
Apatient walks into your office, even
for the first time, and instead of

being handed reams of forms to fill 
out – your receptionist glances at her
computer, smiles and says “Hello Mr.
Jones, the doctor will be right with
you...”

For more than 10 years, that has
been the promise of EMR – electronic
medical records. The technology exists
and many practitioners have systems in
place and are reaping the benefits – but
how close are we to universal acceptance
and ubiquitous use of EMRs throughout
the medical community?

At the most basic level, an EMR is
an electronic record of a patient’s health
information generated by all of his or her
encounters with any healthcare
practitioner or setting. 

An EMR is not only a record of past
medical history. Included are patient
demographics, progress notes, specific
problems, medications, immunization
records, all laboratory data radiology
and other diagnostic reports. EMRs have
been shown to streamline the clinician's
workflow. 

A recent study published in BMJ,
The Journal of the British Medical
Association, concluded that when
compared with paper based records
paperless records were more often fully

understandable and fully legible.
Paperless records were found to be
significantly more likely to have at least
one diagnosis recorded, to have recorded
the advice that had been given to the
patient, and when a prescription had
been issued, paperless records were more
likely to specify the drug dose. 

The study also found that doctors
using paperless records were able to
recall more of the advice they had given
to their patients. According to a
University of California report prepared
for the California Healthcare
Foundation that surveyed 20 small
physician practices that had
implemented EMR, “Almost all users
reported increased patient care quality
due to such improvements as better data
legibility, accessibility and organization,
prescription ordering, and prevention
and disease management care decision
support”

Tragic events like 9/11, Hurricane
Katrina, and the California wildfires
have showcased the benefits of electronic
record keeping. With large scale EMR
systems in place, many of the medical
records that were lost in such tragedies
would have been preserved, leading to
more efficient care and better patient
outcomes for those injured or displaced
in such events.  

Despite the seeming advantages of
EMRs, hospitals across the country are
evaluating if, when, and how they will
subsidize electronic medical record
technology.  

“I see a lot of hospitals still trying to
figure out what to do,” says Mark R.
Anderson, CEO of
h e a l t h c a r e
t e c h n o l o g y
advisory firm AC
Group, Inc. of
Montgomery,
T e x a s .
“Hosp i ta l s
need to learn
about the
d i f f e r e n t
advantages and
disadvantages of
[an EMR] project
before offering a
service.

In the meantime,
the $787 billion stimulus
bill signed in February by
President Obama calls for
$19 billion to implement
electronic health records
and other information
technology. The Senate
version of the package
was supported by

Pennsylvania’s own Arlen Specter, one of
only three Republican senators to
support the bill. The others were Susan
Collins and Olympia Snowe, both of
Maine. 
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Electronic Medical Records: 
The Promise and the Reality By Steve Goodman

Robotic Surgery at Abington
Broadens Its Scope and Success
Until just a few years ago, it wasn’t possible to reliably achieve the surgical precision

of open surgery with the patient comfort benefits of laparoscopy for certain 
complex  procedures. Although minimally invasive laparoscopy works well for some
routine surgeries, the approach—in which surgery is performed through small 
incisions—may be more difficult for surgery deep in the pelvis, for suturing or for
meticulous dissection. Those limitations have made laparoscopy less useful for 
surgeries such as prostatectomy and myomectomy, among others, which require 

meticulous handling, dissecting and
suturing of fine tissues.

So, traditional open surgery was
long the best choice for intricate
procedures. Yet that meant patients
experienced larger incisions, greater
blood loss, more postoperative pain and
longer hospital stays than they would
have if laparoscopic surgery had been
appropriate.

Now, through advanced robotics
technology, specially trained surgeons at
Abington Memorial Hospital are
providing robotic-assisted laparoscopy to
an ever-widening population of patients.
Originally used primarily for

Continued on page 2
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MAKING ROUNDS

The stimulus bill provides incentives up to $44,000 per physician.
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prostatectomies, these days, Abington’s robotic system is supporting complicated
surgeries in urology, gynecology, gynecological oncology, bariatrics, reproductive
endocrinology, urogynecology, pediatric urology, general surgery and colorectal
specialties. 

Using the robotic system’s fully articulated instruments and high-definition
camera image, Abington surgeons skillfully maneuver through small, 1 cm ports as the
robotic technology gives them greater precision, dexterity and control. The system
translates the surgeon’s hand, wrist and finger movements into actions of the
miniaturized surgical instruments. It cannot be programmed to make decisions or
perform surgical tasks without direct input from the surgeon.

Abington began its robotic surgery program two-and-a-half years ago. The
hospital soon became an area leader, receiving robotic surgery referrals from
throughout the region as physicians and patients recognized the technology’s benefits.
“Robotics combines the best of both worlds—laparoscopy and open surgery,” says Lee
Schachter, M.D., a urologist and director of Abington’s Robotic Surgery Program. “It
takes the minimal invasiveness of laparoscopy and combines that with the advantages
of open surgery, such as three-dimensional vision and greater wrist motion.”

That combination leads to high-quality surgery and better results. Before robotic
technology was introduced, Schachter notes, very few patients had cancerous prostates
removed laparoscopically because that method was very difficult with a large learning
curve.  Today, many patients choose robotic-assisted laparoscopic prostatectomy.
“Robotic surgery has opened up the capabilities, improved the overall quality of
surgeries and given good results for patients,” he says. 

Research bears out the Abington experience. In a direct comparison of robotic
surgery and laparoscopy for radical prostatectomy, published in January, researchers at
the Montefiore Medical Center, Albert Einstein College of Medicine in Bronx, NY,
showed that the robotic procedure produced a faster return of urinary and erectile
functions.  Moreover, because robotic surgery reduces the problems of surgical hand
tremor and fatigue that can occur in open surgery or laparoscopy, it can be more
precise and even life-saving: A 2008 study from the University of California, Irvine,
found that using robotic surgery for radical prostatectomy has led to declines in
positive surgical margins.  

Abington’s robotic equipment, the da Vinci® S Surgical System, has FDA
approval for a wide range of procedures. Specialists at Abington are using the
sophisticated technology for myomectomy, tubal ligation reversal, hysterectomy,
salpingo-oophorectomy, kidney removal and reconstruction, esophagomyotomy,
gastric bypass and abdominal cerclage, as well as for prostatectomy—more than 500
robotic surgical procedures since the program’s inception. 

“Every department is expanding and increasing their volume of robotic surgery
cases. They’re happy with the results,” Schachter says. “That’s part of the reason for the
continuing expansion of procedures and patients.”Seltzer ad 5.064X3.125 copy.pdf   1/21/09   7:38:00 AM

Robotic Surgery at Abington
Continued from page 1

For practices implementing full
use of EMRs by 2011, the stimulus bill
provides incentives up to $44,000 for
individual physicians.  However, those
incentives turn into penalties in the
form of reduction in Medicare fees for
practices that fail to implement any
EMR by 2015.

In the compromised bill between
the House and Senate versions it was
Specter, a cancer survivor, who argued
for an additional $6.5 billion for
medical research. “I think it is an
important component of putting
America back on its feet,” Mr. Specter
said. 

The federal government already
supports and operates a practical
EMR model. Veterans' hospitals across
the country share an electronic system,
called VistA, which allows for sharing
of records for veterans in its health
system. With VistA, a VA facility
anywhere in the country has the same
access to an eligible patient’s records as
his or her local hospital. 

Doctor’s Reactions
Time and again EMRs have been

shown to enhance the quality of
patient care by minimizing errors and
improving efficiency and coordination.
With all of the apparent positive
benefits to implementing EMR, why
have so many physicians still been slow
to add an EMR solution to their
practices?  Initial cost still seems to be
the biggest hurdle. 

According to Robert Miller,
Ph.D., one of the authors of the
California Healthcare Foundation
study, “The initial costs can be
substantial. We came up with about
$44,000 per billing provider on average.
We found providers paid for their
initial costs and cumulative ongoing
costs in 2.5 years. After that, it was
$23,000 per billing provider per year in
net gains, on average.” However, Miller
was quick to point out, “that's the
average. There were three practices

that, at the rate they were generating
benefits, would take over nine years to
pay for EMRs. One practice almost
went bankrupt due to billing problems
associated with implementation. So,
while the average payback period is 2.5
years, there's also risk in making the
move.”

Mike Davis executive vice
president of analytics for the
Healthcare Information and
Management Systems Society
(HIMSS) says,“We found that cost
continues to be a significant barrier to
technology implementation, despite
the benefits of improved patient care
and fewer medical errors attributed to
the EMR.”

That is why Miller, among others,
is in favor of subsidies for doctors who
implement EMR. “Physicians should
be paid for using EMRs well” said
Miller, “and that's where pay-for-
performance comes in. Practices with
EMRs are very well situated to gain
from pay-for-quality performance
because they are in a better position to
capture and report on data than are
paper-based practices, and have more
tools to improve quality.”

Mark R. Anderson believes that
even with financial and support staff
assistance, many physicians may still
resist hospital offerings. “The initial
reaction might be that they don’t
necessarily want an EMR or they want
their own,” says Anderson. “Most
doctors just don’t trust hospitals.”
Regardless of physician resistance,
Anderson is convinced hospitals need
to develop programs to help provide
community physicians with EMR
technology. “It is a great use of their
money if they think it all the way
through,” says Anderson. “There are
some great financial benefits to the
hospital and it bonds the doctor to the
hospital. And, it can improve the
quality of care.”

Until federal funding becomes
available it has fallen on states and
individual municipalities to develop
such subsidy programs. New York
City, for example, has begun a $60
million project to heavily subsidize
EMRs for 1,000 primary care
physicians, mainly those with 10 or
fewer doctors, and largely in lower
income neighborhoods. The EMR 

Continued from page 1
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On-site Management
Easy Access

High Visibility
24 Hour Security

Generous Parking / Offices 300 - 5000 square ft
For Additional Information, Contact

Donna Strano, Manager - 610-265-2242

Establish Your Practice In a Premier Facility

Allendale Answering Service, Inc.
Live Operators - 24/7/365
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MageeRehab.org

BELIEVE in a reprise. And in the will of a stroke
survivor who refused to give up life as he knew
it. Who turned weeks of “maybe” and “we’ll
see” into months of “I can” and “I did.” Together
we fought his way back. Back to mental acuity,
physical dexterity and eventually back to family
and his favorite seat in the house. He is one
more story of success. One more note that
was not silenced. That’s the music of
MAGEE Rehabilitation Hospital.
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PERSONAL FINANCE
Taxes Under Recent Legislation and Guidance:
What You Need to Know for Your 
2008 Tax Returns and 2009 Tax Planning

By now, most 
individuals are

aware of the economic
downturn that has
gripped the nation and
the world since early-
2008.  

Late in 2008, the
relentless wave of
economic bad news

placed an exclamation point on the toll
experienced by the financial markets, the
housing market, and the economy in
general.  Like a freight train out of
control, the news triggered near-panic
selling activity accelerated the economic
decline in unprecedented terms.
Perception and fear became reality,
forcing Congress to act.  Their response
was slow but, in some respects, plentiful.  

Regarding taxation, the
Congressional response to the economic
downturn actually began in late-2007
and continued throughout 2008.  During
that time, lawmakers passed significant
legislation on several occasions.  In
addition, the Internal Revenue Service
provided updated guidance on numerous
occasions for taxpayers, culminating in
recent internal guidance to be a “kinder
and gentler” IRS.  

In general, the aim of Congress and
the IRS has been to provide economic
assistance to taxpayers by reducing taxes,
although traps for the unwary remain.

This is particularly so in the case of the
Congress, which found itself in the
precarious situation of having to pay for
the tax breaks by enacting measures to
increase taxes in certain cases.  

