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MESSAGE from your PRESIDENT:

Barbara Montford, MD
President, Dade County Medical Association

Tis the Season to be Jolly
Physician Burnout and the 

Loss of Joy in Our Profession

I was recently vacationing in Antigua for 
my BFF’s (and my) father’s 90th birthday. 
I shared my beachside umbrella with a 
vacationer from Toronto. Her brother-in-
law was a specialist in Canada. She stated 
that he exemplified all doctors; “He is 
filthy rich.” I urged her to check out the 
facts. Look at the allocation of health care 
dollars. Physician salaries are a minuscule 
part of the pie and salaries are continually 
dropping.
 The cost of doing business is constantly 
rising. Debt at the time of residency 
is staggering. Yet, physicians make too 
much money. This false perception of 
doctor’s income as well as the continual 
lack of respect awarded physicians 
contributes to physician burnout.
 Burnout is a long term reaction 
characterized by depersonalization, 
including cynical or negative attitudes 
toward patients, emotional exhaustion, a 
feeling of decreased personal achievement 
and a lack of empathy for patients. 
Another way to classify burnout is the 
Maslach Burnout Inventory developed by 
Dr. Christina Maslach in the 1970s. The 
three cardinal symptoms are exhaustion, 
depersonalization, and lack of efficacy. 
Numerous global studies involving nearly 
every medical and surgical specialty 
indicate that one in every three physicians 
is experiencing burnout at any given time.
 In 2011, 45% of U.S. physicians had 
at least one symptom of professional 
burnout, according to a study from the 
Dept. Of Medicine Program in Physician 
Well Being at Mayo Clinic. In 2014, 
the number had increased to 54%. The 
Department Of Health and Human 
Services suggests that by 2020, the U.S. 
will face a shortage of 50,000 physicians.
 Burnout affects physicians across all 
specialties but it is particularly evident in 
primary care.
 Burnout originates from a disorder of 
energy metabolism. Your energy account 
can have either a positive or negative 
balance. You withdraw energy from the 
account for the activities of your life and 
medical practice. You deposit energy 
into the account during times of rest and 
rebalance. When you dip into a negative 
balance, the account does not get closed. 
You keep spending (working) even 

though your energy account is depleted.
 Burnout is the constellation of 
symptoms which are manifest when your  
energy account has a negative balance 
over time.

There are three types  
of energy accounts:
  1.) Physical energy account: Energy 
deposited by taking care of your physical 
body with rest, exercise     and nutrition .
  2.) Emotional energy account: Energy 
deposited by maintaining healthy 
relationships with people you love. You 
must recharge here if you are to have 
the energy necessary to be emotionally 
available for your patients, staff, family 
and friends.
  3.) Spiritual energy account: Energy 
deposited by regularly connecting with 
your personal sense of purpose. As I state 
in Affirmation #3/10 (the list I pass out 
to all new members of the DCMA): 
Pursue passion and purpose not pesos 
and the dineros will follow. If you go for 
long periods without connecting with 
purpose, the spiritual energy account is 
drained which may make it difficult to 
have a reason to carry on.
 Dr. Dike Drummond states that “we 
(as physicians) have a moral imperative 
to keep our energy accounts in a positive 
balance because… of the first law of 
physician burnout: You can’t give what 
you ain’t got.!!

According to Dr. Drummond 
there are five main causes of 
burnout:
  1.) The practice of clinical Medicine: 
Being a physician has been and always 
will be a stressful job.
  2.) Your specific job stresses: Which 
include call rotation, compensation, 
health care politics, personality clashes 
and more.
  3.) Having a life: We are not taught life 
balance skills in our medical education. 
Residency training, in the past, has 
taught the opposite in which we learn 
and practice ignoring physical, emotional 
and spiritual needs to unhealthy levels. 
Residency training , though is changing 
and greater emphasis is being placed on 
work-life balance. Many Attendings, 
though, remain old school and still 
encourage that workaholic attitude.
  4.) The conditioning of our medical 
education: The top four characteristic 

traits which are encouraged during 
our successful training can also lead to 
burnout later in our careers. These top 
four character traits are workaholic, 
superhero, perfectionist and lone ranger.
  5.) The leadership skills of your 
immediate supervisor: A recent study 
shows direct relationship between the 
quality of your boss and your burnout 
and job satisfaction level. As more and 
more physicians are employed physicians 
this is even more of a factor.

There are two fundamental methods 
to drive a positive balance in our energy 
account and avoid burnout which 
are to lower stress levels and improve 
ability to recharge your energy account. 
Unfortunately, there are two things which 
stop many physicians from preventing 
burnout. The comprehension trap is 
our tendency to study the problem, 
understand the problem but fail to put 
our knowledge into action.

The second thing which inhibits us is 
Einstein’s definition of insanity- Doing the 
same thing over and over and expecting a 
different result. We need to free ourselves 
from our workaholic conditioning.

Burnout can be a fatal disorder. Suicide 
rates for both men and women are higher 
in physicians than the general population 
and underreported. The American 
Foundation for Suicide Prevention has 
listed ten facts about physician suicide 
and mental health.

The 10 Facts are:
 1.) Suicide is generally caused by the 
convergence of multiple risk factors- 
the most common being untreated or 
inadequately managed mental health 
conditions.
 2.) An estimated 300 physicians die by 
suicide in the U.S. per year.
 3.) Physicians who took their lives were 
less likely to be receiving mental health 
treatment compared with non-physicians 
who took their lives even though 
depression was found to be a significant 
risk factor at approximately the same rate 
in both groups.
 4.) The suicide rate among male 
physicians is 1.41 times higher than the 
general male population. And among 
female physicians the relative risk is even 
more pronounced - 2.27 times greater 
than the general female population.
 5.) Suicide is the second leading cause of 
death in the 24-34 age range. (Accidents 
are first).

