CERINI & ASSOCIATES, LLP | CERTIFIED PUBLIC ACCOUNTANTS
PRESENTS

Vol. 16
Fall 2018

Using Social Media to
Market Your Medical Practice
New Billing Codes to Improve your
patient’s health and your bottom line
weighing leverage vs quality of care

CERTIFIED PUBLIC ACCOUNTANTS
th

25

ANNIVERSARY

Bringing a Unique Understanding of Key Issues Facing The Healthcare Industry

Using Social Media to

Market Your Medical Practice

From the Editor - Timothy J. McHale, CPA

W

e are pleased to bring you the Fall 2018 edition of Best Practices, our newsletter focusing on
issues to help physician practices operate more effectively.

If you’re like most other physicians, you have to work twice as hard to make the same money you made
10 years ago. This means your time is more valuable. Many doctors are trying to determine if it makes
sense for them to bring on additional staff to leverage their ability to provide service, and if they do, what
impact will it have on their patients. If you’re asking yourself this question, take a look at the article on
page 6.
Furthermore, you’re practice’s throughput is important, which means physicians are constantly looking
for ways to reach out to, and communicate with, their patients and prospective patients. Social media
offers a great way to do this, but with all the social media outlets, which is the right ones to use and what
is the right message. On page 2, there is an article that can help de-mystify the social media process.
From an operational perspective, we have a great guest article from Gurwin Jewish Nursing &
Rehabilitation Center on new CPT codes and how they can lead to increased reimbursement, specifically
by incentivizing providers to spend the time reviewing data and activities related to care coordination
and ancillary services.
A “ joke” we often share with our clients when we meet with them to go over their operations and tax
planning is that many physicians could probably use one less class in anatomy and one more class in
business. While care for patients is first and foremost, also understanding that a medical practice is a
business and how to best run that business is sometimes an afterthought. We hope that you are getting
the advice you need to run your practice efficiently, and if not, please consider reaching out to us to see
how we can help.
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ike practicing medicine,
marketing a medical practice
requires precision and experience with
the appropriate instruments for optimal results. One of
the most easily accessible and effective marketing channels
available to physician practices is social media, such as
Facebook, Instagram, and LinkedIn. While usually thought
to be the dominion of consumer products and services,
medical practices can find that these channels provide a
cost-effective and powerful tool in their marketing strategy.
One common misconception that many practices have is
that their social media marketing can be the same across
all platforms when the opposite is true: each platform will
require different types of content for optimal engagement.
Content best suited for Facebook
Facebook’s audience has skewed more toward a baby boomer
demographic, making it the ideal platform for content trying
to reach this target audience. Facebook interactions can be
ultimately designed to be more detailed and immersive,
typically lead by a teaser or lead designed to grab attention
and linked back to more detailed marketing content for
the practice. Practices also can use the social networking
component of Facebook to have their own page, allowing
for sharing of content and reviews, which are becoming
increasingly important to individual consumers.
Content best suited for Instagram
Instagram content is inherently more visually based due to
the nature of the platform. Whereas Facebook can provide
a platform to provide detailed information to drive patient
interaction and decisions, Instagram can more be thought of
as a branding platform for the practice. The best Instagram
results often come from short, digestible images and videos,
whereas Facebook will see better results from longer videos
and more detailed images. The user base for Instagram also
tends to be younger, giving the best return on investment
when targeting this audience. Instagram does not have
the same penchant or ease-of-access in terms of sharing
content, and consideration needs to be given to the nature
of the campaign as to how to increase visibility. In addition,
in any area, there are “influencers” who have a high level of
targeted followers. There may be ways that you can work with

inf luencers
to discuss your
services within their
posts to help drive traffic to your
business. The key here is to make sure that
they have sufficient followers within your catchment
area to make it worth your investment in them.
Content best suited for LinkedIn
LinkedIn will normally be marketing efforts targeted at peers
and professionals, rather than a broad consumer base. Here,
having marketing that helps to validate your authenticity
and credibility amongst peers is ideal, as this will help to
drive referrals from these sources. The content will be the
most technically robust of the platforms – sharing clinical
information will not yield much on Facebook or Instagram
but could see great interaction and engagement with other
professionals on LinkedIn.
When searching for a new physician, patients are ultimately
seeking authenticity and credibility. During this crucial
decision-making process, patients will read through Google
reviews, testimonials, and view social media feeds to gain
trust and to solidify their decision. If you are not transparent
enough in telling your story, then you risk losing an infinite
amount of patients. To effectively market any medical
practice, understanding the current digital climate and
forming “customer-centric relationships” will elevate your
practice over time.
While each platform has its optimal audience, there are
still ways that you can link multiple platforms, such as an
Instagram post that discusses a blog post about the topic.
Or a LinkedIn post that links to a seminar you had, etc.
The more you can understand how to effectively use each
platform, and leverage them for enhanced results, the better
your social media results will be.