This article sets forth some general,
yet important, aspects of the legislation
and guidance that taxpayers need to
know for the preparation of their 2008
tax returns.  In addition, this article
addresses some planning opportunities
available for 2009.

Tax return preparation is complex,
particularly in the case of high net-worth
taxpayers, such as physicians.  The level
of complexity is exacerbated by the
annual uncertainty that annually arises in
the case of certain provisions such as the
alternative minimum tax (AMT).  

The AMT now applies to a broad
range of taxpayers due in part to the fact
that exemption amount, which is an
integral part of the tax computation, is
nonetheless quite minimal and (by
inadvertent design) has not kept up with
inflation.  As a stopgap measure over the
last few years, Congress has enacted
temporary (one-year) increases in the
exemption amount.  In each case,
however, the increased exemption
amount has been allowed to revert after
year-end to its non-inflationary
(minimal) amount.  

To punctuate the problem, the one-
year stopgap measure has typically been

enacted late in the year giving taxpayers
little or no time to prepare.  For example,
the stopgap measure for 2007 was
enacted late in December 2007.  Until
that point, taxpayers were unsure
whether the exemption amount would be
minimal or would be increased to a
higher, more meaningful amount.   This
made for a planning nightmare in 2007,
and 2008 was no different.  

Congress ultimately acted in 2008,
albeit late in the year.  Thus, for 2008, it
was again impossible to plan.
Nonetheless, we have our increased
exemption for 2008 and physicians need
to make certain that their tax preparation
software is updated for these increased
exemption amounts.  

Specifically for 2008 (and only
2008), Congress increased the AMT
exemption amount to $69,950 for a
married couple filing a joint return and
$46,200 for single individuals and heads
of household.  These exemption amounts
will drop to their non-inflationary
amounts ($45,000 and $33,750,
respectively) in 2009.

Several tax benefits that expired at
the end of 2007 were renewed for tax-
years 2008 and 2009.  As a result, eligible
taxpayers can claim the deduction for
state and local sales taxes, if they so elect.
Eligible taxpayers may also claim a
deduction for tuition and fees.  The rules
permitting tax-free charitable
distributions from individual retirement
accounts were extended.  Specifically,
individuals who are age 70? or older can
transfer up to $100,000 of their IRA
balance to charitable organizations in
2009 (and were permitted to do so in
2008) without any tax liability.  Typically,
such transfers are taxable.  Note that,
since such a transfer is not taxable, the
taxpayer is also prohibited from claiming
a charitable deduction (which would
normally be significantly limited under
the phase-out rules that usually apply to
a physician’s itemized deductions).

The “Kiddie Tax,” applies for 2008 if
the child has investment income greater
than $1,800 and (1) is under 18 years of
age, or (2) is 18 years of age and had
earned income that was equal to or less
than half of his or her total support in
2008, or (3) is over 18 and under 24, a
student, and during 2008 had earned
income that was equal to or less than half
of his or her total support. In general,
except for a small portion of unearned
income (such as dividends and interest),
such income is taxed at the parents’ top
marginal rate rather than the child’s
lower rate.

From a business and practice
perspective, the standard mileage rate for

business use of a car was 50.5 cents per
mile from January 1, 2008, to June 30,
2008, and increased to 58.5 cents per mile
from July 1, 2008 through December 31,
2008.  This is important for the
preparation of 2008 tax returns.  For
2009, the rate drops to 55 cents per mile.

For qualified retirement plans, the
maximum contribution that may be
made to a defined contribution plan
increased from $46,000 in 2008 to
$49,000 in 2009.  The maximum
compensation level increased from
$230,000 to $245,000 in 2009.  The Social
Security wage base (for integrated plans)
increased from $102,000 in 2008 to
$106,800 in 2009, while, for 2008, the
elective deferral (contribution) limit for
employees who participate in 401(k),
403(b) and most 457 plans was $15,500.
This limit is $16,500 for 2009.  The catch-
up contribution limit for those aged 50 to
70? was $5,000 in 2008, and is to $5,500
in 2009.  Finally, for 2009, the required
minimum distribution requirements
generally applicable to retirement plans
are suspended with respect to defined
contribution arrangements, including
IRAs.

Physicians are entitled to a
significant depreciation benefit on their
2008 tax returns.  Specifically, physicians
may deduct bonus (50 percent)
depreciation for most new business
property and equipment purchased in
2008 (not 2009).  If bonus depreciation is
not desired, an “opt-out” election must
be made.  The first-year deduction for
automobile purchases in 2008 was also
increased by $8,000 (from $2,960 to
$10,960).  Moreover, the limit on the
expense election for most business
property purchased in the tax year that
began in 2008 was $250,000 (subject to
various related limitations).  For tax
years that begin in 2009, this limit drops
significantly (to $133,000).  Leasehold
improvements, in most cases, may
continue to be depreciated using a 15-
year life for property placed in service
before January 1, 2010.

Finally, for purposes of 2008 tax
preparation, the IRS reminds taxpayers
that economic stimulus payments are
tax-free, and taxpayers may qualify for a
recovery rebate credit on their 2008 tax
returns.

Taxes are dynamic.  As we proceed
through 2009, proposals for tax
legislation will be interesting, as the new
administration settles in.  It would
certainly appear that tax simplification
will not be a topic of priority.  In most
cases, such as the subject matter
discussed in this article, taxpayers are
strongly urged to consult with their tax
advisors. 

Joseph P. Nicola, Jr. is a Certified
Public Accountant., Certified Valuation
Analyst, and is licensed to practice law in
Pennsylvania.  He is a Tax Director with
Sisterson & Company in Pittsburgh, PA,
and can be reached at 412-594-7006 or
jpnicola@sisterson.com.

Joseph P.
Nicola, Jr.

For worse:  Medicine and politics.  For better:  Medicine and 
politics and technology.
Government has been meddling in medicine since the early part

of the 20th century.  The modern era of managed care got a big boost
when President Nixon signed the HMO Act of 1973, the first such 
law to commit federal funds and policy to promote HMO’s.  

Ever since then, practicing medicine has become more
complicated.   Medicare, Medicaid, reimbursements, capitations, referrals, malpractice,
PPOs, HIPPA, overhead, staffing, equipment, loans, payroll, etc.  There’s so much to know
and to do.  Physicians barely have time to see patients.

How can we ease the pain?  Well, technology is a start.  Electronic medical records 
may not cure the ills of the business of the practice of medicine; but they 
will help.

In February, President Obama signed the American Recovery and Reinvestment Act
of 2009, more commonly referred to as the $787 billion stimulus package.  The bill commits
$19 billion for the implementation of health information technology.

Physician practices that successfully implement an EMR system in the next 
12-17 months are eligible for incentives up to $44,000 per doc over a five-year period.
Another $20,000 can be earned through PQRI reporting and electronic prescribing.

But be careful, the same stimulus bill calls for penalties in the form of reduced
Medicare fees for those practices failing to adopt some form of electronic records before
October 2015.

The details of the ARRA health IT provisions will become clearer in the coming
months.  The bottom line is that EMRs can help to better organize information and operate
the practice.  It’s not often that politics leads to better medicine, so take advantage of it. 

The Stimulus Bill:  
For Better or Worse?

PUBLISHER’S LETTER
Brad Broker
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Part Time or Full Time
House Officer / Hospitalist Positions

BFHealthcare is a physician staffing company providing coverage to 
hospitals and other healthcare facilities in the Delaware Valley since 1987.

• Still in training and want to supplement your income?
• Recently retired and want to keep your skills?
• Want to control your hours and lifestyle?

For information call us at 215-542-9809
Email: medstaff@bfhealthcare.com

Web: www.bfhealthcare.com

“Full Service” Medical Billing
• Rates 4.5% to 7.5%

• Monthly Analysis

• HIPAA Compliant

• No Added Charges

• No Volume Too Low

• No Binding Contract

CALL (215) 564-6620
(800) 572-0809Est.

1990

system has been designed for the city by
eClinicalWorks. The system usually costs
approximatly $45,000 to implement for a
typical small pratice. However, New York
is cutting that cost down to $24,000
through subsidies for practices that
qualify by having at least 10 percent of
their patients who are on Medicaid or
without any insurance. In addition to
financial subsidies, the city is also
providing teams of trainers to assist with
the transition.

eClinicalWorks projects that 100,000
healthcare providers will be using the
company’s software within the next 10
years, impacting patient care for 100
million patients.

Real World Experiences 
There are roughly 200 vendors who

provide some sort of EMR to the
physician’s office. Obviously we are not
dealing with a “one size fits all solution”.
In addition to eClinicalWorks, some of
the other well-known names are
SpringCharts, Meditech, Allscripts and
NextGen Healthcare, of Horsham,
Pennsylvania.

The Reagan Eye Center in
Waxahachie, Texas has had NextGen’s
system in place since August of 2007.
According to Paige Pollard, OD, EMR
administrator for Reagan, the key to
launching a successful EMR initiative is
giving the staff plenty of time to
familiarize themselves with the EMR
and offering enough training, practice,
and support. Explains Pollard, “It’s
important to be as comfortable with it as
possible.” She adds, “I basically spent
one day a week in training or
manipulating the system, which worked
well because I knew what our exams were
like and could configure the EMR to
match the way we work.”

The Center has four facilities within
Waxahachie. Since the system “went

live” there has been increased efficiency
across the four now networked sites,
where they no longer have to fax charts
or other paper records between locations.
Pollard explains that the system also
automatically supplies the coding for
services performed during exams, which
has improved revenue. “When I first saw
the increase in revenue, I was a bit
worried but then realized that the EMR
captures codes more accurately and gives
you more than you might typically give
yourself”

Excela Health, a network of medical
practices representing a variety of
specialties located throughout
Westmoreland County, Pennsylvania,
turned to Allscripts to implement an

electronic health record system for its
more than 115 physicians. “Our strategy
calls for finding ways to enable
physicians to improve the quality of the
services they deliver, simplify their lives,
and to improve their bottom line, and we
believe Allscripts will help us accomplish
those objectives," said Otto Salguero,
chief information officer of Excela
Health. "Electronic health records
eliminate the inefficiencies of the paper
chart and provide 'best practice'
guidelines, automated safety alerts,
health management plans and other
critical information where it's needed
most, at the point of care." 

Implementation
Those who have been through the

process of implementing EMRs agree
that due diligence and having the proper
information and support before, during,
and after implementation is critical to its
success or failure.  As the old saying goes
“fail to plan - plan to fail.”

IT experts agree it is important to
think through all the steps in an EMR
project from one end to the other.
Organizations such as HIMSS provide

information and valuable resources to
healthcare professionals considering an
EMR solution. According to an HIMSS
report available on their website, among
the first steps physicians need to take
before implementation of an EMR
solution is to “Develop an
implementation budget and create a
project plan to guide your process”.  The
report states that practices all too often
underestimate the amount of work
required to prepare an EMR product to
go live. Small practices should expect
staff to put in many additional man-
hours, or hire additional staff during
implementation – an expenditure many
offices fail to plan for. No matter the size
of your office or clinic, the EMR vendor
you have selected should provide you
with a Project Plan – if they have not – be
sure to ask for one. 

Robert Miller’s research found that
most small practices greatly
underestimated the learning curve
required to reap the full benefits of an
EMR system after initial launch. Most of
those in the California Healthcare

Electronic Medical Records: The Promise and the Reality

Foundation study reported an increase in
the length of time necessary for
documentation, and found they were
working longer hours on average, once
they had put in EMRs. It is difficult to
predict length of learning curves and the
impact of learning curves on
productivity, but most vendors of EMRs
say that typically within 6 months to one
year, healthcare providers are leaving
their offices at their normal times. 