  6.) 28% of residents experience a major 
depressive episode during training vs 
7-8% similarly aged individuals in the 
U.S. general population.
  7.) Among physicians, risk for suicide 
increases when mental health conditions 
go unaddressed, and self-medication 
occurs as a way to address anxiety, 
insomnia or other distressing symptoms. 
Although self-medicating mainly with 
prescription medications, may reduce 
some symptoms, the underlying health 
problem is not effectively treated. This 
can lead to a tragic outcome.
  8.) In one study, 23% of interns had 
suicidal thoughts. However, among those 
interns who completed 4 sessions of web-
based cognitive behavior therapy, suicidal 
ideation decreased by nearly 50%.
  9.) Drivers of burnout include workload, 
work inefficiency, lack of autonomy and 
meaning in work, work-home conflict.
  10.) Unaddressed mental health 
conditions, in the long run are more likely 
to have a negative impact on a physician’s 
professional reputation and practice than 
reaching out for help early.
  As we proceed to the holiday season 
let us pledge to be kinder to ourselves 
and to each other. Use this season as an 
opportunity to connect with one another 
and spread joy.

Happy Holidays.
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The Doctors 
Company’s 2018 
Executive 
Advisory Board 

meeting—a gathering of 
some of the leading figures 
in medicine in the United 
States—featured a 
conversation between The 
Doctors Company Chairman 
and Chief Executive Officer, 
Richard E. Anderson, MD, 
FACP, and the United States 
Surgeon General, Vice 
Admiral Jerome M. Adams, 
MD, MPH.

In this first of two articles 
highlighting key excerpts 
from the conversation, Dr. 
Anderson and Dr. Adams 
discuss the opioid epidemic’s huge impact on 
communities and health services in the United 
States. 

Dr. Anderson: Dr. Adams, you’ve been busy since taking over 
as Surgeon General of the United States. What are some of the key 
challenges that you’re facing in this office?

Dr. Adams: You know, there are many challenges facing our 
country, but it boils down to a lack of wellness. We know that only 
10 percent of health is due to healthcare, 20 percent of health is 
genetics, and the rest is a combination of behavior and 
environment.
 My motto is “better health through better partnerships,” because 
I firmly believe that if we break out of our silos and reach across the 
traditional barriers that have been put up by funding, by 
reimbursement, and by infrastructure, then we can ultimately 
achieve wellness in our communities. 
 You asked what I’ve been focused on as Surgeon General. Well, 
I’m focused on three main areas right now. 
 Number one is the opioid epidemic. It is a scourge across our 
country. A person dies every 12 and a half minutes from an opioid 
overdose and that’s far too many. Especially when we know that 

many of those deaths can be prevented.
 Another area I’m focused on is 
demonstrating the link between 
community health and economic 
prosperity. We want folks to invest in 
health because we know that not only 
will it achieve better health for 
individuals and communities, but it will 
create a more prosperous nation.
And finally, I’m raising awareness about 
the links between our nation’s health and 
our safety and security—particularly our 
national security. Unfortunately, seven 
out of 10 young people between the ages 
of 18 and 24 years old in our country are 
ineligible for military service. That’s 
because either they can’t pass the physical, 
they can’t meet the educational 
requirements, or they have a criminal 
record.
 So, our nation’s poor health is not just 
a matter of diabetes or heart disease 20 or 
30 years down the road. We are literally a 
less safe country right now because we’re 
an unhealthy country.

Dr. Anderson: Regarding the 
opioid epidemic, what are some of the 
programs that are available today that you 

find effective? What would you like to see us do as a nation to 
respond to the epidemic? 

Dr. Adams: Just yesterday, I was at a hospital in Alaska where 
they have implemented a neonatal abstinence syndrome protocol and 
program that is being looked at around the country—and others are 
attempting to replicate it.
We know that if you keep mom and baby together, baby does better, 
mom does better, hospital stays are shorter, costs go down, and you’re 
keeping that family unit intact. This prevents future problems for 
both the baby and the mother. That’s just one small example. 
   I’m also very happy to see that the prescribing of opioids is going 
down 20 to 25 percent across the country. And there are even larger 
decreases in the military and veteran communities. That’s really a 
testament to doctors and the medical profession finally waking up. 
And I say this as a physician myself, as an anesthesiologist, as 
someone who is involved in acute and chronic pain management. 
 Four out of five people with substance use disorder say they started 
with a prescription opioid. Many physicians will say, “Those aren’t my 
patients,” but unfortunately when we look at the PDMP data across 
the country we do a poor job of predicting who is and who isn’t going 
to divert. It may not be your patient, but it could be their son or the 
babysitter who is diverting those overprescribed opioids. 
 One thing that I really think we need to lean into as healthcare 
practitioners is providing medication-assisted treatment, or MAT. We 
know that the gold standard for treatment and recovery is 

U.S. Surgeon General 
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medication-assisted treatment of some form. But we also know it’s not 
nearly available enough and that there are barriers on the federal and 
state levels.

We need you to continue to talk to your congressional 
representatives and let them know which barriers you perceive because 
the data waiver comes directly from Congress.

Still, any ER can prescribe up to three days of MAT to someone. 
I’d much rather have our ER doctors putting patients on MAT and 
then connecting them to treatment, than sending them back out into 
the arms of a drug dealer after they put them into acute withdrawal 
with naloxone.

We also have too many pregnant women who want help but can’t 
find any treatment because no one out there will take care of pregnant 
moms. We need folks to step up to the plate and get that data waiver 
in our Ob/Gyn and primary care sectors.

Ultimately, we need hospitals and healthcare leaders to create an 
environment that makes providers feel comfortable providing that 
service by giving them the training and the support to be able to do it. 
We also need to make sure we’re co-prescribing naloxone for those 
who are at risk for opioid overdose. 

Dr. Anderson: So just so we are clear, are you in favor of 
regular prescribing of naloxone, along with prescriptions for opioids? 
Is that correct? 

Dr. Adams: I issued the first Surgeon General’s advisory in over 
10 years earlier this year to help folks understand that over half of our 
opioid overdoses occur in a home setting. We all know that an anoxic 
brain injury occurs in four to five minutes. We also know that most 
ambulances and first responders aren’t going to show up in four to 
five minutes.

If we want to make a dent in this overdose epidemic, we need 
everyone to consider themselves a first responder. We need to look at 
it the same as we look at CPR; we need everyone carrying naloxone. 
That was one of the big pushes from my Surgeon General’s advisory.

How can providers help? Well, they can co-prescribe naloxone to 
folks on high morphine milligram equivalents who are at risk. If 
grandma has naloxone at home and her grandson overdoses in the 
garage, then at least it’s in the same house. Naloxone is not the 
treatment for the opioid epidemic. But we can’t get someone who is 
dead into treatment. 

