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I N  T H I S I S S U E Include Seven Protections in
Your Director Agreement
If your practice signs an exclusive agreement to provide radiology ser-
vices to a hospital, chances are that a member of your practice will be
appointed as the director of the hospital’s radiology department. The
director typically assumes the administrative and managerial duties
running the department. 

Although being the director may be an honor, it’s also a big responsibility.
The director will be the front man—and maybe the fall guy—if the hospital
implements policy changes or fiscal cutbacks. The director will have to rep-
resent the best interests of the practice to the hospital and the best interests of
the hospital to the practice—that may lead to conflicts with the hospital or
within the practice. The duties associated with the position can be quite time
consuming, as well. Finally, serving as the director may raise compliance
issues, especially for referral-dependent physicians such as radiologists, says
New Jersey health care attorney Michael F. Schaff. 

To be protected, you should add certain provisions in the director’s agree-
ment your practice signs with the hospital. Usually the director’s agreement
is part of the contract that spells out the practice’s arrangement with the
hospital. But sometimes the hospital and the practice sign a separate agree-
ment that deals solely with the director’s position. We’ll give you a check-
list of seven provisions to try to include in the director’s agreement,
whether it’s a separate document or part of another contract. And we’ll
explain how each provision protects your practice. Plus we’ll give you
Model Language, based on language that Schaff often uses, that you can
adapt and use in your agreement.

❑ Get Right to Select Director
To ensure that you retain some control over how the radiology department is
run, your practice should have the right to select the practice member who
will serve as the director. You want your director or chair to be someone
whose loyalty is to your practice and the patients, rather than someone
appointed by hospital administration. Your agreement should say that:

■ Your practice (typically referred to as “Group” in the agreement) has
the right to select one of its members to be the director;

■ The hospital has the right to approve your selection (make sure you add
that it can’t unreasonably withhold this approval); and

■ The director must be a member—either an employee or an owner—of
your practice. 

Model Language
Group shall designate a physician who is employed by the Group (Group
Physician) to serve as the Director of the Department of Radiology, which

(continued on p. 2)
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appointment shall be subject to approval by the Hospital in accordance with
the requirements for appointing department directors as set forth in the Hos-
pital Medical Staff Bylaws, such approval not to be unreasonably withheld. In
no event shall the Director be a physician other than a Group Physician.

❑ Get Right to Replace Director 
You also need to anticipate the possibility that the director may have to
step down at some point. Your practice may be vulnerable to a power
play by the hospital in this circumstance, Schaff cautions. Although your
agreement says that the director must be a physician from your practice,
you want to be sure you get to select the replacement—rather than allow
the hospital to pick. If the agreement doesn’t say how a replacement
should be picked, then the hospital may attempt to foist someone on you.
Schaff advises including language in the agreement that permits the
practice to choose one of its physicians to replace the director if he or
she ever has to step down. 

Model Language
In the event the Director cannot or is unable to serve as department director
for any reason whatsoever, Group shall designate a replacement to serve as
Director subject to the approval of the Hospital in accordance with the
requirements for appointing department directors as set forth in the Hospital
Medical Staff Bylaws, such approval not to be unreasonably withheld. 

❑ Spell Out Director’s Duties 
Spell out the director’s duties to avoid any ambiguity and to get a sense of
how much time the director will have to devote to clinical matters. Some
hospital bylaws set forth the department director’s duties, and in that case
your agreement may just refer to the bylaws. Although these duties may be
added obligations for the director, they keep a representative of your prac-
tice involved in hospital processes. This involvement is especially important
for radiologists, who typically don’t generate a lot of revenue for hospitals
and so have minimal bargaining power. 

The agreement also should say that it’s the director’s responsibility to
make sure the practice adheres to the contract with the hospital. This ensures
that the practice has a measure of control over its activities at the hospital. 

Model Language
The Director shall be responsible for administering the Department in
accordance with the Hospital Medical Staff Bylaws; Hospital administrative
policies; any rules, regulations, or statutes governing the activities of the
Department and the Hospital; and this Agreement. 

If the hospital medical staff bylaws aren’t explicit about department
directors’ duties, the contract should list the specific duties. These duties are
subject to negotiation between your practice and the hospital. Even if the
bylaws list department directors’ duties, you may want to include additional
duties in your agreement because you can gain a measure of control in the
guise of performing a duty, Schaff says. For example, if you make partici-
pation in the budget development process a duty of the director, your prac-
tice has some protection, or at least warning, about possible budget
problems that may affect the department, he explains. We’ve given you
some typical director’s duties and Model Language that you may want to
adapt and put in your contract (see p. 3).
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❑ Negotiate Director’s
Time Commitment
In some cases, being the department
director can be a full-time job. To
make sure that the hospital, your
practice, and the director are all on
the same page, you should discuss
time commitments before the con-
tract is signed, says Schaff. Once
everyone agrees about how much
time the director will allocate to
administrative versus clinical respon-
sibilities, spell it out in the agree-
ment, Schaff suggests.