Researchers have found two other
important pitfalls practices often run
into is not having the right hardware to
support the EMR system, and not
anticipating the level of the staff ’s
reluctance to adopt the new procedures.
The first can be avoided, say the experts,
by working with the vendor and
following their “recommended” system
requirements and not the “minimum”
system requirements. According to
HIMSS, avoid the second by “appointing
a physicians champion” -a person who
can reassure staff, ask for their input and
be motivating and enthusiastic about the 

Continued from page 2

Practices often underestimate the amount of work required
to prepare an EMR product to go live.  Small practices
should expect to put in many additional hours or hire extra
staff for implementation.

Continued on page 8
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MEDICINE & BUSINESS
Negotiating Physician Compensation Contracts

Aparadoxical 
trend is

developing with-
in the medical
p r o f e s s i o n .  

His tor ica l ly,
p r o f e s s i o n a l
opportunities for
p h y s i c i a n s  
were limited to
private practice,
or teaching and

research positions. Today, a much wider
range of opportunities is available in
many different organizations - hospitals,
health plans, pharmaceutical companies,
medical management companies, con-
sulting firms and medical device manu-
facturers. These positions include 
medical directorships, executive or non-
executive administrative positions,
staffing of inpatient and outpatient clini-
cal programs, thought leader positions,
and clinical consultant positions. 

The paradox that is unfolding is that
there is a definitive trend toward narrow-
ing or standardizing physician compen-
sation arrangements. Standardization is
being driven by the desire of hospitals to
administratively simplify their relation-
ships with physicians and by the com-

mon use of salary-based compensation
arrangements in private companies,
health plans, and pharmaceutical compa-
nies. In addition, today’s physicians are
also interested in simply stated and calcu-
lated compensation plans.    

Federal regulations have a signifi-
cant impact on the nature and specific
terms in many physician compensation
agreements.  The Stark regulations,
which most physicians understand, limit
compensation and other financial
arrangements between physicians and
other provider entities. They are intended
to prevent compensation as an induce-
ment for the referral of Medicare
patients. 

Another set of federal regulations,
the “intermediate sanctions” regulations
from the Internal Revenue Service, are
intended to prevent the “private inure-
ment” or over-compensation of individu-
als by non-profit organizations.  Still fur-
ther, CMS compliance program regula-
tions for hospitals and pharmaceutical
companies are intended to prevent com-
pensation that may lead to inappropriate
or unnecessary services for patients.  

However, in spite of these complex
external rules there are still opportunities
for physicians to negotiate a fair and 

David H. Glusman
CPA, DABFA, CFS,

Cr.FA, CFF

reasonable compensation arrangement.
In fact, recent statements from CMS
direct the parties of arrangements
between providers to negotiate very spe-
cific terms that precisely are tailored to
the situation at hand. Explicitly laying
out the details of contractual relation-
ships helps to ensure that some equity is
achieved.  

In a recent advisory opinion CMS
stated "the general rule of thumb is that
any remuneration flowing between hospi-
tals and physicians should be at fair mar-
ket value for actual and necessary items
furnished or services rendered based
upon an arm’s-length transaction”.   

When it comes to compensation
arrangements involving provider entities,
the important items in this statement are
“fair market value” and “actual and nec-
essary items furnished or services ren-
dered.” These two items are applicable to
all compensation arrangements, as a
matter of general principle. 

There is no official definition of fair
market value for the purposes of com-
pensation contracts. For example, the
IRS definition of fair market value focus-
es on property. The IRS says fair-market
value is “the price that property would
sell for on the open market. It is the price

that would be agreed on between a will-
ing buyer and a willing seller, with nei-
ther being required to act, and both hav-
ing reasonable knowledge of the relevant
facts.”

In addition, there is no single official
method to calculate fair-market value. In
the absence of prescriptive methods,
when compensation arrangements come
under official scrutiny, the analyses of
the arrangements are usually based upon
the totality of facts and circumstances. 

Let’s examine the core elements of a
reasonable compensation arrangement.
The incorporation of three key elements
should satisfy many of the external regu-
lations and also help to promote an effec-
tive working relationship between the
parties. It needs to be clearly written, and
it should specifically describe: 1) the serv-
ices to be performed, 2) the method of
compensation, and 3) the amount to be
compensated, which should be supported
by a fair market value analysis.

Scope of Services 
The scope of services covered by

compensation agreements between physi-
cians and other provider entities may be
extremely varied. It may include direct
patient care, administrative or superviso

Continued on next page 

Hospitals are Buying Medical Practices Again:
Should You Consider Selling?

Just over ten years have passed since the Allegheny Health,
Education and Research Foundation (“AHERF”) declared

bankruptcy.  AHERF’s ultimate demise was due in large part to
its insatiable appetite for acquiring primary care medical practices
and employing those primary care physicians.  Fueling AHERF’s
spending spree for physician practices were bidding wars between
AHERF and other health care systems in its desired market.  

Remarkably, while AHERF’s bankruptcy had an extreme
chilling effect on the acquisition of physician practices by
hospitals, it would seem that hospitals are once again getting into
the business of acquiring physician practices and employing
physicians.  It is pretty clear, however, that this time around

hospitals are more savvy about what they are willing to pay for physician practices
and what their expectations are for employed physicians going forward.  While
selling your practice to a hospital may make perfect sense based on the facts and
circumstances of your situation (and those facts and circumstances are different for
every practice), there are a number of issues and pitfalls to be mindful of in
considering whether to sell to a hospital and become an employee.

There are a host of issues which may at first blush make selling to a hospital
attractive to a road-weary physician.  To begin with, many physicians feel that
reimbursements are simply not keeping pace with the ever-increasing costs of
running a private medical practice.  As the regulatory environment in which
physicians practice becomes increasingly complex, greater investment must be spent
on billing and collections, compliance initiatives and legal fees.  In addition, to
maintain competitiveness, private practices are faced with the proposition of making
heavy investments in information technology systems such as electronic medical
records, e-prescribing systems and so forth.  Finally, as players in the health care
market jockey for positioning and market share, physicians may feel forced to open
satellite offices or invest in ancillary services, both of which require access to capital
which, in today’s market, can be elusive.

Coupled with the foregoing economic factors, many physicians are just plain
tired of managing their practices.  The administrative burdens placed on physicians

as a result of managed care and heavy regulation could very-well wear down even a
seasoned CEO, so it is not surprising that many physicians would consider
abandoning private practice and turning management responsibility over to hospital
administration.  Certainly hospitals may offer greater economic depth and stability,
as well as business and management solutions to physicians.  However, before
committing to selling your practice, consider the following:

1. Is your practice even in a condition to be sold?  For example, if your
overhead is out of whack with industry norms because you have not reviewed and
right-sized your office staffing, or if your accounts receivable are ballooning out of
control because your collection functions are not working efficiently, these factors
may make your practice considerably less attractive to a hospital buyer, and those
issues will certainly affect the purchase price.  If you think you will consider selling
to a hospital at some point in the future, it is never too soon to start cleaning up your
practice systems to make sure that they are operating optimally.  Consider having a
billing and coding audit done to ensure that your documentation and billing
procedures are up to snuff.  Review your employment agreements, corporate
documents and leases to make sure they are signed and current.  If you have
compliance issues or have discovered overpayments that should be returned to
payors, clean up those messes before putting your practice on the market.

2. Do the hospital’s business and clinical philosophies match your own?  Keep
in mind that selling your practice is only the first step.  In most cases, sale of a
practice is followed by employment of the physician owner(s) for several years.
During this time, employed physicians should expect to get their marching orders
from hospital administration – in most cases a non-physician.  For physicians who
may have spent their entire career in private practice, learning to be an employee can
be a lot easier when the hospital and the physician start out paddling in the same
direction.  Accordingly, before committing to a sale of your practice, spend some
time with the powers that be at the hospital to get a sense of their strategic plan and
where your practice fits in that plan.  Also find out specifically who you will be
working with if and when you become an employee of the hospital, and make sure
that personalities fit.

Todd A.
Rodriguez, 

Esquire

Continued on page 12
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ry responsibilities, or technical services
and consultative services. The trend
toward simplification of compensation
arrangements has an implicit tendency to
overlook this variability and its possible
impact on the level of compensation. 

The first step in crafting a solid 
compensation agreement and the appro-
priate compensation amount/methodol-
ogy is to document all of the responsibil-
ities and services to be performed, and
any related conditions that impact or
more fully explain the delivery of those
services.  

When a compensation arrangement
covers part-time or intermittent services,
the agreement should be very precise in
identifying each service, its frequency,
and any time or duration requirements.
On-call arrangements serve as a good
example of a common, part-time
arrangement. 

In addition to basic details, like an
on-call schedule that spells out the 
frequency and hours of coverage, the
agreement should include any additional
responsibilities such as requirements for
subsequent inpatient care or consulta-
tions, timely response to calls from the
emergency department, responsibility for
medical records completion, and cooper-
ation with care management and quality
initiatives or other hospital policies. In
some cases the actual reporting of time
consumed may be necessary and appro-
priate. These responsibilities have a
direct bearing upon the work performed
and upon compensation at fair market
value levels.      

When a compensation arrangement
covers a full-time position, there should
be a position description that describes
the scope of authority, tasks to be 
performed directly by the individual,
reporting relationships, the required
skills and experience, and any licensing
or certification requirements. When
agreements include a bonus, the perform-
ance requirements for awarding that
bonus should be clearly stated.  

Unit of Compensation 
The simplification of compensation

arrangements has generally led to fewer
options in the unit of compensation.  For
full or part time positions, or for person-
al services contracts, annual, per diem or
hourly rates are the most common units
of compensation. Bonus and other 
contingency terms are being used less 
frequently, and when bonuses are
involved, they must have a direct 
relationship to the effort or efficiency of

the provider and not be related to referral
for other services. 

Compensation does not necessarily
have to be limited to fixed rates. The unit
of compensation should be consistent
with the unit of work and the overall
structure of the relationship. For exam-
ple, in a recent CMS advisory opinion on
the compensation arrangement between
a hospital and its medical staff working
together in a payer sponsored pay for
performance program, the agency
approved a variable bonus arrangement
for the doctors. The bonus was tied to
achieving a set of quality targets and
each doctor’s portion is determined on a
per capita basis. In a recent advisory
opinion, the OIG signaled that incentive
and variable forms of compensation can
bed used if they are related to work per-
formed, if they are clearly documented
and if they do not encourage fraud or
abuse. 

Fair Market Value   
The third core aspect of physician

compensation arrangements involves a
fair market value analysis. The fair mar-
ket value amount of any compensation
arrangement must be determined by an
analysis that accurately reflects the entire
arrangement. That analysis should also
include multiple sources of data or ana-
lytical scenarios. A comprehensive analy-
sis will results in a fair market value
range for the compensation. The specific
amount of compensation is then negoti-
ated by the parties.

Benchmarks and other forms or
sources of objective data are required for
calculating fair market value. The most
common benchmarks are physician
salary surveys. There are a number of
widely recognized salary surveys such as
the Medical Group Management

Negotiating Physician Compensation Contracts
Continued from page 6

Association and the American
Association of Medical Colleges surveys.  

These surveys clearly document the
variation of compensation across differ-
ent specialties and variations within indi-
vidual specialties.  For example, the
MGMA survey includes compensation at
the median, 25th, 75th and 90th per-
centile. However, these surveys are limit-
ed to physicians working in specific set-
tings; the MGMA survey covers physi-
cians primarily in clinical practice and
the AAMC survey covers doctors in aca-
demic settings.    

Proprietary surveys of physicians in
other positions such as executive posi-
tions in hospitals and health systems are
available from consulting firms.  

Objective data can include data from
public sources, such as tax returns , and it
can include data developed specifically
for the situation at hand, such as through
telephone surveys.  