Lula Lukasiewicz

Senior Marketer
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Assistants, Clinical Nurse Specialists, Nurse Practitioners,
and Certified Nurse Midwives can bill for CCM services.
Eight elements define the current scope of CCM services:
1. Access to care management services 24 hours a day, 7
days a week

► Must be able to address urgent chronic care needs
regardless of day or time

2. Continuity of care

► Must be able to get successive routine appointments with
the same provider of care

3. Care management for chronic conditions

► Systematic assessment of a patient’s medical, functional
and psychosocial needs

► System-based approaches to receive recommended
preventive care services

► Medication reconciliation
► Oversight of patient self-management of medications
4. Creation of a patient-centered care plan document to
ensure that care is provided in a way that is congruent with
patient choices and values.

New Billing Codes to Improve Your

Patient’s Health and Your Bottom Line
W

hile the practice of medicine will always be a
professionally and personally rewarding career,
it continues to be an increasingly difficult way to
earn a living. With rising costs and decreasing insurance
reimbursement, current profit margins often rival those of
supermarkets (businesses with notoriously low margins).
New pay-for-performance models of reimbursement reward
practitioners for providing good care and not volume of care
but require burdensome and time-consuming documentation
in order to receive incentives and not be penalized when
receiving payment.
Over the past few years, The Centers for Medicare
and Medicaid Services (CMS) has begun reimbursing
physicians for services that promote quality and not quantity
of care. This article will review some of those new billing
codes which do not require the traditional face-to-face
encounter that has previously been required by CMS in
order to bill for services provided.
Physicians and Non-Physician Providers (NPPs)
frequently spend significant amounts of un-reimbursed
time reviewing medical records, discussing care with other
practitioners, reviewing laboratory studies, etc. Recognizing
that coordinating care in this manner will ultimately lead
to better patient outcomes, CMS has begun to reimburse
practitioners for codes 99358 (prolonged evaluation and
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management (E/M) service before and after direct patient
care, first hour) and 99359 (each additional 30 minutes). This
service must be related to a face-to-face E/M code such as a
new patient history and physical and it could be performed
on the same day as the face-to face service or on another day.
The 99358 code is not an add-on code. Code 99359 is an addon code to code 99358 and must be billed on the same day.
This code reflects time spent by the physician or NPP and
cannot be used to bill for office staff time spent in similar
duties. These codes follow the usual CPT time rules in that
more than half of the time specified in the code must be spent
in order to bill the code.
Additionally, CMS recognizes that Chronic Care
Management (CCM) is a critical component of primary
care that contributes to better health and care for individuals.
In 2015, Medicare began paying separately for CCM services
furnished to Medicare patients with multiple chronic
conditions. Chronic care management is care coordination
services done outside of the regular office visit for patients
with multiple (two or more) chronic conditions expected
to last at least 12 months or until the death of the patient,
and that place the patient at significant risk of death, acute
exacerbation/decompensation, or functional decline. These
services are typically non-face-to-face and allow eligible
practitioners to bill for at least 20 minutes or more of care
coordination services per month. Physicians, Physician

5. Management of care transitions between and among health
care providers and settings
6. Coordination with home and community based clinical
service providers
7. Enhanced opportunities for a patient and any relevant
caregiver to communicate with the provider regarding the
beneficiary’s care.
8. Electronic capture and sharing of care plan information.

Before billing CCM services, CMS requires that the provider
inform the patient of the availability of CCM services and
obtain his or her agreement to have the services provided,
document in the medical record the decision to accept or
decline the services, inform the patient of the right to stop
the services at any time, and inform the patient that only one
provider can furnish and be paid for these services during a
calendar month. CMS also expects that the discussion will
include how CCM services are accessed, how the patient’s
information will be shared among other providers in the care
time and how the usual Medicare cost sharing (deductible
and coinsurance) applies to these services.
Beginning January 2017, the CCM codes are:

►CPT 99490, Chronic Care Management Services, which

require at least 20 minutes of clinical staff time directed by
a physician or other qualified health care professional per
calendar month and the establishment, implementation,
revision and/or monitoring of a comprehensive care plan.