Model Language
Group shall assure that the Direc-
tor provides to the Hospital:
a. No more than an average of

[insert number] hours per week
of professional services at the
Hospital; and 

b. No more than an average of
[insert number] hours per week
of administrative, supervisory,
and teaching services in the
Department, during which time
the Director cannot be counted
as one of, and must be in addi-
tion to, the scheduled physi-
cians providing professional
services needed to comply with
the minimum staffing require-
ments set forth hereunder.

❑ Get Director Fair Market
Value Payment if Duties
Take Significant Time
Hospitals frequently don’t pay
department directors anything for
their services as director, Schaff
reports. This practice raises a compli-
ance issue if the director is spending
a lot of time on departmental duties—

particularly for captive, referral-
dependent physicians such as radiol-
ogists. The OIG might think that the
practice and the director are giving
the director’s administrative services
to the hospital free of charge in
return for the ability to provide ser-
vices to the hospital’s patients. Under
the federal fraud and abuse laws, as
well as many states’ laws, this might
be considered an illegal kickback.
Although Schaff isn’t aware of any
cases in which the OIG went after a
hospital or a radiology practice for
this kind of violation alone, he says
it’s better to be safe than sorry. If the
director’s duties and time commit-
ment are more than incidental—that
is, if they require more than two or
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When negotiating your director’s agreement, you may
want to include a list of the duties the director will per-
form.

Here are some typical director’s duties that you might
want to include in your agreement, along with some
Model Language that you can easily adapt for your cir-
cumstances. Your agreement may include some or all of
these. This list isn’t exhaustive—there may be other
duties that are appropriate to include in your contract.

SCOPE OF AUTHORITY
You may want to spell out the scope of your director’s
authority by giving her the explicit duty to oversee the
department, ensure that hospital policies are adhered to,
and make sure that the members of the department are
appropriately qualified. 
Model Language

The Director shall:
a. Monitor the completeness of the professional services

portion of the Hospital record for all services rendered to
patients in the Department by the Group’s physicians;

b. Monitor the Department’s activities and standards of
professional performance of all Group’s providers with-
in the Department through performance evaluations;

c. Develop, implement, and enforce the Department’s
goals and policies consistent with the Hospital and med-
ical staff bylaws;

d. Develop Department criteria and make recommenda-
tions to the credentials committee for the granting of
clinical privileges within the Department; and

e. Participate in the improvement of case management,
patient satisfaction, and turnaround times, and in the
establishment of criteria to the satisfaction of [insert name
of person to whom Director reports on clinical matters].

PARTICIPATION IN HOSPITAL COMMITTEES
You probably want your director to serve on various
important hospital committees, so that your department
will be represented in making hospital policy.
Model Language

The Director shall:
a. Participate in the Hospital’s executive committee;
b. Participate in the preparation of annual budgets; and
c. Participate in the Hospital medical staff’s executive

committee meetings. 

OBLIGATIONS TO DEPARTMENT
You may want to spell out your director’s responsibilities
within the department.
Model Language

The Director shall:
a. Chair regularly scheduled Department meetings; and
b. Establish and maintain coverage schedule assuring that

Group complies at all times with the minimum staffing

� Consider Listing Director’s Duties in Your Contract

(continued on p. 4)
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three hours per week, the hospital
should pay the director fair market
value for them, he advises. 

❑ Make Chain of
Command Clear 
Schaff says that your agreement
should make clear whom the director
reports to for administrative matters
and clinical matters. It may be the
same person or different people. In
the following Model Language we
assume that the director reports to
the same person for clinical and
administrative matters.

Model Language
The Director shall report to the
Executive Director of the Hospi-
tal for both clinical and adminis-
trative matters. 