Another form of benchmark that
has been used is historical compensation
data; however, these data may not reflect
the scope of services or other factors that
are necessary to derive reasonable cur-
rent compensation amounts. The pri-
mary value of historical data may be lim-
ited to serving as a comparative reference
point for the reasonableness of current
compensation levels.  

As mentioned previously, when com-
pensation arrangements come under
scrutiny, the specific facts and circum-
stances of the situation are important
elements in assessing if the terms reflect
fair market value.  Compensation must
be directly related to the specific services
that are performed and it must also
incorporate any special circumstances
that add to the complexity or difficulty in
arranging for the services. For example,

higher compensation may be justified
when there are severe shortages of physi-
cians in a particular specialty. Or it may
be appropriate when special skills are
required or when special conditions must
be met.   

The determination of fair market
value compensation should be based
upon multiple analyses or comparisons.
For example, the compensation for on-
call coverage in the emergency depart-
ment may involve an analysis of the costs
of the hospital recruiting and employing
full-time physicians, or it may include an
analysis of hiring locum tenens physi-
cians through a staffing agency. These
analyses would be used to help establish
the fair market value range of compensa-
tion, from which a specific compensation
amount is negotiated.

A fair market value analysis should
also include a narrative that explains the
rational for any special circumstances
that affect the compensation. For exam-
ple, if a medical director or other posi-
tion requires a specific specialty, there
should be documentation of the special-
ty knowledge or skills that are necessary
to fulfill the responsibilities of the posi-
tion.  

With the proper focus on each of
these areas, compensation agreements
can only succeed at meeting the needs of
all parties. There is an old adage that “the
devil is in the details.” However, when it
comes to negotiating compensation
arrangements in the health care industry,
the adage should be “the opportunity is
in the details.”

David Glusman CPA, DABFA, CFS,
Cr.FA, CFF is a principal at Margolis & Com-
pany P.C. located in Bala Cynwyd, PA. David
can be reached at dglusman@marg.com.

Compensation does not necessarily
have to be limited to fixed rates. The
unit of compensation should be con-
sistent with the unit of work and the
overall structure of the relationship.
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What Can We Learn From Recent OIG Advisory Opinions?
The Office of

Inspector General
of the Department of
Health and Human
Services (“OIG”) is
required by the Social
Security Act (“Act”)
to issue advisory opin-
ions with regard to the
federal Anti-Kickback
Statute and its accom-
panying safe harbor

regulations, as well as the Civil Monetary
Penalty Law authorities under Section
1128A of the Act, criminal penalties
under Section 1128B of the Act and
exclusion authorities in Section 1128 of
the Act.  

OIG advisory opinions are legally
binding on the Department of Health
and Human Services (“DHHS”) and the
party or parties requesting the advisory
opinion.  No other parties are permitted
to formally rely on an advisory opinion
issued to someone else. However,
advisory opinions issued by the OIG
provide extremely useful guidance with
regard to its analysis of issues under the
federal Anti-Kickback Statute and the
other laws listed above.  This article will
focus on the advisory opinions issued by

the OIG in 2008 and the lessons that can
be gleaned by physicians and other health
care practitioners from these advisory
opinions.

An important advisory opinion
issued during the 2008 year (Advisory
Opinion 08-10) involved a proposed
block lease arrangement in which a
physician group that provided cancer
treatment services in a free standing
facility, which treatment included
intensity-modulated radiation therapy
(“IMRT”), proposed to lease to several
urology groups on a part-time basis, the
space, equipment and personnel services
necessary to perform IMRT.  The urology
groups proposed to pay the lessor
physician group rent for space and
personnel expenses and administrative
expenses in fixed amounts that were set in
advance at a fair market value rate (based
upon an independent third party
appraisal).  The OIG noted in its opinion
(although it did not pass judgment on it)
that the leasing structure was designed to
satisfy the in-office ancillary services
exception under the Stark legislation and
regulations.  

The OIG indicated that the proposed
arrangement in Advisory Opinion 08-10
essentially established a joint venture

between the leasing group and the
urology groups.  The OIG noted that the
proposed arrangement had many of the
elements that are found in suspect
contractual joint ventures (referencing
the Special Advisory Bulletin on
Contractual Joint Ventures that it issued
in April 2003), including that the urology
groups would be expanding into a related
line of business (IMRT) which was
dependent on their own referrals; the
urology groups would not actually
participate in performing the IMRT, but
would contract out substantially all of its
operations in this regard; the urology

groups would commit little in the way of
financial, capital or human resources to
the IMRT and would assume very little
real business risk; and the urology groups
would be in a position to insure the
success of the arrangement through their
referrals.  As such, the OIG declined to
opine that the arrangement would not
violate the federal Anti-Kickback Statute.
In doing so, the OIG noted that it never
actually analyzed the applicability of any
safe harbor regulation to any of the
individual contracts (space lease,
equipment lease, etc.) prepared for the
proposed arrangements; the OIG took
the position (as it did in the Special
Advisory Bulletin) that even if the
individual agreements making up the
proposed arrangement could satisfy an
applicable safe harbor regulation, the safe
harbors would only protect the
remuneration paid by the urology groups
to the leasing group but would not
protect the profit received by the urology
groups from the arrangement (i.e., the
difference between the money paid by the
urology groups to the leasing group and
the reimbursement that the urology
groups received for its services), with the
OIG concluding that the leasing
physician group provided the urology
groups with the opportunity to generate a
fee and a profit which is not protected by
any safe harbor regulation that would be
potentially applicable to the proposed
arrangements.

Advisory Opinion 08-10 reminds
physicians and other health care
providers that simply complying with the
Stark regulations does not necessarily
mean that compliance with the federal
Anti-Kickback Statute is achieved.
While there may be flaws with the OIG’s
analysis in Advisory Opinion 08-10 and
its Special Advisory Bulletin on
contractual joint ventures, these issues
need to be closely analyzed when entering
into any similar block leasing
arrangement.

Advisory Opinion 08-24
involved the analysis of the formation of
a group practice in a Health Professional
Shortage Area by 23 physicians and
podiatrists.  All of the providers treated
patients at the practice other than one of
the owners, a physician who owned 1% of
the group and whose duties were solely
administrative.  The OIG analyzed the
proposed arrangement and the
applicability of the safe harbor for
investments in group practices, which
incorporates the Stark definition of
“group practice” as well as adding several
additional requirements.  The proposed

group would not satisfy the group
practice safe harbor because of the 1%
owner who did not treat patients at the
practice.  However, the OIG concluded
that it would not impose administrative
sanctions on this arrangement for several
reasons, including the fact that nearly all
of the owners practiced medicine for the
group, each investor held a fixed
percentage interest in the entire practice,
the practice was structured and operated
as a unified business with centralized
decision making and with expenses and
revenues being pooled across the
enterprise and not separated into
satellites, along with the fact that the
parties certified that the Stark II
requirements of the safe harbor had been
met.  The OIG also reminded the parties
that any remuneration from employment
(as opposed to remuneration based on
ownership) would have to meet a separate
exception (e.g., the employment exception
or safe harbor).  This advisory opinion
highlights the usefulness of satisfying as
many requirements of a safe harbor
regulation as possible even where all of its
requirements cannot be met.

In Advisory Opinion 08-22, the
OIG analyzed several proposed part-time
employment arrangements and
concluded that the part-time employment
of two physicians by a nonprofit
corporation would not violate the Anti-
Kickback Statute.  The employing entity
proposed to employ the two physicians
on a part-time basis to perform
endoscopies on the employer’s own
premises, with each of the part-time
physicians having a separate medical
practice at separate premises.  The
employer certified that the part-time
employees would be “bona fide”
employees within the meaning of the IRS
definition of this term.

Based on the employer’s
certification that these part-time
employees would be “bona fide”
employees, the OIG concluded that the

Advisory Opinion 08-10 reminds physicians and other health care providers
that simply complying with the Stark regulations does not necessarily mean
that compliance with the federal Anti-Kickback Statute is achieved.

Continued on page 13
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Electronic Medical Records:
The Promise and 
the Reality specific benefits that the EMR will

provide.    
According to results from the

most recent HIMSS Ambulatory
Healthcare IT Survey,  market growth
of electronic medical record
implementations in settings such as
private medical practices or specialty
clinics, continues at a slow but steady
pace. “Our survey results indicate that
medical practices and clinics recognize
both the value of, and the barriers to,
implementation of the electronic
medical record,” said Mary
Griskewicz, MS, FHIMSS, senior
director, ambulatory information
systems, HIMSS. “While this
transition from paper to digital health
records slowly moves ahead in
ambulatory healthcare settings,
HIMSS will continue to monitor the
needs of, and provide educational
resources, for this important sector of
healthcare.”

Over the next few years, deciding
to adopt an EMR will likely be one of
the most important decisions made by
any clinical practice. The transition to
an EMR from a paper system can be
challenging, but with extensive
planning and proper support many of
the pitfalls can be avoided, leading to a
successful implementation.

Continued from page 5
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For all too many Americans, a good night’s sleep 
is but a dream. However, evidence from a study by 
gastroenterologists and sleep specialists at �omas 
Je�erson University Hospital could ultimately 
and safely put an end to those restless nights. �e 
study has demonstrated that gastroesophageal 
re�ux disease (GERD) may be responsible for 
sleep di�culties. Furthermore, while sleeping pills 
may help some patients sleep better, prescribing 
them for patients with GERD may have signi�cant 
consequences with respect to esophageal health.

�e study is a collaborative e�ort between 
the Je�erson Digestive Disease Institute’s 
Gastrointestinal Research Center and the Je�erson 
Sleep Disorders Center. �e research team includes 
Anthony J. DiMarino Jr., MD, Professor of Medicine 
at Je�erson Medical College (JMC) of �omas 
Je�erson University and Director of Je�erson’s 
Division of Gastroenterology and Hepatology; Karl 
Doghramji, MD, Professor of Psychiatry and Human 
Behavior at JMC and Director of the Je�erson Sleep 
Disorders Center; and Sidney Cohen, MD, Professor 
of Medicine at JMC and Director of Research 
in Je�erson’s Division of Gastroenterology and 
Hepatology. �ey and other researchers at JMC have 
been studying a group of subjects who have a history 
of sleeping di�culty but no medical problems that 
might cause such di�culty and no known history 
of GERD. 

Common denominator
Acid re�ux and insomnia are typically considered 
separate problems for most adults. Some 50 percent 
of American adults report having trouble sleeping 
at least once or twice a month. Fi�y percent of the 
adult population has re�ux at least once a month, 
about 20 percent once a week and about 10 percent 

every day. It turns out that the common denominator 
among a signi�cant number of people who have 
trouble sleeping is not restless legs or anxiety, but 
rather gastrointestinal problems. When the lower 
esophageal sphincter doesn’t close properly, stomach 
acid can leak back into the esophagus, causing 
GERD and, as a result, heartburn.

“Together, esophageal re�ux and sleep di�culties 
can be a recipe for trouble,” says Dr. DiMarino. “If 
the sphincter is open or not working, a re�ex during 
sleep causes arousal, and the patient wakes up into 
a lighter sleep, changing the brain wave pattern. �e 
person needs to swallow but must wake up to do so. 
�e acid returns to the stomach, and the alkaline 
saliva raises the pH. �en, the person falls back to 
sleep.” �e individual who experiences cycles of 
partially waking up, or tossing and turning, generally 
feels tired the next morning. “We’ve found – and this 
has been corroborated in similar studies – that re�ux 
disease with esophageal acid exposure may account 
for impaired sleep in 25 to 35 percent of patients who 
have trouble sleeping,” Dr. DiMarino adds. 

Dr. Doghramji, noting that GERD is sometimes 
overlooked by physicians as a source of sleep 
problems, o�ers some advice: “If an individual is 
getting adequate amounts of sleep but doesn’t feel 
refreshed during the day, consider the possibility of 
GERD. It’s not an innocuous problem.”