I have no illusions that simply making naloxone available is going 
to turn the tide, but it certainly is an important part of it. 

Dr. Anderson: From your unique viewpoint, how much 
progress do you see in relation to the opioid epidemic? Do you think 
we’re approaching an inflection point, or do you think there’s a long 
way to go before this starts to turnaround?

Dr. Adams: When I talk about the opioid epidemic, I have two 
angles. Number one, I want to raise awareness about the opioid 
epidemic—the severity of it, and how everyone can lean into it in 
their own way. Whether it’s community citizens, providers, law 
enforcement, the business community, whomever. But in addition to 
raising awareness, I want to instill hope.

 I was in Huntington, West Virginia, just a few weeks ago at the 
epicenter of the opioid epidemic. They’ve been able to turn their 
opioid overdose rates around by providing peer recovery coaches to 
individuals and making sure naloxone is available throughout the 
community. You save the life and then you connect them to care.
 We know that the folks who are at highest risk for overdose deaths 
are the ones that just overdosed. They come out of the ER where 
we’ve watched them for a few hours and then we send them right 
back out into the arms of the drug dealer to do exactly what we know 
they will do medically because we’ve thrown them into withdrawal 
and they try to get their next fix.
 If we can partner with law enforcement, then we can turn our 
opioid overdose rates around. 
 A story of recovery that I want to share with you is about a guy 
named Jonathan, who I met when I was in Rhode Island. 
 Jonathan overdosed, but his roommate had access to naloxone, 
which he administered. Jonathan was taken to the ER and then 
connected with a peer recovery coach. He is now in recovery and has 
actually become a peer recovery coach himself. Saving this one life 
will now enable us to save many more. 
 Yet we still prescribe over 80 percent of the world’s opioids to less 
than five percent of the world’s population. So, we still have an over-
prescribing epidemic, but we’ve surpassed the inflection point there. 
Prescribing is coming down.
 But another part of this epidemic was that we squeezed the 
balloon in one place and as prescribing opioids went down, lots of 
people switched over to heroin. That’s when we really first started to 
see overdose rates go up.
 Well, it’s important for folks to know that through law 
enforcement, through partnerships with the public health community, 
through an increase in syringe service programs, and through other 
touch points, heroin use is now going down in most places. 
 Unfortunately, now we’re seeing the third wave of the epidemic, 
and that’s fentanyl and carfentanil. 

Dr. Adams is the 20th Surgeon General of the United States, a post 
created in 1871. He holds degrees in both biochemistry and psychology 
from the University of Maryland. In addition, the Surgeon General has  
a master’s degree in public health from the University of California at 
Berkeley, and a medical degree from the Indiana University School of 
Medicine. Dr. Adams is a board-certified anesthesiologist and associate 
clinical professor of anesthesia at the University of Indiana. He has been 
active in a number of national medical organizations, including the  
American Society of Anesthesiologists and the American Medical 
Association.

Discusses the Opioid Epidemic 
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expectation that the practice will 
have an opportunity to expand its 
patient base. An expanding patient 
base brings with it the need to 
increase the number and specialties 
of the physicians in the practice. 
In addition, physicians may leave 
and need to be replaced. However, 
managed care organizations generally 
do not permit physicians and other 
healthcare practitioners to render 
services to their enrollees until 
they have been credentialed. If the 
credentialing process is not handled 
expeditiously, the practice will be 
faced with having a physician or 
other healthcare provider who is not 
able to provide services to a portion 
of its patients for a protracted period. 

Suggested Plan of Action: If 
the time needed to credential new 
physicians or other healthcare 
providers is hampering your practice’s 
ability to provide timely services to a 
managed care plan’s enrollees, make 
sure the plan is aware of the problem, 
and make it a priority in your next 
round of contract negotiations.

2. Down-coding Evaluation/
Management (“E/M”) Services.
A managed care organization may not 
pay the level of E/M code reflected 
on a claim form. For example, instead 
of paying for the level 4 office visit 
submitted, the plan may pay a level 2 
or 3. The result is the practice receives 
less than what it is entitled to be paid 
and loses revenue. 

By this point in time, every 
medical practice and other provider 
of health care items and services 
should be conducting some type of 
post-payment review. This review 
should focus not only on confirming 
that the business was paid for the 
items and services it renders, but also 
that medical record supports those 
items and services billed for, and 
the payment amounts were correct. 
Simply accepting the managed care 
organization’s payment decisions can 
prove to be very costly.

Suggested Plan of Action: 
Payment discrepancies should be 
appealed immediately. Appealing 
provides a means to identify whether 
down-coding is, in fact, an error, 
or the result of some undisclosed 
reimbursement determination 
focusing on either that practice or 

a general policy. Depending on the 
reason for the down-coding, the 
effectiveness of the appeals process, 
the frequency with which it needs to 
be relied on, and the overall impact 
on collected revenue, the practice 
may want to reconsider its further 
participation in that managed care 
organization’s network.

3. Prior Authorization 
Requirement.
Depending upon the managed care 
organization, its requirement to 
seek the plan’s prior authorization 
before referring an enrollee to 
another specialist, render a particular 
procedure, etc., can be a serious 
burden on a practice’s medical 
and administrative staff. The need 
to obtain a prior authorization 
imposes another cost on a practice, 
even though there may be no clear 
justification for doing so. 
 Suggested Plan of Action: 
Medical practices and other health 
care providers should carefully 
consider whether the benefit of 
being included in a managed care 
organization’s network outweighs 
the cost of complying with its prior 
authorization requirement.

4. Slow Payment/High  
Denial Rate.
Another reason to implement an 
effective post-payment review 
process is to enable a practice to 
identify managed care organizations 
that either delay payment without 
justification or deny claims at 
a higher rate than the practice 
normally experiences. A delay 
in payment or denial without 
justification not only disrupts a 
practice’s cash flow, it also costs the 
practice money. 
 Suggested Plan of Action: If 
a medical practice is not able to 
resolve issues involving delayed or 
denied payment satisfactorily, the 
practice should seriously question 
why it continues to maintain that 
relationship.

5. Patient Overabundance.
Sometimes a medical practice 
can be too successful. Its effort to 
contract with multiple managed 
care organizations and secure access 
to their enrollees can result in 

Wait Until Next Year- 
For New Challenges

Challenge #1:  
Should You Maintain Or 
Enter Into New Managed 
Care Contracts.