❑ Get Opportunity to 
Correct Defaults
Sometimes a hospital that’s experi-
encing a change in administration, or
trying to cope with financial pres-
sures, will point to some failure on
the part of the department director or
the practice and use it to try to
replace the department director. This
is often a first step toward terminat-
ing the practice’s contract with the
hospital. To improve your odds of
surviving a situation like this, require
the hospital to give you notice of any
problem and sufficient time to rem-
edy it, before the hospital can take
action. In legalese, this is called an
“opportunity to cure.” Here’s the lan-
guage Schaff uses:

Model Language
The Director shall be removed
from that position by the Hospi-
tal’s Executive Director or his
designee only if there is a: 
a. Material failure of either the Direc-

tor or Group to fulfill the responsi-
bilities under this Agreement after
receipt of written notice; 

b. Thirty (30)-day opportunity for
the Director or Group to cure
such failure; and 

c. Failure to cure in accordance
with Paragraph (b) hereof. 

Insider Says: In return for getting
the opportunity to cure, you may
need to agree to waive any appeal
rights you or the director may have
under the hospital staff bylaws. ■

Insider Source

Michael F. Schaff, Esq.: Wilentz Goldman &
Spitzer, 90 Woodbridge Center Dr., Ste. 900,
Woodbridge, NJ 07095; Schafm@wilentz.com.

INCLUDE SEVEN PROTECTIONS
(continued from p. 3)
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RACRI welcomes questions from subscribers. You can 1) send your questions to Brownstone Publishers, Inc.,
“Ask the Insider,” 149 Fifth Ave., 16th Fl., New York, NY 10010; 2) fax them to (212) 473-8786; 3) call (212)
473-8200, ext. 257, and speak with the editor; or 4) e-mail them to jgormley@brownstone.com

Q The daughter of a local family practitioner recently
completed her residency in radiology. She’s interest-

ed in coming back to the area, and our group is interested
in hiring her. But one radiologist says that if we hire her
we could get into trouble because her dad refers patients
to our practice. This seems far-fetched. Is it true?

A Yes, says Long Island health care attorney Jay Silver-
man, and there may not be a way to get around it. The

federal anti-referral law (known as Stark II) bars a physician
from making any referrals for designated health services
reimbursed under federally sponsored health care programs
to an entity in which the physician, or the physician’s imme-
diate family member, has a financial interest. Radiology ser-
vices are “designated health services” under Stark II. And
your state law may also bar this type of referral, regardless
of who’s reimbursing them, Silverman points out.

In this case, the family practitioner might refer a
Medicare patient for a designated health service to your
radiology practice. Your practice would be considered an
entity in which the family practitioner’s immediate family
member has a financial interest because his daughter

works for your practice. If such a referral occurred, it
would be considered a violation of Stark II, and it could
lead to serious penalties.

There are a few exceptions to Stark II that may make
this kind of arrangement permissible, but they’re narrow.
For example, if the practices are in a rural or medically
underserved area, the family practitioner could refer
Medicare patients to his daughter’s practice for covered
radiology services as long he disclosed the relationship to
the patient. He would also have to give the patient the
names of other practitioners able to perform the service.

The bar on such referrals applies whether or not the
parties intended to do anything improper, Silverman notes.
So, to be safe, he suggests contacting an experienced
health care attorney to see whether any exception to Stark
II applies in your case. If not, you should pass on hiring
the family practitioner’s daughter, he says. Or you can just
stop accepting referrals from the family practice. ■

Insider Source

Jay Silverman, Esq.: Ruskin Moscou Evans and Faltischek, PC, 170
Old Country Rd., Mineola, NY 11501.
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In a revision to the Medicare Carrier’s
Manual dated May 31, 2001, the
Centers for Medicare and Medicaid
Services (CMS, formerly HCFA)
added a new section 15047—“Preop-
erative Services Paid Under the
Physician Fee Schedule.” Although
the new section doesn’t represent a
change in policy, it’s significant
because it clarifies that certain preop-
erative services performed outside of
the global surgical period are payable.
(The “global surgical period” is a
period of time during which all medi-
cal services a patient receives are
included as part of the surgical fee
unless they are clearly meant to treat
a separate and distinct condition.)

We’ll tell you what the new sec-
tion says and how it may affect
whether you get paid for preoperative
examinations and diagnostic tests
performed outside the global surgical
period. We’ll also describe CMS
instructions to carriers about how to
evaluate claims for preoperative ser-
vices to determine whether to pay
them. And we’ll tell you how to doc-
ument these services and bill your
claims so that you maximize the pos-
sibility of getting paid.

Why Clarification 
Was Necessary
Physicians sometimes have a hard
time getting paid for some preopera-
tive services performed outside of the
global surgical period, says Washing-
ton, D.C., health care attorney
William A. Sarraille. Before the CMS
transmittal, some carriers simply
assumed that preoperative examina-
tions and diagnostic tests weren’t cov-
ered and denied the claims across the
board, he says. Other carriers set these
claims aside for manual review, which
would delay payment for the services. 