Those at risk
According to Dr. Cohen, those at risk are overweight 
individuals – particularly middle-aged men who 
have had re�ux for a long time, eat fatty foods and 
tend to eat late at night. A high percentage of these 
individuals don’t experience classic heartburn 
all day but have problems at night. “Relying on 

heartburn symptoms alone when looking for re�ux 
and interrupted sleep will mean missing a high 
percentage of these patients,” he says.  

Before treating a patient with sleep medications, 
physicians must think twice about potential re�ux 
problems. �e Je�erson study found that patients 
who take a sleeping pill don’t wake up as much and 
had acid re�ux in their esophagus for a longer period 
of time. Sleeping pills actually blunt the protective 
mechanism in the esophagus, putting the patient at 
risk for possibly dangerous complications such as 
esophagitis, Barrett’s esophagus and even esophageal 
cancer, which is the second fastest rising cancer in 
the country. “Continuing undiagnosed re�ux could 
be one of the factors behind the increasing number 
of adenocarcinomas of the esophagus,” adds 
Dr. DiMarino.

For information about treatment for GERD, or to 
make an appointment with a Jefferson digestive 
disease specialist, call 1-800-JEFF-NOW or 
215-955-8900. For an appointment at the Jefferson 
Sleep Disorders Center, call 1-800-JEFF-NOW 
or 215-955-6175.

CONTEMPORARY
GASTROENTEROLOGY
March 2009

Retired Pathologist Heading Off GERD

When now-retired Sewell, NJ pathologist John 
Pickering, MD, 65, was in his 20s, he would 
constantly wake up with a burning sensation in his 
chest. In the morning, he often had the taste of 
vomit in his mouth. Eating heavy meals or drinking 
alcohol late at night made the symptoms worse. 
As he got a little older, he realized it was becoming 
a serious problem and that he actually had 
gastroesophageal re�ux disease (GERD). He began 
taking various antacid drugs. 

Dr. Pickering’s wife, Diane, was – and still is – 
working in the Division of Gastroenterology and 
Hepatology at Jefferson Medical College. She had 
suggested that he see Dr. DiMarino for treatment 
of his intestinal polyps. When Dr. DiMarino 
found lesions in the esophagus, he increased 
Dr. Pickering’s antacid medications. “His long-
term prognosis is excellent,” says Dr. DiMarino, 
noting that Dr. Pickering’s case is typical of many 
individuals with GERD. Still, he estimates that at 
least one-fourth of all people with sleep problems 
don’t know that they have GERD, which causes 
them to brie�y awaken to swallow the re�uxed acid. 

“Surprisingly,” notes Dr. Doghramji, “physicians 
who treat sleep problems may not have 
considered GERD as a possible cause. It’s an 
under-recognized problem.”

Thomas Jefferson University Hospitals www.JeffersonHospital.org/gastro
Redefining Healthcare 1-800-JEFF-NOW

JG 09-2665

Je�erson Collaboration Focuses on Connection 
between Re�ux and Sleep Problems

Karl Doghramji, MD,
Anthony J. DiMarino Jr., MD,
and Sidney Cohen, MD
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Medical practices 
operating in 

discounted fee for
service managed care
markets must address
all of the financial and
nonfinancial issues
involved in a relation-
ship with a managed
care plan. These issues
are spelled out in the

provider contract between the managed
care plan and its participating physicians. 

But what if the medical practice
does not like the financial and
nonfinancial terms of the contract? Can
the practice change them? What if the
managed care plan changes the terms of
the contract after it is signed? Can the
practice change them?

Success in changing managed care
contracting terms usually varies from
locale to locale. However, success can be
achieved if the practice has the
LEVERAGE to negotiate or renegotiate
favorable contract rates and terms.
Leverage can be achieved in many ways;
however, if a practice does not have this
kind of leverage, most practices will have
to accept what is offered to them by the
managed care plan. More often than not,
this will usually have a major impact on
the finances of the practice. Medical
practices must position themselves in a
way so that they can successfully
negotiate or renegotiate changing rate
schedules.

Leverage Defined
Leverage can take many forms. As

such, practice owners need to be on the
look out for them or begin the process of
positioning the practice for leverage.
Without it, contract negotiations will
most likely fail.

Leverage in Numbers
The first form of leverage is the so-

called “numbers” strategy.  Practices or
delivery systems that have a significant
amount of the managed care plan’s
provider panel usually have some form of
leverage. This is because the managed
care plan knows it runs the risk of losing
a portion of its panel if these doctors
terminate the contract. 

If doctors leave a network, the
patients they treat will have to seek other
providers, which they may or may not
like. If doctors leave the plan and
patients have to switch doctors as a result
most will complain to their employers.

This often gives a negative impression
about the managed health plan, which of
course they want to avoid. This might
impact the health plan’s ability to keep
certain employers as customers in the
future.  

So to gain this type of leverage, most
physicians are merging their practices
together to gain size and leverage (and
access all of the other benefits of a
merger). In doing so, practices must

always be aware of the federal antitrust
rules. The federal government basically
does not like situations where doctors
come together in numbers simply to
negotiate against a managed care plan. 

When negotiating using the numbers
strategy, keep in mind this important
point: If the payers perceive that it has
alternative provider choices should a
particular doctor or number of doctors

leave the network, contract negotiations
will be difficult. If the payer feels it
would have adequate coverage within its
network should certain physicians leave
its network, the payer is asking itself why
it should concede anything during the
negotiation. Success during this type of
negotiation would depend on whether
the medical practice had possible
geographic leverage or leverage through
documented clinical quality.

Geographic Leverage
Managed care plans generally do not

want to run into a situation where the
patients will not have easy access to the

doctors within the health plan’s provider
network. When this occurs, the network
has what is often called “geographic
holes” in the provider service area. Payers
want to avoid this predicament because
in time patients will begin to get very
upset if they have to drive a perceived
long distance to see a doctor, resulting in
subsequent complaints to their
employers. This could have a negative
impact on the managed care plan

because employers want their employees
to be happy with their health insurance
benefits. If the problem is not cured, it
could cause the employer to switch to
another plan with a broader, more
complete, provider panel. As a result, the
health plan could lose some business. 

No Competition
Not having competition is another

form of negotiation leverage. If the
practice is the only medical specialty in a
particular service area, it usually has
leverage against managed care because
the managed care plan has no or few
contracting alternatives. For example,
take the pediatric subspecialty practice
that is the only subspecialty practice in
the service area. In this situation, the
managed health plans are usually
agreeable to a negotiation because they
know the practice has the ability to stay
out of the network. This means the
practice will be paid at higher
reimbursement rates. The payer will have
to concede something if it wants these
doctors in their network at a negotiated
discount off the practice’s regular fee
schedule. Becoming an “in-network”
provider could be an advantage to a
practice because it reduces the amount of
“ red tape” often associated with out-of-
network providers (i.e. the difficulties
associated with getting approval to treat

a patient as an out-of-network provider).
Circumstances become somewhat

clouded when there is more than one
doctor of a particular medical specialty
in the service area. The first one willing
to go “in-network” will reduce the
leverage of the other practice(s) because
the payer now may have a contracting
choice. This choice could be limited if the
practice(s) going in-network do not
provide adequate geographic coverage as
described above. 

Also, keep in mind the recruitment
of a new provider to the area might
impact future contract negotiations. This
is one reason why a practice with real
leverage may want to go in-network if

favorable rates and terms can be
negotiated. This is because any new
doctor to the area, assuming the doctor
will set up a competing practice, just
might accept managed care contracts
freely. In this situation, the practice that
decided to remain out-of-network could
find difficulty with future contract
negotiations. 

Quality
The next form of leverage is

utilization and outcomes data (i.e.
quality). Practices and their owners who
are progressive enough to obtain,
assemble, and analyze outcomes data will
have a significant amount of leverage
against managed care plans. Why? Most
managed care payers usually pay all of
their network providers at the same rate
schedule, usually some percentage of the
Medicare fee schedule. If a practice can
present data showing it is a lower cost
provider with the same or better clinical
outcomes than the other doctors of the
same medical specialty on the panel, the
managed care plan might consider giving
the doctors some kind of an increase in
reimbursement. If the managed care plan
does not, it shows the employer
community and their enrollees that is
does not care about quality. Obviously
they do not want something like this to
be exposed. 

Tips for Negotiating or Renegotiating
Managed Care Contracts

MEDICINE & THE LAW

Continued on page 12
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Managed care plans do not go out to doctors on their own volition and
give them an increase in reimbursement rates. Doctors must be the ones to
ask for such an increase.  Medicine needs to become more efficient, but
this is a process that is not going to happen overnight. 
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The Lake Erie College of Osteopathic Medicine is the largest and most 
progressive medical college in the nation and continues to grow to 
meet the demand for physicians and pharmacists.

In 2009, LECOM brings the highest level of medical education to the 
campus of Seton Hill University in Greensburg, Pennsylvania.  LECOM 
at Seton Hill becomes an additional location for the main campus in 
Erie, Pennsylvania.  Classes for medical students will begin next 
summer using a highly innovative, Problem-Based Learning 
curriculum.  Like our campus in Bradenton, Florida, LECOM at Seton 
Hill exclusively o�ers this small-group, case-based medical pathway.

As a leader in medical education, LECOM o�ers learning pathways that 
match the individual learning styles of our medical and pharmacy 
students. The College provides the highest-quality and most 
innovative medical education while maintaining one of the lowest 
private college tuitions. 

LECOM is looking for student candidates with a strong work ethic, a 
sense of community and awareness for osteopathic principles. Call us 
today to prepare yourself for a life in medicine.

Now accepting medical student applicants 
for LECOM at Seton Hill

Contact the LECOM Erie Admissions O�ce: admissions @lecom.edu

The Lake Erie College of Osteopathic Medicine is the largest and most 

GGreenssbbuurg, PAA

for a life in medicine.
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Call us today for a free billing analysis indicating
what your practice should be collecting!
610-734-0610 cbsbill@rcn.com

• Serving Private Practice and Hospital-based Physicians since 1986.
• Separate, dedicated FOLLOW-UP STAFF performs all post-billing
collection activity at NO EXTRA CHARGE.
• Use our full-service billing agency or do a combination of in-house
data entry with CBS serving as your “back office.”
• Fully electronic with all major carriers including automated 
reconciliation (payments). HIPAA compliant.

Consolidated Billing Services
Professional Medical Billing

3. Where will you be in three years?  Consider that most hospital-physician
employment agreements have a term of between three and five years.  This means
that a physician may find him- or herself without a job three years after selling his
or her practice.  Furthermore, even if the employment relationship is not terminated
after three years, there is a good chance that its terms will be renegotiated.  So, while
the initial employment offer may be too good to pass up, bear in mind that nothing
(including big base salary guarantees) lasts forever.  Whatever the proposed term of
employment is, make sure that it fits with your personal timeframes.  Selling to a
hospital may be a great exit strategy for a physician nearing the end of his career but
may be a less attractive alternative for a physician who is mid-career.

4. What will others think?  Bear in mind that if yours is a referral-based
practice, how your referral sources feel about the sale of your practice to a hospital
can have a profound effect on the success of the practice post-sale.  This is of
particular concern where, as discussed more fully below, a physician’s employment
compensation from a hospital employer is, in whole or in part, based upon
performance of the practice post-sale.  If there is more than one hospital in your
market, aligning with one of them may turn off some referrers.   Accordingly, before
committing to selling your practice, spend some time with your important referral
sources and be sure that selling your practice will not cause them to change their
referral patterns.

