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A History of Commitment to
Diversity and Inclusion

I

am honored to serve as the Chair of AHLA’s
Membership, Diversity and Inclusion (MDI)
Committee this year. AHLA has a long history
of commitment to diversity and inclusion (D+I),
which formally began in March 2006 when the
AHLA Board of Directors formed the Advisory
Council on Racial and Ethnic Diversity. The primary
goal of this Council was to help AHLA increase the
racial and ethnic diversity of its members and leaders.
This commitment has not waned and AHLA takes
its goals seriously. After the killing of George Floyd,
AHLA issued a statement on racial injustice. Part of this
statement read as follows: “We reaffirm AHLA’s strong
commitment to the critical importance of diversity and
inclusion within our Association and the health law
community. We sincerely hope that the current pain our
country and the world is experiencing will serve as a
catalyst for approaching racial injustice in a manner that
can effect lasting change. We at AHLA welcome and
pledge to help effectuate such change.” 1

AHLA has driven important initiatives through the
years to advance D+I in our Association, such as
consultant-led training for our leadership. Specifically,
in 2016, these initiatives included combining networking receptions for diverse and new members, updating
leadership guidance documents, and publicizing that
the Call for Speakers proposals would focus on different
perspectives and speakers from diverse backgrounds.
AHLA’s Strategic Plan integrated D+I throughout the
Association.
In 2017, the D+I Council proposed changes to the
Association’s Diversity+Inclusion Statement of Commitment. These changes included the intent to “advance
and promote” diverse and inclusive participation,
in accordance with existing principles. The Council
worked to develop a policy to identify underrepresented groups and to focus on greater representation of
women with respect to speaking and writing opportunities and leadership in the Association. Co-chairs of the
2017 Council also recommended that: (1) the terms of
service for leaders be shortened so that more leadership
opportunities could be available to members, and (2)
the President-Elect Designate review the composition
of each Program Planning Committee and Practice
Group leadership and make appointments so that each
Committee/Group had at least one individual from
an underrepresented group. These recommendations
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The MDI Committee intends to focus this year on three
strategic areas: (1) Engaged Learning Community, (2)
Exceptional Content, and (3) Resilient Organization. As
part of an Engaged Learning Community, we will work
to: (1) retain and recruit health lawyers as well as health
law professionals, monitoring our recruitment and
retention plan and campaign implementation as well
as providing input about possible initiatives that could
positively impact AHLA’s recruitment and retention
efforts, and (2) attract and retain a diverse and inclusive
membership, through efforts that bring our community
together to address systemic racism, injustice, and
inequality and to expand on issues related to health
disparities. Exceptional Content involves leadership
training, including reviewing leadership orientation
and training effectiveness and making revisions when
necessary, as well as ensuring that members understand
AHLA’s philanthropic fundraising goals. To guarantee
that we are a Resilient Organization, we will closely
monitor and evaluate the impact and effectiveness
of the new dues model for members and provide
additional outreach to law schools and law students, so
they can see the value of AHLA membership early in
their careers.
The editorial board for AHLA’s Journal of Health and
Life Sciences Law is developing a special symposium
issue that will focus on the topic of institutionalized
racial bias in health care laws and regulations. This topic
is especially timely given COVID-19 and its devastating
impact on communities of color. The Journal’s editorial
board plans to publish this special symposium issue in
early 2021. Stay tuned for more information.

Chair, MDI Committee
kim.looney@wallerlaw.com

Waller Lansden Dortch & Davis, LLP

Endnotes
1

Access the full statement
here: https://www.americanhealthlaw.org/about-ahla/
latest-association-news/
press-release/069f6133e4ab-472d-8c9cd413883c1af6/
AHLA-Issues-Statement-onRacial-Injustice.
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A Framework for Innovation

H

ealth care has always sought to
drive innovation and develop
new approaches and tools while
assuring safety for both patients and
caregivers. From the invention of
the stethoscope by René Laënnec
in 18161 through the use of advanced telehealth tools of
today, clinicians have been using technology to enhance
the treatment of patients.
Of course adopting new technologies is far more
complicated now than it was in the early 1800s when
Laënnec rolled up a sheet of paper into a tube to enable
him to hear the patient’s heartbeat.2 Today’s health
care enterprise faces heightened privacy and security
requirements, regulatory burdens, and the need to
assure appropriate risk management when developing,
acquiring, adopting, and using technology. Often,
in-house counsel, and the external attorneys that
support them, are faced with requests that require them
to rapidly come up to speed on a new technology or an
opportunity for the health care organization (HCO) to
partner with an emerging company (EC) to develop
a new technology. These requests are frequently
accompanied by short timelines.
External innovators—in many cases ECs that are
seeking to partner with the HCO—rely upon nimble
and agile approaches that may not be fully in sync with
the HCO’s internal processes; and in many cases do
not take account of the challenges HCOs experience as
they seek to adopt newer technologies. ECs generally
lack a proven business model; are seeking to define and

◗
◗
◗
◗
◗
◗
◗
◗
◗
◗
◗

Acquisition
Architecture
Asset control and loss
Authorization
Availability
Benefit deficit
Benefit realization
Blackbox
Budget
Business disruption
Capacity
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◗
◗
◗
◗
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◗
◗
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◗
◗
◗

Compliance
Confidentiality
Contractual
Cybersecurity
Data loss
Data quality
Decision quality
Design
Distraction
Documentation
Execution

validate both their product and approach to the market;
and may also lack leadership with extensive business
experience.3
Both the HCOs and their external partners would
benefit from a more consistent framework for assessing
legal, regulatory, compliance, and risk management
concerns. Such a framework would ease communication and help set expectations. For the attorneys, the
framework would support a complete review, assure
that appropriate documentation was created, highlight
key management decisions to be made, and enable
them to more actively participate in risk management
discussions.