The new section in the Carrier’s

Manual clarifies that certain preoper-
ative examinations and diagnostic
tests performed for medically neces-
sary reasons such as to determine a
patient’s risk of complications and to
properly address significant patient
care issues during and after surgery
may be reimbursable under Medicare
rules (although they may be denied
on a case-by-case basis). 

Two Steps for Assessing
Which Claims Are
Reimbursable
The new section in the Carrier’s
Manual describes a two-step analysis
the carrier should make when it
decides whether to reimburse a claim
for a preoperative exam or diagnostic
test performed outside of the global
surgical period. Understanding this
analysis can help you to get paid,
Sarraille notes.

1) Not ‘routine.’ First, the carri-
er must determine that the test isn’t
a screening test or that the exam
isn’t a routine physical checkup—
that is, it isn’t a diagnostic test or
physical examination performed in
the absence of signs or symptoms
consistent with an illness or injury.
Medicare doesn’t cover screening
tests and routine exams. 

To prove that the exam or test
isn’t routine, you should carefully
note the patient’s signs and symp-
toms, and list the possible surgical
complications that the patient may
experience. Sarraille suggests that
you also include a brief remark
indicating how the exam or test you
perform relates to the patient’s com-
plaint and likelihood of complica-
tions, and what you expect the exam
or test to tell you. 

2) ‘Medically reasonable and
necessary.’ Once the carrier has
decided that the exam or test wasn’t

part of a routine physical checkup, it
must consider whether it was “medi-
cally reasonable and necessary”
under Medicare rules. A service that
meets this medical necessity require-
ment must help the physician diag-
nose or treat the patient’s illness or
injury.

To establish medical necessity,
you must document that the preoper-
ative exam or test will help to assess
a patient’s risk of complications or
aid in the patient’s treatment during
or after surgery, Sarraille advises.

Billing for Pre-Op Exams
and Tests
The new section in the Carrier’s Man-
ual says that when billing for preop-
erative exams or diagnostic tests
performed outside of the global surgi-
cal period, you must use the appropri-
ate ICD—9 code for preoperative
services (V72.81 - V72.84). You must
include other ICD-9 codes, too—the
code that describes the condition that
led to the recommendation for
surgery, as well as the codes for any
other conditions that the patient may
suffer from. Including codes for other
conditions the patient suffers from is
especially important if these sec-
ondary conditions increase the
patient’s risk of complications, Sar-
raille says, because it helps you to
establish that the claim meets the
medical necessity requirement. For
example, a preoperative exam or test
that would be medically unnecessary
in an otherwise healthy patient may
be crucial if the patient suffers from,
say, a clotting disorder, autoimmune
disease, or diabetes, he explains. ■

Insider Source

William A. Sarraille, Esq.: Arent Fox Kint-
ner Plotkin & Kahn, 1050 Connecticut Ave.
NW, Washington, DC  20036.

Use New CMS Transmittal to Get Paid for 
Certain Pre-Op Exams and Tests 
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Many plans are slow when it comes
to paying claims. If you don’t get
paid on time, you may have a hard
time paying your own bills. For
instance, one provider we spoke to
had to cut his staff’s salaries because
unpaid claims had hurt his cash flow.
But complaining to plans about late
payments can be tricky. If you don’t
handle your complaint the right way,
you won’t get paid. You could also
ruin your relationship with the plan.

There are steps you can take to
get a plan to pay you, say the experts.
We’ll give you a rundown on their
advice. And we’ll give you a Model
Letter (see p. 7) to show you the
right way to demand payment.

Lawsuit Is Last Resort
Why not just sue? If your claims
haven’t been paid by a plan, you may
have grounds to sue the plan for vio-
lating your contract or state law. But
that’s not an effective way to get paid,
says Thomas P. Gordon, former
director of network development for
a large regional HMO. It’s a last
resort. A lawsuit is time consuming
and expensive, and it escalates the
conflict between you and the plan,
rather than resolving it. So before
you go to court, try to work with the
plan on getting paid.

Step #1: Call Plan
As a first step, call and speak to a
plan representative about the unpaid
claim, say plan insiders. “The
squeaky wheel gets oiled,” counsel
for a national plan told us. Calling
the plan will often work to dislodge a
late payment. Often one call will be
enough to get a claim processed,
according to Gordon. 

