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T 
hat the ways in which physicians struc-
ture their practices has undergone sub-
stantial change in recent years comes as 

no surprise, but new research offers insight into 
how these changes have occurred over both 
recent years and over the past three decades. 
Between 1983 and 2014, the percentage of phy-
sicians who own their practices has fallen by 
one-third, from 76% to 51%. In 2012, the figure 
was 53%. Using data from the AMAôs Physi-
cians Practice Benchmark Surveys, a recent 
report analyzes physician practice parameters 
in terms of ownership, ownership structure, 
practice size, and practice type and presents 
changes between 2012 and 2014 and compares 
current data to that of 30 years ago in areas 
where comparable data was available. 
 In addition to the dramatic decline in physi-
cian practice ownership over the past 30 years, 
other changes are notable regarding ownership 
status. Younger physicians are far more likely to 
be employed than their older colleagues. 
Among physicians under 40, 59% were em-
ployed in 2014 compared to 33% for those over 
the age of 54. Being employed by a hospital 
was more than twice as likely for those under 40  
compared to older physicians. Direct hospital 
employment was reported by 12% of those un-
der 40 compared to only 4.8% of physicians 

over 54.  
 There are also significant gender differences  
present in physician employment status. 
Women physicians were employed by their 
practice 52% of the time compared to only 39% 
of men. Many factors contribute to this differ-
ence, but one clear element is specialty choice. 
An analysis of 2012 data showed that, among 
12 broad specialty categories, surgical special-
ists were the most ñowner heavyò with 72% 
owners of their practices. Only 12% of women 
physicians were surgical subspecialists com-
pared to 17% of men. An examination of 1983 
data shows that the gender gap has narrowed 
over time, particularly among young physicians. 
Women physicians under the age of 40 in 1983 
were far more likely to be employees or inde-
pendent contractors than men under 40, 52% 
versus 30%. By 2014, the difference had shrunk 
to 6 percentage points, 69% versus 63%. 
 
Practice Type  
 
 The most commonly reported practice type 
in both 2012 and 2014 was single specialty 
practice. Although 42% of physicians reported 
being in single specialty practices in 2014, this 
was a slight decline from the 45.5% in 2012. 
Multi-specialty practice was the second most 
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common at 25% and showed growth from the 
2012 figure of 22%. Direct employment by a 
hospital increased from 5.6% to 7.2% between 
2012 and 2014. Solo practice was reported by 
17%, faculty practice by nearly 3%, and the re-
maining 6% as either a medical school, an 
HMO/MCO, a surgical or urgent care facility or 
other.  
 
Practice Size  
 
 Practice size was measured by the number 
of physicians working in a practice. There was 
little change between 2012 and 2014. Among 
the six size categories reported, the largest 
change (slightly more than 2%) occurred in the 
two to four physician category that increased 
from 20% to 22% during that time. Twenty per-
cent of physicians were in practices of 5-10 phy-
sicians, 12% in groups of 11-24, 6% in 25-49, 
and 13.5% in groups of 50 or more physicians.  
 Over time, there has been significant change 
in practice size. Thirty years ago, a much larger 
share of physicians worked in practices of 10 or 
fewer physicians, 80% in 1983 compared to 
61% in 2014. Much of the change is due to the 
decline in solo practice, which fell 57% from 
44% in 1983 to less than 19% in 2014. A large 
increase in the percent of physicians working in 
practices with 25 or more physicians also con-
tributed, increasing from 5% in 1983 to 20% in 
2014. 
 Small practice physicians have a higher rate 
of practice ownership while those in larger prac-
tices tend to be employees. Among physicians 
in practices of 10 or less 66% were owners; in 

practices larger than that only 37.5% were own-
ers.  
 Practice type also is correlated with practice 
size. Those in single specialty practices are far 
more likely to be in small practices than those in 
multi-specialty practices. Over 43% of single 
specialty physicians were in practices with 1-4 
physicians in 2014 while only 14% of those in 
multi-specialty practices were in groups of this 
size. Thirty-seven percent of multi-specialty phy-
sicians were in groups with 50 or more physi-
cians while only 4.5% of single specialty physi-
cians were in the largest groups. 
 
