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Concierge medicine: 
Personalized,  
cost-effective care

Note: This is the conclusion to 
our two-part series on concierge 
medicine. Concierge medicine, 
sometimes called boutique or private 

medicine, has exploded in the last decade. Its benefits are better, more 
individual patient care and far less administrative burden for physicians 
who can cut out the payer as middle-man.

In our previous segment, we provided an overview to concierge medicine 
and discussed its benefits in detail. In this second half, we’ll discuss the 
practice models of concierge care, including how to maintain a “hybrid” 
practice that preserves some payers and their patients, as well as how to 
actually implement concierge medicine in a practice.

Hybrid practices are an option

The “hybrid” concierge practice is an alternative that is becoming 
more popular. In this model, the physician accepts a limited number 
of patients from the current practice who choose to join the concierge 
option. Patients who do not want to participate in the concierge model 
continue to see their physician as they always have. The concierge 
patients get a direct line of communication with the physician. In these 
practices, doctors and staff juggle the task of managing two levels of 
patients, and still retain a large patient base.

This option provides a way for physicians to, “dip their toe in the water”, 
and provide the personalized care and attention that concierge patients 
desire while not abandoning the patients that otherwise can’t or won’t 
transition over from the traditional practice. One challenge with this model 
is developing a schedule that will accommodate the needs of the concierge 
patient, specifically same day or immediate appointments, and the 
normally scheduled patients from the traditional practice.
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Practicing concierge medicine is not for every physician. 
Physicians must be willing to be available to patients 24/7. And, 
the physician must do it for the right reasons. Converting to a 
concierge practice purely to rebel against a health care delivery 
model that is no longer tolerable probably is not the best motive.

How concierge medicine works

After the decision has been made, converting to a concierge 
practice requires considerable planning and execution because 
there are countless ways a practice can be structured. Even 
those simply pondering the possibilities of concierge medicine 
will find the following tips helpful:

1.  Survey your current patients. It is imperative to look 
carefully at your patient base, get to know the demographics, 
run statistics on the average number of visits per year, and 
even break down the numbers based on age ranges. This will 
help determine a fee schedule that is fair to both you and your 
overall patient base.

2.  Make a timetable. There are many steps involved in a 
practice conversion. A timetable will help identify each step 
and determine and maintain a realistic target conversion date.

3.  Address legal issues. It is paramount that a competent 
health care attorney be identified. Although there are several 
online resources for attorneys (such as lawyers.com and 
findlaw.com), it is crucial to ask if the firm has experience 
structuring a retainer-style medical practice.

4.  Notify third-party payers. In some cases, insurance 
companies will not contract with physicians that charge a 
retainer. Others are perfectly fine with reimbursing physicians 
for covered services, with the understanding that they will 
not reimburse the patient’s retainer. It is best to identify these 
issues early in the process.

5.  Determine the pricing model. Will the practice be a 
classic concierge model, or a hybrid practice that continues to 
accept and file insurance claims for some patients? The existing 
patient base will tell a great deal about what type and how 
many pricing options should be offered.

6.  Create marketing materials. The tone and message 
of the marketing materials will depend somewhat on 
whether the practice will target the existing patient base 
or solicit new patients.

7.  Communicate the transition to the existing patient base. 
Keep in mind that patients may not be familiar with concierge 
medicine. Carefully explain why the practice is making the 
transition, what this means to the patient, and what they need 
to do next. Offer assistance finding a new provider to those who 
elect not to participate. Most concierge physicians set a limit to 
the number of patients they will accept, and accept patients on a 
first-come, first-serve basis.

8.  Schedule follow-up meetings. Some patients may 
require a detailed explanation. A great way to deliver this is 
to invite patients to a presentation about the transition at 
the practice or other convenient location. Offer individual 
meetings, as required.

9.  Hire a consultant. Running a practice while converting to 
another can be arduous. A consultant can short-circuit many 
of the steps involved, and can pay attention to important 
details that may otherwise be overlooked.

The impact of health care reform and the aging baby 
boomer population remains to be seen. The growing 
number of concierge practices is testimony; however, that 
concierge medicine will continue to find its place in the 
U.S. health care market. 

— Doug Graham (dgraham@drsmgmt.com) is a Senior 
Management Consultant with DoctorsManagement and 
specializes in concierge medicine conversions. Karen 
Petrillo (kpetrillo@drsmgmt.com) is Director of Marketing 
at DoctorsManagement. 