When to call. Be prompt about
contacting the plan. Most contracts
set a deadline for the plan to pay
claims—for example, 30 days after
the submission of the claim. Call the
plan about an unpaid claim within
two months of this deadline. If you
wait too long after the deadline to
complain, your unpaid claims may
pile up and your cash flow will suffer.

Insider Says: You’ll have more
leverage with the plan if you com-
plain about unpaid claims when the
plan wants something from you,
notes Gordon. “For example, if a
plan is renegotiating a contract with
a provider and the provider brings up
unpaid claims, they’ll usually look
right into it and pay up,” he says.

Whom to call. To make an effec-
tive complaint, you must contact the
right plan representative. Several
plan experts told the Insider that a
provider shouldn't complain to the
plan’s claims department. Claims
staffers typically don't have authority
to respond to a complaint. Instead,
contact a plan executive who will be
interested in making sure that you
have a good working relationship
with the plan.

This person’s title will vary from
plan to plan. In some plans, the per-
son to contact will be the director of
network development. In others, it
might be the provider relations repre-
sentative. You also might try speak-
ing with the plan’s medical director.
The Insider learned of one case
where an HMO’s medical director
arranged for a provider to get paid
promptly after learning about his
unpaid claims.

If the plan owes you more than
several thousand dollars, call the
plan’s chief financial officer (CFO),

experts recommend. The CFO will
be sensitive to serious financial
issues and will probably help you get
paid.

What to say. Give the plan repre-
sentative identifying information
about the unpaid claim. Tell him or
her the amount you’re owed, the date
you submitted the claim, and the
name of the member you treated.
Ask when you can expect to be paid
and whom you should contact if you
don’t get paid by that time. Also,
make sure you get the name of the
person you’re speaking to. 

It’s important to use the right tone
when you speak to the representative.
You want to be factual and matter-of-
fact, not insulting, warned one
source. After all, the person you’re
complaining to probably didn’t cause
the payment delay personally. Make
it clear that you want to work with
the plan to resolve the problem.
Don’t threaten to sue the plan or to
terminate your contract if you don’t
get paid immediately. You don’t want
to bite the hand that feeds you—at
least not while there’s a chance that
you’ll get paid.

It also may be helpful to offer to
meet in person with the plan repre-
sentative to discuss unpaid claims—
especially if the plan owes you a lot
of money. Some plan representatives
prefer to conduct business this way.
Others don’t like spending time in
meetings and will prefer to talk to
you by phone. 

The plan representative may ask
you to resubmit copies of your
claims. She may tell you she needs to
research your complaint and get back
to you before committing to a pay-
ment deadline. If that happens, make
sure you set a date by which the rep-

G E T T I N G  P A I D

Take Two Steps to Complain About Unpaid Claims
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resentative should contact you, and
find out whom you should contact if
you don’t hear from her by then.

Step #2: Send Letter
If you don’t get paid after speaking
with a plan representative, send a let-
ter demanding payment. A well-writ-
ten demand letter will support your
claim and help you get paid. The let-
ter should be firm but polite. Send it
to the person the plan representative
told you to contact if you didn’t get
paid by the deadline you set during
your phone complaint. Send the letter
promptly after that deadline passes.

Like the Insider’s Model Letter,
your letter should do the following:

Give identifying information.
Give the plan identifying information
about the unpaid claim. State the
amount you’re owed, when you sub-
mitted the claim, and the name and
identification number of the member
you treated [Ltr., par. 1]. Some con-
tracts require plans to pay interest on
unpaid claims. If your contract does,
be sure to specify that you’re owed
interest on the unpaid claim. Also,
many state laws require the payment
of interest on unpaid claims that have
been filed on time. If your state has
such a law, cite the law and the dead-
line it sets. Ask your attorney if
there’s a state law you can rely on.

Insider Says: If you have more
than one unpaid claim, “bundle”
them into a single complaint letter.
Spell out the identifying information
for each claim in a schedule, and
attach the schedule to the letter.

Say that claim is uncontested.
Let the plan know that it hasn’t noti-
fied you about any problem with the
claim, such as missing information
or lack of preauthorization. Other-
wise, the plan may assume that’s why
it hasn’t paid the claim [Ltr., par. 1].

Cite contract deadline. If your
contract sets a deadline for paying

claims, cite the deadline and the con-
tract clause that sets it [Ltr., par. 2].

Detail previous attempts to col-
lect. Tell the plan that you’ve already
spoken to plan representatives about
the claim. Be specific. Identify the
individuals you spoke to, when you
spoke to them, and what they told
you [Ltr., par. 3].