Potential Risks to Consider When
Undertaking New Initiatives
For any new technology initiative, a long list of potential
risks should be considered during the planning process.
Many of these risks are set forth in the table below. Certain of these risks are heightened when undertaking an
innovation initiative with an EC partner. The nature of
this partner may also require a different view of the risks
as the likelihood and potential impact may differ from
a similar initiative that was fully managed and staffed
internally by the HCO. How the risks and appropriate
mitigation activities are assessed and structured may
also be a point of friction between the parties as they
each view the risk-benefit tradeoff differently. This tug
of war between the moon-shot approach of the EC
and the longer-term view of the HCO should also be
addressed in structuring the relationship.

◗
◗
◗
◗
◗
◗
◗
◗
◗
◗
◗

Indemnity
Integration
Integrity
Intellectual property
Liability
Life cycle
Maturity
Mobile
Non-scalability
Opportunity cost
Partner

◗
◗
◗
◗
◗
◗
◗
◗
◗
◗
◗

Privacy
Process
Quality
Regulatory
Reputational
Safety
Schedule
Security
Single points of failure
Strategy
Vendor

To meet the needs of both the EC and the HCO, all
parties need to be transparent regarding their objectives
and goals. The expected benefits for each party, as well
as the contributions to advancing health, knowledge,
and learning must be on the table. The excitement of
participating in something new often is the primary
motivation for the HCO and key staff; unfortunately,
the excitement can wear off, leaving both parties
frustrated and disappointed. Careful consideration
of the objective, goals, and benefits—in a structured
manner—can help build a more durable initiative and
relationship between the parties.

Framework for Collaboration
A framework that supports collaboration includes
clear documentation of the agreed upon goals, means
to achieve the goals, and ability to measure progress
towards the goals. The framework is not intended to be
a once and done, but rather something that is reviewed
on a regular basis to assure the collaboration between
the parties is remaining true to its aims and to identify
where a course adjustment is needed. The framework
should be flexible so that the parties can make adjustments based upon their experience together. Many
innovation initiatives end up moving in a completely
different direction, often with significantly changed
technology and goals due to the interactions throughout the collaboration.

To help align the efforts of the parties, early attention to
key framework elements is helpful. We approach these
key elements as answers to a series of core questions
that the parties should discuss to come to a shared
understanding.

Today’s health care enterprise faces heightened privacy and
security requirements, regulatory burdens, and the need
to assure appropriate risk management when developing,
acquiring, adopting, and using technology.
Is the Problem We Are Trying to Solve
Worth It?
All too frequently, an EC will approach the HCO with
an exciting technology that the innovators believe will
revolutionize health care. This may generate a great
deal of excitement leading to an attempt to collaborate
to pursue this exciting technology. Scenarios such as
this often result in failure because the focus is on the
technology, not the essential and underlying need.
The parties must carefully define the problem they are
trying to solve and the benefits of solving the problem.
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The benefits must be worth the effort. For example,
innumerable innovations purport to save a nurse five
minutes every hour. However, unless the total solution
finds a way to apply the freed-up time to a worthwhile
activity and assures that this benefit is actually and
reliably achieved, the benefit of time savings has no real
value to the HCO.
The opportunity definition must include: a clear statement of the problem the parties are seeking to solve,
specific benefits to be gained by solving the problem,
and a solid quantification of the value of the benefits to
the HCO. Benefits quantification should be monetary.
As a foundation, this opportunity definition will be key
to gaining senior executive approval for the effort; as
well as providing a basis for the EC’s fundraising and
go-to-market strategy for the final product.

Is There a Commitment to Buy the
Resulting Product?
Closely related to the anticipated benefits is the
question of whether the HCO is willing to commit to
purchase the proposed solution. Not only is there a
need for a champion for the collaboration—usually a
department head, service line leader, or other operational line executive—but the champion must commit
to using part of her budget to buy the resulting product
on a commercial basis.
Many HCOs have entered into development and
pilot relationships with ECs, but at the end of the
multi-year collaboration have declined to buy the
resulting product. This is the worst outcome for the EC
that has managed to create a viable product. It makes
subsequent sales efforts with other HCOs difficult,
complicates funding discussions, and may ultimately
lead to the demise of the EC. Of course, the commitment to purchase must be predicated upon the solution
meeting defined and measurable requirements and a
mutually agreed upon price.

How Do We Assure Access to the Right
People?
For the EC, the development of the solution is their
sole focus. But for the HCO there are many competing
priorities, especially when involving clinicians, line
HCO personnel, and HCO leadership. Both parties
need to define the overall resources they are committing to the project. For the HCO, this would include
staff time, investments in supporting technologies, and
any monetary investments made by the HCO in the EC.
These items must be fully budgeted and allocated by the
HCO. The EC will need focused time on a regular basis
with line staff for planning sessions, design reviews,
feedback sessions, and related meetings. Line staff
(e.g., nurses, therapists, pharmacists) time should be
allocated as part of their shift or schedule, not an add-on
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to their day-to-day responsibilities. For the HCO, this
usually means backfilling positions; assuring department budgets, to which managers are held accountable,
include funding for the backfill; and taking into account
any union contract issues regarding shift length,
overtime, and covered duties.
For the EC, this means adapting to a more structured
schedule for interactions with line staff, assuring proper
preparation for these interactions, and keeping in close
alignment with departmental managers. Rapid development methods support a process of regularly scheduled
developer and user interactions. For this to work, the
EC must continue to drive meaningful progress and
assure that their development efforts are appropriately
staffed to drive meaningful progress at each meeting
interval. Line HCO enthusiasm may be rapidly lost if a
track record of progress that is responsive to line staff
feedback is not maintained.
In addition to the target users of the solution, other
key stakeholders—including information technology,
finance, legal, risk management, clinical engineering,
infection control—must be involved and appropriate
budgets and staff time allocation made to assure timely

Both the HCOs and their external partners would benefit
from a more consistent framework for assessing legal,
regulatory, compliance, and risk management concerns.
resource engagement. Appropriate use of resources
should be reviewed and managed as part of the regular
project governance meetings, as the time of the
involved experts—both EC and HCO—is the most
valuable input that each party will provide.