M E D I C A R E R U LE S

CMS will require data on 
your global periods in 2017
CMS was on the verge of eliminating all 
global periods associated with surgical 
procedures in 2016, thanks to a provision in 
the 2015 Medicare Physician Fee Schedule, 
but was stopped at the last minute by a 

provision in the Medicare Access and CHIP Reauthorization 
Act (MACRA), the same law that birthed the new Merit-based 
Incentive Payment System (MIPS).

These legislative maneuvers resulted in a compromise from 
the federal government. MACRA effectively paused the move 
to eliminate global surgical packages and replaces it with 
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a requirement that CMS must first collect data to properly 
value surgical services. This article will take a closer look at this 
data-gathering requirement, which first appeared in the 2017 
Medicare Physician Fee Schedule proposed rule, released in July.

Remember: Any of the details described below may change 
in the final rule, expected sometime in late October or early 
November.

Proposed data-collecting

Under the proposed rule, CMS will begin to require detailed data 
on all surgical procedures with 10-day or 90-day global periods 
on Jan. 1, 2017. This is actually the first of a three-part approach 
outlined in the proposed rule. The three components include:

1.  Claims-based reporting that captures the frequency and 
E/M level of pre-operative and post-operative visits. All providers 
will be expected to participate in claims-based reporting, which 
requires practices to report several new, no-pay informational 
codes on each claim. No penalty is currently proposed against 
non-participating providers, but CMS has said it reserves the 
right to add a penalty if the response rate is too low.

2.  Representative survey sample of providers about the 
types of services provided and resources used in pre-operative 
and post-operative visits. CMS will randomly select a 
representative sample of approximately 5,000 providers across 
multiple specialties. Each provider will be asked to provide 
detailed data on 20 unique patient encounters.

3.  In-depth site visits at a small number of sites, including 
Accountable Care Organizations (ACOs). These are 
opportunities for CMS officials to engage in “direct observation” 
at a small number of sites, both to help design the survey 
(mentioned in #2 above) and to validate the survey results.

CMS is partnering heavily with the Arlington, Va.-based 
RAND Corporation to accomplish all of these objectives. 
RAND designed the reporting codes for the first component 
and will also help design the survey for the second component, 
working in conjunction with NORC, an independent research 
organization based at the University of Chicago.

Claims-based reporting (all providers)

CMS lists 10 new G-codes in the proposed rule that were 
developed by the RAND Corporation to capture most of the 
data it believes is necessary to reprice surgical procedures 
and eliminate global periods. 

The codes are (the “XXX” are placeholder digits that will be 
replaced with actual numerals in the final rule):

1. GXXzX1. Inpatient visit, typical, per 10 minutes, 
included in surgical package

2. GXXX2. Inpatient visit, complex, per 10 minutes, 
included in surgical package

3. GXXX3. Inpatient visit, critical illness, per 10 
minutes, included in surgical package

4. GXXX4. Office or other outpatient visit, clinical 
staff, per 10 minutes, included in surgical package.

5. GXXX5 Office or other outpatient visit, typical, 
per 10 minutes, included in surgical package.

6. GXXX6 Office or other outpatient visit, complex, 
per 10 minutes, included in surgical package.

7. GXXX7 Patient interactions via electronic means 
by physician/NPP, per 10 minutes, included in 
surgical package.

8. GXXX8 Patient interactions via electronic means by 
clinical staff, per 10 minutes, included in surgical package.

RAND published a detailed white paper on how it 
developed these G-codes, which states that it did interview 
physicians and non-physician practitioners from more than 
30 specialties practicing across 22 different states.

Practitioner survey

The survey will reach 5,000 providers, which is a fairly small 
number. CMS believes this component is needed to supplement 
the mass claims-based data described above. Claims-based 
reporting may not accurately capture payment rates for pre-op 
and post-op services, while the more detailed survey instrument 
will capture provider activities, time spent, and resources 
involved in pre-op and post-op services.

This particular aspect of the proposal contains a considerable 
number of gray areas as outlined in the proposed rule. 
Specifically, CMS hasn’t decided how it will choose its sample, 
but it will be of providers who furnish at least 200 procedures 
with a 10-day or 90-day global period. 

The lucky few that are chosen will be asked for details such as:

•	 Procedure codes and date of service for the procedure 
that initiated the global period

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/RVUs-Validation-RAND-gcodes.pdf
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•	 Place of service

•	 Complications

•	 Sequence of follow-up visits

•	 E/M code levels for visits

•	 Specific activities during each visit, include pre-service, 
face-to-face, and post-service activities

•	 Times spent for each activity

•	 Which provider, physician or other practitioner, 
performed which aspect of each service

•	 Practice expense components, such as surgical 
dressings or clinical staff time

In-depth site visits

This final component will be the most limited in scope, 
affecting providers in 4-6 ACOs, CMS states in the proposed 
rule. These on-site visits will allow CMS to collect information 
that can’t easily be captured by survey-based reporting, 
including whether ACO providers must spend more or less time 
and effort on post-op services during their global periods.