With the continued growth 
of Medicare Advantage and other 
managed care arrangements, a 
physician/group practice can 
conclude that the economic health 
of his/her/its medical practice is 
dependent on maintaining contracts 
with these payers. In some instances, 
the pressure to maintain a managed 
care contract may cause the practice 
not to conduct a critical review of 
the contract’s terms and conditions. 

Even when the payment terms 
appear to be satisfactory, there 
are other considerations weighing 
against continuing to participate 
in a particular managed care plan’s 
network. In an article published 
on November 7, 2018, in Modern 
Medicine Network-Physicians 
Practice, Lucien W. Roberts, III (a 
physician practice administrator), 
identified five (5) reasons, all 
unrelated to reimbursement, 
for practices to consider before 
terminating or declining to enter into 
a particular managed care contract: 
1. Credentialing.
One of the reasons to contract with 
a managed care organization is the 

Stephen H. Siegel, Esq., Of Counsel, 
Nelson Mullins Broad and Cassel
Miami/Fort Lauderdale, Florida
Florida Board Certified- Health Law
HCCA Certified- Health care Compliance and 
Health care Privacy Compliance
(O) 305.373.9424/ (M) 305.298.8640
Stephen.siegel@nelsonmullins.com

A U T H O R

Stephen H. Siegel, Esq.St h H Si l E

Next year, 2019, is going to provide new questions  
and challenges for physicians and other health care  

providers. The questions include: 
How are payers going to alter their practices, thereby 

making What other challenges will medical practices  
need to address? 
What can a medical practice do to prepare for these  
challenges?
 It is not possible to predict many of the challenges 
medical practices and other healthcare businesses will  

challenges that appear to be certain in the coming year- 
whether to maintain or enter into a managed care contract, 
the importance of screening staff members, and Medicare’s 
coverage of asynchronous telemedicine services, and offers 
some suggestions for dealing with each challenge.
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waiting rooms that are overflowing, 
patient visit schedules more like 
suggestions, and “regular office 
hours” an aspiration. Consequently, 
the time a patient must wait for an 
appointment may be unacceptable, it 
may be necessary to double or even 
triple-book, or it may be necessary 
to shorten the length of each patient 
visit in an attempt to see all of them 
in a timely manner. Setting aside the 
issue of patient dissatisfaction (which 
is becoming increasingly important), 
these practices can adversely affect 
the timeliness and quality of care 
provided, overhead expenses, and 
both the overall work environment 
and reputation of the practice.
 Suggested Course of Action:  It 
may be necessary to re-evaluate the 
practice’s relationships with these 
managed care organizations; when 
faced with this overabundance 
of patients a practice can use the 
situation to its advantage. While 
terminating one or more of its 
managed care contracts may be 
appropriate, a practice may consider 
other alternatives. For example, it 
might use the fact that the practice 
needs to increase its staff in order to 
timely treat enrollees as part of an 
argument to lessen an organization’s 
credentialing process. Alternatively, 
this may be a basis for arguing the 
practice deserves a higher rate of 
reimbursement, or the scrutiny 
given to its claims is overly aggressive 
and the managed care organization 
should loosen its criteria, or pay 
claims in a timelier manner.
 In addition to the considerations 
discussed above, and raised in 
Mr. Roberts’ article, a medical 
practice evaluating its current and 
future managed care organization 
relationships may want to weigh 
a number of other non-economic 
concerns, including:

- How effective is the organization’s 
appeals process?
- Can the practice rely on the 
coverage advice it receives over the 
telephone?
- Does the agreement limit the 
practice’s ability to form other 
affiliations?
- How do the organization’s 
enrollees who select the practice fit 
within its overall patient mix?
- Does treating the managed care 
organization’s enrollees restrict the 
practice’s ability to develop new 
areas of business or expertise?

Challenge #2:  
Screening Staff.

 Individuals who are excluded 
from participation in the Federal 

health care programs, which 
include Medicare and Medicaid, 
may not receive direct or indirect 
payments from these programs. 
Every participant in these programs 
(a hospital, medical practice, etc.) 
is expected to check the Office 
of Inspector General’s exclusion 
database (the LEIE Database, 
https://go.usa.gov/xPv7H) before 
retaining an individual as either an 
employee, “shared employee”, or 
independent contractor, as well as 

regularly thereafter in order to ensure 
it is not violating this prohibition. 
Failure to check of the OIG’s 
exclusion database can prove to be 
a very expensive oversight. Thus, an 
ongoing challenge for health care 
providers is ensuring that none of 
their employees, “shared employees” 
or independent contractors has been 
excluded.
 Here are two recent examples of 
what happens when the screening 
process breaks down. In March of 
this year Pharmex Pharmacy, LLC 
and Israel Weber of Lakewood, N.J., 
agreed to settle an allegation that 
the pharmacy employed an excluded 
individual- a pharmacist- who 
provided items and services that 
were paid for by a Federal health 
care program. In order to settle 
this allegation the pharmacy agreed 
to pay $314,205. Later this same 
year, the OIG alleged that Alameda 
Health System, in California, had 
retained an eligibility clerk who had 
been excluded from participation 
in the Federal health care programs. 
(The salary paid this clerk was 
included in the reimbursement 
received by this provider from these 
health care programs.) In order to 
resolve this allegation, Alameda 
agreed to pay $257,874.
 For medical practices and other 
health care providers that participate 
in Medicare, Medicaid, or any other 
Federal health care program the 
lessons are clear. It seems likely that 
the OIG will incorporate a review 
of providers’ compliance with this 

prohibition as part of its regular 
audit process. The ease with which 
non-compliance can be established 
and the size of the settlement 
agreements makes this an easy target. 
Consequently, we can expect to see 
more providers fined for retaining 
excluded individuals.
 Suggested Course of Action: In 
order to minimize the likelihood 
that a practice will face this 
sanction, there are three steps to 
take. First, before agreeing to hire or 
otherwise retain anyone, regardless 
of their duties, have them provide 
a representation that they are not 
excluded from participation in these 
programs. Second, notwithstanding 
their representation, determine 
whether that individual has been 
excluded from participation in 
the Federal health care programs. 
If the organization still decides to 
retain that individual and be able to 
document that their compensation 
is not derived in whole or in part, 
directly or indirectly, from funds 
received from a federal health 
care program. Third, because the 
OIG’s exclusion process is ongoing, 
repeat steps one and two at least 
annually for every employee, “hired 
employee”, and independent 
contractor.