How Do We Turn Vision into Reality?
Successful collaborations are based upon a shared
vision. Each party has their own reasons for pursuing
the shared vision. The motivations may include, for the
HCO, improvements in its ability to improve health in
its communities, enhance efficiency and effectiveness,
more broadly advance health care, and obtain a return
on its investment; for the EC, the ability to develop
and refine new products, enhance company and owner
wealth, and gain public recognition.
The financial benefit objective provides a basis for
appropriately motivating the parties. This may include
formalization of increasing HCO equity stakes in the
EC when certain major milestones are met by specific
deadlines.4 These incremental equity stakes may be
directly or indirectly tied to the HCO’s level of resource
investment in the collaborative development, which

This tug of war between the moon-shot approach of the EC and the
longer-term view of the HCO should also be addressed in structuring
the relationship.
may be separate from any direct financial investment
in the EC. For milestones to support the overall vision,
they must be clearly measurable and time bound.
Shared major milestones with concomitant benefit for
the HCO support appropriate engagement by both
parties in achieving the milestones, provide a basis
for regular assessment of progress towards the shared
goal, and focus both parties on achievement-oriented
behaviors. While the milestones should be defined in
rather specific terms, the leadership of both parties
should expect to adjust the milestones as the nature of
the collaboration evolves. This leadership engagement
is a significant pillar in shared project governance.
Shared governance of collaborative innovation projects
occurs at many levels. At the lowest level—the HCO
line manager and the EC project manager—governance
is about the agreed upon schedule, assuring that
resources are available for collaboration, and a sober
assessment as to whether the expected benefits will be
realizable. The HCO project sponsor and EC leadership
should meet on a regular basis (at a minimum every
two weeks) to address any roadblocks, demonstrate
progress, and assure continued alignment of vision
and delivered solutions.5 A project steering committee,
which includes the project sponsor, key stakeholders,
and EC leadership, should meet every four weeks to
review project progress and maintain accountability.
HCO senior leadership, or a delegated oversight
group, should maintain appropriate oversight over
the collaboration and ascertain at least quarterly that
continuing the collaborative relationship is still in the
HCO’s strategic interests.

Regulatory and Compliance
This section provides some of the key regulatory
and compliance issues that should be considered in
developing and adopting new health care technologies.
Regulatory and compliance issues are often a point
of friction between the EC and the HCO, as the EC
may not have prior experience with these issues and
view them as bureaucratic stumbling blocks slowing progress. The parties need to arrive at a shared
understanding of the requirements and assure that they
are incorporated into the solution design by including
key stakeholders (e.g., compliance, cybersecurity) in
the design team and governance.

Determine and Manage All Potential Risks
It is critical to assess, and find ways to manage, all
potential risks from the technology. The risk assessment

cannot stop at the Health Insurance Portability and
Accountability Act (HIPAA). It is important to consider
the different types of risks created by the collaborative
development. Other significant risks could include:
◗ Physical injury—to patients, health care personnel,
or visitors;
◗ Distracting and/or overwhelming health care
providers and other personnel;

Gerard Nussbaum is a Principal
of Zarach Associates. Gerard
advises health care clients on full
range of strategic and operational
health technology matters at the
intersection of health, technology,
and law. Gerard advises health
systems, provider organizations,
academic medical centers, sup-

◗ Cybersecurity;

pliers and health care emerging

◗ Bias and discrimination; and

a Vice Chair of the AHLA Health

◗ Fraud and abuse.

Practice Group. Gerard may be

and startup companies. Gerard is
Information and Technology
reached at gerard@zarachassoci-

Consider the Privacy Implications

ates.com or 312-620-9506.

The use of a new technology must comply with all
relevant federal and state privacy laws, starting with
HIPAA. Development efforts may take varying paths,
with attendant likelihood that the EC will have access
to patient information either as part of or incident to
the development effort. Unless clear safeguards are set
up to prevent access to patient information, a Business
Associate Agreement with the EC will be needed.
Other privacy laws that could apply include the federal
Part 2 regulations; state health information laws; state
consumer privacy laws (e.g., the California Consumer
Privacy Act (CCPA)); and the General Data Protection
Regulation of the European Union (GDPR). As well,
assuring that use of personal information is consistent
with any representations about privacy made by the EC
or HCO; the Federal Trade Commission has actively
used its authority under Section 5 of the Federal Trade
Commission Act6 to bring enforcement actions
against companies that failed to live up to their privacy
promises.
Beyond obligations imposed by law, ECs and HCOs
should respect consumers’ reasonable expectations
about how their information will be handled. The public
criticism of various health care collaborations involving
Google and others illustrate the perils of violating
privacy expectations, even if the arrangement complies
with the law.

Scott Bennett is a partner at the
law firm Coppersmith Brockelman
in Phoenix. Scott advises health
care clients on issues of privacy,
security, and compliance. He is
the chair of the Digital Health
affinity group, which is part of
AHLA’s Health Information and
Technology practice group. Scott
may be reached at sbennett@
cblawyers.com.

Concomitant with the focus on privacy, the parties
must assure that cybersecurity is designed in and made
a core part of the development relationship. The EC
may need to familiarize itself with the relevant privacy
and security requirements, unless the HCO is willing
to undertake the work necessary to educate the EC in
depth.
americanhealthlaw.org 7

Manage Potential Conflicts of Interest

Think About Reimbursement

Be aware of potential conflicts of interest. For example,
a prominent surgeon who generates a sizeable amount
of business for an HCO is one of the owners of an EC
seeking to co-develop her innovation with the HCO
may raise issues under the Stark Law and Anti-Kickback
Statute (AKS), including questions about whether the
arrangement is truly arm’s length and commercially
reasonable. Nonprofit HCOs must also be mindful of
the Internal Revenue Service prohibition against private
inurement and private benefit.

