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Practice Ready

B
efore meeting the day-to-day challenges of
treating patients, the endovascular fellow
must first face an entirely different set of

obstacles: what questions to ask and how to
respond during interviews, deciding between aca-
demic or private practice, and building relation-
ships at the workplace—just to name a few. These
challenges can seem overwhelming, and the
answers may not always be clear.

Endovascular Today, with the help of Medtronic,
Inc., has gathered insights from established vascu-
lar specialists into one useful guide, addressing
many of the questions endovascular fellows will
have as they begin a fruitful career.
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A
s a fellow about to embark on your career, the
job search process can be time consuming and
confusing. If you are uncertain about your
career path, plunging into the job market

makes little sense. Interviewers quickly eliminate candi-
dates who are unsure of their direction. Self-assessment is
the first and most important step in any job search. Self-
knowledge allows you to match your interests, skills,
goals, values, and potential with a future career. After
your training, you should be cognizant of your key com-
petencies as well as your personal concerns including
family needs, community needs, education, and finally
salary. These are the exact things the people who will be
looking to hire you are evaluating.

W H AT  TO  E X P E C T
Telephone Interview

Most practices will have a brief telephone interview
before having you visit. Telephone screening offers an
introduction and gives some level of assurance that you
are appropriate for the opportunity. This is also an
opportunity to assess what the job entails and what the
expectations from the employer will be. For instance, an
academic institution looking to fulfill a space at the VA
can quickly be eliminated if one has no interest in work-
ing at a VA. 

Site Interview 
Expect that the interview will last 1.5 to 2 days.

Scheduling these interviews can be difficult because
coordination of multiple schedules is required. Flexibility
in your schedule will be necessary. The employer typically
pays all costs of the trip, and they will attempt to coordi-
nate everyone’s schedule. Just remember to keep track of
all expenses and receipts because they will be reim-
bursed. If traveling from out of town the night before the
interview, the lead person in the group may meet you
that evening; if arriving late, expect to meet in the morn-
ing. It is important to rest the night before because the
interview process can be long, with few breaks in
between interviews. 

Come prepared to the interview. The more prepared
you are, the easier it will be for you to stand out against
the competition. You should dress professionally and
wear a conservative suit with a neat and well-groomed
appearance. Be on time; a prompt arrival indicates your
interest in the opportunity. Concentrate on selling your-
self and determining if this position is for you. You should
remember that there is no such thing as a perfect oppor-
tunity. If you look for everything on your wish list, you
may miss the best opportunity by searching for some-
thing that doesn’t exist. 

B E  YO U R S E L F
It is important to be yourself. Be courteous and polite

to all physicians as well as the ancillary employees. Often,
the ancillary staff is a good judge of character, and the
physicians will listen to and want their opinion. Be flexi-
ble by showing there is more than one way to handle a
given situation. In some instances, interviewers try to
trap the candidate into agreeing with a senseless obser-
vation or opinion. If you are pressed for answers on a
subject on which you may disagree with the interviewer,
be honest but not argumentative. 

Do not be too brief with answers to questions regard-
ing hobbies, family, and spare time activities. These ques-
tions can be an essential way for the interviewer to see
your humanity and the real you. Remember, you are
competing with people whose qualifications and accom-
plishments are very similar to yours. The interviewers will
want to know that you fit in with the culture of the
organization.

What to expect and what to ask as you make your way into the interventional field.

BY FRANK R. ARKO, MD

The Job Search
After Your Fellowship

Practice Ready

• What are his/her technical abilities? 

• How is his judgment? 

• How does he interact with others? 

• How is his work ethic? 

• Does he have any specific strengths or weaknesses?

QUESTIONS YOUR REFERENCES MAY BE ASKED



In order for them to get to know you, you will need to
stress your accomplishments. You need to distinguish
yourself from the competition. When asked about your
accomplishments, be prepared. Develop a list naming the
most important first. You will want to let them know
how you can benefit their practice. You need to convey
your skill level, the number and types of cases that you
performed, your specific interests, and how you will
develop those into a successful practice. It is just as
important to determine if the opportunity fits your
needs and to ask specific questions regarding caseload.
For example, if your interest lies in aortic surgery, and the
group that you are interviewing with has a large dialysis
and venous practice, it is important to determine this
during the interview process. You will need to market
yourself by appearing competent without being too
modest or arrogant. Using case examples of straightfor-
ward and challenging cases that you have managed is
helpful in this regard. 

References 
The interviewers will want to know that you are both

safe and effective as a physician. Your personal refer-
ences will often convey this message as well. Whether
coming out of training as a vascular surgeon, a cardiolo-
gist, a radiologist, or a cardiothoracic surgeon, your per-
sonal references will be called, and they will be asked
the typical questions (see Questions Your References May
Be Asked sidebar; see also Questions You May Be Asked
sidebar).

W H AT  YO U  N E E D  TO  L E A R N  A B O U T  
T H E  P R AC T I C E

In general, what you need to determine is what type of
practice it is, whether it has any academic affiliations,
what the philosophy of the group is, and what the short-
and long-range goals are for the practice and for your
position. During the interview process, it is helpful to
learn as much about each individual in the group as pos-
sible because these will be the people that you will be
spending a significant amount of time with during the
day. You need to determine if the group is cohesive, what
their practice styles are, and what their workload is. It is
important for you to determine if your personalities are
well matched. Are there any specific personality conflicts
within the group, and if so, how are these managed?
What are the practice’s weaknesses and strengths? Why
are they looking for another partner? Has someone or is
someone leaving? If so, why? Is someone retiring? If so,
when? Or, is the practice just so busy that another body
is needed, and, if this is the case, what is the type of case-
load that it is trying to fill? 

To establish whether you are able to work with the
other physicians, find out about their backgrounds. It is

of utmost importance to determine their practice style
and if they tend to be more progressive or conservative
in their management style as it relates to patient manage-
ment. Conflicting types of patient management can
become difficult to manage with competing partners if
there is a specific philosophical difference unless the
group is trying to expand its practice. 

It is essential to determine how you will build and
maintain a practice. First find out if there is a genuine
need for another physician within the group. How does
the group obtain their referrals, and what are the plans
to market you as a new member of the group? Attempt
to determine if there are enough primary care physicians
to keep you busy. Is there a genuine need for another of
your specialty within the city, and what is the surround-
ing competition of other physicians? It is also important
to ask what the average waiting time for a new patient
appointment is to assess how busy the practice is cur-
rently. And finally, are there future plans for continued
growth after you’re hired?

Educational Benefits
Educational benefits of the practice are important as

well. Are there seminars or journal clubs conducted with-
in the group to fulfill CME requirements? Does the group
allow and encourage attendance at annual specialty con-
ferences and activity within medical societies? Also,
remember that each state requires its own medical
license, and it is important to establish if there are any
special requirements to obtaining and maintaining a
medical license.

Finances and Billing
It is also good to understand the finances and billing

within the group. Understanding and knowing the payor
mix including Medicare, Medicaid, and private insurance
as well as noninsured patients is important to knowing
what types of patients you will be treating. Does the
practice use an automated or manual system for schedul-
ing, billing, and/or insurance filing? The use of electronic
medical records is beneficial to everyone but is associat-
ed with a cost to institute to the system. 
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• What can you tell me about yourself?

• Why are you interested in this job? 

• What are your long-term goals? 

• Why do you want to work with us? 

• Why should we hire you? 

• What do you believe you can bring to the group?