5. Does the shoe fit?  Physicians may be lured into selling their practice to a
hospital to avoid having to invest in the bricks and mortar and technology needed to
stay competitive.  While this may be a perfectly legitimate reason to considering
selling your practice, make sure that what the hospital has to offer is really what you
need.  For example, while many hospitals maintain sophisticated information
technology and electronic medical records (“EMR”) systems, not all such systems
are ideal or even useful in the physician office setting.  Or, perhaps the hospital is
promising you a spot in its future medical office building.  Make sure you know how
much space you will be getting, where the space will be located and whether the size
and location are appropriate for your practice.

Once you have decided to enter into negotiations in earnest with a hospital,
extreme care must be taken in structuring both the practice sale agreements and the

post-sale employment agreements.  With regard to the practice sale agreements,
consider that mistakes happen and both parties could learn early on that the sale was
not a good idea.  Accordingly, it is almost universally advisable to include some sort
of an unwind clause in the agreement which would permit the physician to return to
private practice.  This may involve including a buy-back option in the agreements
and/or carve-outs within any restrictive covenants.

With regard to employment agreements, it is critical that the expectations of
both the employer and the employee are aligned and clearly defined within the
agreement.  For example, hospitals that lived through the last scramble to purchase
physician practices learned a dear lesson when it comes to incentivizing physician
employees.  Not surprisingly, many hospital-physician employment agreements will
include some form of productivity compensation component.  That component may
be based on revenue targets, relative value units (RVUs) or some other productivity
measure.  When evaluating these compensation arrangements, physicians should be
sure to understand how the model works and whether its targets are reasonably
achievable.  Incentive compensation arrangements which create unrealistic
expectations will typically end up disappointing both parties and may be grounds for
terminating the relationship.  

Physicians should also spend careful time considering the circumstances under
which the employment relationship may be terminated prematurely.  If the
agreement may be terminated for “cause”, the specific causes giving rise to
termination should be spelled out explicitly in the agreement and ideally should not
include subjective determinations by the employer.  Finally, disputes will inevitably
arise between the hospital and an employed physician, so physicians should try to
include some form of informal (and inexpensive) dispute resolution process for
resolving both day-to-day operational disagreements and more significant disputes.

Ultimately, the decision to sell your practice to a hospital will depend on many
factors.  Chances of success in such an arrangement will increase incrementally in
proportion to the amount of careful due diligence and consideration given to the
above issues by both the selling physician and the acquiring hospital prior to the
actual transaction.  Making the right decision starts with understanding the needs of
your practice and your own personal needs and ends with ensuring that expectations
are clearly defined and incentives are properly aligned.

Hospitals are Buying Medical Practices Again
Continued from page 6

The following are a few samples of
some of the most common quality
indicators:

• Cost per patient for a particular 
series of diagnosis codes

• Surgeries performed as a percent of
patient encounters

• Usage of ancillary services
• Lengths of stay in the hospital
• Specialist referrals as a percent of

patient encounters or by diagnosis 
codes (for primary care doctors)

• Number of repeat visits due to 
surgical complications

It is important to remember that
managed care plans do not go out to
doctors on their own volition and give
them an increase in reimbursement rates.
Doctors must be the ones to ask for such

an increase. Medicine needs to become
more efficient, but this is a process that is
not going to happen overnight. However,
it is the practices that do become efficient
and cost effective who will most likely
end up the true winners in the managed
care reimbursement playing field.

Patient Volume
Treating many patients enrolled with

the payer might be another form of
leverage. If a group of doctors are
treating many of the plan’s enrollees as
patients, obviously the plan does not
want to lose this group. If so, the patients
– even though they often don’t want to --
will have to find other doctors.  Patients
often become attached to their physician
and want to remain with them. This is
particularly true of any primary care

Continued from page 10 practice, such as family practice,
pediatrics, and even Ob/Gyn. Managed
care plans understand this and work to
prevent it. 

Termination
The final form of leverage is

contract termination by the doctor or the
practice. As obvious as it is, this is the
most dangerous form of leverage. There
will be situations where a practice will
terminate a contract just to force the
managed care plan back to negotiating
table. But what happens if the plan calls
this so called “bluff’? The doctor or
doctors could end up losing revenue in
this instance since they might lose access
to patients. However, you could still treat
the patients as an out-of-network
provider in this case.

Tips for Negotiating or Renegotiating The bottom line is that all
participants must work together to
counter changing reimbursement
patterns by all managed care payers. No
doubt, there will be conflicts. However,
the true winners in the managed care
marketplace will be those health care
providers that take a very proactive
stance by first looking at the “forest over
the trees,” and then developing a strategy
or strategies to gain leverage over
managed care.  Position your practice for
contracting success.

Reed Tinsley, CPA (www.rtacpa.com)
is a nationally renowned accountant and
business advisor to physicians and medical
practices. Based in Houston, Texas, he is a
recognized leader at helping physicians,
medical groups, and other healthcare entities
with managed care contracting issues,
operational management, strategic planning,
and revenue growth strategies. 
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part-time employees would satisfy the
statutory employee exception to the Anti-
Kickback Statute (protecting amounts
paid by employers to employees in a
“bona fide” employment relationship)
and therefore the arrangement would not
generate prohibited remuneration under
the federal Anti-Kickback Statute.  The
fair market value nature of the
compensation is not part of the analysis
under the statutory exceptions for
employment arrangements under the
Anti-Kickback Statute or the
employment safe harbor regulation.

Gainsharing continues to be a
hot topic for advisory opinions.  Advisory
Opinions 08-09, 08-15, 08-16 and 08-21
approved of several “gainsharing”
programs in which hospitals would pay
physician groups a percentage of annual
cost savings directly attributable to the
implementation of specific cost saving
measures which satisfy many specifically
designed parameters.  These advisory
opinions were consistent with advisory
opinions issued by the OIG in prior years
which essentially followed the same
methodology.  Advisory Opinion 08-16,
however, was different in that this was the
first time that the OIG approved a pay-
for-performance program, in which a
private insurer would pay to the hospital
additional compensation based on the
extent to which the hospital met certain
standards of quality and efficiency that
were set forth in specific parameters and
targets, which would then be shared with
the physician groups in question.  This
advisory opinion is noteworthy because it
indicates that the OIG is willing to
consider additional options besides the
standard “gainsharing” programs that it
had been approving over the past few
years.

Advisory Opinion 08-08 was a
favorable advisory opinion in which the
OIG approved of an ambulatory surgery
center (“ASC”) that was owned by an
entity consisting of orthopedic surgeons
(with each having equal ownership
interests and making capital
contributions to the entity corresponding
to their ownership interests) and a
nonprofit hospital, with each of the
hospital and the surgeon entity having
made financial contributions
corresponding to their respective
ownership interests.  The OIG first
analyzed the proposed ASC under the
ASC safe harbor regulation, which was
not satisfied because (among other
things) the surgeons did not own their
investment interests in the ASC
personally or through a group practice
composed of qualifying physicians (but
rather held their individual ownership
interests in an entity that owned a
percentage of the ASC) and 4 of the 18
surgeon investors failed to meet the
requirement that at least one-third of
their income in the previous year was

derived from the performance of ASC-
qualified procedures.

Despite the fact that the ASC
Safe Harbor was not satisfied, the OIG
found that the safeguards put into place
by the parties in the ASC made the risk of
fraud and abuse sufficiently low such that
the arrangement could be approved, with
such safeguards including the fact that
the surgeons who did not satisfy the “one-
third income test” did most of their
surgery in a hospital inpatient setting
because of their subspecialties (and
derived at least one-third of their income
in this setting) and would use the ASC as
medically appropriate, the investors
would not refer patients for pain
management procedures that they did not
personally perform, and the hospital
would take actions to limit its ability to
direct or influence referrals to the ASC
(with the hospital’s ability to influence
referrals being another reason why the
ASC safe harbor was not satisfied).
Again, the parties tried to satisfy as many
of the ASC safe harbor regulation
requirements as possible given the facts.

There are several other 2008
advisory opinions which provide useful
information to physicians.  In Advisory
Opinion 08-05, the OIG concluded that it
would not impose sanctions on a
pharmaceutical company which proposed
to place in physician offices electronic
kiosks that offered patients free disease
state screening questionnaires.
Participating physicians would neither
pay nor receive payment for hosting the
kiosks, and would not be required to
prescribe the company’s drugs in return
for the kiosks.  The OIG opined that the
kiosks would not enhance the
attractiveness of the participating
physician’s office practices to prospective
patients to the extent that these kiosks
would make it more likely that patients
would choose a practice having such
kiosks (since they amounted to little more
than high-tech interactive brochures),
and concluded that these kiosks would
not generate remuneration to the
physicians under the Anti-Kickback
Statute.

In Advisory Opinion 08-06, the
OIG disapproved of a proposed
arrangement in which a laboratory
proposed to provide free services
consisting of the labeling of test tubes
and specimen collection to dialysis
facilities.  The OIG reiterated its long-
standing concerns with regard to the
provision of free or below-market goods
or services to actual or potential referral
sources, as well as to “swapping”
arrangements where a laboratory offers
discounts to a facility for tests payable out
of the facility’s pocket in exchange for a
referrals of Medicare or other federal
health care business that can be billed by
the laboratory.  While the party in
question in this advisory opinion was a
dialysis facility, the same type of analysis
would apply to a physician’s practice that

receives free goods and services from
actual or potential referral sources.

Another advisory opinion that
did not directly involve physicians but
provides useful information is Advisory
Opinion 08-03, in which a health care
system proposed to provide prompt pay
discounts to federal health care program
beneficiaries and other insured patients.
The prompt pay discount would be
offered to both inpatients and outpatients
and would be offered to insured patients
regardless of their financial status or their
ability to pay.  The health system certified
that it would not publicly advertise the
discount but would only notify patients of
it during its ordinary course of dealing
with them, and that it would disclose the
fact of the prompt paid discount to third
party payors.  The OIG noted that the
safe harbor for waivers of beneficiary co-
insurance and deductible amounts by a
hospital or federally qualified health care
center would not apply in this situation,
but given the various safeguards
implemented by the health system (no
advertising, notification of third party
payors, notification to patients during the
actual billing process only, and the
amount of the discount bearing a
reasonable relationship to the avoided

collection costs), the OIG would not
subject the proposed arrangement to
administrative sanctions as the
arrangement truly represented a prompt
pay discount and not a tool to attract
additional patient referrals to the health
system.

As noted above, while advisory
opinions can only be relied upon by the
requesting parties, the analysis set forth
by the OIG in issuing them is useful to
physicians and their attorneys in
analyzing similar arrangements.  It is
important for physicians to remember
that the Anti-Kickback Statute and other
similar restrictions (such as the Civil
Monetary Penalty Law) remain in
existence and that the satisfaction of a
Stark exception, while important, does
not necessarily mean that the
arrangement complies with the Anti-
Kickback Statute.  Physicians entering
into arrangements with actual or
potential referral services should utilize
the services of a health care attorney to
analyze all of the potential risks involved.

Michael R. Burke is a shareholder
with the health care law firm of Kalogredis,
Sansweet, Dearden and Burke, Ltd.,
located in Wayne, PA.

What Can We Learn From Recent OIG Advisory Opinions?

MEDICINE & THE LAW

Continued from page 8
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L&A LAWLOR AND ASSOCIATES
Physician and Executive Healthcare Search

PRACTICE OPPORTUNITIES

ORTHOPEDICS - AUGUSTA, GEORGIA

Premier Private Practice of five seeks a general orthopedic surgeon
and a foot & ankle surgeon due to strong growth. Practice established
in 1968 and enjoys impeccable reputation, new candidate will be busy
immediately.  Enjoy the warm southern hospitality and home to the
world famous Masters Golf Tournament. Quick track to
partnership, call of 1-5 with excellent financial compensation.
Located within two hours of Charleston,Savannah and Hilton Head. 