Details are sketchy on this component, but the odds are your 
practice won’t be chosen unless it is an active ACO participant, 
and even then the odds are very low. 

The comment period for the 2017 fee schedule rule ended 
on Sept. 6, though you can view the catalogue of submitted 
comments here on Regulations.gov. CMS usually releases the 
fee schedule final rule at the end of October or during the first 
week of November.

— Grant Huang, CPC, CPMA (ghuang@drsmgmt.com).  
The author is Director of Content at DoctorsManagement.

R E V E N U E C YC LE M A N AG E M E NT

Why virtual credit cards are costly, 
but won’t go away
When insurance companies reimburse you by issuing 
virtual credit cards, your practice loses money, which is 
why most practices now receive payment using electronic 
funds transfer (EFT). Unfortunately, virtual credit cards 
aren’t going away: Some smaller payers still default to 
virtual credit cards, while at least one major private payer, 
UnitedHealthcare, will issue virtual credit cards when 
providers don’t participate with some of its initiatives.

What are they? Virtual credit cards are simply a credit 
card number tied to a specific dollar amount. When payers 

Review your QRURS to prepare for MIPS

Your providers’ 2015 annual Quality Resource and Use 
Reports (QRUR) can offer valuable information how much 
work they need to do to be ready for the upcoming Merit-
based Incentive Payment System (MIPS). 

The QRURs, which were released on Sept. 26, shows how 
your reimbursements under Medicare Part B will be 
adjusted based on the quality and cost of care your practice 
provided. The data in your QRUR is used to calculate your 
Value Based Payment Modifier (VBPM) and the payment 
adjustments associated with it. These payment adjustments 
could be positive, negative, or neutral depending on your 
practice’s performance.

CMS releases two QRURs. One is released in the middle of 
the year (this year’s mid-year QRURs were released in April) 
and the annual QRUR was just released Sept. 26 (this date 
can vary but is typically around the beginning of October). 

The annual QRUR includes quality measures reported to 
the Physician Quality Reporting System (PQRS), along with 
quality and cost measures calculated by CMS. The annual 
2015 annual QRUR will determine your 2017 Medicare Part 
B payment adjustments.

It is important to review your QRURs to help your practice 
target specific areas of weaker performance prior to the 
beginning of the Merit-based Incentive Payment System 
(MIPS). MIPS combines elements of PQRS and the VBPM 
and it is important to understand these reports if your 
practice is going to have a chance at a positive payment 
adjustment under MIPS.

The process of accessing these reports is somewhat difficult, 
so CMS has put together a quick reference guide. You can 
also contact the QualityNet Help Desk at qnetsupport@
hcquis.org or 866-288-8912 for QRUR-related assistance.

https://www.regulations.gov/document?D=CMS-2016-0116-0001
mailto:ghuang@drsmgmt.com
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeedbackProgram/Downloads/2015-Mid-Year-QRUR.pdf
mailto:qnetsupport@hcquis.org
mailto:qnetsupport@hcquis.org
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issue these numbers as payment, the practice must process 
them to receive the funds, and the processing comes at a cost 
– whatever rate you have negotiated with your credit card 
processor, says Kevin Watson, administrator at Colorado ENT 
& Allergy and the AOA’s immediate past president.

Isn’t EFT mandatory? The administrative simplification 
provisions in the Affordable Care Act (ACA) do require 
payers to offer EFT, but many payers skirt the issue by 
offering both, and merely defaulting to virtual credit 
cards, which can be cheaper for the payer. Providers must 
manually request EFT in those cases.

When virtual credit cards are issued and “cashed” by the 
practice, the processing fees are often 2% to 3% of the payment 
amount, but could be higher, depending on the card and 
processing company, Watson says. Regardless, these fees cut 
into the practice's reimbursement and represent a loss that the 
practice shouldn’t have to accept, he says. “I found out one day 
that my billing office was processing those credit cards and told 
them to stop immediately.”

Watson then called the payers responsible and managed to 
switch to an online payment system offered through Emdeon, 
the electronic claims clearinghouse. This system is similar 
to EFT in that there are no credit card fees. Most insurance 
companies now reimburse practices using EFT, but some 
smaller, often regional payers still offer only a mailed check or 
virtual credit cards, Watson says. 