Ownership Structure  
 
 A 3% decline occurred between 2012 and 
2014 in the percentage of physicians who 
worked in practices wholly owned by physicians
-dropping from 60% to 57%. Nearly 26% worked 
in practices wholly or partially owned by a hospi-
tal, slightly higher than the 2012 rate of 23%. 
Direct hospital employment increased from less 
than 6% to 7% during the same period. The 
share of physicians directly employed by hospi-
tals or in practices at least partially owned by a 
hospital increased from 29% to 33%. Research 
from 2007 indicates only 16% of physicians 
worked in these types of settings at that time. 
 Single specialty practices were most likely to 
be physician owned, 71% compared to 39% for 
multi-specialties. Hospital ownership of multi-
specialty practices was 45% compared to 23% 
for single specialty practices and an additional 
12% of multi-specialty practices reported owner-
ship by a not-for-profit organization. 
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Denver Medical Society Annual Meeting Registration 
Kindly return this form with your payment to 1850 Williams Street, Denver 80218. 

I ___ (we) ___ plan to attend.       Entrée selection(s):   ____meat     ____fish  

Full Name(s) Printed:  __________________________________________________ 

 __________________________________________________________________ 

$50 per person.         $_________ enclosed    Make your check payable to Denver Medical Society. 

Credit card reservations may be mailed to DMS or faxed to DMS at (303) 331-9839.    

  ___VISA  ___ Master Card     Card #_____________________________________    

Expiration Date _______     3 digit code ______      Phone ______________________ 

Name of card holder ___________________________________________________ 

Card address  ______________________________________ 

 ______________________________________ Zip _____________ 
 

Reservations deadline:  October 30, 2015                      Phone inquiries:  (303) 377-1850 

Email inquiries:  info@denvermedsociety.org 

Stephen V. Sherick, MD, 

will be installed as President 
 

Jerome M. Buckley, MD 
David W. Claassen, MD 

Jeannie Kinzie, MD 
James P. McElhinney, MD 
Frederick M. Miller, MD 
Ronald D. Shippert, MD 

will be recognized for their 
50 Years of service 

You  
will be able to gather with old 

friends and new acquaintances for  
 

You are invited to join us at the  
 

Denver Medical Society 145th Annual Meeting 

Friday, November 6, 2015 
Cocktailsñ6:00 p.m.  
Dinnerñ7:00 p.m. 

Palettes 
Denver Art Museum 
100 W. 14th Ave. Pkwy., Denver 

mailto:info@denvermedsociety.org?subject=DMS%20Annual%20Meeting
mailto:info@denvermedsociety.org?subject=DMS%20Annual%20Meeting
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How Doctors Can Reduce Risks with Vaccinations 

 August is National Immunization Aware-
ness Month, and with the recent outbreak of 
measles leading to proposed changes in vac-
cination laws across the country, including 
passage of new legislation in California, vacci-
nations remain a hot topic.  Physicians should 
always be attentive to the importance of timely 
vaccines against infectious diseases for pa-
tients of all ages.  
 Vaccine administration is usually regarded 
as a simple office procedure, often performed 
without the direct supervision of the physician 
or a licensed professional. Although vaccina-
tions are a routine procedure, physicians and 
staff should remain vigilant about patient 
safety considerations. As with any medical in-
tervention, the risks, benefits, and alternatives 
of the vaccination must be discussed and 
documented in the medical record, as well as 
ensuring that safety protocols are followed.  
 Take these steps to reduce liability risks 
and promote patient safety in your practice: 

¶ Ensure that immunization tracking is up to 
date and well documented in the medical 
record so that patients remain on schedule. 
Obtain copies of vaccination records from 
previous providers or state registries. Cre-
ate easy-to-read office forms for document-
ing administration.  

¶ Educate patients and parents regarding 
vaccination schedules.  