Challenge #3:  
Medicare Reimbursement 
For Asynchronous 
Telemedicine.

 Florida physicians have found 
reimbursement for telemedicine 
services challenging. Many private 
payers decline to cover these services. 
Historically, Medicare has not been a 
leader in reimbursing for this service 
delivery modality. However, effective 
January 1, 2019, the Medicare 
program will begin covering and 
reimbursing for certain asynchronous 
telemedicine technologies.
 Reimbursement for these services 
will be under HCPCS code G2010, 

About the Author:
  
Stephen H. Siegel, Esq. Mr. Siegel helps health care providers maximize 
their business while minimizing their legal and financial risks. He has been 
recognized by the Florida Bar as Board Certified in Health Law since 1995. 
He also has been recognized by the Health Care Compliance Association as 
Certified in both Healthcare Compliance and Healthcare Privacy Compliance. 
Mr. Siegel received his Juris Doctor from the Georgetown University Law 
Center and his Bachelor of Arts, cum laude, from Florida State University.  

Remote Evaluation of Pre-Recorded 
Patient Information. The descriptor 
for this HCPCS code is:  

 Remote evaluation of recorded 
video and/or images submitted 
by an established patient (e.g., 
store and forward), including 
interpretation and follow-up with 
the patient within 24 business 
hours, not originating from a 
related E/M [i.e., evaluation and 
management] service provided 
within the previous7 days nor 
leading to an E/M service or 
procedure within the next 
24 hours or soonest available 
appointment.

This description makes several things 
clear, including: 

1. This code is for only images 
or video that is submitted by a 
patient using store and forward/
asynchronous technology; not 
information conveyed, for 
example, by means of an e-mail, 
text message, or questionnaire, or 
heart rate monitor.
2. HCPCS code G2010 is 
available only for established 
patients. 
3. A patient’s consent (either 
verbal, written, or electronic), is 
necessary every time this service 
is billed; a patient cannot provide 
one blanket consent.
4. In contrast to Medicare’s 
coverage requirements for most 
telehealth services, there is no 
requirement that the patient be 
located in a rural area or a specific 
originating site.

 Suggested Course of Action: As 
with many of Medicare’s coverage 
requirements, the rule for covering 
asynchronous telemedicine services 
is complex. It should be carefully 
reviewed before a physician or group 
practice begins billing for these 
services. Indeed, all of the challenges 
discussed in this article should be 
reviewed with legal counsel and 
other consultants who are familiar 
with this area of the law.

What can a 
medical practice 

do to prepare  
for these 

challenges?
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This program, held under the auspices of the Palm Beach County 
Medical Society/Services in partnership with the Broward County 
Medical Association and the Dade County Medical Association, is 
funded through a grant from The Physicians Foundation and is en-

dorsed by the Florida Medical Association.  Applications for the program were 
solicited and received from the memberships of the three counties and were se-
lected by PLA Steering Committee members.  The Academy, is the first of its kind 
in South Florida,

Congratulations to the eighteen South Florida physicians from Broward, 
Dade and Palm Beach County medical societies who were selected as participants 

Physician Leadership Academy 
in the third class of the Physician Leadership Academy of South Florida (PLA).
 The physicians from the Broward County Medical Association are Margarita 
Almeida-El Ramey, D.O., Sidney Coupet, D.O., Maria De La Pena, M.D., Da-
vid Drew, M.D., Daniel Gomez, M.D., and Claudia Marcelo, D.O.  The physi-
cians from the Dade County Medical Association are Edison Castro, D.O., Aimee 
Gonzalez, M.D., Carlos Ramirez-Mejia, M.D., Jair Munoz-Mendoza, M.D., Lau-
ren Shapiro, M.D., and Jose David Suarez, M.D.  The physicians from the Palm 
Beach County Medical Society are Miguel Brito, M.D., Catherine Garcia, M.D., 
Heather Kessler-Reyes, M.D., Tulisa LaRocca, M.D., Lynn Palmeri, M.D. and 
Shelley Singh, D.O.
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of South Florida 2018-2019
Session 1 was a retreat on November 3, 2018, held at the Riverside Hotel 

in Fort Lauderdale.  The session was led by James Goldenberg, M.D., and Bob 
Addleton, EdD, Principal Leadership in Practice, LLC.  Over the year the class 
will meet six times and from a leadership perspective will cover topics such as con-
flict resolution, strategic planning and problem solving, media, communication 
and collaboration in the medical environment; state and national perspectives on 
health care; advocacy skills workshop; developing and promoting resilience for 
you and your team’s health; innovation and emerging trends-creating culturally 
competent effective teams, and finally presentation of the leadership projects and 
graduation on June 1, 2019.

 The PLA’s Steering Committee members are: James Goldenberg, M.D., who 
is serving as Chair of the Committee along with Jose Paco Arrascue, M.D. and 
Alan Pillersdorf, M.D. from the Palm Beach County Medical Society.  Also serv-
ing on the committee, Abram Berens, M.D., Vania Fernandez, M.D., and Ramsey 
Pevsner, D.O. from the Broward County Medical Association.  Representing the 
Dade County Medical Association are Rafael Fernandez, M.D. and Eduardo 
Martinez, M.D.  Other members of the committee are Cynthia Peterson, CEO, 
Broward County Medical Association, Angel Bosch-De Leon, Managing Director, 
Dade County Medical Association, and Tenna Wiles, CEO, Palm Beach County 
Medical Association.  Karen Harwood is the PLA Facilitator.
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InPursuitOfYourCure.com A University of Miami Hospital and Clinics Facility

CORAL GABLES  |  CORAL SPRINGS  |  DEERFIELD BEACH  |  HOLLYWOOD  |  KENDALL  |  MIAMI  |  PLANTATION

Cancer. A life-changing, devastating diagnosis.

A formidable opponent that has challenged the brightest minds.

We confront it every day.

And every day, our team of more than 300 cancer-focused

physicians and researchers arrive, ready to face it – head-on.

For the next breakthrough. The next discovery.

The next treatment. The next CURE.

For decades, we’ve fought for mothers, fathers,

brothers, sisters, children, and friends.

Because no one is in this alone.