Virtual credit cards won’t go away

Recently, UnitedHealthcare (UHC) quietly rolled out a 
new “member payments” program in which patients are 
billed directly by UHC for the amounts they owe after being 
treated. These amounts are then remitted via direct deposit 
EFT to the practice, but only if the practice signs up for this 
type of payment. Practices that don’t will simply receive a 
virtual MasterCard number with the money owed, and that 
brings back the issue of practices having to pay processing 
fees, Watson says.

UHC is selling the program as a benefit: In an email obtained 
by The Business of Medicine, UHC writes that “by registering 
for Member Payments, you have the option to receive these 
payments deposited directly to your designated bank account 
— at no cost to you!”

Unfortunately, this program is not a benefit to all practices, 
Watson says. First, patients are being billed by UHC 

regardless of whether practices signed up for the program. 
This can result in patients being double-billed, and the 
practice having to refund the money if the patient already 
paid UHC. Second, this process delays the practice’s revenue 
cycle because UHC is holding the patient-responsible 
amount – and presumably making some profit via interest 
for this period – until practices either sign up for EFT or get 
issued the virtual credit card number.

Some smaller practices might see the “member payments” 
program as a benefit, if they don’t have a good system for 
handling several thousand dollars in cash payments daily, 
but the issue is UHC taking control away from practices, says 
Robert Tennant, director of health information technology 
policy at the Medical Group Management Association 
(MGMA) in Washington. “It’s true smaller practices might 
appreciate the payer taking away this particular feature of the 
revenue cycle. But practices should be able to choose whether 
to outsource this to UHC, and not be asked to receive virtual 
credit cards if they don’t opt in – that’s not fair to the practice.”

The ACA’s provisions require payers to offer EFT, but the 
member payments program avoids the law entirely because 
it law only applies to payer-responsible amounts, not patient-
responsible amounts, Tennant explains. The MGMA, which 
has long opposed virtual credit cards, has reached out to UHC 
officials for more details about its member payments program. 

In the meantime, you should make sure your practice opts 
out of virtual credit cards with all commercial payers, 

Correction: Shoulder 
debridement codes
The August issue of The Business of Medicine 
contained an article that erroneously described 
CPT codes 29823 (arthroscopy, shoulder, surgical, 
extensive debridement), 29827 (rotator cuff repair), 
29824 (distal clavicle resection), and 29828 (biceps 
tenodesis) as being “major open procedures.” 

These procedures are in fact arthroscopic, rather 
than open, in nature. We regret the error. The article 
was otherwise accurate and correct in explaining 
how these codes are now separately reportable with 
proper documentation due to a change in National 
Correct Coding Initiative (CCI) edits.
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arrangements that are very different from what employees, 
owners, or administrators think they signed up for.

In this article, we’ll discuss how to draft these documents, why 
all parties must clearly negotiate their contents, and the process 
of reviewing and updating them.

First, who in a medical staff should have a written employment 
agreement? Many times, clinicians who are employees are 
the only individuals who physically sign a formal document. 
However, practice administrators and managers, provider-
owners, “specialty” staff such as billers/coders, auditors, 
specialized techs/clinicians, and independent contractors all 
need written employment agreements with the practice. Talk 
to your practice's attorney or a healthcare attorney for more 
information.

Second, if you are hiring an employee who needs an employment 
agreement, be proactive and do your research as early as 
possible. Owners and administrators should have access to all 
of the practice’s employment agreements and know the range of 
salaries historically offered. Do not try to interpret complicated 
provisions of old agreements on your own; know when to ask for 
help so you do not get trapped in a bad situation. 

When you feel like you have a grip on what your practice’s 
agreements typically contain, you’re ready to start negotiating. 
As Donald Trump has said, “everything is negotiable.” That’s 
true, except for the items that are not negotiable. Healthcare 
employment agreements cannot limit a provider’s independent 
medical judgment. You cannot negotiate provisions contained 
in the Americans with Disabilities Act, anti-discrimination 

Watson says. This means calling each of your payers and 
requesting the switch to EFT, which can be a pain and result 
in a temporary payment delay, but it beats continuing to pay 
extra processing fees.

As for UHC’s member payments program, your options are to 
sign up for the program and accept the delayed payment (while 
instructing your staff not to bill UHC patients for the amounts 
they owe), or opting out and taking virtual credit cards for UHC.

UHC’s new program “puts all of us in a weird position,” Watson 
says. “It’s always been the problem with healthcare that we get 
reimbursed for services, not paid for services, it works in reverse, 
and now this makes it worse.”