Give deadline. Give the plan a
deadline for paying you. A reason-
able deadline is 14 days from the
date of the letter, say the experts
[Ltr., par. 4].

Warn plan of consequences.
Tell the plan that if your claims
aren’t paid on time, you may have
to take “further action.” While this
threat may seem wishy-washy, you
must be careful. If you threaten to
sue the plan or go to the press, 
you may antagonize the person
you’re writing to and not get paid,
plan insiders say. This vague threat
shows that you take the matter
seriously, but aren’t being difficult
[Ltr., par. 4].

Sept. 21, 2001

Re: John Patient (Member #00000)

Dear Mr. Poe:

1. I am writing to demand payment from XYZ Health Plan for a claim in
the amount of $1,200. The claim relates to services provided to the
above-referenced patient on July 12, 2001. The claim was sent to
XYZ on July 16, 2001. To date, XYZ has not notified me that it is con-
testing this claim. Additionally, Section 35 of the Anystate code
requires the payment of interest on any claims not contested or paid
within 60 days of timely claim submission.

2. Section 12 of our contract states that XYZ must pay uncontested
claims within 30 days of receiving the claim. 

3. I have already spoken to a representative of XYZ about this matter.
On Aug. 27, 2001, I spoke to Jane Roe, XYZ’s Provider Relations Rep-
resentative. She told me that my claim would be paid within seven
days. However, I have not yet received payment.

4. If I do not receive payment of this claim by Oct. 3, 2001, I may have
to take further action to protect my interests.

5. Please feel free to call me at 555-5555 to discuss this matter. I am also
available to meet with you in person if you prefer.

Thank you for your cooperation.

Yours truly,
John Provider, MD

M O D E L  L E T T E R

Get Plan to Pay Claims
Here’s an example of a letter you can
send to a plan to complain about unpaid
claims. It’s based in part on one prepared
by the California Medical Association. 

The letter demands payment and
gives identifying information about the
claim. It points out that the plan hasn’t
notified you that it’s contesting the
claim and cites the deadline set out in

the contract for paying claims. The let-
ter also details your previous efforts to
collect payment. It gives the plan a new
deadline to pay and warns the plan that
you may have to take “further action” if
the plan doesn’t pay.

Show this letter to your attorney
and get his or her approval before using
a similar letter.

(continued on p. 8)
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Offer to meet with plan. Give
the person you’re writing to your
phone number, and offer to discuss
the unpaid claim either over the
phone or in person.

If Plan Doesn’t Pay
If the plan still doesn’t pay, it may
be useful to lodge a complaint about
unpaid claims with your local or
state medical society or trade asso-
ciation. If your association learns

that several of its members are hav-
ing payment problems with a partic-
ular plan, the association will
probably complain to the plan on
the providers’ behalf, according to a
representative in the California
Medical Association’s legal division.
This may help get your claims paid. 

Another place to report a com-
plaint is your state’s department of
insurance, but only after you’ve con-
tacted the plan directly and gotten
nowhere. Going to the department of

insurance can be very effective, but
use it as a last resort, since that esca-
lates the matter. Also, the department
will be more receptive to your case if
you can show that you already tried
to recover the money yourself.

If all else fails, talk to your attor-
ney about suing the plan to get paid. ■

Insider Sources

California Medical Association: PO Box
7690, San Francisco, CA 94120.
Thomas P. Gordon: Senior Account Execu-
tive, Sandata, Inc., 26 Harbor Place Dr., Fort
Washington, NY 11050.

GETTING PAID (continued from p. 7)

Many radiology groups are having
trouble attracting new radiologists,
especially interventional radiologists,
to join their practices. But for a radiol-
ogy practice to thrive and take full
competitive advantage of the opportu-
nities in the health care marketplace, it
must be able to offer the latest tech-
nology and a full range of services to
patients. And one great way to do this
is by bringing new radiologists on
board. But to do this successfully,
radiology practices must be creative
and change some of the ways they’re
used to handling their arrangements
with new radiologists, says health care
attorney Thomas W. Greeson.

Greeson has surveyed radiology
practices to get an idea of the incen-
tives they offer to attract and sign up
well-qualified young radiologists.
We’ll tell you about these incentives,
some or all of which might help your
practice to recruit and retain new
young radiologists. And if you’re a
hospital-based practice, we’ll let you
know about some potential pitfalls
and how to steer around them.

