical Association
showed that 75% of the responding
physicians had become less happy in
their practices within the preceding
five years. Another survey, by Merritt
Hawkins & Associates, a physician
search and consulting firm in Irving,
Texas, showed that 60% of physi-
cians over age 50 were planning to
leave their present practices within
three years.

The message is clear: U.S. physi-
cians are frustrated by the growing
hurdles of government intrusion,

angered by declining reimbursement,
irritated by increasing reporting
requirements, and tired of seeing more
of their personal time going to admin-
istrative demands and paperwork.

Changes to Consider
Consultants and advisers to physicians
who have heard their complaints have
also found that many physicians have
no idea what they would be doing if
they were not seeing patients every
day. After many years of education,
focused training, and practice, doctors
feel as if they have painted themselves
into a corner, even though the time
was spent acquiring the skills and
experience they once coveted.

Often, these physicians believe
there are only a few narrow avenues
open to them. One could, for exam-
ple, be a sales representative for med-
ical company or a medical director
for a biotechnology firm. Or, one
might, perhaps, work as an adminis-
trator for a managed care company.
However, they rarely consider the
broader career paths open to them.

For each physician considering a
career move, determining the best
steps to take is critical for making the
move a success. Undoubtedly, taking
the steps required to make a change
can be difficult. Even so, here are
some ideas that may help make the
process more manageable.

First, any physician thinking about
embarking on a new career should
remember that we all find comfort in

what is familiar to us, so we are likely
to be uncomfortable in the unchart-
ed waters between the career we have
known and the new one we are seek-
ing. Many physicians have never
been unemployed in their adult lives,
so the concept of unemployment for
a highly skilled and respected physi-
cian is often unthinkable and quite
different from anything many physi-
cians have ever experienced.

What’s more, given the large num-
bers of physicians who are leaving
practice today, doctors are being
viewed by hiring companies as com-
modities even more so now than they
were in the past. In other words: The
market is not as welcoming to physi-
cians as it once was.

The Right Approach
But there are reasons to be optimistic
when making a career change. With
critical objective analysis and the
right approach, physicians can find
jobs they like even better than the
ones they had previously. Consider
the experience of Robert L. Cox,
MD, who was once one of the most
respected infectious disease special-
ists in Denver.

After health concerns sidelined
him from practice, Cox began to ask
himself what he could do next. He
worked closely with career advisers to
help him answer this question. “I tore
apart my life and analyzed the things
I liked most and the things I disliked
the most,” Cox told the Denver
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After many years of education, focused training, and practice,
doctors feel as if they have painted themselves into a corner,
even though the time was spent acquiring the skills and experience
they once coveted. 

Career Change May Open New Doors
By Bob Priddy and Lorne E. Weeks, MD

(Continued on page 14)
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Business Journal in an article this
summer. “It helped me determine the
things I wanted to have in my future.
I found that whatever I did in the
future had to contain medicine,
speaking, and travel, and so I looked
at different opportunities that would
allow me to combine those three.”

During the data-gathering process-
es with his career advisers, Cox
revealed that he had long been inter-
ested in making presentations to
groups. In other words, he believed
he would enjoy transferring his vast
medical knowledge and experience
to interested listeners, and he
thought if he could combine this
work with travel to interesting
places, he would have the ideal job.

Cox’s advisers gathered objective
data about him using the Birkman
method, a career testing and assess-
ment model designed for mid-career
executives and professionals by
Birkman International in Houston.
This method is used to assess human
potential and help enhance perfor-
mance. The Birkman results for Cox
reinforced what he was saying about
his ability to communicate and
teach, as well as his deep interest in
medicine. As a result of this informa-
tion, his advisers introduced him to
experts who could help him shape his
natural presentation skills into a pol-
ished and compelling style.

Earlier this year, Cox established
BioForecasts, a company in Denver.
He now speaks to both medical and
nonmedical groups, helping audiences
understand how developments in bio-
medicine will change the world, in
terms of health, longevity, ethics, eco-
nomics, and warfare.

While there were many jobs Cox
could do, his new position is  what he

loves and should be doing. “It’s
absolutely perfect for me,” he told the
Journal. “It gives me flexibility, and
the stress level is lower and manage-
able. I can continue to do this as long
as I want to.”