Reimbursement is an important consideration in
the EC’s development of the technology and the
HCO’s adoption and use of it. Keep in mind that the
development of technology often outpaces changes to
reimbursement, which may affect the HCO’s ability
to achieve the desired financial benefits and the sales
potential of the resulting technology.

Beware of the Stark Law and AKS
In addition to issues relating to physicians with an
ownership interest in the EC, new technologies can
raise many additional concerns under the Stark Law,
AKS, and other federal and state fraud and abuse laws.
A few examples:
◗ When the technology is provided for free or at a
reduced cost, such as with a pilot program.
◗ When the technology could influence a provider’s
referral decisions (e.g., a software program that suggests certain prescription medications), or a patient’s
choice of provider.
◗ When the technology allows a provider to avoid a
certain expense or eliminates a task that its personnel
previously performed, and the technology is funded
by a potential recipient of referrals.

Consider the Need for Food and Drug
Administration (FDA) Approval
Any technology that meets the statutory definition of a
medical “device” might require pre-market approval by
the FDA.7 Software can be a regulated device, although
the 21st Century Cures Act8 excluded certain software
functions from FDA regulation. The FDA has published
extensive guidance regarding its approach to regulating a
variety of different types of software used in health care.9

Assess Whether the Use of the Technology Constitutes Research
If the use of the technology—and the information
it generates—constitutes research involving human
subjects, then the parties will need to comply with the
FDA regulations for the protection of human subjects,
the Common Rule, and/or the provisions of the
HIPAA Privacy Rule that address the use of protected
health information for research. The parties may need,
among other things, to obtain prior approval from an
institutional review board or privacy board and specific
informed consent from the research subjects. Depending upon the nature of the technology and its intended
uses, the scope of human subjects may include not only
patients but also staff.
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A framework that supports collaboration includes
clear documentation of the agreed upon goals, means
to achieve the goals, and ability to measure progress
towards the goals.

Assess Insurance Coverage
HCOs should verify that their insurance coverage
encompasses co-developed technologies during the
development period, as well as after in the event of
liability for the product’s shortcomings when used
by other HCOs. The HCO and the EC may need to
determine if the EC is able to obtain sufficient insurance
coverage.

Contractual Approaches
Given the evolving nature of many collaborations,
defining the contractual relationship is challenging. The
agreement must include flexibility to accommodate
the evolving relationship, product, and goals while
assuring appropriate risk mitigation and risk sharing.
The contract between the EC and HCO is critical for
managing both sides’ responsibilities, expectations,
and risks. A comprehensive discussion of the contract
provisions that are relevant to health care technology
is beyond the scope of this article;10 some of the most
important provisions to consider:
◗ Performance warranties, addressing what performance is guaranteed, the length of the warranty
period, and liability and remedies if the technology
fails to perform as warranted.
◗ The role of the HCO in “selling” the technology,
including the HCO’s responsibility for hosting site
visits or brokering introductions to other HCOs.
◗ Risk and liability allocation
• Indemnification and risk-allocation provisions.
– All parties that could be sued if something goes
wrong, including the HCO and EC; any third
parties that provide components, services, or

Given the evolving nature of many collaborations,
defining the contractual relationship is challenging.
training; internet service providers; and cloud
storage vendors.
– Also consider the HCO’s potential liability if it
promotes the technology to other HCOs, and
the product causes an injury or other harm at
one of those HCOs.

framework will assist the parties in transparently
communicating and jointly agreeing on key parameters
of the working relationship. This article outlines some
of these key framework elements as a starting point for
further discussion. We welcome your comments as a
way to further collaborative opportunities.

• Limitations on liability
◗ Ownership rights in the co-developed intellectual
property
◗ Data ownership, rights, and permitted uses,
including each party’s right to use, share, or sell
information generated by the technology, as well
as any requirements for deidentifying personal
information.
◗ Disclosures by the EC, such as known security
vulnerabilities, prior adverse events, the results of
any data validation or third-party testing, and a bill
of materials.
◗ Reporting and liability for security incidents and
breaches
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provisions in health information technology, see Scott
Bennett & Gerard Nussbaum, Role of Technology in
Delivering Health Care: Artificial Intelligence, Virtual and
Augmented Reality, and Three-Dimensional Printing, in
AHLA’s Health Law Watch (2020); AHLA Health Information Technology Contracting Toolkit, (Apr. 28, 2020)
(edited by Jody Erdfarb, Jordan Stivers Luke, Seth Wolf,
Ryann Schneider, & Alya Sulaiman).

9	FDA, Guidances with Digital Health Content, https://
www.fda.gov/medical-devices/digital-health/guidancesdigital-health-content (last accessed June 2, 2020).

AHLA thanks the leaders of the Health Information and Technology Practice Group for
contributing this feature article: Alisa Chestler, Baker Donelson Bearman Caldwell &
Berkowitz PC (Chair); Kathleen Kenney, Polsinelli PC (Vice Chair—Educational Programming); Lisa Reisz, Vorys Sater Seymour & Pease LLP (Vice Chair—Educational Programming); Scott Bennett, Coppersmith Brockelman PLC (Vice Chair—Member Engagement);
Amanda Enyeart, McDermott Will & Emery LLP (Vice Chair—Publishing); and Valerie
Montague, Nixon Peabody LLP (Vice Chair—Publishing).
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That Was Then and This Is Now—
How the COVID-19 Crisis
Changed Telehealth Services:
Are the Changes Here to Stay?