Every day, we reach major milestones.

But we won’t give up until we prevail.

We are Sylvester Comprehensive Cancer Center.

In Pursuit of Your Cure.

THE ONLY CANCER CENTER

OF EXCELLENCE IN SOUTH FLORIDA

__A D V E R T O R I A L__



“Right now, medicine is practiced in very broad strokes. 
Most people with high blood pressure get exactly the same 
drug, based solely on their blood pressure. This study will 
begin to collect the data that will enable us to begin 
fine-tuning the therapies for specific health issues and 
specific populations.” 

The “All of Us” grant was one of many research awards 
received by the Miller School of Medicine. Fourteen 
departments were ranked in the top 50 in NIH funding for 
fiscal year 2017.  Sylvester Comprehensive Cancer Center at 
the Miller School of Medicine gained international 
recognition in clinical research. Studies led by two of 
Sylvester’s leading oncologists were selected among the top 
abstracts presented during plenary sessions at major 
conferences (ASCO and ASTRO). Their practice-changing 
findings had a significant impact on treatment strategies for 
lung cancer and prostate cancer.

The University’s Clinical and Translational Science Institute 
received a five-year, $21.5 million NIH grant to fund 
collaborative research that speeds the discovery of new 
medical treatments and cures. 

As the region’s only academic medical center, UHealth 
continued to lead the way in innovative patient care. 
Ophthalmologists at Bascom Palmer Eye Institute performed 
one of the first gene therapy surgeries to treat a child with a 
blinding vision disease, using Luxterna, the first ocular gene 
therapy drug approved by the FDA. U.S. News & World 
Report also ranked Bascom Palmer #1 in the nation for 
ophthalmology for the 17th time and the 15th year in a row.

A consortium led by the Miller School received a $60 million 
grant from the National Institutes of Health to help build 
the most inclusive and diverse health database in history. 
Thanks to UM’s expertise in genetics and genomics, and its 
location in one of the most ethnically diverse counties in the 
nation, UM is the lead partner in the SouthEast Enrollment 
Center, which plans to enroll about 100,000 participants in 
NIH’s nationwide “All of Us” Research Program.

With nationally ranked programs and a growing number of 
research grants, the University of Miami Miller School of 
Medicine and UHealth -- the University of Miami Health 
System made important contributions to the field of 
medicine in 2018. 

UHealth continues to be a magnet for top talent from 
around the world with CEO Edward Abraham, M.D., who is 
also executive vice president for health affairs, announcing 
several executive appointments. Henri R. Ford, M.D., MHA, 
became dean and chief academic officer of the Miller School 
of Medicine. Mary Beth Briscoe, CPA, MBA, was named CFO 
for UHealth and the Miller School, and Maureen Fagan, DNP, 
was appointed chief experience officer.

THE UNIVERSITY OF MIAMI MILLER SCHOOL OF MEDICINE AND UHEALTH:

ADVANCING
MEDICINE FOR ALL

“ There has never been an effort like 
this before,”        said Stephan Züchner, M.D., Ph.D., the SEEC’s 

lead principal investigator, who chairs UM’s Dr. John T. Macdonald 

Foundation Department of Human Genetics. 

Henri R. Ford, M.D., MHA, dean and chief academic
officer of the Miller School of Medicine. 

Gilberto Lopes Jr., M.D., M.B.A., associate director of global oncology 
at Sylvester Comprehensive Cancer Center, presenting at ASCO.

__A D V E R T O R I A L__
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The Dade County Medical Asso-
ciation  (DCMA) was inducted as a 
Trustee Member during the Trustee 
Luncheon of the Greater Miami 
Chamber of Commerce.  The event 
was celebrated on November 7, 2018 
at the Jungle Island facilities.  The 
guest speaker of the event was the 
new Dean of the UM Miller School 
of Medicine Dr. Henri Ford.  The 
DCMA was represented by its leader-
ship including the president Doctor 
Barbara Montford and the president-
elect Doctor Antonio Mesa.

Each year the DCMA hosts a dinner 
for Miami-Dade County hospital 
chiefs of staff and DCMA Board 
members.  This year’s event was held 
at STK South Beach. The goal is for 
DCMA leadership and chiefs of staff 
to get to know each other on a more 
personal level, and to explore ways to 
work together for the betterment of 
health care in Miami-Dade County.   

Dade County Medical Association Leadership and  
Miami-Dade County Chiefs of Staff Annual Dinner

Dade County Medical Association Inducted As Trustee 
Member of The Greater Miami Chamber of Commerce



H is patients, past, present, and 
on that September day’s ap-

pointment list would no longer be 
able to see their 61 years old brilliant, 
selflessly dedicated, and beloved phy-
sician surgeon who took his own life.  
Was his decision impulsive or delib-
erate and planned over time?   Was 
he a victim of burnout? Was he aware 
of being depressed?  If so, did he 
share his feelings with anyone? Deny 
their existence? Suffer in silence? Seek 
professional guidance?  Did his adult 
children, siblings, peers, patients, or 
office staff members detect warning 
signs?  Was anyone familiar enough 
with the warning signs to be able 
to recognize them as foreboding? 
Might his untimely death have been 
prevented?  No one knows, and it is 
likely no one ever will.   
 His shocking suicide and an 
article that appeared in the October, 
2018 issue of ACP Internist, a regular 
publication of the American College 
of Physicians, provided the impetus 
to prepare this essay. The informative 
article, Preventing Suicide in Primary 
Care, was focused on the importance 
of screening for depression, recogniz-
ing its clues, becoming familiar with 
available screening methods, and 
knowing who and how to treat and/
or refer for treatment.  My atten-
tion became riveted on a sidebar, 
Preventing physician suicide, and the 
statement: “Suicide rates are higher 
among physicians than among the 
general population, especially for 
women”.  This fact made it impera-
tive that I learn more about physician 
suicide, its incidence, cause(s), recog-
nition, and prevention.
 Prominent among the many 
explanations for why physicians 
commit suicide is physician burnout, 
a topic addressed eloquently in the 
May, 2017 issue of Miami Medicine 
authored by Dr. Eduardo G. Mar-
tinez, during his 2016-17 tenure as 
the President of the DCMA.  In his 
President’s message entitled “Physi-
cian Burnout Matters”, he wrote: 
“A survey conducted by Medscape 
showed the prevalence of physician 
burnout increased from 40% in 2013 
to 51% in 2016.  At the extreme, 
physician suicide takes approximately 
400 lives of physicians in the U.S. 
every year.  Also, suicides are now 
being reported in medical students, 
interns, residents, and other physi-
cians in training”.  Of related interest 
is that pre-medical students have 