QUESTIONS YOU MAY BE ASKED
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Your Time in Practice
Your own personal well-being as well as that of the

group is vital. It is important to determine how sched-
uling of clinics and cases, both in the OR and in the
interventional suite, is obtained. Remember that you
will not have any patients unless you are taking over
an existing practice, and OR time and interventional
time may be difficult to come by. As you become
more established with a practice, this time will
become more available to you, and you will have
scheduled OR time. It is important to know how busy
the current OR and interventional suite are and at
what capacity they are operating. 

Ask how much day and night call you will take and
how many weekends you will be on call. Early in your
career, taking call is a nice way to meet other physi-
cians and help to establish a practice. However, it is
important to have a certain balance in one’s own life,
and call for the most part should be evenly distrib-
uted. It is appropriate to ask about your daily respon-
sibilities as well as any administrative or managerial
duties that may be asked of you.

Practice Setting
It is important to get a sense of the office and the loca-

tions. You will want to know how many there are and to
make sure the location is convenient for both the doc-
tors and the patients. Ask if you will be expected to work
out of more than one office. Travel between multiple
offices can often become inefficient, and one can lose
valuable time during the day even if the offices are close.
Attempt to define this during the interview process so
that you understand your responsibilities to the practice.
It is also important to take time to research the area
where you are applying (see Considerations for Your
Potential New Locale sidebar). 

S A L A RY
Finally, as with any job, you will have to approach

your potential employer about pay if it has not yet
been discussed with you; it is generally easier if the
employer first brings up the subject. Salary is rarely
discussed during the first interview, especially if the
position is in an academic setting. The main goals dur-
ing the first interview are for both sides to see if they
are an adequate fit for each other. If they approach the
subject with you, then certainly it becomes a fair ques-
tion for you to follow up. Those in private practice are
often quicker to discuss salary during the first inter-
view. If asked what kind of offer you are looking for,
your response should be, “I will consider your
strongest offer.” Your goal in any interview is to obtain
an offer. 

This topic during your first job after fellowship can
be somewhat intimidating because you need to deter-
mine what your worth is and the appropriate pay for
an individual coming out of practice. It is perfectly rea-
sonable to ask how much you will be paid in the first
year and subsequently. For instance, if the first 1 or 2
years’ salaries are fixed and the compensation moves
to a productivity basis, you will want to know how the
transition is handled and how the other partners have
fared during this time. Also, you will want to know
how overhead expenses are allocated. Frequently dur-
ing the first and or second years, you will defer the
overhead costs. Depending on how large the group is,
the expenses can equal up to half of the group’s rev-
enue, and this becomes a significant consideration. It is
key to get to know the income-distribution methodol-
ogy for the group and individuals within the group.
Lastly, it is important to understand what the buy-in is
and how it works, including how many years it may
take to become a partner because this can range from
2 to 5 years.

CO N C LU S I O N
It is important for you to gain as much information

as possible during the interview process to ensure that
the opportunity fits your needs and expectations. It is
also important to remember that it is your first job
and that you will have additional opportunities to
interview in the future, and the limitations of your first
interview and job are tools to learn from for the next
time. ■

Frank R. Arko, MD, is Chief of Endovascular Surgery
and Associate Professor of Surgery at the University of
Texas Southwestern Medical Center in Dallas, Texas. He
has disclosed that he holds no financial interest related
to this article. Dr. Arko may be reached at (214) 645-
0533; frank.arko@utsouthwestern.edu.

Practice Ready

• What are the rates of state and local sales and 

income taxes? 

• Will there be sufficient cultural and recreational

opportunities such as museums, opera, and 

theater, as well as outdoor activities such as parks? 

• What is the average cost of housing?

• What is the average cost of education, including 

public and private schools and colleges and 

universities?

CONSIDERATIONS FOR YOUR
POTENTIAL NEW LOCALE
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I
will begin this article with a disclaimer: I am an
academic vascular surgeon and have been for my
entire career. My second disclaimer is that through-
out my training and even in most of my practice

environments, I have been involved in private institu-
tions as well. I like to think that I am not terribly
biased toward or against either venue in particular. My
final disclosure is that this entire discussion will revolve
around vascular surgery practices. 

W H AT  D E F I N E S  A N  AC A D E M I C  
O R  P R I VAT E  P R AC T I C E ?  

If the practice name has the word University in it, you
have likely found an academic practice. However, this is not
always true, and as Shakespeare wrote, “What’s in a name?”
If you look at a particular large academic practice in Albany,
New York, you will see that the name of the group is very
straightforward: The Vascular Group. Nowhere in that
name will you find out that every member of that group
makes fundamental contributions to academic vascular
surgery at every single national meeting. The name of the
practice does not reflect the volume of teaching that med-
ical students, residents, and fellows that the members pro-
vide. And perhaps the truth of the matter is in that state-
ment. If you find that the institution has a significant teach-
ing component and/or an expectation (or a track record)
of publications, you are likely looking at an academic
group. The converse is that there are academic groups in
which some members are clinical producers and often have
limited publications and, sometimes, limited student or res-
ident interaction. There are also private practices that pub-
lish extensively and engage in the education of students
and residents.

The number of myths surrounding practice types is
innumerable, but I will describe a few of them in the
following paragraphs.

M Y T H  O N E
Private practice surgeons have only one goal: making

money. 
The adage that “money makes the world go around” is

true. You cannot provide care without resources, which

means money has to come into the picture. The biggest
difference in the arena of money between private and
academic practices is the degree of control you have in
how you make it and how easy (or impossible) it is to
track where each cent goes. 

In terms of money flow, what you collect has many
destinations other than your pocket or retirement
account. In both academic and private practice, each dol-
lar goes to several places. These locations can vary greatly
from practice to practice. In a “typical” private practice,
your collections have to also pay for overhead, ultrasono-
graphers in your office, office staff (assume at least a
receptionist, some facility for coding and billing, and fil-
ing systems), and fees for licensing and credentialing. In
an academic practice, you not only have the same
expenses as the private practice, but you also have taxes.
Taxes vary from institution to institution, and they often
comprise money for the larger department that can be
allocated to several missions or other sections within the
department. Some amount often goes to the larger uni-
versity or to the dean. In a private practice, you often
start out as an employee and, in one of several methods,
become a partner. Generally, you can find out exactly
where the money you collect goes in a private practice.
That cannot be said of most university practices. As aca-
demic medical centers become more cognizant of the
financial pressures facing them, academic surgeons are
finding themselves increasingly accountable for their
workloads and are often benefiting financially from high
workloads in the form of bonuses for productivity or a
percentage of their collections. All of the above permuta-
tions must be explored when considering accepting a
position at either type of practice. 

In a private practice, you have a little more control in
how you practice. Depending on the particular practice
you choose, you may find that you have to broaden your
scope beyond what you did during vascular training; you
may find that you need to take a general surgery call.
However, you may be able to restrict your practice to a sin-
gle territory, such as venous practice. The scope of your
practice depends on several factors. Issues such as the den-
sity of vascular surgeons, what the larger group wants, and

The good, the bad, and the ugly sides to each approach.

BY LEILA MUREEBE, MD, FACS

Academic Versus Private
Vascular Surgical Practice



MAY 2011 I SUPPLEMENT TO ENDOVASCULAR TODAY I 7

Practice Ready

what the local referring and consulting physicians are look-
ing for affect your options. Remember, in private practice,
these are your choices, as you are choosing the practice. In
academic practice, it is more common to have a “straight”
vascular practice, but you often find that you have to be a
vascular generalist, doing everything from hemodialysis
access to treating thoracoabdominal aneurysms. Regardless
of whether you choose an academic or private practice,
individual members will become more specialized. In large
practices, it is not altogether uncommon to find individual
members with niches within vascular surgery.