H

istorically, telehealth services were
limited both in reimbursement and
location. Most encounters took
place for purposes of rural health
treatment and in underserved areas
as a way to get specialized treatment
to patients in geographic locations where they would not
otherwise have treatment options. The use of telehealth
services has increased in recent years. One study found
that from 2017 to 2019, the number of health systems
offering telehealth rose from
39% to 64%.1 In April 2019,
a year before the COVID-19
pandemic, the Centers
for Medicare & Medicaid
Services (CMS) finalized
rules to increase telehealth
benefits for Medicare
Advantage enrollees, which
incentivized health systems
with high numbers of private
Medicare plan recipients to
invest in telehealth services.
According to an Oliver
Wyman Health Innovation
Center official, although
more than 70% of insured
people have access to
telemedicine through their
health plans, fewer than 10%
of consumers had ever used
it before the pandemic.2 With
the COVID-19 pandemic,
those growing numbers of
telemedicine encounters and
related efforts skyrocketed at
an unprecedented rate. Before
COVID-19, the telemedicine industry was projected
to grow from a $38.3 billion industry to $130.5 billion
in 2025. COVID-19 has changed the way patients and
providers view access to medical care and no one
knows what this will mean for these projections.3
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A JD Power survey on telehealth services conducted
pre-COVID in 2019, identified several key findings:4
1. Consumer satisfaction with telehealth services is
high: On a 1,000-point scale, the overall customer
satisfaction for telehealth services is 851, and 46%
of telehealth users ranked it 900. Compared to
all surveys conducted by JD Power in the health
care, insurance, and financial services industry, the
customer satisfaction scores for telehealth services
are among the highest.
2. The key to increasing
adoption of telehealth
services is positive word of
mouth: For the telehealth
consumers who used the
service, nearly two-thirds
(65%) of them received a
positive recommendation
from a friend, family, or colleague (22%); health plan
(21%); primary care doctor
(20%); employer (18%);
or hospital, or another
provider (15%).
3. Providers struggle with
awareness and adoption:
According to consumers who had not used
telehealth, telehealth is not
available to them (29%);
or they did not know if it
was offered by their health
provider or health system
(37%). In rural areas, selfreported availability was the
lowest at 25%.
4. Most consumers using the technology find that
telehealth was beneficial to them: The percentage
of telehealth users who reported they were able to
completely resolve their medical concerns during
their telehealth visit was 84%, and the percentage

Future Market Assessment

Market Forces Driving Telemedicine Adoption, 2015-2020
•
•
•
•

Patients

Demand convenient access to care
Technology-adept, sophisticated
Price-sensitive
XXX

Regulatory Changes

• Broadening coverage of telemedicine
services for Medicare
• XXX

Technology

• Emerging technologies such as evisits increase competitiveness in
market.
• XXX

Competitors

• Retail clinics offer convenient
alternative for many basic care
needs.
• XXX

Payers

• Payers moving towards direct
provision of telemedicine services
• XXX

Payment Reform

• Population health management
incents improved access, optimized
utilization, cost control.
• XXX

Employers

• As employers consider self-insurance
models, employers offer direct-toconsumer telemedicine services.
• XXX

Physicians

• Expected shortage of medical staff
will require innovative approaches to
increasing effective panel size.
• XXX

** Please Note: Text in italics are examples only. Please delete and complete according to your
organization’s needs**

who reported no issues or problems during their
service was 73%. Almost half of the users (49%) said
there were no barriers that made use of telehealth
difficult and 87% described the enrollment process
as somewhat/very easy.
5. Timing is everything: Telehealth consumers
reported that their experience took an average of 44
minutes: enrollment process (17 minutes), wait time
for a physician or nurse practitioner (9 minutes), and
actual consultation (18 minutes). Telehealth users are
currently relatively dissatisfied with the amount of
time the process takes, but the quality and convenience of care compensate for the dissatisfaction.5
The figure above from the Advisory Board shows how
the market forces have been driving telemedicine
adoption.6

COVID-19 and the Impact on
Telehealth
Lower reimbursement rates and risks of data privacy
violations discouraged many physicians from conducting virtual visits using telehealth technology. Before
COVID-19, there were particular areas and qualifications for telehealth. However, during the pandemic,
several changes have been made to further facilitate the
use of telehealth services. For example, the coronavirus
pandemic prompted the government to ease restrictions, and it is likely that some of those restrictions

could become permanent changes based upon their
initial success.
The Centers for Disease Control and Prevention (CDC)
identifies both benefits and potential uses as well as
limitations on the use of telehealth:7
Benefits and Potential Uses of Telehealth:
◗ Provide screening for patients who may have
symptoms of COVID-19 and appropriate referrals as
necessary.
◗ Access primary care and specialists, including
mental and behavioral health, for chronic health
conditions, and Medicaid management.
◗ Allow patients to participate in physical therapy,
occupational therapy, and other modalities through
telehealth as an alternative to in-patient care.
◗ Residents in long term care facilities can receive
non-emergent care.
◗ Follow up with patients after hospitalization.
Potential Limitations of Telehealth:
◗ Concerns about privacy for patients if there is a
need to address sensitive topics.
◗ Regulatory issues may vary by state, including
interstate licensure challenges.
americanhealthlaw.org 11

◗ Situations where in-person visits are more appropriate due to urgency, underlying health conditions,
or inability to perform an adequate physical exam.
Cultural acceptance of conducting visits through
telehealth in-lieu of in-person visits by patients and
providers.
Another limitation on telehealth relates to privacy
concerns because some providers may have shortcut
technology procurement in ways that may be risky
from a data privacy perspective.8 There is also concern
that when a physician is unable to physically examine
a patient, something may be missed that could have
been ascertained in person. Physicians need to carefully
consider liability risks and malpractice coverage when
performing telehealth services.