WOMAN’S IMAGING - SOUTH JERSEY 

Cooper Health System (www.cooperhealth.org) seeks a 2nd Breast
Imaging physician for a full range 100% woman’s imaging service.
Recently named by the ACR as a center of excellence They offer a
wide spectrum of breast imaging services with active involvement
with the departments of Radiation Oncology and Hematology and a
progressive academic program with ongoing research. They are
currently in the planning stages of opening a fourth Screening Center
offering large plate digital mammography. S-O-A technology, no call
and excellent financial package including salary, bonus with a full
university benefit package. Located in New Jersey, minutes from
Downtown Philadelphia Candidates will have a tremendous selection
of housing/living options. 

NON INVASIVE CARDIOLOGY - 
HAMILTON, NEW JERSEY

We represent a very busy hospital system owned solo practice seeking
to expand their practice to meet market need. Located in Central
New Jersey, this premier practice enjoys a fantastic reputation and
will have a further expansion with the opening of a brand new
hospital in 2 years. This full range practice has a strong outpatient
and inpatient service and anticipates further growth due to the
systems recent acquisition of two neurosurgeons and their entire
team. They are building out a brand new stroke program and
anticipate the new physician to be busy immediately. Excellent
financial package with full benefits. Located within thirty minutes of
the world famous south Jersey beaches.  

ORTHOPEDIC TRAUMA SURGEON - 
BALTIMORE, MARYLAND  

Join as the 2nd orthopedic surgeon, employed by the 450-bed
community based Sinai Hospital, part of the Lifebridge Health
System (www.lifebridgehealth.org), at an academically oriented
tertiary care center. Combined orthopedic and trauma practice at
MIEMMS Level II Trauma Center. Call is 7 nights a month with a
strong financial package.  The Department of Orthopedic Surgery
provides comprehensive musculoskeletal surgical care with special
emphasis on reconstruction, sports medicine and orthopedic trauma.
Outstanding facility with a great selection of communities to raise a
family.  

BARIATRIC SURGEON - 
RANDALLSTOWN, MARYLAND

Northwest Hospital, a 242 bed private hospital located thirty minutes
west of Baltimore and is part of the LifeBridge Health system, seeks
a bariatric surgeon to initiate their program in Randallstown. They
are committed to creating a center of excellence and seek a surgeon
to create and run their newest center of excellence and to build a
premier team. The hospital enjoys a brand new, state of the art
Intensive Care, Intermediate Care, and Hospice Units and is in the
process of building a new Medical Office Building that will house this
program. Strong financial package with opportunity to create and
develop a brand new bariatric service. Great area to raise a young
family with an outdoor lifestyle.

Contact: Richard Gormley
Phone: 610-251-6898

Email: richard@lawlorsearch.com

OTORHINOLARYNGOLOGIST -  
COASTAL  NEW JERSEY
Opportunity to be busy the first day on the job.   You will find a
friendly office staff with billing specialist; a surgical coordinator and
2 Audiologists.  Balance Lab and audiology provides additional
financial opportunity (paid Hospital call). All aspects of
Otolaryngology:  Rhinology, Head and Neck Cancers, Voice
disorders and basic ENT.  Employed position, competitive salary
and paid malpractice; excellent comprehensive benefits; CME
allowance.  Partnership offered after 2 years.  No buy-in.
Opportunity to be part of a new Surgery Center. NYC 60 miles north
and Philadelphia about 50 miles to the west.   Also enjoy sailing, golf,
yachting, fishing in this family oriented community which is host to
numerous beautiful parks.

UROLOGY - COASTAL  NEW JERSEY
This is a hospital employed position.  You can be set up on a net
income guarantee or be employed by the Hospital…this choice is
yours.   The employed position offers a competitive salary and paid
malpractice; excellent comprehensive benefits and CME allowance.
NYC just 60 miles north and Philadelphia about 50 miles to the west.
Also enjoy sailing, golf, yachting, fishing in this family oriented
community which is host to numerous beautiful parks.

INTERVENTIONAL/DIAGNOSTIC RADIOLOGY –
WASHINGTON, DC AREA
Join a well-established, respected and busy Radiology practice in
Maryland who is looking to expand.  Work with the current staff of
4 RADS.  Excellent compensation and benefits.  PACS has just been
put in place.  The practice is located about 14 miles northeast of
Washington, DC in Laurel, MD.     

FAMILY PRACTICE  – YORK, PA  
Office based, outpatient only Family Medicine (Pediatric to
Geriatric) services with pharmaceutical and counseling services on-
site. Totally computerized recordkeeping. Just 30, 60 and 90 minutes
from Harrisburg, Baltimore and Philadelphia respectively.  

EMERGENCY MEDICINE STAFF PHYSICIANS -
EASTERN PA
Join this 750+ bed institution in one of Pennsylvania's busiest EM
Departments, treating over 105,000 patients annually and serves a
population of 400,000+. Employed situation, excellent salary.    

GENERAL SURGERY; GASTROENTEROLOGY AND
OTORHINOLARYNGOLOGY - LITTLETON, NH 
Great opportunity to join  the medical staff an "award winning"
hospital in Littleton, NH.  Employed position, excellent salary +
bonus OR work 2 years employed and Hospital will set you up on
your own.   Located at the Northern edge of the White Mountains
and an easy drive to Boston, Montreal and Manchester.great quality
of life and affordable housing; no state income tax and the cost of
living is low.

INVASIVE/NON INTERVENTIONAL CARDIOLOGY -
LANCASTER, PA
Join a well established group in Lancaster offering an exceptional
compensation package along with bonus.  Nuclear training a plus.
Excellent referral base of Primary Care physicians.  The Hospital is
a 250 bed state of the art regional health center..

OBSTETRICS - ST. ALBANS, VERMONT  
A wonderful opportunity to join the staff of a respected Medical
Center. This is an employed position offering a competitive salary
and wonderful comprehensive benefits.  Call is 1:4. Located on Lake
Champlain, 30 minutes from Burlington. One hour to Montreal.

Contact either Margie or Richard of Lawlor and Associates for more information at 
800-238-7150; fax 610-431-4092 or email them at their respective email addresses. 

Visit us on the web: www.lawlorandassociates.com

Contact: Margie Quinlan
Phone: 800-238-7150

Email: margie@lawlorsearch.com

Physicians News Digest offers an
extensive catalog of online continuing
medical education courses.  Listed below is
a sampling of current and upcoming CME
offerings.  For more information on these
courses, and to view the entire catalog, go
to PhysiciansNews.com and click on
the “CME” tab.

CME LISTINGS

Case Studies in Osteoporosis: Preventing Fractures
Expiration Date: November 20, 2009
Estimated Time to Complete Activity: 1 hour

• Apply the 2008 recommendations from the National
Osteoporosis Foundation (NOF) for bone density testing.
• Understand the limitations and appropriate use of bone
densitometry according to the 2007 positions of the
International Society for Clinical Densitometry (ISCD)
• Identify factors, as established by the World Health
Organization (WHO) in 2008, that contribute to risk of
fracture risk, and determine absolute fracture risk.

Accreditation: 1.0 AMA PRA Category 1 Credit™

Case Studies in Understanding All That Is Depression
Expiration Date: November 15, 2009
Estimated Time to Complete Activity: 1 hour

• Select screening methods that optimize management 
of depression
• Communicate with patients and families in a way that
increases adherence with treatment and promotes
recovery
• Match treatments to patients’ particular needs
• Understand why remission – not just improvement –
should be the standard of care

Accreditation: 1.0 AMA PRA Category 1 Credit™

Improving Practice Performance: Case Studies in
Managing Hypertension
Expiration Date: June 20, 2009
Estimated Time to Complete Activity: 1 hour

• Aggressively screen for and manage hypertension,
using evidence-based guidelines to help you and your
patients set treatment goals
• Target interventions (lifestyle changes and
pharmacologic agents) to prevent disease progression 
and reduce morbidity and premature mortality
• Recognize and remove important barriers to improving
blood pressure control
• Explore therapeutic combinations that can prevent
disease progression and improve morbidity and mortality
• Identify one change you can make to your practice that
will support ongoing implementation of these lessons

Accreditation: 1.0 AMA PRA Category 1 Credit™

Epilepsy-Related Depression: Overlooked,
Undertreated
Expiration Date: September 30, 2009

• Review the common pathogenic mechanisms 
that are apparent in depression and epilepsy.
• Discuss the role of the neurologist or primary care
physician in diagnosing and treating depression in
epilepsy.
• Identify at least four situations in which psychiatric
referral of a patient with epilepsy and depression would
be appropriate.

Accreditation: 1.5 AMA PRA Category 1 Credit™

Optimal Prescribing
Expiration Date: June 30, 2011

• Recognize off-label promotion.
• Discuss the risk of off-label prescribing with insufficient
evidence.
• Critically evaluate the information (both provided and
omitted) in order to make optimal prescribing decisions.
• Recognize one's own susceptibility to manipulation and
potential bias.
• Recognize other factors that impact prescribing patterns.
• Actively seek and utilize balanced sources of drug
information to improve prescribing practices.
• Use deconstruction techniques to help understand
pharmaceutical promotion and susceptibility to marketing
messages.
• Incorporate patient concerns and issues into prescribing
decisions.

Accreditation: 3.0 AMA PRA Category 1 Credit™
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PHYSICIAN RECRUITMENT

NON INVASIVE CARDIOLOGY: HAMILTON,
NJ. - We represent a very busy hospital system
owned solo practice seeking to expand their
practice to meet market need. Located in
Central New Jersey, this premier practice
enjoys a fantastic reputation and will have a
further expansion with the opening of a
brand new hospital in 2 years. This full range
practice has a strong outpatient and inpatient
service and anticipates further growth due to
the systems recent acquisition of two
neurosurgeons and their entire team. They are
building out a brand new stroke program and
anticipate the new physician to be busy
immediately. Excellent financial package with
full benefits.  Located within thirty minutes of
the world famous south Jersey beaches.
Contact Richard Gormley, Lawlor and
Associates, Phone: 800-238-7150, Email:
richard@lawlorsearch.com.

I N VA S I V E / I N T E RV E N T I O N A L
CARDIOLOGY:  LANCASTER, PA - Join a
well established group in Lancaster offering
an exceptional compensation package along
with bonus.  Nuclear training a plus.
Excellent referral base of Primary Care
physicians.  The Hospital is a 250 bed state of
the art regional health center.  Please respond
to Margie Quinlan, Lawlor and Associates,
800-238-7150; fax your CV to 610-431-4092
or email: Info@Lawlorsearch.com

CARDIOLOGY

We are seeking staff positions to work FT at
this 29,000 volume ED in Lewistown, PA.
Shifts are 12 hours. Candidates must be
BC/BE in EM or BC/BE in PC with 
ED experience.  Contact Michael Sistrunk 
at 800-848-3721 ext. 4350 or
msistrunk@teamhealth.com.

FT and PT staff opportunities are available at
a community teaching hospital located in
Wilkes-Barre, Pennsylvania with an ED
volume of 50,000 per year. Excellent physician
and mid-level coverage.  Physicians must be
BC/BE/EM.  Will consider Primary Care 
3 years ED experience. Current ATLS, 
ACLS and PALS required. Interested
candidates should contact Karen-Marie
Johnson at 800-848-3721 (ext. 4348) or email
johkar@teamhealth.com.  Sorry, no visa
sponsorships available.

Staff opportunities are available at a 129-bed
community teaching facility in Norristown,
Pennsylvania.  Candidates must be BC/EM 
or PC with ED experience. For more
information, please contact Karen-Marie
Johnson at 1.800.848.3721 (ext. 4348) or email
johkar@teamhealth.com.  Sorry, no visa
sponsorships available.