been reported to experience burnout, 
depression, and suicidal ideation with 
greater frequency than their matched 
non-premedical peers.                                                                                                                                    
 Burnout among physicians 
is considered by many who have 
studied and written about the subject 
to be reaching epidemic propor-
tions and to some authors represents 
the hidden health care crisis in our 
nation’s health care delivery system.  
Its causes are many, more easily 
enumerated than eliminated, let 
alone, modified to more manageable 
levels.  Prominent among them are 
seemingly insurmountable workloads 
and attendant paperwork, poor time 
management, lack of autonomy  
(control), inadequacy of support, 
a sense of joylessness in work, and 
work-family conflicts.  Whatever 
the cause(s), it is their consequences 
that impact negatively on physician 
wellbeing, increasing thereby the risk 
for the occurrence of depression and/
or anxiety.  Christina Maslach and 
her colleagues have studied burnout 
in general experienced across profes-
sional lines and have identified three 
generic behavioral features: (1) emo-
tional exhaustion [chronically over-
extended or emotionally fatigued], 
(2) depersonalization [the feeling of 
becoming detached or disconnected 
from the recipient of the services 
provided; compassion fatigue]; and 
(3) loss of a sense of personal achieve-
ment [a feeling that nothing is being 
accomplished].  
 Physicians burdened with burnout 
and unrecognized and/or untreated 
associated mental health issues as 
anxiety and/or depression risk doing 
unintended harm (“Primum Non 
Nocere”) to their patients, and, in 
turn, to themselves.  Consequences 
to patients include the commission of 
medical errors, impaired professional-
ism, and reduced patient satisfaction.  
Physicians are at risk for litigation, 
abusing drugs, alcoholism, divorce, 
suicidal ideation, and suicide.
 While burnout matters in the life 
of a physician and is a risk factor for 
the occurrence of depression, it is 
important to realize that burnout and 
depression are co-morbid conditions, 
that major depression is a medical 
syndrome with a lifetime prevalence 
of 21% in women and 11-13% in 
men, and the most likely precipitant 
of suicide   Its causes are complex 
and multiple.  Data exists that sup-
ports a genetic component with a 

family history of suicide or major 
psychiatric disorders identified as risk 
factors. Others include concomitant 
anxiety, ETOH/substance use and 
certain personality traits most often 
seen in physicians, namely extreme 
dedication, idealism, an intense sense 
of responsibility, and perfectionism.
 As important as it is for physi-
cians to acquire and apply the 
fundamentals of effective screening 
for depression in their patients, it is 
of equal or greater importance that 
they be alert to symptoms and signs 
of depression in their colleagues and 
themselves, and to do something 
about it.  The healed (Physician, Heal 
Thyself ) physician is a more effective 
healer of others.  Physicians are as 
vulnerable to experiencing depression 
and a sense of suffering as is the gen-
eral population of non-physicians, 
but they commit suicide at higher 
rates and seek professional help at 
lower rates, despite feeling depressed.  
Denial, lack of time, fear of being 
stigmatized, inability to share feelings 
or confidences with colleagues, close 
friends, or family members, and 
threats to professional stature are 
among the common explanations for 
failure to access the many available 
mental health resources.  Depression 
wears many masks and physicians 
are masters of denial.  It is difficult, 
therefore, for them to admit to them-
selves or anyone else the possibility 
of its existence, leading them to feel 
more isolated and to suffer in silence.
 It is not always easy for physicians 
to find meaning in the practice of 
medicine when they have lost the joy 
of being a physician, caring for the 
sick and/or worried well.  I believe as 
important as it is to be there for oth-
ers, physicians should not overlook 
the importance to their wellbeing of 
being there for themselves, a healthy 
and potentially healing counter-
balance to the potentially deleterious 
consequences of burnout.  Here are 
some suggestions to help counteract 
and/or mitigate the risks of experi-
encing burnout and its consequences:

1. BY BEING MINDFUL OF 
YOUR FEELINGS AND HOW 
THEY AFFECT YOU AND  
INFLUENCE OTHERS  
AROUND YOU;
2. BY LEARNING TO BECOME 
COMFORTABLE WITH  
UNCERTAINTY; 
3. BY ACKNOWLEDGING 

THAT YOU WILL NEVER 
KNOW EVERYTHING OR  
REMEMBER EVERYTHING 
YOU LEARNED AND ONCE 
KNEW.
4. BY SEEKING A WORK-LIFE 
BALANCE BY LOVING AND  
BEING LOVED IN BOTH 
ARENAS; 
5. BY ENJOYING SPENDING 
TIME WITH LOVED ONES, 
FAMILY, AND FRIENDS; 
6. BY LEARNING TO SET  
PRIORITIES; 
7. BY BEING ABLE TO  
SEPARATE YOURSELF AS A 
PERSON FROM YOUR 
 PROFESSION AS A PHYSICIAN;
8. BY DEVELOPING A PASSION 
FOR SOMETHING IN  
ADDITION TO MEDICINE; 
9. BY RECOGNIZING AND 
ACKNOWLEDGING  
PERSONAL IMPERFECTIONS, 
BEING SELF-COMPASSION-
ATE; AND, FINALLY,
10. BY TAKING CARE OF 
YOURSELF (WE ARE NOT  
IMMORTAL)

At its 68th General Assembly meet-
ing in Chicago in 2017, the World 
Medical Association (comprised of 
112 medical organizations worldwide 
which collectively represent more 
than 10 million physicians) delegates 
voted to add a self-care clause to the 
Declaration of Geneva, one modern 
secular version of the ancient Hip-
pocratic Oath:  “I will attend to my 
own health, well-being, and abilities 
in order to provide care of the highest 
standard”.
 “We will have to reconcile our-
selves to the fact that the Hippocratic 
physicians were no demigods but just 
humble mortals, seeking the truth, 
erring, rejoicing, and suffering like 
ourselves” (Hippocratic aphorism).