CMS Telehealth Reimbursement
Changes in Response to the
COVID-19 Pandemic
Per CMS, telehealth visits jumped from about 10,000
per week to 300,000 per week in late March.9 Visits
more than likely have continued to increase.
On March 17, 2020, CMS issued a provider fact sheet
specific to telemedicine services under the agency’s 1135
waiver authority. In general, the effective date of the
changes is March 6, 2020, and extends for the duration of
the COVID-19 Public Health Emergency. A summary of
the fundamental changes is included below:10
1. Medicare will pay for telehealth services furnished
to Medicare patients in broader circumstances.
2. Telehealth visits are considered the same as
in-person visits and reimbursement is the same for
both.
3. Medicare will pay for professional services
furnished to beneficiaries in all areas of the country
in all settings—no longer limited to rural settings.
4. Medicare will pay for telehealth services furnished
to beneficiaries in any health care facility and in their
home (previously the services had to be furnished
in a physician’s office, skilled nursing facility, or
hospital for Medicare to reimburse the visit).
5. The Department of Health and Human Services
(HHS) Office of Inspector General is providing flexibility to reduce or waive cost-sharing for telehealth
visits for health care providers for federal health care
programs (previously Medicare coinsurance and
deductible would generally apply).
6. HHS will not conduct audits to ensure a prior
relationship existed for claims submitted to the
extent the 1135 waiver requires such a relationship.
On March 30, 2020, CMS issued multiple changes11 to
further encourage telehealth visits, including expanding
Medicare reimbursement to 85 additional telehealth
12 Health Law Connections | September 2020

services. All health care professionals are eligible to
bill Medicare for professional services via telehealth,
whereas before, only a particular sector could do so.
CMS still requires that the telehealth medium contain
both audio and visual capabilities for most specialties,
so a cell phone conversation alone would not suffice.
There are a few exceptions, such as for behavioral
health, patient education services, and some evaluation
and management services that do not require video
capabilities and may be reimbursed with an audio
connection only. It remains to be seen what CMS, the
administration, and others will do regarding these
changes post-pandemic.

Other Federal Responses
Concerning Telehealth
Additionally, the Coronavirus Aid, Relief, and Economic Security Act (CARES Act) appropriated $200 million
to the Federal Communications Commission (FCC)
to establish the COVID-19 Telehealth Program to help
health care providers offer connected care services to
patients in their homes or mobile locations in response
to the COVID-19 pandemic. On April 2, 2020, the
FCC adopted a Report and Order establishing the
COVID-19 Telehealth Program,12 and the FCC started
accepting applications for funding on April 13, 2020.
On May 28, 2020, the FCC’s Wireline Competition
Bureau approved an additional 53 funding applications

Lower reimbursement rates and risks of data privacy
violations discouraged many physicians from conducting
virtual visits using telehealth technology.
for the COVID-19 Telehealth Program to benefit 185
health care providers in rural and urban areas. The
$18.22 million in funding will help provide telehealth
services during the coronavirus pandemic. The federal
government also relaxed Health Insurance Portability
and Accountability Act (HIPAA) and other stringent
regulatory guardrails such that physicians are now,
because of COVID-19, allowed to provide telemedicine
consults over Skype, FaceTime, and other non-HIPAA
compliant media to further the possibility of delivering
telehealth services during the pandemic.
Recently, the Agency for Healthcare Research and
Quality (AHRQ) issued a new Opioid Pain Management Guide that also recommends telehealth care
for those suffering from opioid addiction.13 AHRQ
concluded that advantages of telehealth visits include
gaining insights into the patient’s home setting, making
patients more comfortable by being able to receive care
outside of a medical environment, and allowing patients
to avoid having to travel to see their physician.

Many states also have passed their own laws incentivizing
telehealth services.
State Laws Incentivizing Telehealth
Service

Observation #2: COVID-19 created an urgent need
for telehealth.

Many states also have passed their own laws incentivizing telehealth services. For example, federal and state
initiatives have suspended licensure requirements for
out of state telehealth providers. Other state orders
have expanded or otherwise relaxed requirements for
telehealth with the intent of keeping people at home
while still receiving care. Several states have requested
flexibility so that providers and patients are incentivized
to increase use of telehealth through Medicaid. For
example,14

◗ Telehealth services were formed around using
tools such as Zoom, Skype, FaceTime, and others
(approximately 60%).

Kim Looney is a Partner with Waller

Observation #3: Telehealth technology needs to be
integrated.

matters for hospitals, health systems,

◗ Illinois, Louisiana, North Carolina, and Washington requested that CMS allow providers to use
non-HIPAA compliant telehealth modes from
platforms like FaceTime, WhatsApp, and Skype to
facilitate telehealth visits.
◗ California asked for providers to be allowed to care
for people in their own homes by using telehealth
and virtual/telephonic communications for
covered state plan benefits, a waiver of face-to-face
encounters for Federal Qualified Health Centers and
Rural Health Clinics, and reimbursement of virtual
communication and e-consults for certain providers.
◗ Maryland asked that Medicaid and managed care
enrollees be allowed to use telephones to receive
telehealth care if they did not have an appropriate
device.
◗ South Dakota asked that Medicaid be allowed to
pay for the same telehealth services that Medicare
has the authority to pay for, including services
furnished to patients in their homes.15

Adoption, Implementation, and
Utilization of Telehealth Solutions
The Coker Group conducted a telehealth survey in late
April 2020 evaluating how health care organizations
are adopting, implementing, and utilizing telehealth
solutions. Clinical and business management personnel
from hospitals, health systems, and medical practices
were the survey participants. A summary of the results
reveals the following observations:16
Observation #1: Telehealth is here to stay.
◗ The impact of COVID-19 served as the tipping point
for the adoption of telehealth (greater than 66.6%).
◗ Telehealth will be essential to the delivery of
health care moving forward (94%).

◗ Telehealth should be integrated with existing
technology platforms (nearly 70%).
◗ Compliance is the greatest challenge right now
when it comes to telehealth (less than 9%).
◗ Telehealth was either “poorly integrated,” “somewhat integrated,” or “currently stand alone but plan to
integrate with existing technology platforms” (70%).
Observation #4: Telehealth presents an increase in
cybersecurity concerns.