►CPT 99497, Complex Chronic Care Management
Services, which require at least 60 minutes of clinical
staff time directed by a physician or other qualified health

care professional per calendar month, establishment or
substantial revision of a comprehensive care plan and
moderate or high complexity medical decision making.

►CPT 99489, each additional 30 minutes of clinical staff
time directed by a physician or other qualified health care
professional, per calendar month. This code is reported in
conjunction with code 99487.

It is important to note that CCM services that are not
provided personally by the billing practitioner are provided
by the clinical staff under the direction of the billing
practitioner on an “incident to” basis (as an integral part of
services provided by the billing practitioner) and are subject
to applicable State law, licensure and scope of practice. The
clinical staff may either be employees or under contract to
the billing practitioner whom Medicare directly pays for
CCM.
Additionally, CCM codes may not be billed during the
same service period of other care management codes
such as HCPCS codes G0181/G0182 (home health care
supervision/hospice care supervision), CPT codes 9095190970 (certain End Stage Renal Disease services), CPT
codes 99358 and 99359 (discussed above) or CPT 99495
and 99496 (Transitional Care Management Services). The
billing practitioner cannot report both complex CCM and
non-complex CCM for a given patient for a given calendar
month.
The CMS Physician Fee Schedule (PFS) also now includes
two Transition Care Management (TCM) codes that allow
for reimbursement of the non-face-to-face care provided
when patients transition from an acute care setting back to
the community. These acute care settings include discharge
from an inpatient acute care hospital, an inpatient psychiatric
hospital, a long term care hospital, a skilled nursing facility,
an inpatient rehabilitation facility, hospital outpatient
observation or partial hospitalization at a community mental
health center.
During the 30 days beginning on the date the patient is
discharged from an inpatient setting, three components of
TCM must be furnished:
1. An interactive contact: An interactive contact must be
made with the patient and/or caregiver as appropriate,
within two business days following the patient’s discharge
to the community setting. The contact may be via
telephone, email, or face-to-face. It can be made by the
provider or clinical staff who have the capacity for prompt
interactive communication for addressing patient status
and needs beyond scheduling follow-up care.
2. The provider must furnish non face-to-face services to the
patient unless it is determined that they are not medically
indicated or needed. Clinical staff under the provider’s
direction may provide certain non-face-to-face services.

4

Weighing Leverage Vs

Quality of Care

► Services provided by Physicians or NPPs may include:
i. Obtain and review discharge information
ii. Review need for or follow-up on pending diagnostic
tests or treatments
iii. Interact with other health care professionals involved in
the patient’s treatment
iv. Provide education to the patient, family, guardian and/
or caregiver

A

s financial & business advisors to the healthcare
industry we often preach the importance of leverage
in practices in order to boost the overall financial
performance of the practice. The logic is sound and the
financial incentives clear, however, one variance that needs
to be considered in this equation is the quality of care
provided by the practice. Above the obvious clinical and
patient-care implications that are far beyond our scope of
knowledge, practices need to consider the potential financial
impacts of leverage vs quality of care.

v. Establish or re-establish referrals and arrange for needed
community resources
vi. Assist in scheduling required follow-up with community
providers and services

► Services provided by clinical staff under the direction of
a physician or NPP may include (subject to supervision
and applicable state law):

i. Communicate with agencies and community services
the patient uses

Leverage: What are we talking about?

ii. Provide education to the patient, family, guardian and/
or caretaker to support self-management, independent
living, and activities of daily living

When discussing leverage, we mean the number of additional
practitioners and ancillary support service providers in a
practice in relation to the number of owners. For instance,
a sole practitioner with a single administrator is in a low
leverage scenario, whereas a large practice with five equity
partners, ten non-equity physician providers, and twenty
physician assistants would be highly leveraged. The largest
single benefit of leverage is obvious: the more leveraged a
practice is, the more revenue that will be produced by nonequity providers, ultimately for the benefit of the practice
owners.
There is no magic number or formula for the “right” or
“best” amount of leverage, as there are too many variables
in the equation. One such variable is inherent to the type
of medicine provided, as certain specialties naturally are
high leverage (such as Cosmetic Surgery practices) whereas
very specialized, niche or cutting-edge practices may
not have the opportunity for such leverage. The needs of
patient population and the current marketplace (regulatory,
economic and geographic) can also determine the optimal
leverage for a practice. In considering the right level, a
practice should look externally at what other successful
practices are doing and what opportunities exist but should
also look internally and figure how this leverage fits with
their vision of their practice.