M Y T H  T W O
Academic surgeons go into academics because they

would rather do research than take care of patients.
I have a major issue with this myth. Academic sur-

geons are responsible for the bulk of training, so if they
cannot operate, how can anyone they train be compe-
tent? It is true that academic vascular surgeons often
have responsibilities in addition to their clinical prac-
tice, but these responsibilities very rarely affect clinical
practice per se. Those responsibilities also look different
today than they did 10 years ago. Today, “academics”
comprises more than the basic sciences. Although aca-
demic vascular surgeons continue to greatly contribute
to the understanding of the molecular and cellular
mechanisms behind every aspect of vascular disease,
they are also involved in research into outcomes of pro-
cedures, decision making in vascular surgery, and clini-
cal trials. They are also increasingly involved in health
policy research and in education. All of these count as
academic output. 

To turn the tables, there is nothing to say that vascular
surgeons in private practice cannot engage in these
endeavors. In fact, they often do. Occasionally, minimally
invasive or novel therapies are more rapidly integrated
into private practices, which tend to be more flexible.
Thus, when trials to assess these technologies or thera-
pies are designed, private practices play as large a role as
academic practice. Although running a basic science lab-
oratory is not likely feasible without a supporting univer-
sity, education, health policy, and outcomes research are
all actively performed by private practice surgeons today.

M Y T H  T H R E E
Once you choose a path, you cannot change it. 
This was widely quoted to me when I was a resident

and a fellow. I was advised to pursue academics because
if I did not start there, I could never get there. This simply
is not the case. A dean at a southern medical school is a
vascular surgeon whose first job was in private practice.
And while in that private practice, she presented and
published several important articles that influenced vas-
cular surgical practice. No one would ever consider her

transition to academics to be less than thoroughly suc-
cessful. The converse is true as well. As previously men-
tioned, private practices are often involved in clinical
research, and practitioners may occasionally decide that
inquiry drives them more than they anticipated and
make the move to academics.

M Y T H  F O U R  
Academic and private practices are diametrically opposed.
Looking at the previous three myths, it should be

apparent that the line between private and academic
vascular surgery is awfully blurry. This has been a steady
change that has occurred during the past 10 years. Each
practice looks different. “Academic” and “private” are no
longer the distinctions that they once were. Many aca-
demic practices are very clinically oriented, with limited
academic output. Many private practices have vibrant
publications and research output. However, there are sev-
eral differences that remain. Physicians tend to have more
control in private practice. The business of medicine
looks more and more like a business every day. Your will-
ingness and enthusiasm toward this fact must play a part
in your job choice. The bigger the institution, the slower
change is accepted. Much like a ship, the bigger it is, the
longer it takes to turn. Academic practices are often part
of a larger department, which is itself part of the larger
university. This is often the source of the inflexibility that
is observed in many academic practices.

F R E E  A DV I C E
No job is perfect, but there is one that will likely be a

wonderful fit for your strengths and your desires. Think
about where you want to be 1 year after your training.
Does the job you are looking at match your mental image?
What about at 5 years? How do you feel about changing
jobs? It is a lot to digest and a lot to think about. It might
help to sit down at a quiet moment (often hard to find
during a busy training program) and think about your indi-
vidual strengths, weaknesses, likes, and dislikes. Take that
list with you when you look at positions. When the quali-
ties that you are looking for and those of the job match up,
you have found a position that will likely suit you. Do not
let the designation make your decision for you. Ideally, this
is a position you will hold for a while and enjoy. Take your
time looking and making your decision. ■

Many thanks to Robert Patterson, MD, and Julie Thacker,
MD, for their advice in the preparation of this article.

Leila Mureebe, MD, FACS, is Assistant Professor, Section
of Vascular Surgery, Duke University Medical Center in
Durham, North Carolina. She has disclosed that she holds
no financial interest related to this article. Dr. Mureebe may
be reached at (919) 681-2550; leila.mureebe@duke.edu.
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V
ascular fellows entering the job market
should take a moment to reflect and create a
personalized recipe for how to land the ideal
and best-fit job. With the current economic

climate and dwindling reimbursement, many large aca-
demic and private practices are reluctant to guarantee
big startup salaries and support time for research. I do
not wish to paint a gloomy picture of the postgradu-
ate world but would urge fellows to be realistic as well
as cautiously optimistic before making career deci-
sions. In this article, I will share a few of the blunders I
made when I first started and how to correct them to
help you avoid making similar mistakes while continu-
ing to grow professionally and personally. 

YO U  A I N ’ T  N O  D E B A K E Y  . . .
AT  L E A S T  N OT  F O R  T H E  F I R S T  Y E A R

Remember that no matter how well trained you are,
you still lack real-world experience and have an uphill
road to prove your competence as a vascular surgeon.
Plan straightforward cases for at least your first 3
months to establish a good reputation among nurses
and staff. Asking for help in the operating room is not
easy, but it will help you to develop good relationships
as well as good outcomes. Do not approach cases with
the same cavalier fashion as you might have done as a
fellow. Discuss complex cases (including straightforward
endovascular aneurysm repair) with at least one of your
partners and be prepared to ask for assistance in the
operating room even though you might think that you
are too good to do so. 

D O  N OT  U P S E T  T H E  C H I E F
I think this was my biggest mistake when I began my

career. I was completely out of sync with the entire
division and, most importantly, my boss. The worst
part was that I did not even see it. I was trying too
hard to impress myself with what I could do as a mem-
ber of the faculty. I realized that my plans and achieve-

ments were minimal when I finally looked at the big
picture; my boss was trying to make me see things in a
more diplomatic way. My recommendation is to
understand what you were hired to do and play that
role well. Your boss has the ability and connections to
help you realize your professional plans and dreams, so
be smart and do not step on your boss’s toes. 

RECOGNIZE WHAT YOU ARE GOOD AT—
NOT WHAT YOU THINK YOU ARE GOOD AT

If writing papers or doing research is not your forte,
then do not enter academia. If you want to make mil-
lions and retire at 40, then you should not have
entered this business from the start. Recognize what
you are good at and exploit it. Your strong suit may be
having good technical skills (rarely the case for new
graduates), the ability to write well, obtaining extra-
mural funding, or having a charming personality (can
happen occasionally).

D O N ’ T  S E N D  C R A Z Y  E M A I L S
When Lincoln lost a battle, he wrote a letter to his

general to reprimand him for not following orders. He
never sent that letter and lived to win the war. Now
that you are the attending, you may think that the
world revolves around you. Of course this is a myth,
and you better debunk it before starting your job.
Your hospital administrator does not care if you do
complex cases or trained in the best places. Do not get
caught in the moment and send an inappropriate
email to the chief of nursing or a hospital executive
just because he or she did not provide what you need-
ed in a timely fashion. This will get you nowhere and
certainly will backfire on you within your division and
department. Building a good relationship with your
staff and administration is not only helpful in the day-
to-day running of affairs but can also be very handy
when you want to introduce new technology and
increase your patient outreach. 

One physician’s experience of entering the field and advice on building

a career during your first year.

BY FIRAS F. MUSSA, MD

Tips for a New Hire:
Don’t Repeat My Mistakes
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L I K E  YO U R  PA R E N T S , YO U  D O N ’ T
C H O O S E  YO U R  PA R T N E R S

Remember that your employer hired you—not the
other way around. You cannot give your employer an
attitude when you are considered a guest, particularly
during your first year. It is important to treat each rela-
tionship with care, making yourself available, asking if you
can be of assistance, showing up when you are least
expected, taking calls, respecting privacy, and sharing
accomplishments. Do not boast, and accommodate oth-
ers as much as you can. You are disposable until you earn
the respect of your partners. 