¶ Designate a staff member to monitor for 
revisions/new recommendations of FDA/
CDC vaccination schedules. Ensure that 
new vaccination schedules are incorpo-
rated with office procedures and are in-
cluded on office vaccination forms.  

¶ Provide accurate information to patients. 
Conduct and document a thorough in-
formed consent discussion; use Vaccine 
Information Statements prior to vaccine ad-
ministration. 

¶ Obtain patient or parent signatures on an 
informed consent form that includes poten-

tial side effects and complications. 

¶ Document the discussion in the progress 
notes when the immunization is refused. 
Consider using an informed refusal form, 
which includes the patient or parent signa-
ture. 

¶ Check state laws regarding exemptions, 
and educate patients. Be aware that reli-
gious and philosophical exemptions vary 
by state.  

¶ Monitor patients closely post-administration 
for anaphylaxis, vasovagal response, and 
reaction at the injection site. Document any 
reactions, suspected side effects, and 
complications in the medical record. 

¶ Educate staff and conduct skills verification 
on accepted procedures, new standards, 
and risk prevention methods. Document 
these efforts in administrative training files.  

¶ Store and handle vaccinations in accor-
dance with Vaccines for Children/CDC 
guidelines. Monitor these practices with 
staffðdonôt just assume they are being fol-
lowed correctly. 

¶ Follow basic medication administration 
safety protocols for vaccine administration. 
Be aware of the most common vaccine-
related errors by reviewing ñConfusion 
Abounds! 2-Year Summary of the ISMP 
National Vaccine Errors Reporting Pro-
gramò Part I and Part II. 

¶ Be responsive to patients who express 
concerns about reactions from their vac-
cines. Document these discussions in the 
medical record. 

¶ Report errors or hazards (anonymously) to 
the ISMP National Vaccine Errors Report-
ing Program. 

 
________ 
 

Contributed by The Doctors Company. For more pa-

tient safety articles and practice tips, visit 

www.thedoctors.com/patientsafety. 

http://www.cdc.gov/vaccines/schedules/hcp/index.html
http://www.immunize.org/vis/
http://www.immunize.org/vis/
http://www.thedoctors.com/ecm/groups/public/@tdc/@web/@kc/@patientsafety/documents/form/con_id_001221.pdf
http://www2a.cdc.gov/vaccines/statevaccsApp/default.asp
http://www.cdc.gov/vaccines/recs/storage/
http://www.cdc.gov/vaccines/recs/storage/
https://www.ismp.org/newsletters/acutecare/showarticle.aspx?id=95
http://www.ismp.org/newsletters/acutecare/showarticle.aspx?id=104
https://www.ismp.org/errorReporting/reportErrortoISMP.aspx
https://www.ismp.org/errorReporting/reportErrortoISMP.aspx
http://www.thedoctors.com/patientsafety
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 New federal regulations established by the 
Centers for Medicare and Medicaid Services 
(CMS) require enhanced screening and revali-
dation of all Medicare, Medicaid, and CHP+ 
providers.  
 Beginning September 15, 2015, all Colo-
rado providers who want to continue, or begin, 
providing services to Medicaid and CHP+ 
members after March 31, 2016, will be re-
quired to enroll and revalidate their licensure 
and business information under new federal 
enrollment screening criteria. The Department 
of Health Care Policy and Financing (HCPF) 
has posted more information on the provider 
screening rule on their website; click on the 
Federal Provider Screening Regulations  
link. 
 Based on CMSô provider type and risk des-
ignation, this process may include a criminal 
background fingerprinting, and unannounced 
site visits ï including pre-enrollment site visits 
for some providers. Providers who fail to re-
validate and enroll by March 31, 2016, may 
have their claims suspended or denied.  
 
Timeline   
 
 Existing Colorado Medicaid and CHP+ pro-
viders will begin revalidation/enrollment on 
September 15, 2015. To help all existing pro-
viders meet the March 31, 2016, dead-
line, HCPF will group counties together and 
initiate a series of revalidation/enrollment 
ñwavesò by county. A map showing the county 
waves/groups and a schedule of when each 
wave can begin their revalidation/enrollment is 
at the CMS website. 
 Providers are strongly encouraged to start 
preparing now by gathering documentation 
that will be needed to begin the revalidation/
enrollment process:  

¶ Obtain your National Provider Identifier 
(NPI).  If you do not have an NPI, you 

may request one through the National Plan 
& Provider Enumeration System (NPPES) 
website.  