ARVEY I ROGERS, M.D., F.A.C.P
PROFESSOR EMERITUS
INTERNAL MEDICINE
UNIVERSITY OF MIAMI
MILLER SCHOOL OF MEDICINE

N.B.  Thanks to the following  
individuals for reviewing this essay 
and providing helpful comments:

Heidi Allespach, Ph.D.
Ana Campo, M.D.
Charles Nemeroff, M.D.
Radu Savenau, M.D.
Roy Weiss, M.D.

Physician Suicide
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Baptist Health offers more than 280 CME/CE courses each year through its nationally accredited Continuing Medical 
Education program. For a complete course listing, go to BaptistHealth.net/CME, or contact the Baptist Health Continuing 
Medical Education Department at 786-596-2398, or CME@BaptistHealth.net.

NEW! Prescribing Controlled  
Substances Florida Boards of 
Medicine and Osteopathic Medicine 
Approved (2 Cat. 1)
FREE online course Compliance.
BaptistHealth.net

ACRO Proton Therapy Symposium
Saturday-Sunday, December 1-2 
Miami Cancer Institute
acro.org/education

Miami Brain Symposium,  
Second Annual
Saturday, December 7 

Ritz Carlton Coconut Grove, Miami
MiamiBrainSymposium.BaptistHealth.net

Sanford H. Cole, M.D., Memorial Ob/Gyn 
Symposium, 32nd Annual
Friday, January 25
Marriott Miami Dadeland, Miami  
(6 CME/CE)
ObGynMiami.BaptistHealth.net

Head and Neck Cancer Symposium 
(Eighth Annual)
Saturday, March 9
Miami Cancer Institute (4.5 CME/CE)
HNCancerSymposium.BaptistHealth.net

Women’s Cancer Symposium
Friday-Saturday, April 5-6
Hilton Miami Dadeland Hotel
WomensCancerSymposium.BaptistHealth.net

Int’l Evidence-based Guidelines for 
Minimally Invasive Pancreas Resection 
Symposium (IG-MIPR)
Monday – Tuesday
Eden Roc Hotel, Miami Beach
IG-MIPR.BaptistHealth.net

Online Learning Program – Over 190 
FREE CME/CE Courses
BaptistHealth.net/CMEOnline

Online Learning Program and Relicensure Courses
BaptistHealth.net/CMEOnline

To obtain information or to register for upcoming conferences, go to www.cme.med.miami.edu and click on 
“Conferences” or call University of Miami Miller School of Medicine Division of Continuing Medical 
Education at 305-243-6716 or email umcme@med.miami.edu.

Miami Medicine is the official publication of the 
Dade County Medical Association (DCMA).
Advertising in Miami Medicine does not imply approval or endorsement by 
the DCMA. Any ads stating approval by the DCMA have been declared by the 
DCMA as worthy of consideration by its members; however, the DCMA shall 
have no liability in the event the user is dissatisfied.

The DCMA maintains a sponsorship program which endorses select vendors 
and organizations whose products and services may be beneficial to the 
membership and/or from which the DCMA may receive financial support.

Miami Medicine assumes no responsibility for statements made by its 
contributors. Opinions expressed by authors are their own, and not 
necessarily those of Miami Medicine or the DCMA. Miami Medicine reserves 
the right to edit all contributions for clarity and length, as well as to reject 
any material submitted. Subscription: $53.50 annually; single issue $5.35
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SAVE THE DATE
Neurology Update and Stroke Intensive 2019
January 31- February 2, 2019 
InterContinental Miami Hotel
Physician Credit:  24.0 AMA PRA Category 1 Credits™ 

9th Annual Therapeutic Hypothermia, Targeted Tem-
perature Management, and the Use of ECMO in Critical 
Care
March 7-8, 2019 
Miami Marriott Biscayne Bay, Miami, FL
Physician Credit: 14.00 AMA PRA Category 1 Credits™

3rd South Beach GI Congress:  Advances in Liver 
Disease, IBD, Advanced Endoscopy and Oncology
March 15-16 2019 
Eden Roc Miami Beach, Miami Beach, FL
Physician Credit: 11.00 AMA PRA Category 1 Credits™

Bioethics Network Florida Ethics: Debates, Deci-
sions, Solutions
April 12, 2019 
Miami Marriott Biscayne Bay, Miami, FL
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upscale Bay Harbor, ISL. For 

more information please call 

Nury at 305-865-9272.
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Serving physicians insurance 
needs by the creation and 

preservation of wealth

Jeff D. Hackmeier & Associates, Inc.
www.hackmeierinsurance.com

Specializing in:
• Life Insurance • Long Term Care
• Disability • Charitable Giving
• Hybrid Life • Estate Planning
• Employee Benefi ts • Annuities

Endorsed by:

Established in 1978

Call today for more information
Tel (305) 893-4488 / Fax (305) 893-1020
12000 Biscayne Boulevard, Suite 506
North Miami, Florida 33181
email: mchackmeier@aol.com

NOT YET A MEMBER OF THE DADE 
COUNTY MEDICAL ASSOCIATION?

Go to the DCMA website 
www.miamimed.com

Click on Membership;  click on join and scroll down  
to select the membership class you are joining.

Click on continue;  follow the instructions.

ALREADY A MEMBER OF THE DADE 
COUNTY MEDICAL ASSOCIATION?

Your 2019 Dues Statement has been emailed  
and mailed to you. 

To pay online go to the DCMA website
 www.miamimed.com

Click on Membership; Click on renew  
and follow the instructions. 

Call the DCMA if you need assistance:  305 324-8717.

What’s Your Next Move?
Buying that cyber policy you keep 
putting off just might be one of the 
best decisions you will ever make.

If you have a standard cyber policy, you are most probably alarmingly underinsured. Put the experts 
at your defense in this ever-changing cyber environment. Call Danna-Gracey at 800.966.2120 for a 
no-obligation assessment of your current cyber policy. Your practice is worth it.

Rather than paying the ransom and having to deal with all 
of the headaches, problems and HIPAA violations triggered 
by the attack, a solid cyber insurance policy will give you 

much more than just peace of mind. One call can 
get a team of experts at your defense, covering 

expenses and taking your practice back!
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We’re taking the mal out of malpractice insurance. 
In an ever-evolving healthcare environment, we stay on 
top of the latest risks, regulations, and advancements. 
From digital health innovations to new models of care 
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insurance without the mal. Join us at thedoctors.com
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