A S K  W H AT  YO U  C A N  D O  F O R  YO U R
G R O U P, N OT  W H AT  YO U R  G R O U P  C A N
D O  F O R  YO U

Try to add a new dimension to your group. If your
group needs someone to do certain cases, volunteer to
take them on; if any of your partners are overwhelmed
with mundane paperwork and institutional obligations,
offer to help. A big mistake is to think that you are busier
than others and that you don’t have time for additional
tasks. Your attitude should be, “Bring it on. I can do it.” 

R O M E  WA S  N OT  B U I LT  I N  A  D AY  A N D
N E I T H E R  WA S  T H E  R E F E R R A L  

The issue of referrals may not come into play immedi-
ately, but it absolutely will be an issue down the line. I
never had a business-oriented view of medicine, and
frankly, I ignored my development in this category. After
a while, it became necessary and impossible to ignore;
however, I must admit, it is now fun and adds a great
deal of satisfaction to my job. There is no magic formula
to getting referrals. The power of word of mouth is unde-
niable despite Facebook and Internet ads. It is naïve to
think that you can ask your partners to send you patients
if they are too busy. It takes time, effort on your part, and
miles on your car to meet primary care doctors and spe-
cialists more than once. After each case, you need to do
three things: dictate the operative report, talk to the
family, and finally, call the referring physician. Look to
build your referral base away from your partners’ and
expand the practice by bringing new patients and not
shoveling them around. 

M A K E  T I M E  TO  S T U DY  F O R  
YO U R  B OA R D S

Completing your boards during your first 2 years of
practice is not only a mental relief but also a major
boost to your credibility and confidence among your
group. In my view, preparation courses are a waste of
time and are certainly costly. In order to pass your writ-
ten boards, you should be proficient in all aspects of
noninvasive vascular testing (vascular lab) and have

access to VESAP (Vascular Education and Self-
Examination Program). Just like the oral boards in gen-
eral surgery, passing the vascular oral boards is depend-
ent not only on knowledge but also performance and
mental capacity. Practicing with another person is
advisable, and going through one textbook is certainly
recommended (eg, Ernst and Stanley’s Current Trends in
Vascular Surgery is still a favorite for examiners despite
being outdated).

D O N ’ T  OV E R S P E N D  
I cannot tell you how to run your finances, but I might

be able to tell you that you shouldn’t feel too comfort-
able during the first year or two on your job. Do not buy
a house during your first year because you may find
yourself relocating if things do not turn out the way you
or your partners planned. Similarly, do not plan too
many fancy vacations because this would certainly inter-
fere with the image you are trying to convey of being the
hungry, blue-collar, willing and able vascular surgeon.
Instead, invest in your institutional investing plans
(403[b], 401[k], etc.).

M A I N TA I N  A  H O B B Y
You may now have the time and finances to support

your hobbies. Trying to play sports once every 2 weeks
is a good start. I would recommend sticking to the
basics and keeping it local. Whatever you decide to do,
you can take this time for yourself away from work and
the house and turn it into a healthy routine that you
can actually look forward to on a regular basis. 

M A K E  T I M E  F O R  YO U R  FA M I LY
You might have explained to your significant other or

your family that your time is not really yours but your
attendings’, and you will be gone for what seems like days
at a time. Now that this is no longer valid, you will quick-
ly rediscover the beauty of having more time for your
family. It is easier said than done given that you want to
always be present on the job, able to stay late and do
cases, take extra calls if need be, and yet manage to keep
your household happy. I think a good way to balance this
is on the weekends and long holidays when you can plan
an activity or a one-day road trip. This will take you away
from work and also bring you closer to home and enjoy
quality time with your family. ■

Firas F. Mussa, MD, is an Assistant Professor in the
Division of Vascular & Endovascular Surgery, and a mem-
ber of the Section of Value and Comparative Effectiveness
at New York University Langone Medical Center in New
York. He has disclosed that he is a paid consultant to
Medtronic, Inc. Dr. Mussa may be reached at
firas.mussa@nyumc.org.
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V
ascular surgery has evolved into a specialty that
is highly dependent on medical devices to pro-
vide optimal care for our patients. A large per-
centage of practices use wire and catheter tech-

niques to treat aneurysmal and occlusive disease in many
different vascular beds. The exposure to medical device
companies makes a vascular surgeon highly susceptible
to violating the appropriate physician-industry relation-
ship. This article provides some suggestions on how to
handle the complex situation of advancing your career,
your practice, and device development while not putting
yourself at risk of inappropriate personal gain. I will focus
my comments on clinical trial work, educational grants,
and consulting work.

C L I N I C A L  T R I A L  W O R K
Clinical trial work is typically straightforward. The

sponsor of the study usually interacts directly with
your institution through a research coordinator. The
research coordinator is usually an employee of the
department of surgery or division of vascular surgery,
although sometimes he or she is a hospital
employee.The initial approach is a site survey that
gauges your interest in participating in a clinical trial.
The site-survey also allows the sponsor to determine if
you have adequate patient volume to support their
trial at your site. I would recommend being as accurate
as possible when categorizing your patient volume and
completing the site-survey forms. It is more detrimen-
tal to your future involvement as an investigator with
a sponsor if you are not able to participate in a clinical
trial when you provided data that stated you would
easily be able to enroll patients.

If your site is selected and you are selected as a site
principal investigator (PI), the next step is completion
of a nondisclosure agreement (NDA), which needs to
be signed by you and your institution. The NDA allows
the sponsor to share specifics of the study design with
the PI and the participating site. It also may provide
details about the specifics of the device that will be

used in the study. The protocol and institutional
review board (IRB) submission process can then begin.
An important IRB detail for sponsors is how quickly
your IRB is able to process submissions. IRB fees are
also institution dependent and can be an issue in
becoming an active clinical trial site. Finally, a contract
needs to be negotiated between your institution and
the study sponsor.

A significant aspect of clinical trial work as it per-
tains to the physician-industry relationship is any
involvement you may have with the sponsor of the
study that may be viewed as a conflict of interest to
the study outcome. Each institution defines conflict of
interest based on institutional policies. Either way,
your site can participate in a study even if you have
received compensation for consulting work or other
projects, as long as you carefully disclose your con-
flicts. As the PI, you may not be able to participate in
the clinical work, and you may need to remove your-
self from the study completely if you have conflicts. It
is not worth compromising your career or the out-
come of a study because you think you can manage
your conflict yourself. Be honest in your disclosures,
and allow your institution to assist in defining what is
perceived as a conflict of interest when leading a clini-
cal trial at your site. Most institutions will ask you to
provide an updated disclosure on an annual basis. You
may have to change your role or involvement in a
study if your disclosure statement changes.

The current era of scrutiny of the physician-industry relationship requires special 

attention to your affiliation with industry as your career develops.

BY ROSS MILNER, MD

Defining the
Physician-Industry Relationship

“A significant aspect of clinical 
trial work as it pertains to the 

physician-industry relationship is 
any involvement you may have with
the sponsor of the study that may 

be viewed as a conflict of interest to
the study outcome.”
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E D U C AT I O N A L  G R A N T S
The financial situation at most medical centers has

made the development of clinical programs more diffi-
cult and has limited our ability to support academic
endeavors. Many departments have discretionary funds
from clinical revenue that are available to support your
vascular surgery program, but these funds are not as
readily available as they were a decade ago. It is an easy
trap to turn to industry to support programs when the
resources are more readily available from industry than
from your department. You must use care when trying
to obtain this type of financial support.