Recruiting New
Radiologists Is Tough
It’s a tight market for new radiolo-
gists, Greeson says. Advances in

technology mean that radiologists
trained in the latest methods using
the most modern equipment can
pretty much write their own tickets.
So practices have to offer more than
a nice salary, a good reputation, and
the latest equipment as enticements.
“These newly minted radiologists
are very business savvy—they
understand their value in the market-
place, and they expect to benefit
from it, not only in the financial
sense,” Greeson says. “To recruit
successfully, the modern radiology
practice has to address not only the
long-term financial needs of young
radiologists but also their quality of
life concerns,” he explains.

Five Incentives to Consider
Here are five incentives Greeson has
seen radiology practices offer:

Cash. Greeson is aware of sever-
al radiology practices that offer new
radiologists a cash bonus as a “sign-
ing incentive.” These bonuses can be
thousands of dollars—one group
practice offers an initial $10,000
bonus and another $10,000 bonus
when the radiologist has put in 90
days. Given the relatively low
salaries radiologists earn during their
residencies and the enormous debt

burden they may carry, cash bonuses
may be irresistible to a recruit.

Other financial incentives. Not
all practices can afford large cash
incentives. And some practices are
leery of getting into bidding wars for
new radiologists. In those practices,
other financial incentives such as
paying relocation expenses, profes-
sional society dues, continuing medi-
cal education costs, and licensing
fees may help.

Paying the expenses for continu-
ing medical education classes and
professional meetings held in resort
areas can also be an attractive incen-
tive. Offering a young radiologist the
opportunity to spend an expense-paid
week in Hawaii can pay off in a big
way, especially since much of the
expense of a legitimate CME pro-
gram or conference may be tax
deductible, Greeson adds.

Some practices are experimenting
with productivity or other merit-
based bonuses. The idea is to present
the new radiologist with an opportu-
nity to earn extra compensation with-
out committing your practice to it
before you’re sure the new radiolo-
gist will work out, Greeson says.

Offer Incentives to Attract New Radiologists 
to Your Practice



R A D I O L O G Y  A D M I N I S T R A T O R ’ S  C O M P L I A N C E  & R E I M B U R S E M E N T  I N S I D E R

SEPTEMBER 2001 9

© 2001 by Brownstone Publishers, Inc. Any reproduction is strictly prohibited. For more information call 1-800-643-8095 or visit www.brownstone.com

Better working hours. The old
school of physicians understood that
they were on duty 24/7, at least in the
beginning of their careers. Today’s
young radiologists may not be will-
ing to make that sort of commitment,
Greeson says. So creating on-call
requirements for new radiologists—
especially during the evenings, week-
ends, and holidays—can be a strong
incentive to them. Some practices
also offer substantial additional com-
pensation for off-hours on-call duty,
Greeson points out. 

More vacation. Some practices
are increasing the amount of vacation
they offer, or permitting their radiolo-
gists to buy unused vacation time from
each other. “Extra time away from the
pressures of the office can mean more
than money to a young radiologist,”
remarks Greeson. Allowing more flex-
ible vacation arrangements can be a
very effective recruitment tool, and
especially useful for practices that lack
the cash to pay big bonuses. 

Fast track to partnership. Most
young radiologists hope—and expect,
eventually—to hold an equity position
in a practice. In the past, radiologists
fresh from training expected to spend
four to six years on the road to part-
nership. No longer, says Greeson.
Some of his clients have shortened to
as little as two years the time they
require a radiologist to work for the
practice before being offered an equity
position. Greeson has heard of some

immediate partnership offers being
made to interventional radiologists,
something unthinkable a decade ago. 

Insider Says: Watch out for the
impact that these fast-track partner-
ships can have on your practice’s
overall morale, Greeson cautions. A
radiologist hired several years ago, but
not yet a partner, may resent today’s
hire being offered a shorter partner-
ship track, Greeson explains. You may
have to offer the radiologist already
working for you some of the other
incentives such as bonus payments
and reduced on-call time, to make her
want to stay. Also, make sure she
understands the business imperative
of bringing in new talent and the
importance of offering incentives.

Special Concerns for
Hospital-Based Practices
Hospitals need to be careful about
the incentives they offer to physi-
cians who refer patients to their hos-
pitals, Greeson explains. The federal
antikickback law bars hospitals from
directly or indirectly paying for or
offering to pay for referrals. This
may also be a concern for hospital-
based practices that are recruiting
radiologists who may be in a position
to refer patients to the hospital.

So if you’re a hospital-based radi-
ology practice and you (or your hos-
pital) are offering special incentives
to interventional radiologists, you
should proceed with caution, says

Greeson. That’s because, unlike most
radiologists, interventional radiolo-
gists may be a source of referrals to
the hospital. If the hospital provides
services and support to your radiolo-
gy practice, and your radiology prac-
tice offers any special incentive to
interventional radiologists, the
arrangement could be construed as
an indirect payment in return for
referrals to the hospital—a violation
of the antikickback law.