— Grant Huang, CPC, CPMA (ghuang@drsmgmt.com). The 
author is Director of Content at DoctorsManagement.

H U M A N R E S O U RC E S

How to handle 
employment agreements
Employment agreements can be a major 
thorn in the side for physician owners and 
their practice administrators if they aren’t 
keenly aware of what these documents 

contain. They seem simple, and are often set aside after being 
signed, gathering dust until a question arises around pay, 
working hours, or termination. This is when problems can 
occur, because the language they contain often describes 

Oct. 18 AHIMA 2016 Convention & Exhibit, Baltimore, MD – Shannon DeConda

Oct. 24-25 HCCA Clinical Practice Compliance Conference, Phoenix, AZ – Frank Cohen

Oct. 27-28 AMBA 16th Annual National Medical Billing Conference, Las Vegas

Nov. 3 NAMAS Webinar, “E&M Audits and Appeals,” 2pm to 3pm ET – Sean Weiss

Nov. 8 NAMAS Webinar, “Auditing Rural Health Services,” 2pm to 3pm ET

Nov. 22 NAMAS Webinar, “The 2017 OIG Target List Update,” 2pm to 3pm ET

Dec. 6-9 NAMAS 8th Annual Conference, Orlando – Multiple DoctorsManagement consultants

Dec. 13 NAMAS Webinar, “2017 CPT Updates for the Auditor,” 2pm to 3pm ET

Dec. 20 NAMAS Webinar, “The Practice Manager’s Role in Maintaining Compliance,” 2pm to 3pm ET
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provisions, or HIPAA/HITECH requirements. Otherwise, 
almost everything else is negotiable. 

Key provisions in employment contracts include the following:

  Preconditions of employment. This describes the terms 
that must be satisfied before the start of actual employment.

  Description of the job and obligations. This includes 
whether the job is full-time or part-time (and make sure those 
terms are well defined).

  Term of the agreement. Whether the agreement has a 
specific term and is finite, or is self-perpetuating.

  Termination provisions. Typically whether termination can 
occur without cause by mutual written consent, or on written 
notice of either party with plenty of time built in.

  Cause for termination. Good reasons include death, 
extended disability, if the provider becomes or is uninsurable, 
criminal conviction, etc.

  Exclusivity. Especially important for providers, clinicians, 
and specialty staff.

  Non-compete clauses & liquidating damages 
provisions. These are complex and would require a separate 
article, but they should be considered for inclusion into any 
employment agreement.

  Compensation, benefits, and incentive/bonus structure. 
These will differ for staff and clinical providers.

When you are working to negotiate and finalize the 
employment agreement, treat the other party with respect, 
know your priorities, and follow your strategy. If you get stuck 

on a certain issue (or issues), move on and return to it after 
bargaining on the other issues are done. Most importantly, get 
everything agreed upon in writing. Neither side should ever 
rely on verbal agreements only.

Finally, when both sides are in agreement and the document is 
signed, do not just file it away and forget about it. Employment 
agreements should be updated as the practice changes. That 
includes updating if the description of the job changes, pay 
or benefits need to be adjusted, or if the job needs to change 
because the practice is merging, downsizing, or being acquired. 

Do not be afraid to ask for help and do not try to go it alone. 
Seek legal counsel or advice early and often from a reputable 
health law attorney. Many states and jurisdictions have 
specific laws or guidelines for employee agreements so do not 
rely on templates. 

This article is intended to convey general information only and 
not to provide legal advice or opinions. The contents of this 
article should not be construed as, and should not be relied 
upon for, legal advice in any particular circumstance or fact 
situation. The information presented may not reflect the most 
current legal developments. No action should be taken in 
reliance on this article and we disclaim all liability in respect 
to actions taken or not taken based on any or all of the contents 
of this article to the fullest extent permitted by law. An attorney 
should be contacted for advice on specific legal issues. This 
article is not intended as a solicitation.

— Jesse Overbay, JD (joverbay@drsmgmt.com).  
The author is a Senior Management Consultant and 
Associate General Counsel at DoctorsManagement.

New DoctorsManagement clients

Client Services provided

Urgent care, VA Monthly practice management

Primary care, SC Practice start-up

Primary care and addiction care, IN Practice start-up

Podiatry practice, TX Practice assessment

Telemedicine provider, TX Feasibility study

Family practice, GA Contract negotiation

Urology group, OH Forensic coding audit

Compliance Risk Analyzer (CRA) subscribers: 10,019 total providers (352 new providers)
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