Educational grants can support research, resident and
fellow educational opportunities, and lectureship series.
An educational grant should not have any dependence
on the clinical volume or amount of devices you use
from a particular sponsor. Most educational grants
require an application and explanation of the necessity of
educational support. The grant application is usually for
a specific amount of support. A grant that is funded will
be awarded to the institution and not to an individual. I
would suggest using the department of surgery as a
depot for the financial support that comes from educa-
tional grants, but this can be handled according to the
policies of your department. As long as you do not
receive individual financial gain, you do not need to dis-
close this as part of your individual annual disclosure
statement.

CO N S U LT I N G  W O R K
The issue of consulting can be more controversial

than clinical trial work or educational grants, but it is
easy when handled appropriately. Your institutional pol-
icy will dictate if you are able to provide consulting
services to industry. If you are able to consult, you must
have a consulting agreement that is specific to your
consulting task. You and the sponsor are both required
to sign this agreement. All consulting agreements need
to be approved by the compliance officer at your insti-
tution. Your consulting task should be clearly defined;
this definition should include but is not limited to the

specific task, time involved for the task, time that the
consulting agreement is valid, and a compensation
schedule. As mentioned earlier, you may have to
remove yourself as an investigator in a clinical trial
based on any compensation from consulting work. Each
institution defines conflict differently, and you must dis-
close your consulting compensation honestly so that
the outcome of a study is not compromised.

CO N C LU S I O N
The physician-industry relationship is a two-way street

that needs to be carefully handled. This relationship
allows for the continued improvement and advancement
in technology to help with patient care. It is important to
handle your financial involvement carefully. Your honest
disclosure of your role as a clinical trial investigator, edu-
cational grant writer, and consultant is imperative to the
success of your career and your division. ■

Ross Milner, MD, is Associate Professor of Surgery; Chief,
Division of Vascular Surgery and Endovascular Therapy;
and Vice Chair, Clinical Research in the Department of
Surgery, Stritch School of Medicine at Loyola University in
Chicago. Dr. Milner serves as a clinical trial investigator for
Gore & Associates, CardioMems, Bard, Cordis, and
LeMaitre Vascular. He consults for Gore & Associates,
Medtronic, and Bard. He also has ownership interest in
CardioMems. Dr. Milner may be reached at (708) 327-3431;
rmilner@lumc.edu.

“Your consulting task should 
be clearly defined; this definition
should include but is not limited 
to the specific task, time involved 

for the task, time that the 
consulting agreement is valid, and 

a compensation schedule.”
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O
ne of the more perplexing issues physicians
confront as they transition from fellowship to
practice is their employment agreement. These
agreements can vary from an informal offer

and acceptance conveyed over a phone call to a complex
written contract the size of a small novel. This article
addresses the question of when a written employment
agreement is appropriate, the advantages and disadvan-
tages of entering into a comprehensive employment
agreement, and several provisions critical to providing
physicians with the legal protection necessary in their
employment relationship.

L I M I TAT I O N S  O F  A N A LYS I S
This article is intended to familiarize the reader with

several of the pertinent issues they may choose to
address in their employment agreements. It is not a
review of all legal issues that will impact your respective
agreement. In the United States, employment agree-
ments are governed by the law of the state with the most
significant contacts with the contracting parties. In this
context, contacts refers to the state in which the con-
tracted employment is to take place, but (as with most
legal rules) there are exceptions. A physician may agree
to work for a practice with offices in two neighboring
states that have conflicting laws regarding the relevant
provisions of the employment agreement. Because it is
not possible to provide a dissertation on the employ-
ment laws of all 50 states within the context of this arti-
cle, I strongly recommend that any physician preparing to
enter into an employment agreement meet with an
attorney familiar with the employment laws in the state
governing your contract.

W H E N  I S  A N  E M P LOY M E N T  AG R E E M E N T  
A P P R O P R I AT E ?

Under the law in many states, an employee hired with-
out an agreement is considered to be an “employee at
will,” meaning that the employer can fire the employee

without cause, notice, or compensation (aside from com-
pensation already earned) at any time. Although various
federal and state statutes protect employees from age,
sex, racial, and disability discrimination in the workplace,
unless there is a verbal or written agreement to the con-
trary, an employee working for a business organization
has no additional legal rights concerning dismissal.

Therefore, the first issue to address is whether it is in an
employee’s best interest to have a written agreement.
The most obvious benefit of a written employment
agreement is evidence of the terms of employment.
Although a verbal employment agreement is valid and
enforceable, the parties may subsequently dispute the
exact nature of those terms, and the only evidence of the
details will be the parties’ own conflicting testimony. A
written agreement can address a wide range of terms and
provide the employee with certainty regarding his or her
position at the practice. On the other hand, the ambigui-
ty of a verbal agreement has advantages: some terms
contained in a written agreement (such as a noncompete
agreement) may be against the best interest of the
employee. An employee who is planning on a short stay
at a particular medical facility before moving to another
job in the same geographic area may prefer a verbal
agreement, trading a degree of uncertainty regarding the
specific terms of employment for the freedom to change
jobs.

N O N CO M P E T E  AG R E E M E N T S
A medical practice that has an existing patient base

may wish to restrict a new hire from competing with the

Critical elements you should consider to help ensure that

your agreement suits your specific needs.

BY TERRELL J. ISSELHARD, JD

21st Century Physician
Employment Agreements

Practice Ready

“A written agreement can address a
wide range of terms and provide the
employee with certainty regarding
his or her position at the practice.”
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practice when the employee terminates employment. It
is not a question of if, but when the employee will termi-
nate. In every employee/employer relationship, the
employee will ultimately terminate employment,
whether due to death, disability, termination (voluntary
or involuntarily), retirement, or finding another job. 

Enforceability
The enforceability of restrictive covenants presents an

excellent example regarding the disparity of the states’
treatment of employment agreements. In some states,
restrictive covenants are enforceable; in other states, the
courts deem these covenants contrary to public policy
and unenforceable. A third group of states will enforce
such covenants subject to certain limits. In these states,
the restriction must be limited as to time (often 1 to 2
years) and to a geographical area that bears a significant
relationship to the actual business interests of the med-
ical group. For example, a cardiologist in central Illinois
whose practice serves a 50-mile radius of his office may
be able to enforce a restrictive covenant that covers that
50-mile radius for a 2- or 3-year period. On the other
hand, a cardiologist working within the Chicago city lim-
its may only be able to enforce such a covenant within a
3- to 5-mile radius, and a cardiologist leaving that prac-
tice may only lose hospital staff privileges at one or two
hospitals.

In addition to the limitations on enforceability, these
agreements often face other stumbling blocks. Most
states provide that any ambiguity in an agreement
should be construed against the party who drafted the
agreement (usually the employer). In addition, a restric-
tive covenant may not be enforced if the employer has
materially breached the employment agreement (ie, not
paid compensation or kept other promises, such as set-
ting up a promised 401[k] plan). If an employer has failed
to meet its contractual obligations, the employee can
argue that the restriction would be unfair to enforce.
Therefore, it is critical therefore that an employer strictly
honor its promises if it wants to enforce a restrictive
covenant. Finally, if an employee wants to break a restric-
tive covenant, the employee should seek legal counsel
first to determine whether the state honors such agree-
ments and whether the employer has met all of its con-
tractual obligations.