¶ Make electronic copies of certifications and 
licensures.  

 
 HCPF has created a general óProvider En-
rollment Checklistô that lists information you 
will need to have ready. The checklist and a 
number of helpful FAQs can be found on the 
Provider Resources web page. Providers are 
encouraged to visit the website often as this 
information is updated frequently.  
 

Colorado Medicaid and CHP+ Provider Revalidation & Enrollment  

Begins September 15, 2015 

 

Kids Health  

Symposium 
 

Presented by  

Rocky Mountain Youth Clinics  

and Delta Dental of Colorado  
 

Featuring speakers from  

Early Milestones Colorado  

Colorado Childrenõs Campaign 

Rocky Mountain Youth Clinics  
 

Thursday, September 24, 2015  
7:30ñ9:00 AM  

 

History Colorado Center  
1200 Broadway, Denver  

 

RSVP by September 15th  
vortiz@rmyclinics.org  

(303) 962 -1517 

https://www.colorado.gov/pacific/hcpf/provider-implementations
https://www.colorado.gov/pacific/hcpf/revalidation-screening-faqs/#10" 
https://www.colorado.gov/pacific/hcpf/revalidation-screening-faqs/#10" 
https://www.colorado.gov/pacific/hcpf/provider-resources
https://nppes.cms.hhs.gov/NPPES/Welcome.do
https://nppes.cms.hhs.gov/NPPES/Welcome.do
https://www.colorado.gov/pacific/hcpf/revalidation-screening-faqs/#8
https://www.colorado.gov/pacific/hcpf/revalidation-screening-faqs/#8
https://www.colorado.gov/HCPF/Provider-Resources
mailto:vortiz@rmyclinics.org?subject=Kids%20Health%20Symposium
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ICD-10:  

New Guidance Issued on October 1 Implementation 

I 
n July, the Centers for Medicare and 
Medicaid Services (CMS) and the AMA 
jointly announced an agreement to pro-

vide a limited ñgrace periodò for the October 1, 
2015 implementation of the ICD-10 diagnosis 
code set. In guidance released on July 6, the 
CMS announced that, in response to requests 
from the provider community, it would offer 
flexibility in the claims auditing and quality re-
porting process as the transition to ICD-10 oc-
curs. The specific guidance announced by 
CMS ensures that: 
 

¶ For a one year period starting October 1, 
Medicare claims will not be denied solely 
on the specificity of the ICD-10 diagnosis 
codes provided, as long as the physician 
submitted an ICD-10 code from an appro-
priate family of codes.  In addition, Medi-
care claims will not be audited based on 
the specificity of the diagnosis codes as 
long as they are from the appropriate fam-
ily of codes.  This policy will be followed by 
Medicare Administrative Contractors and 
Recovery Audit Contractors. 

¶ To avoid potential problems with mid-year 
coding changes in CMS quality programs 
(PQRS, VBM and MU) for the 2015 report-
ing year, physicians using the appropriate 
family of diagnosis codes will not be penal-
ized if CMS experiences difficulties in ac-
curately calculating quality scores (i.e., for 
PQRS, VBM, or Meaningful Use). CMS will 
continue to monitor implementation and 
adjust the duration if needed.  

¶ CMS will establish an ICD-10 Ombudsman 
to help receive and triage physician and 
provider problems that need to be resolved 
during the transition.  

¶ CMS will authorize advanced payments if 
Medicare contractors are unable to proc-
ess claims within established time limits 
due to problems with ICD-10 implementa-

tion. Advanced payments will be condi-
tional partial payments, which require re-
payment, which may be issued when spe-
cific conditions outlined in CMS regulations 
are met. If systems issues arise that inter-
fere with claims processing, CMS and 
Medicare Administrative Contractors 
(MAC) will post information on how to ac-
cess advance payments. 