To prevent this problem, make
sure that the total compensation
package represents fair market value
for the interventional radiologist’s
services, Greeson advises. To do this:

■ Document your attempts to fill
the position—this will help you show
that interventional radiologists are in
short supply;

■ Establish that any special incen-
tives you (or your hospital) offer to
get the interventional radiologist to
join your practice aren’t out of line
with the incentives other (non-hospi-
tal based) practices offered interven-
tional radiologists; and 

■ Make sure that any incentives
you (or the hospital) offer aren’t
based directly or indirectly on the
volume or value of the referrals the
interventional radiologist may gener-
ate for the hospital. ■

Insider Source

Thomas W. Greeson, Esq.: Reed Smith
Hazel & Thomas, 3110 Fairview Park Dr.,
Ste. 1400, Falls Church, VA 22042.

D O S  &  D O N ’ T S

✓Create Separate Documentation for
Each Internal Audit Issue

When conducting an internal audit, consider creating
separate documentation (including separate reports and
files) for each issue covered by the audit, advises attor-
ney Nancy Lynn Roberts of Crowe & Dunlevy’s Tulsa,
Okla., office. Then, if the government later subpoenas
documents concerning a specific audit issue, you can
limit the documentation you disclose to the files and

reports relevant to that issue. Otherwise, you could end
up being forced to disclose documentation about other,
unrelated issues. And that could place your practice in
greater jeopardy.

Suppose you discover an inadvertent error involving
ICD-9 coding. To investigate, you conduct an audit of a
random sample of charts before submitting claims for
them—and find other inadvertent billing errors that are

(continued on p. 10)
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unrelated to ICD-9 coding. You then take corrective action
to prevent these errors from occurring again. As you pre-
pare memoranda and other internal documents throughout
the audit, you should address each error you identify sepa-
rately, along with the corrective action you take. Keep the
documentation for each issue in separate files.

If you conduct the audit after submitting the claims
for reimbursement, and you’re returning overpayments
to your carrier, you should issue separate checks for
each type of error, advises Roberts. You should also pre-
pare a memo to your files in connection with each
check that identifies the nature of the error, the charts
showing the error, the nature of the investigation you
conducted to determine that the error was inadvertent,
and any corrective actions taken to deter future errors.

Having separate documentation should help if the gov-
ernment decides to investigate one type of billing error to
determine whether any crime was committed. When the
government requests all records relating to any internal
investigations or audits for that particular type of error,
you can disclose your internal reports and other docu-
ments without disclosing any of the other types of errors
you identified. If you have just one general audit report to
turn over, you may be forced to give the government a
detailed road map to every other risk area in your organi-
zation, warns Roberts. 

✗ Don’t Set Specific Audit Schedule in
Your Compliance Program

When creating a compliance program for your practice,
don’t include an audit schedule or say how often you
intend to audit. You may set yourself up for failure by com-

mitting to an audit schedule you’re unable to keep.
Although the OIG says that a compliance program should
include the use of audits, it doesn’t specify how often or
when a practice should conduct them. In its September
2000 compliance guidance for physician practices, the
OIG advises “regular” compliance audits. So it’s sufficient
for your compliance program to state in general terms that
you’ll conduct audits on a regular and ongoing basis.

Making a commitment in your compliance program
to conduct a specific number of audits or to follow a
specific auditing schedule is risky because down the
road you may not be able to comply with the audit pro-
gram you designed. Budget constraints or other unex-
pected circumstances may prevent you from performing
as many audits as you said you would or from perform-
ing them when you said you would. This could be used
as evidence to show that you failed to enforce your
compliance program. And if the OIG thinks you don’t
enforce your own compliance program, it’s likely to
think you don’t follow HCFA rules, either. ■

Insider Source

Nancy Lynn Roberts, Esq.: Crowe & Dunlevy, 500 Kennedy Bldg.,
321 S. Boston, Tulsa, OK 74103.

■ Antikickback law: 42 USC §§ 1320a-7b(b)

■ HCFA-Pub.14-3, Transmittal 1707, Medicare Carrier’s Manual
Part 3—Claims Process, 5/31/2001.

■ Stark II: 42 USCA § 1395nn.

S H O W  Y O U R  L A W Y E R

Here are the court cases and/or laws referred to in this issue.

DOS & DON’TS (continued from p. 9)
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