Damages for Breach of Restrictive 
Covenant Not to Compete

Depending on how the restrictive covenant is drafted,
the consequences of such a breach may be monetary
damages, an injunction, or both. Monetary damages are
generally a dollar award determined by the court or
mediator to compensate the employer for lost revenue
caused by the breach of agreement. An injunction would

prohibit the terminated party from establishing a com-
peting medical practice. Some parties agree in the
employment contract to “liquidated damages,” which
represent the sum that the parties estimate that the
employer would likely suffer if the employee were to
breach the restrictive covenant. These liquidated dam-
ages are generally upheld (in those states that enforce
restrictive covenants) so long as it is not perceived as a
punitive amount. I recommend liquidated damages to
my clients because these provisions reduce the likelihood
of future court proceedings regarding the actual business
loss incurred by the employer. 

To Sign or Not to Sign?
When I represent employers, I encourage them to have

a restrictive covenant to protect their patient base. It is
unfair for a junior physician to move into a community,
be introduced to the patient base and financially sup-
ported by the established medical practice, and then
leave the medical practice and significantly damage it by
taking a large number of patients. When I represent an
employee joining a medical practice, I advise them to not
enter into an employment agreement with a restrictive
covenant unless they clearly intend to honor it or unless
the restrictive covenant has a prearranged liquidated
damages provision that will allow them to “buy out” of
the restriction. The costs to both parties in any litigation
to enforce or breach the restrictive covenant are time
consuming, costly, and uncertain because courts are
reluctant to enforce such restriction.

Extending the Period of Restriction of Practice 
If a terminated physician goes to court to have the

covenant not to compete declared unenforceable, a
problem can occur because the court may not decide
the issue for 2 or 3 years. If the terminated physician is
successful in being allowed to practice during the litiga-
tion, the restricted period may thus be ineffective
because the employee may be allowed to continue to
practice during the litigation and patients will go to the
employee. To alleviate this problem, a provision may be
included in the employment agreement. 

If the employee terminates employment, the period
that the employee cannot practice within the restricted
area can be automatically extended by the length of any
period during which the employee is in breach of the
noncompetition agreement and for any period that the
medical practice institutes litigation to enforce the
restrictive covenants. Therefore, the covenant will contin-
ue in full force and effect throughout the duration of
such an extended period. For example, if the restricted
period is for 2 years after employment and the litigation
extends for 3 years after employment, and if the court
rules in favor of the medical practice, the employee

Practice Ready



would be restricted from providing medical services
within the restricted area for the 4th and 5th year after
termination of employment.

Termination of Medical Staff Privileges
Upon termination of employment, the employee can

also be required to terminate privileges at the hospitals
that are in the restricted area and not reapply for privi-
leges at such hospitals for the restricted period after the
date of termination of employment. The employee can
irrevocably appoint the president of the medical group,
or his designee, as the employee’s attorney-in-fact to sub-
mit such resignations on the employee’s behalf if the
employee fails to do so after the effective date of the ter-
mination of employment. In connection with the relin-
quishment of such privileges, the employee waives any
and all rights that the employee may have by virtue of
such medical staff membership, including but not limited
to, any rights to a fair procedure or due process under
any medical staff bylaws, or rules and regulations thereof,
or any part of or supplement thereto governing hearing
and appeals.

M A L P R AC T I C E  I N S U R A N C E
Deciding who pays the cost of professional liability

insurance for the employee upon the employee’s termi-
nation is probably the most critical and controversial
provision in current employment agreements. The rising
cost of malpractice insurance and the grim possibility of
exposing your personal assets to a judgment makes this
both a costly and essential area of negotiation.

Before analyzing the contractual issues, it is essential to
understand a few basic concepts regarding medical mal-
practice insurance policies. Coverage of a physician under
a malpractice insurance policy is triggered by events
described in your insurance policy. There are two types
of policies that have two very different triggers. 

Occurrence Policies
These policies cover acts of malpractice that occurred

during the policy year, regardless of when the patient or
physician is first notified of the alleged malpractice. 

Claims-Made Policies
These policies cover acts of malpractice when the

claim is reported during that policy year, even if the mal-
practice occurred years before. This is an important dis-
tinction. If the physician is covered by an occurrence poli-
cy, he or she is covered for malpractice that occurred
during the policy year, even if the malpractice does not
manifest itself for years after the policy expires. Under
the more prevalent claims-made policy, if the malprac-
tice occurs in 2006 but no claim is made until 2008, the
policy that was in effect in 2006 would not provide cov-

erage. A physician under a claims-made policy who ter-
minated employment at the end of 2006 would need to
carry insurance to cover those claims that may arise from
malpractice that occurred during 2006 but does not
result in a claim until years later.

Tail Policy Coverage
The most common situation I encounter in negotiat-

ing employment agreements is whether the employer or
the employee is responsible for purchasing the tail cov-
erage for the professional liability coverage after termi-
nation of employment. A tail policy covers any lawsuit
filed after termination of employment that relates to
activities performed by the physician while an employee
of the medical practice. Many years ago, most profes-
sional liability policies were occurrence policies. As a
result, there was no need to buy tail coverage because
the typical policy provided insurance protection for any
claim made for acts that occurred while the physician
was an employee, even if the claim did not arise until
after termination of employment. Thus, if you are fortu-
nate enough to be covered by an occurrence policy, the
cost of professional liability insurance after employment
is a nonissue. Unfortunately, most insurance policies
today are claims-made policies, and it is that type of pol-
icy that most of my clients must deal with on a day-to-
day basis. 

The general rule has been that medical groups will pay
for the professional liability coverage during the period
the physician is employed. Once the physician termi-
nates employment, however, most medical groups place
the burden of purchasing the tail coverage policy on the
terminating employee. One exception to this rule may
occur if the particular medical specialty has a reasonable
professional tail coverage cost.

When I represent medical groups, I always recom-
mend that the medical group not pay for the tail cover-
age. When I represent the individual physician, I attempt
to carve out situations in which the medical group
would pay (ie, the employment agreement is terminated
because the medical group has materially breached the
agreement or the medical group terminates the employ-
ment of the physician without cause). Medical groups
are hesitant to pay for tail coverage if they terminate the
agreement for cause because it creates a litigious envi-
ronment, which questions the meaning of “for cause”
and “material breach.” 

An occasional compromise is that the medical group
and the physician may agree that they will split the cost
of tail coverage if the physician leaves for whatever rea-
son in the short term. For example, if the physician’s
employment is terminated within 1 to 2 years of
employment, the medical group may pay a portion of
the cost (say 50%) and the physician pays the remaining

14 I SUPPLEMENT TO ENDOVASCULAR TODAY I MAY 2011

Practice Ready



MAY 2011 I SUPPLEMENT TO ENDOVASCULAR TODAY I 15

50%, so long as the physician leaves the area and does
not compete with the medical group.  

Many factors will determine which posture can be
used in negotiating an employment agreement. If the
physician is highly trained in a subspecialty, an existing
medical group may be willing to make an exception and
provide tail coverage as an enticement to the physician
to join the group. On the other hand, if the medical
group has had disappointing experiences with physicians
voluntarily leaving the group, and not as a result of the
group not fulfilling its obligations, then it is more likely
they will not make this accommodation.

Employment With Hospital Systems
Because of the economic climate, a number of physi-

cians and physician groups have or are considering
becoming employees of hospital systems. The major
advantage of joining a hospital system is that the physi-
cian will be insured under the hospital system’s profes-
sional liability policy as an employee. Thus, if there is a
liability claim, the hospital will defend and pay for any
claim because the physician is an employee, not an inde-
pendent contractor. If you are entering into an arrange-
ment with a hospital system, it is important to clearly
identify the following factors: (1) whether you are an
employee or independent contractor; (2) whether the
hospital system’s coverage is self-insured, or insured
through a third party carrier; and (3) the terms and con-
ditions of the hospital system’s insurance policy. If it is an
occurrence policy, there is no need for the physician to
have to buy a tail policy when he or she terminates
employment. On the other hand, if the hospital policy is
a claims-made policy, it is extremely important that the
physician’s employment agreement with the hospital
specify whether the hospital or the physician is responsi-
ble for paying for the tail coverage, if any.