Lansden Dortch & Davis, LLC
where her legal practice focuses on
health care regulatory compliance
outpatient facilities, post-acute
care providers, and others. She has
extensive experience with physician self-referral and anti-kickback
regulations and other fraud and abuse
statutes. Additionally, Kim assists
clients with operational issues such as
licensing, Medicare certification and
reimbursement, certificate of need
applications and contracting issues.
Kim is recognized for her health law
experience by Chambers USA, Best
Lawyers and Super Lawyers.

◗ Cybersecurity concerns related to telehealth services
have not been appropriately addressed (47%).
Observation #5: Organizations have not incorporated
telehealth into their compliance programs.
◗ Telehealth not included in a compliance program
for organizations (21%).
◗ Cybersecurity concerns with telehealth for
organizations (30%).
◗ Organizations have privacy concerns related to
telehealth (30%).17
In short, the survey found that telehealth needs a longterm strategy and implementation/optimization plan;
it cannot be used as a short-term resource in reaction to
market pressure.18

Molly Huffman is a Partner with
Waller Lansden Dortch & Davis,
LLC where she is a trusted advisor to
hospitals, health systems, behavioral
services providers and other health
care clients. Molly provides advice
regarding hospital safety, security,
EMTALA, HIPAA, the National Prac-

Telehealth from the Investor Side
Investors are very interested in telehealth because of the
rise in its adoption. Between 2011 and 2019, U.S.-based
digital health startups raising more than $2 million have
grown more than tenfold, according to Rock Health,
a digital health investment firm.19 S&P Global Market
Intelligence reports that AT&T and Verizon Communications, two major telecommunications companies, are
partnering with hospitals and health care providers to
develop and test 5G use for the health care industry.20

titioner Data Bank, electronic health
records, risk management, and other
regulatory compliance matters. She
also advises health care organizations
on medical staff issues and she has
assisted many of the nation’s largest
health care systems in the creation
and development of Patient Safety
Organizations.

In the first quarter of 2020, the venture capital funding
for telemedicine companies was $788 million, more
than triple the $220 million raised in the first quarter
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of 2019.21 Investment in digital health care companies
in the first quarter of 2020 from global venture
capital funding, including private equity and corporate
venture capital funding, was $3.6 billion in 142 deals
compared to $1.7 billion in 142 deals in the fourth
quarter of 2019.22 According to the CEO of Mercom
Capital Group, there is no evidence to support that this
increase in digital health funding was affected by the
coronavirus.23
However, other sources seem to disagree. Funding for
digital health and health innovation from global venture
capital funding was $9.1 billion in the first half of 2020,
compared to $7.7 billion during the same period in
2019.24 The types of companies that received funding
appear to be both, directly and indirectly, related to
the pandemic. For example, Conversa Health closed
a deal in June for $12 million.25 Conversa helps health
systems monitor and manage patients across a variety
of specialties, including oncology, acute discharge,
and wellness. This has included patients who need to
be monitored while quarantined at home during the
pandemic. While there was a lull in venture capital
funding in March and April, there was an increase in
May and June.26 Although funding normally slows in
the summer vacation months, experts do not expect
that trend to continue this year. COVID-19 is exposing
consumers and providers to new ways of delivering care
and operating in health care.27

Telehealth Outlook
The Association of American Medical Colleges estimates that by 2033, there will be a shortage of between
54,100 and 139,000 physicians.28 The United States has
a shortage of physicians due to an aging workforce;
while at the same time, the population is aging, which
requires the deliver of more health care services. The
population under the age of 18 is expected to grow
by 3.9% while the population aged 65 and older is
expected to grow 45.1% between 2018 to 2033.29 In the
next decade, an estimated 40% of active physicians will
be 65 or older and 40% of this workforce will retire.30
Telemedicine can help alleviate the physician shortage
through increased access to preventive care, which may
lessen emergency room visits, and through additional
remote patient monitoring, which may help reduce
hospital admissions, re-admissions, and emergency
room visits.
Telehealth also can be particularly beneficial for older
age groups in which chronic disease is more common.
According to the CDC, 60% of all adults have a chronic
disease and 40% have two or more. With telehealth,
doctors can monitor and manage a patient’s chronic
condition remotely, which can reduce the need for
in-person consultations. A study conducted by
researchers at Boston-based Massachusetts General
Hospital (MGH) found in-person and virtual visits
equally effective.31 Providing medical services via
14 Health Law Connections | September 2020

telehealth can result in significant cost savings because
of the operational efficiency and the potential for better
patient outcomes. The net cost savings to the patient
and payer per each telemedicine visit ranged from $19
to $121, according to a survey of 650 patients using the
Jeff Connect telemedicine platform at Philadelphiabased Jefferson Health.32
The telemedicine industry is expected to continue
to grow and evolve as both physicians and patients
increasingly adopt the technology. Challenges remain,
however, that will need to be resolved before the
use of telemedicine becomes the norm, even though
COVID-19 has accelerated its use. A virtual visit cannot
always replace an in-person visit to the provider. A
breathing test cannot be done virtually, a COVID-19
test cannot be administered virtually, any lab work
or other similar physical examination simply cannot
be done through a screen. Furthermore, even for
the services that can be done virtually, individuals in
lower-income brackets, rural settings, or areas with
unreliable internet coverage may not have access to the
visual and audio components of technology required
for telemedicine visits; and Medicare will not reimburse
physicians when certain requirements are not met.33 As
5G network capabilities increase globally, the ability to
receive telehealth services (locally and from providers
that are perhaps quite distant from the patient) may
also increase if the reimbursement stays intact. Rural
areas seeking access to internet-connected health care
services would benefit from a 5G network due to the
network’s use of radio equipment placed on existing
structures, such as buildings.34 Further, a 5G network
would cut down on latency, which is the reaction time
between when a user requests an action and when the
network responds. With a 5G network, the reaction
time could be cut down to milliseconds, creating near
real-time telemedicine visits even in the most remote
locations.35
At present and going forward, health care entities
providing telehealth services should carefully evaluate
the changes they have put in place to ensure compliance
with applicable laws. Providers also should regularly
update, change, and review related policies, procedures,
and compliance plans internally as a result of these
telehealth changes.
Doctors will face potential fraud risks billing Medicare
and Medicaid for telehealth visits if and when the
current relaxed telehealth rules revert to stricter
pre-pandemic standards. There will undoubtedly
be enforcement of the appropriate use of telehealth
services as the crisis changes or abates to ensure that
telehealth platforms are not abused. The Department

The Department of Justice has made pandemic-related
fraud a priority.