iii. Assess and support treatment regimen adherence and
medication management.
iv. Identify available community and health resources
v. Assist the beneficiary and/or family in accessing needed
care and services
3. The provider must furnish a face to face visit as follows:

►CPT code 99495 covers communication with the patient

or caregiver within two business days of discharge. This
can be done by phone, e-mail, or in person. It involves
medical decision making of at least moderate complexity
and a face-to-face visit within 14 days of discharge. The
location of the visit is not specified.

►CPT code 99496 covers communication with the patient

or care giver within two business days of discharge. This
can be done by phone, e-mail or in person. It involves
medical decision making of high complexity and a faceto-face visit within seven days of discharge. The location
of the visit is not specified.

As can be seen by review of the above mentioned CPT codes
as a whole, the common theme is to incentivize medical
providers to spend the time to carefully review records,
reconcile medications, discuss care with other providers
to coordinate care and reduce unnecessary testing, ensure
patients receive needed ancillary services, appropriately
educate patients about their disease processes and treatment
regimens, etc. These items are care and services that have
always been provided but probably not given the attention
they deserved. Now that CMS recognizes these services
as a necessary part of good medical care deserving of
reimbursement separate and apart from the traditional
face-to-face encounter, it is a win-win situation for both the
provider and the patient.
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Leverage vs Quality of Care

David Siskind, MD, CMD

Chief Medical Officer
Gurwin Jewish Nursing & Rehabilitation Center

Leverage is ultimately a “good” thing from a production
standpoint. As with nearly every other business, there are
diminishing marginal returns from this leverage from both
a revenue perspective and from an output (quality of care)
perspective. Many advisors focus only on the dollars and
cents of the diminishing returns on leverage from a revenue
perspective (think adding 2 staff when the practice volumes
may only support 1 additional staff, with the thought that
more staff will mean more patients seen). However, it is also
important to look at any potential decrease in the output of
the practice, that is the quality of care that patients receive
and how that can ultimately be a financial negative.

One practice we work with recently started to increase
the use of Physician Assistants in order to increase the
practice’s overall productivity and at a lower cost point than
a Physician. When they added the PA’s, the practice volumes
clearly supported the need and the doctors felt confident that
the PA’s could provide care to patients that fit within their
vision and patient needs. However, they found over time that
the use of these PA’s had increased the amount of complaints
and negative reviews of their practice on social media, an
important referral source for this practice. The complaints
presented a two-fold problem to these doctors: they were
indicative, they felt, that the quality of care they were
providing was not up to their standards and had a negative
impact on their future referrals. So, while a short-term boost
in revenue brought in by the PA was great, the long-term
impact was a decrease in their growth rate and referral mix
from a very important source.
We have, at times, also found the opposite to be very true as
well, that the leverage actually can INCREASE the quality
of care from a practice, which can have an overall positive
growth to the practice. A client of ours recently established
a secondary location to help diversify their geographic
profile. At first, this move was financially unsuccessful, as
the new outpost was not as productive as the other locations.
However, they decided to move more resources and leverage
to the space and as a result increased the quality of care
patients were receiving by allowing the physicians more
interaction time with their patients, increasing the quality
of care and reputation within the area, making this new
location one of their most profitable. When one thinks of
leverage it is normally associated with a lower quality of
care, but sometimes the increased leverage can improve and
yield big dividends.
Leverage is an important tool in growing a physician’s
practice, and the right amount of leverage is not the same
for any two practices. It is also important that in the quest
for growth that physicians do not lose sight of their vision
when it comes to the quality of care provided to patients.
Sometimes the additional leverage can decrease the quality
of care which can hurt referral sources and organic practice
growth (even beyond the repercussions of providing poor
patient care) and in other cases additional staff can in turn
increase the quality of care as patients are given the time and
attention they require. The key is to find the right balance by
looking for good staff that share your practice’s commitment
of care, and constantly measure and evaluate both the
quantifiable financial results and patient satisfaction.

Edward McWilliams, CPA
Manager
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