Full time EM opportunities are available at
our Reading, PA medical center. Candidates
should be BC/BE in EM or certified in PC
with ED experience. This 45,000 volume
medical center has 48 hours of physician and
24 hours of mid-level coverage daily.  We are
located 50 miles from downtown Philadelphia.
If interested please contact: Michael Hahn at
mhahn@teamhealth.com or 800-848-3721
ext. 4355.

EASTERN PA - Join this 750+ bed institution
in one of Pennsylvania's busiest EM
Departments, treating over 105,000 patients
annually and serves a population of 400,000+.
Set hours and no call. Employed situation,
excellent salary + incentive +sign on bonus +
comprehensive benefits. Please respond to
Margie Quinlan, Lawlor and Associates, 800-
238-7150; fax your CV to 610-431-4092 or
email: Info@Lawlorsearch.com

Great opportunity to join the medical staff of
an "award winning" hospital in Littleton,
NH.  Employed position, excellent salary +
bonus OR work 2 years employed and
Hospital will set you up on your own.
Located at the Northern edge of the White
Mountains and an easy drive to Boston,
Montreal and Manchester.great quality of life
and affordable housing; no state income 
tax and the cost of living is low. Contact
Margie Quinlan, Lawlor and Associates by
phone (800-238-7150), fax (610-431-4092) or
e-mail: Info@lawlorsearch.com.

PHYSICIAN ADVISOR/MEDICAL DIRECTOR:
CONSHOHOCKEN, PA -- ProgenyHealth, a
neonatal care management company is in
need of a part time pediatrician to join 
its growing team providing medical
management and care management services.
Possibility this position may grow into 
full time in the future.  Experience in 
managed care preferred but not required.
Competitive salary and benefit package
available. EOE.  Interested candidates should
email their CV, including salary requirements,
to jobs@progenyhealth.com or contact Gina
Arnold/HR @ 610-547-7062.

OB/GYN: CENTRAL/SOUTHERN NJ -
Excellent opportunity for BC/BE OB/GYN
to join a financially sound, well established
group in Southern New Jersey.  Our group
consists of over 50 physicians in multiple
locations with numerous opportunities
available for the right candidate.  Practices
offer full benefits, paid malpractice and
partnership potential.  Affiliated with
community hospitals in the region 
with excellent staff and residents.  Email CV
to jobs@rwhm.org or fax to 856.669.6031.

OBSTETRICS: ST. ALBANS, VT --
A wonderful opportunity to join the staff of a
respected Medical Center.   This is an
employed position offering a competitive
salary and wonderful comprehensive benefits.
Call is 1:4.   Located on Lake Champlain, 30
minutes from Burlington.  One hour to
Montreal. Contact Margie Quinlan, Lawlor
and Associates by phone (800-238-7150), 
fax (610-431-4092) or e-mail:
Info@lawlorsearch.com.

COASTAL NJ - You will find a friendly office
staff with billing specialist; a surgical
coordinator and 2 Audiologists.  Balance Lab
and audiology provides additional financial
opportunity (paid Hospital call).  Employed
position, competitive salary and paid
malpractice; excellent comprehensive
benefits; CME allowance.  Partnership
offered after 2 years.  No buy-in. Opportunity
to be part of a new Surgery Center. NYC 60
miles north; Phila. about 50 miles west.
Contact Margie Quinlan, Lawlor and
Associates by phone (800-238-7150), 
fax (610-431-4092) or e-mail:
Info@lawlorsearch.com.

INTERVENTIONAL RADIOLOGIST -
Radiology Group of Abington seeks 
a fellowship trained interventional radiologist
to join our thriving 30 person practice. This is a
partnership track full time position. The
practice serves Abington Memorial Hospital
and its outpatient centers.  The group provides
the full gamut of interventional services and
has a collegial relationship with Vascular
Surgery. There are 4 fellowship interventional
radiologists who spend most of their time in
interventional but also in CT, US and general.
Please contact John W. Breckenridge, MD at
215-481-2087, jbreckenridge@amh.org.

INTERVENTIONAL/DIAGNOSTIC
RADIOLOGY: WASHINGTON, DC
AREA -- Join a well-established, respected
and busy Radiology practice in Maryland
who is looking to expand.  Work with the
current staff of 4 RADS.  Excellent
compensation and benefits.  PACS has just
been put in place.  The practice is located
about 14 miles northeast of Washington, DC
in Laurel, MD. Please respond to Margie
Quinlan, Lawlor and Associates, 800-238-
7150; fax your CV to 610-431-4092 or email:
Info@Lawlorsearch.com

WOMAN’S IMAGING: SOUTH JERSEY -
Cooper Health System seeks a 2nd Breast
Imaging physician for a full range 100%
woman’s imaging service. They are currently in
the planning stages of opening a fourth
Screening Center offering large plate digital
mammography. S-O-A technology, no call and
excellent financial package including salary,

BARIATRIC SURGEON.  Northwest
Hospital, a 242 bed private hospital located
thirty minutes west of Baltimore and is part
of the LifeBridge Health system, seeks a
bariatric surgeon to initiate their program in
Randallstown. They are committed to
creating a center of excellence and seek a
surgeon to create and run their newest center
of excellence and to build a premier team.
The hospital enjoys a brand new, state of the
art Intensive Care, Intermediate Care, and
Hospice Units and is in the process of
building a new Medical Office Building that
will house this program. Strong financial
package with opportunity to create and
develop a brand new bariatric service. Great
area to raise a young family with an outdoor
lifestyle. Contact Richard Gormley, Lawlor
and Associates, Phone: 800-238-7150, Email:
richard@lawlorsearch.com

Great opportunity to join the medical staff of
an "award winning" hospital in Littleton,
NH.  ER sees 9,000 visits per year.  Employed
position, excellent salary + bonus OR work 
2 years employed and Hospital will set 
you up on your own.   Located at the
Northern edge of the White Mountains and
an easy drive to Boston, Montreal and
Manchester...great quality of life; no state
income tax and the cost of living is low.
Please respond to Margie Quinlan, 
Lawlor and Associates, 800-238-7150; fax
your CV to 610-431-4092 or email:
Info@Lawlorsearch.com

AUGUSTA, GA -- Premier five physician
orthopedic practice in Augusta, Georgia
seeks an associate for their growing practice.
The practice offers an excellent financial
package including strong salary and full
complement of benefits. Partner track
available after two years with no buy-in, call
coverage is 1-4 both weekday evening and
weekends  Enjoy the warm southern
hospitality and the community is home to the
world famous Masters Golf Tournament.
Contact Richard Gormley, Lawlor and
Associates, Phone: 800-238-7150, Email:
richard@lawlorsearch.com

COASTAL, NJ -- This is a hospital employed
position.  You can be set up on a net income
guarantee or be employed by the
Hospital…this choice is yours.   The
employed position offers a competitive salary
and paid malpractice; excellent
comprehensive benefits and CME allowance.
NYC just 60 miles north and Philadelphia
about 50 miles to the west.   Also enjoy
sailing, golf, yachting, fishing in this family
oriented community which is host to
numerous beautiful parks. Please respond to
Margie Quinlan, Lawlor and Associates, 800-
238-7150; fax your CV to 610-431-4092 or
email: Info@Lawlorsearch.com

PRACTICES WANTED – Retiring
physicians, part-time or fulltime practices.
Call 215.669.3722.

YORK, PA - Office based, outpatient only
Family Medicine (Pediatric to Geriatric)
services with pharmaceutical and counseling
services on-site.  Totally computerized
recordkeeping.  Just 30, 60 and 90 minutes
from Harrisburg, Baltimore and Philadelphia
respectively.  Please respond to Margie
Quinlan, Lawlor and Associates, 800-238-
7150; fax your CV to 610-431-4092 or email:
Info@Lawlorsearch.com

For Recruitment Advertising 
Call 610.668.1040 or

info@physiciansnews.com

EMERGENCY MEDICINE

FAMILY PRACTICE

GASTROENTEROLOGY

OB-GYN

OTORHINOLARYNGOLOGY

PRACTICES WANTED

PHYSICIAN ADVISOR /
MEDICAL DIRECTOR

RADIOLOGY

SURGERY: GENERAL

SURGERY: ORTHOPEDIC 

UROLOGY

PERTH AMBOY, NJ - Four offices
remaining for Compatible Health providers.
Medicare approved site.  Generous terms
customized to your needs.  732.796.8770.

OFFICE SPACE

Part time, wanted for work in
PM&R/PM/IME practice.  Multiple office
locations in NJ and PA. Flexible day/hours.
May do EMG/NCS, consultations and pain
management if desired.  Must be experienced
in musculoskeletal and electrodiagnostic
medicine.  Must have current NJ and/or 
PA license.  Fax CV in confidence to
609.883.7879.

PHYSIATRIST

Great opportunity to join the medical staff of
an "award winning" hospital in Littleton,
NH.  Employed position, excellent salary +
bonus OR work 2 years employed and
Hospital will set you up on your own.
Located at the Northern edge of the White
Mountains and an easy drive to Boston,
Montreal and Manchester.  Great quality of
life and affordable housing; no state income
tax and the cost of living is low. Contact
Margie Quinlan, Lawlor and Associates by
phone (800-238-7150), fax (610-431-4092) or
e-mail: Info@lawlorsearch.com.

bonus with a full university benefit package.
Located in NJ, minutes from Philadelphia.
Contact Richard Gormley, Lawlor and
Associates, Phone: 800-238-7150, Email:
richard@lawlorsearch.com

For more recruitment 
opportunities, go to

www.PhysiciansNews.com 
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Q:What breakthrough procedures, such as IMRT or seed
implants, does Abington use to fight prostate cancer?

A: At Abington, we have one of the most vigorous radioactive seed
implant programs in the Delaware Valley. We also are leaders in
the use of gold seed markers to effectively localize three specific
coordinates in the prostate. Digital CT scans locate and identify
the exact position of the prostate so that high-dose intensity-
modulated radiation therapy (IMRT) can be delivered to the
precise location, sparing normal tissue. With three linear
accelerators, we are capable of providing more state-of-the-art
treatments to more patients.

Q:What about breast cancer?
A: IMRT is available at The Rosenfeld Cancer Center for treating

breast cancer as well. We also offer partial breast irradiation.
Instead of receiving treatment for six weeks to the whole breast,
this procedure allows appropriate patients to receive high-dose
radiation treatment delivered to the specific surgical site for five
minutes, twice daily for one week. This option is ideal for early-
stage, post-lumpectomy patients and is extremely well tolerated.

Q:Does Abington use stereotactic radiosurgery for
brain tumors?

A:We perform stereotactic radiosurgery in patients with brain
tumors, effectively delivering a very high dose of radiation in a
single treatment that equals the amount in five or six weeks’ worth
of standard treatment. This procedure completes the whole course
of treatment within an hour, and has been shown to result in a
dramatic improvement over whole brain radiation alone, particularly
for metastatic disease. The most severe side effect is usually a
mild headache.

Q:What sets Abington apart from other “cancer centers”?
A: Abington is a full-service teaching hospital, offering a multi-

disciplinary approach to cancer care. We delivered more than
23,000 treatments last year alone. New technology coming later
this spring and summer includes a 24-slice CT simulator and a
new state-of-the-art linear accelerator. Every tumor site has regular
conferences where specialists from multiple areas meet, review
specific cases and offer recommended treatment plans. Because
Abington is a fully integrated hospital offering the complete
spectrum of clinical excellence, you can be assured that your
patients will experience a continuum of quality care, any hour
of day or night.

To refer a patient, please call 1-800-405-HELP.

THE POWER TO HEAL

Abington’s Radiation Oncology
Department at The Rosenfeld Cancer Center uses some of the

most advanced techniques available to fight cancer with

powerful, pinpoint precision.

RADIATION ONCOLOGISTS (left to right): Scott Herbert, M.D., Chief of Radiation Oncology; Wayne Pinover, D.O.
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