Changes to Coverage
You should also be aware that when physicians join a

hospital system or any other health care provider, the
type of insurance coverage can change. Even if they have
an occurrence policy on the date of employment, that
may not be the situation at the time of termination of
employment. Medical groups and hospitals change insur-
ance coverage and policies from time to time, depending
on the cost and other circumstances. Therefore, to fully
protect yourself, you should clearly spell out in the
employment agreement that upon termination of
employment, the hospital system will pay all costs and
expenses relating to professional liability coverage for the
period of employment, including any required tail cover-
age, regardless of whether the hospital system has a
claims-made or occurrence policy at the date of employ-
ment termination.

Self-Insurance Programs
Because of the dramatic increase in the cost of profes-

sional liability insurance policies from traditional insur-
ance carriers, some medical groups have established their
own self-insured insurance programs. When I negotiate
an employment agreement for a physician who joins a
medical group that has a self-insurance program, I first
advise the physician of the major issues unique to such a
program. The establishment of a self-insured program
should only be considered if conventional insurance poli-
cies cannot be obtained, or the cost of conventional poli-
cies is economically prohibitive for the group. Extreme
caution and care should be taken when establishing such
a self-insured program.

A major detriment is the maintenance of sufficient
reserves to cover several significant claims that may occur
within a short period of time. Although self-insured pro-
grams generally have a supplemental insurance policy to
cover a portion of the excess claims, any group seriously
considering such a program should do an in-depth analy-
sis of the self-insured program. The group should also
analyze how to position the entity’s assets and the physi-
cians’ individual assets in an asset protection program, in
the event that the self-insured program does not have
sufficient funds to pay significant claims.

CO N C LU S I O N
Your ability to negotiate your employment agreement

will be determined in large part by your economic reality
and your own needs. If you do not plan to stay at a posi-
tion long, you may prefer a verbal agreement and a
handshake, with the parties filling in the details as you go
along, leaving you free to join a competing practice at
your leisure. On the other hand, a physician seeking
employment at a sought-after practice with an ample
supply of resumes may also find that there is no room to
negotiate, even the most basic provisions. Regardless of
your position, it remains important for all fellows to be
aware of the terms of their employment agreement and
to seek a legal opinion regarding any provision with
which you are uncomfortable before you sign. ■

Terrell J. Isselhard, JD, is an equity partner in the
Chicago-based law firm of Chuhak & Tecson, PC. Mr.
Isselhard has a national practice representing physicians
and physician organizations in all business and tax
aspects of their practices. He provides estate and asset pro-
tection planning for physicians, specially designed retire-
ment plan programs for physicians and physician organi-
zations, and represents physician organizations as General
Counsel in their overall health law and business tax plan-
ning matters. To view Mr. Isselhard’s complete bio, please
visit http://www.chuhak.com/isselhard. Mr. Isselhard may
be reached at (312) 855-4624; tisselhard@chuhak.com.
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B
efore the ink dries on your contract, the work of
building a practice should begin. By learning the
local landscape, introducing yourself to and becom-
ing part of the community, and maintaining a pro-

fessional and welcoming appearance, you can start and
build a highly successful practice.

LEARN THE LOCAL LANDSCAPE
Before your first day in the office, it is imperative to identi-

fy local physicians and determine their interactions with one
another. This investigative process is important whether you
have joined a group practice or are setting out on your own.
Ignorance of the political landscape can lead to any number
of faux pas that can take years to overcome. 

This process begins with the medical staff offices of hospi-
tals where you are seeking privileges. Deciphering inpatient
consult patterns and the proper involvement of primary
care physicians before admitting the first patient are para-
mount to your success. Understand that local practices may
not be the custom where you trained, and early adaptability
can lead to more outpatient referrals. In addition to identi-
fying local customs, the medical staff office should be able
to provide you with a list of physician contact information
for the physicians practicing at that hospital.

Information from local and state medical societies will
help you expand your list of potential referring physicians.
Much of the information from local medical societies will
overlap with the hospital medical staff office. When con-
tacting a state medical society, it is helpful to provide a geo-
graphic radius or the zip codes of surrounding areas for a
more focused search. If your practice will be in a larger city,
it may be wise to chose a smaller radius than if you are mov-
ing to a primarily rural or tertiary care environment.

The Internet can also be a resource when compiling a list
of potential referring physicians. The American Medical
Association Web site can be searched to identify physicians
within a geographic area.1 It is wise to register with the
American Medical Association and state and local medical
societies because patients and physicians often look to
these organizations for information. The final listing can be

referenced with the local phone book to ensure that no
physician is overlooked.

The final list can be culled and sorted according to spe-
cialty. It is impractical to think that you will contact every
physician on the list, so identifying potential referral special-
ties is important. Primary care physicians, internists, family
medical physicians, and nephrologists are logical choices.
However, limiting the search to these primary care special-
ties excludes some potentially fruitful relationships.
Neurologists are often the first physicians to evaluate and
formulate a treatment plan for acute stroke patients. Early
interactions with neurologists can result in multiple referrals
for the evaluation and treatment of carotid disease. In addi-
tion, fibromuscular dysplasia and many of the more uncom-
mon arteritides have cerebral manifestations. Early interac-
tions with neurologists can ensure that you remain in the
forefront of their consciousness when they encounter these
patients. Rheumatologists can potentially refer patients for
temporal artery biopsies and for complications of Takayasu's
and giant-cell arteritis.

Podiatrists and nurse practitioners are often overlooked
as potential referral sources. Many are practicing independ-
ently in the hospital setting or within a large primary care
group. Acknowledging their role in patient care and offering
to evaluate their patients can go a long way to garner refer-
rals. It also offers you an outlet to arrange diabetic foot care
or set up patients with a new primary care provider.

Gynecologic contacts can be a source of very pleasant,
healthy young patients, a demographic not often seen in vas-
cular surgery practices. These women use their gynecologists
as primary care providers and are often seeking information
about treatment options for varicose veins that develop with
pregnancies. Some women desire to preserve their uterus
and so ask for uterine fibroid embolization procedures.
Postpartum bleeding can be treated with embolization.
Nonsurgical specialties that perform these last two proce-
dures can not offer the understanding of post-procedure pain
control or resuscitation that comes with the involvement of a
surgeon interventionist. This results in better patient care, and
the gynecologists are happy to refer to another surgeon.

A guide to the many ways community involvement and interaction 

may help your practice grow.

BY COLLEEN MOORE, MD

Building and Maintaining
a Successful Practice
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Much of the focus when young physicians embark on the
process of building a new practice is directed toward devel-
oping an arterial practice. Venous disease is overlooked and
not felt to carry the prestige that an arterial practice brings.
In addition to the gynecologists, dermatologists see a lot of
venous disease that can be referred on. Women make the
overwhelming majority of medical decisions for families,
and each family has at least two parents that are aging and
may likely require vascular care. A positive experience in the
vein clinic can translate into many new arterial referrals.

INTRODUCTIONS TO THE COMMUNIT Y
Industry representatives are a valuable resource for gath-

ering information about the community you are joining.
Ask the local medical device representatives which physi-
cians perform the majority of vascular surgery and the bulk
of the endovascular interventions. It is important to gain an
understanding of the role you are expected to play and the
specific skill set that you were hired to provide. By identify-
ing this early, you can establish a referral toehold.