Data and Analysis
Cox’s experience offers an example of
what the best career advisers can do
for their clients. In fact, the career
counselors who are most effective will
follow a continuum of client care that
is modeled on the patient examina-
tion process exhibited in the SOAP
model (an acronym for subjective and
objective assessment, and plan).

First, the counselors will obtain
subjective information from an inter-
view with the client. Next, they will
gather objective data using a tool
such as the Birkman data-gathering
method. While both of these data-
mining tools are important, the
objective tool can be used to help
confirm the professional’s assessment.

The Birkman method is one of the
best ways to assess a client objectively.
It helps a career adviser primarily by
identifying what the client would ide-
ally like to do and then translating that
information into specific industries
and job titles. By combining the objec-
tive data with the subjective evalua-
tion, the career adviser obtains a clear
assessment of the client’s situation.
Based on that assessment, the client
works with the career adviser to devel-
op an implementation plan.

Physicians relate well to the SOAP
model because it is based on princi-
ples similar to those they have used
daily throughout their careers in clin-
ical practice. The model also is useful
because it helps to keep the process
focused and on track. To suggest an

analogy: Physician clients seeking
career advice are like most patients in
that they want immediate results and
they prefer to begin implementing a
“treatment” plan without delay.

By following the SOAP format,
the most effective career advisers will
help their clients focus on their pre-
sent needs, while emphasizing the
importance of diagnosing the prob-
lem before making a treatment deci-
sion. What’s more, the SOAP format
enables physicians to remain with
the program of treatment while they
evaluate the results of their decision.

Seeking Positive Outcomes
For many physicians, moving from
the known (a job they have held for
many years) to the unknown (a new
career) is extremely difficult. Some
resent the fact that they have to pay
for career advice or for help in find-
ing a job. Yet, the reality is that most
physicians do not know how to
search for a job, to evaluate their
career options, or to start down a new
career path. What’s more, after hav-
ing paid for their career counseling,
many physicians expect a guarantee
of success. Unfortunately, finding a
new career is like any other endeavor
in life: There are no guarantees.

The most effective career advisers
are likely to relate to physicians just
as doctors relate to patients. In other
words, as physicians do with their
patients, career consultants make
commitments to their clients that
they will use their best efforts and all
appropriate resources to help them
reach their career objectives, but
they can offer no guarantees that the
outcome will be positive.

Interestingly, the career counseling
business is changing in some of the

After leaving his clinical practice, one physician started a new 
business making presentations to medical and nonmedical groups
on how developments in biomedicine will change the world.

14 Practice Options/October 15, 2003

(Continued from page 13)



Practice Options/October 15, 2003 15

same ways that the practice of medi-
cine is changing. For example, many
physicians are now doing more than
simply working to treat patients who
are ill; some are taking a more active
role in seeking to maintain the health
of their patients by offering wellness
services. Similarly, career advisers are
looking to do more for their physician
clients than simply offering advice on
how to find a new job.

As a result, it makes sense for physi-
cians to seek a career counseling firm
that has expertise in many areas of
specialization (such as medical
school, residency, fellowship, private
practice, academic medicine, corpo-
rate employment, nonclinical careers,
retirement, and even postretirement).
In fact, some of the best career coun-
seling firms are becoming involved in
many different aspects of a physician’s
practice (such as contracting, practice
evaluation and management, and
financial planning), as well as provid-
ing lawyers to offer legal services.

The case of one client (whom we
will call Jane Doe, MD) exemplifies
the range of services that are currently
available to physicians who are seeking
help from career counseling firms.

After completing her residency
earlier this year, Doe was referred to a
career counselor for an initial consul-
tation. Subsequently, the legal affili-
ate of the career counselor’s firm
reviewed the contracts Doe had been
offered. The financial advisers helped
her develop a financial plan, and a
specialist in practice evaluation and
management represented her to med-

ical groups seeking to hire new physi-
cians. Doe also met with a physician
working for the career counseling
firm, who provided advice and assis-
tance as Doe makes the transition
from residency to practice.

Getting Results
Physicians seeking the advice of a
career counselor do so for a variety of
reasons. Some, like Doe, are seeking
direction in their careers. Others may
simply want to reenergize an existing
practice, find a network of their peers
to seek solutions to common prob-
lems, or voice their career frustra-
tions. Some may want to move into a
nonclinical role, or they may wish to
plan for a satisfying career after their
retirement. Career counselors should
be able to provide all of these services.