 
 According to the AMA, the announcement 
demonstrates that CMS is being responsive to 
physician concerns.  The AMA intends to 
monitor and keep CMS apprised of any imple-
mentation issues that persist in 2016, and will 
urge the agency to make any needed adjust-
ments to the grace period policy and time line 
based on new information that surfaces during 
the implementation process.  
 Medicare claims processing systems will 
not have the capability to accept ICD-9 codes 
for dates of service after September 30, 2015, 
and will not be able to accept claims for both 
ICD-9 and ICD-10 codes. Final Medicare end-
to-end testing for providers was to be com-
pleted in July, but CMS will offer ongoing 
Medicare acknowledgement testing for provid-
ers through September 30

th
.  CMS also an-

nounced it would be setting up an ICD-10 
communications and coordination center, us-
ing best practices from other large technology 
implementations in order to identify and re-
solve issues arising from the transition. 
 Tools to help with the transition to ICD-10 
are available from both the AMA and CMS. 
CMS resources include ñRoad to 10ò specifi-
cally developed for small practices with prim-
ers for clinical documentation, clinical scenar-
ios, and specialty-specific resources. There 
are also training videos available that contain 
implementation tips. For step-by-step imple-
mentation guidance, visit AMA Wire. 

http://www.roadto10.org/
http://www.ama-assn.org/ama/ama-wire/post/beginner-experts-guide-icd-10-prep-steps-august
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Updated Opioid Guidelines from COPE 

 DMS physicians can find new content on 
prescribing opioids for chronic pain posted by 
COPE, part of the University of Washington 
School of Medicine. The content is based on 
the 2015 Washington state Guidelines for Pre-
scribing Opioids for Pain. The 2015 guideline 
provides valuable insights for clinicians nation-
wide and for the federal government, which is 
now developing a national guideline. COPE 
interviewed Dr. David Tauben, Chief of the 
University of Washington Division of Pain 
Medicine, and discussed: 
 

¶ What the guideline means by ñclinically 
meaningful improvement of functionò when 

treating chronic pain, and why this is im-
portant 

¶ New risk assessments of low- and medium
-dose prescription opioids 

¶ Guidelines for treating patient subpopula-
tions, including children and adolescents, 
cancer survivors and older patients 

¶ Non-pharmacological, multimodal ap-
proaches to treating chronic pain, and 
more 

 

 Read the interview at: http://www.coper 
ems.org/new-washington-sta te-op io id -
guidelines/. You can also find free, online 
CME offered in three different formats to meet 
your professional needs. 

 

Colorado Opioid  
Epidemic Symposium  

 

Best Practices for Opioid Management  

 

September 24th -25th, 2015  
Cheyenne Mountain Resort, Colorado Springs  
 

For registration information contact Deidre Pearson:  

(970) 350 -4673 or dpearson.alliance@nocoha.org  

Dx:  The Centers for Disease Control and Prevention (CDC) call prescription drug over-

dose deaths one of the four most serious epidemics facing the nation.  As recently as 
2011, Colorado ranked #2 in the nation among young adults ages 12 -24 for misuse of pre-

scription painkillers.  In the US, enough opioid painkillers are dispensed by pharmacies to 
supply every citizen with enough pills to take one every four hours, around the clock, for a 
month.  

Sig:  Become conversant in best practices for opioid prescribing.  Develop skills to man-

age high risk populations.  Learn how to facilitate inter -agency collaboration to reduce pre-

scription drug abuse in your community.  Coordinate with behavioral health professionals 
to identify and treat mental illness and addiction.  

Save the Date  

http://www.coperems.org/new-washington-state-opioid-guidelines/
http://www.coperems.org/new-washington-state-opioid-guidelines/
http://www.coperems.org/new-washington-state-opioid-guidelines/
mailto:dpearson.alliance@nocoha.org?subject=Colorado%20Opioid%20Epidemic%20Symposium
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