As your role becomes more defined, it is time to make
yourself known to local physicians. This is where your local
medical society can provide additional assistance. These
societies are designed to assist local physicians and can give
you tips on local marketing practices that have been suc-
cessful and those that do not work with your desired refer-
ral base or patient population. 

Letters of introduction sent a few months prior to your
anticipated arrival are nice. But, most practicing physicians
do not take the time to read the letters and they often find
the trash can before anyone reads them. If you decide to
send out letters of introduction, keep it short and state your
educational background and training. Briefly discuss proce-
dures or new skills you bring the community. It is important
to be humble in this initial communication. Speak in gener-
alities and do not claim to perform procedures you hope to
add to your armamentarium in the future.

Once your start date has been set, it is important that
someone is always available to answer the phone. Your
office staff will start interacting with referring offices before
that first clinic. It is vitally important to educate your office
staff on how you would like the phone answered and what
information you would like from the referring physicians
office. At this time, writing scripts for your office staff is
helpful. This way no matter who answers the phone, the
answers are always the same. It avoids conflicting informa-
tion. Also ask for the minimum necessary information from
the referring physician at that initial phone call. If they have
to work too hard to get the patient seen, they are unlikely to
call back. A pleasant interaction during the initial phone call
goes a long way toward continued referrals. Office staffs
have a large say in directing patient referrals. If the process to
refer a patient is too cumbersome or the person on the
other end of the phone is unpleasant, it is unlikely that

more patients will find their way to your door.
An effective way to introduce yourself to both physicians

and the community alike is through the local newspapers. A
small advertisement with a photo, a statement of your clini-
cal interests, the office location, and phone number can be
lucrative. Newspaper advertising can be slightly more expen-
sive, but the return on your investment is excellent. This is
especially so for more competitive markets such as the cos-
metic vein market.

The days of driving to each referring physician’s office,
introducing yourself, and having a cup of coffee are gone.
Although it may be reasonable to visit a few physicians who
are likely to refer a large volume of patients, it may be easier
to have them come to you. A cocktail party or open house
at your home or office provides an excellent opportunity to
shake hands and let physicians interact with you socially.
This event shouldn’t require professional party planners or
rival a Hollywood red carpet event. A simple, informal affair
is sufficient to allow you and your future partners to discuss
the role within the community that you expect to fill and
how you can evaluate and treat their patients.

Another professional venue to meet a variety of physi-
cians is in the physicians lounge at the hospital. Although
the fare may leave a lot to be desired, the opportunity to
socialize can be unparalleled. Attending hospital staff meet-
ings, department meetings or even faculty meetings, for
those entering and academic practice, can prove fruitful.

KEEPING UP APPEARANCES
Because appointments are easy to schedule when your

office is just opening, and local physicians are apt to try and
help you out, referrals will come in at the beginning. To keep
new patients coming through the door, however, it is
important to stay in the forefront of the local conscious-
ness. 

Local medical societies meet regularly and are frequently
looking for speakers. Take the initiative and approach some
of these groups and ask to speak. These forums provide you
with a venue in which to explain your approach to com-
mon problems. When selecting a topic, it is important to
speak about diseases you are comfortable and able to treat
in the community where you now practice. It is important
to establish a reputation as a competent surgeon and inter-
ventionist before pushing the envelope on the local land-
scape.

It is also important to acknowledge the local competi-
tion. If someone else provides similar services, do not expect
to come in and dominate the market. Rather, explain what
additional services you may offer or how your approach
may differ. In addition, be humble. Presenting an arrogant
façade does not endear you to physicians that have been
practicing in that community for years. Their methods may
be antiquated, but by presenting a distinctive approach in a
collegial manner, it is possible that you may be able to alter
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the local landscape and get people to come around to your
way of thinking.

An additional speaking venue is hospital departmental
meetings. Approaching various departmental chairs and ask-
ing for 5 minutes to introduce yourself to these small groups
provides access to small groups of physicians. These oppor-
tunities show your commitment to establishing a successful
practice and your desire to form a cordial working relation-
ship with them. It also allows for frank and open discussion
about the referral process and what you can do for them.

Establishing a relationship with local health reporters
either in the print media or television is a great way to
expose your practice to a large variety of people.
Coordinating a patient education series during Heart Health
Month ties in nicely with your practice. In addition, if you
decide to provide free venous screenings, a short press
release or piece on the local news establishes you as an
expert in the field. The American Venous Forum provides a
toolkit that allows you to provide free community screen-
ings to assess deep vein thrombosis risk as well as to assess
for the signs and symptoms of chronic venous insufficiency
and venous obstruction.2

Another speaking opportunity that can result in a variety
of referrals and establishes you as a local expert is the infa-
mous “rubber chicken” dinner. These are often sponsored
by local philanthropic organizations. Although the venue
may not be glamorous, the attendees are interested and
grateful for the time you have spent with them. Make sure
your presentation is appropriate for the layman. At the con-
clusion of your talk, leave plenty of time for questions.
Attempt to answer all of the questions that are asked no
matter how bizarre or seemingly unrelated. If you establish
that you are genuinely concerned, they are likely to self-refer
or send a friend or family member.

COMMUNIT Y INVOLVEMENT
Community involvement is mandatory for any physician

starting a new practice. Becoming involved with various
community organizations gives an impression that you are
there to improve the community and not just to make
money. By giving back to the community, you will get more
in return that you ever imagined. This does not need to be a
daunting task. By simply reading the paper or watching the
local news, you can identify organizations that will benefit
from your expertise. Social clubs and country clubs are
often viewed as elitist; however, these organizations provide
an opportunity to interact with a wide variety of people
outside the community and can provide access to a variety
of organizations with varied political and social agendas.

Often the easiest way to become involved is through chil-
dren’s activities such as sports, dancing, and music. These
provide excellent networking opportunities. Becoming a
head coach may not be feasible due to the unpredictability
of your work schedule, but you can volunteer to assist.

Attend games and practices. Learning names of players and
cheering from the stands is a great way to be involved and
recognized.

Through active community involvement, potential
patients see you as more human and much more like them.
Referring physicians recognize that you are there to stay and
to improve the local environment. The perception becomes
that you are there to stay and not just passing through on
your way to bigger and better things. It is important to
remember that signing up is not sufficient—it is imperative
that you project a sense of commitment and dependability.
Keep the commitments you have made. Be more than a
name on the roster.

CONTINUED UPGRADES
Just as you continue to upgrade your computer, you

must continue to upgrade your practice. Things such as
keeping up with dictations and maintaining a relatively flexi-
ble schedule early on put referring physicians at ease. They
can be assured you have seen their patients and developed
a plan of care. In addition, a flexible schedule means they
can get patients seen in a timely manner. If you identify
patient- or physician-access problems to your practice,
acknowledge these with a personal phone call and provide a
solution to the problem. 

Once your practice has been up and running for a few
months, ask someone to be a “secret shopper.” This can be
any random person that you trust to give you an honest
assessment of your practice. Have them call to schedule an
appointment and come in as a new patient. This can pro-
vide you with invaluable feedback as to what works well
and what needs to be fixed within your practice.
Continuous upgrades of your office processes will only
make you more efficient and keep your patients very happy.

CONCLUSION
It is easy to sign a contract, but it is much more difficult

to establish a practice that encourages patient referrals. By
taking the initiative to step to the front of the local medical
community and the community at large, you will encourage
patient referrals. Once the patient flow begins, it is impor-
tant to provide patients and referring physicians with the
service and care you would expect for your family. Keeping
the waiting room full requires constant care and mainte-
nance. ■
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