There are two things that most
physicians who go to a career coun-
selor do not want. First, they do not
want to have to pay an hourly rate for
career consulting services, as many
have done in the past. In other words,
the physicians are willing to pay for
results but they do not want to have
to watch the meter run every time
they call the counselor to ask a ques-
tion. Today, the best career counsel-
ing firms charge their clients a fee
that allows them to call at any time
with a question at no extra charge.

Second, physicians do not want to
have to shop for related counseling
services; they want one-stop-shop-
ping. In other words, if they find out
during a meeting with a career advis-
er that they may need contract advice

before they can leave or change their
practice environment, many would
prefer not to have to stop working
with their career counselor in order to
shop for an attorney. 

The best career counseling firms
have such expertise available to 
their clients, as well as financial
advice and practice evaluation 
services as needed.

The new career move for physi-
cians doesn’t need to be dramatic; for
some, the change could involve
remaining in clinical practice while
adding some nonclinical pursuits as
well. Chet Cedars, MD, a successful
family practitioner in Denver, is a
good example of someone who made
some career changes after he recog-
nized that the practice of medicine
might not be leading him to a future
in which he would feel comfortable.
After meeting with a career adviser,
Cedars made some career changes
that allow him to practice part-time
and serve as a health care consultant
to physician groups and health care
provider organizations that are intro-
ducing electronic medical records to
their practices. 

Cedars is like Cox and Doe in
that—with the help of career coun-
selors—these physicians have made a
career change that is not only satisfy-
ing to them, but is also allowing them
to pursue the medical career they
should have based on their own wants
and needs.
—More information on physician practice
strategies is available on our Web site (see 
page 16).

Physicians today may seek career counseling to help them reener-
gize an existing practice, find a network of their peers to seek 
solutions to common problems, or voice their career frustrations.

The best career counseling firms have a variety of expertise available to
their clients, including legal, financial, and practice evaluation services.

(Continued from page 14)
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In some states, physicians have

gone on strike and held demon-

strations to generate publicity and

show their displeasure over the rising

cost of malpractice insurance. But

such high-profile actions are fraught

with risk. It’s costly for a physician to

close a practice even for one day, and

such demonstrations can turn public

sentiment against physicians, giving

legislators new reasons to reject leg-

islative limits on monetary awards.

As a result, concerned physicians

nationwide are getting involved in

low-profile programs to build support

by gradually raising public awareness.

While largely ignored by the media,

these grassroots efforts are having an

important effect.

Community Efforts

Pennsylvania has been deeply affect-

ed by the liability insurance crisis.

Rates rose sharply in the Keystone

State, making malpractice insurance

unaffordable for some and unavail-

able at any price for others. With

doctors forced to leave the state, or

curtail services, the Lehigh Valley’s

four competing hospital networks

joined forces to seek a remedy. After

many of its private practice physi-

cians took part in a joint news con-

ference last fall, the consortium start-

ed an educational campaign on the

Web (at www.keepdocsinthevalley.org)

to explain to patients how rising

insurance costs have been driving

doctors out of Pennsylvania.

Simultaneously, private practice

physicians of all four hospital groups

launched a petition drive to pro-

mote malpractice reform in the

state legislature. For waiting rooms,

the hospitals provided tabletop

signs explaining the crisis. St.

Luke’s Hospital offered its physi-

cians preprinted postcards that

patients could send to legislators,

urging action. More than 25,000

patients signed petitions that were

presented to the state’s U.S. Rep.

Patrick Toomey and the names of all

signers were sent to the governor and

each state and county official in eight

counties in Eastern Pennsylvania.

For St. Luke’s Hospital & Health

Network, the crisis has been severe.

The nonprofit hospital’s own insur-

ance premiums have risen by $4

million (or 133%) in the past two

years. “We’re very aggressive in get-

ting our doctors before the local

media, addressing the problem,”

says Susan Schantz, the network’s

assistant vice president for commu-

nication and marketing. “Then, we

make sure that copies of any articles

are mounted for display in the

physicians’ offices.” For its weekly

local television show, St. Luke’s

produced a special edition with its

physicians talking about the issue

and how it affects them.
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