Many believe telehealth services are here to stay, at least until a vaccine
for COVID-19 is developed, and most likely even after.
of Justice has made pandemic-related fraud a priority.36
For example, on March 30, 2020, a Georgia man was
arrested for his role in a conspiracy to defraud both
federally funded and private payers. The individual
allegedly offered kickbacks in exchange for the performance of medically unnecessary tests for COVID-19
and for genetic cancer screenings. His alleged conduct
seems especially egregious because he made a statement that he viewed the pandemic as a money-making
opportunity.37 Allegations in a more recent fraud case
involved telemedicine. According to a press release
dated July 9, 2020, a Georgia woman who operated a
telemedicine network through two companies was part
of one of the largest fraud operations ever prosecuted
by the Southern District of Georgia. She admitted that
she participated in a health care and telemedicine fraud
scheme.38

Telehealth Is Here to Stay
Many believe telehealth services are here to stay, at least
until a vaccine for COVID-19 is developed, and most
likely even after. It is hoped that many of the temporary
measures the government and private payers adopted
in response to the pandemic to facilitate telemedicine,
including reimbursement parity, will become permanent features of health care. Already an example of a
lasting change, BlueCross Blue Shield of Tennessee
decided in May 2020 to permanently reimburse
member-to-provider and provider-to-provider
telemedicine consultations for in-network providers.39
Also, CMS recently proposed that nurses and aides who
provide home health care can continue to be paid under
Medicare for offering telehealth services after the public
health emergency for COVID-19 ends.40
According to The Advisory Board, “the widespread
consensus is that telehealth is here to stay—and is a
must-do to remain competitive.”41 Reportedly, some
physician executives are considering requiring all
physicians to spend a percentage of their time providing
telehealth or virtual care to patients.42 The government
also has acknowledged that the move toward the wider
use of telehealth will likely be permanent.
As evidence of this momentum, on August 3, 2020,
President Donald Trump signed an Executive Order to
improve access to health care in rural areas by extending
emergency authority on telehealth services and making
some of the temporary measures introduced during the
coronavirus pandemic permanent.43 Under the order,
HHS Secretary Alex Azar is tasked with proposing a
regulation that would extend expanded coverage of telehealth services for Medicare patients beyond the public
health emergency. CMS also recently proposed a list of

telehealth services that it plans to add to the Medicare
physician fee schedule in the coming year, including
home visits for the evaluation and management of a patient, group psychotherapy, and neurobehavioral status
exams.44 To allow patients to transition back to in-person
care after the pandemic ends, CMS also is proposing
to temporarily expand some telehealth services for the
year in which the pandemic ends, including emergency
department visits and nursing facility discharge visits.
CMS would eliminate, however, a number of other
temporary codes under the Medicare physician fee
schedule proposed rule. Restrictions such as requiring
an established patient-physician relationship for remote
patient monitoring services covered under Medicare are
expected to be reinstated after the pandemic. Allowing
for audio-only telehealth visits will likely not continue
after the public health emergency ends.
The Executive Order references a recent HHS report
that found the demand for telehealth visits continued
even after in-person primary care visits resumed in
May,45 suggesting the use of telehealth services is
likely to be a permanent feature in the health care
delivery system going forward. The Executive Order
also requires HHS, the Secretary of Agriculture, and
the Federal Communications Commission to develop
a plan to improve the physical and communications
infrastructure available to rural providers and patients.

Katherine Rippey is an Associate with Waller Lansden Dortch &
Davis, LLC where she assists health
care organizations with regulatory
compliance and operational matters
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mergers, acquisitions and the formation of joint ventures. Her practice
focuses on federal and state fraud
and abuse matters, including Stark,
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Claims Act, and Medicare/Medicaid
enrollment and revalidation.
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As CMS Administrator Seema Verma recently stated,
“I think the genie’s out of the bottle . . . it’s fair to say
that the advent of telehealth has been just completely
accelerated, that it’s taken this crisis to push us to a new
frontier, but there’s absolutely no going back.”46
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34 Jessica Cohen, Why 5G Matters for Healthcare, Modern
Healthcare (May 11, 2019), https://www.modernhealthcare.
com/technology/why-5g-matters-healthcare.
35 Id.
36 Elliot T. Dube, Doctors Cashing Telehealth Checks Run
Fraud Risk After Pandemic, Bloomberg Law (July 7, 2020),
https://news.bloomberglaw.com/health-law-and-business/doctors-cashing-telehealth-checks-run-fraud-riskafter-pandemic.
37 U.S. Dep’t of Justice, Press Release, Georgia Man Arrested
for Orchestrating Scheme to Defraud Health Care Benefit
Programs Related to COVID-19 and Genetic Cancer
Treatment (Mar. 30, 2020), https://www.justice.gov/usaonj/pr/georgia-man-arrested-orchestrating-schemedefraud-health-care-benefit-programs-related.
38 U.S. Dep’t of Justice, Press Release, Telemedicine Company
Owner Pleads Guilty to Telemedicine Fraud Conspiracy
(July 9, 2020), https://www.justice.gov/usao-sdga/pr/telemedicine-company-owner-pleads-guilty-telemedicinefraud-conspiracy.
39 BlueCross BlueShield of Tennessee, BlueCross Making InNetwork Telehealth Services Permanent (May 14, 2020),
https://bcbstnews.com/pressreleases/bluecross-makingin-network-telehealth-services-permanent/.
40 85 Fed. Reg. 39408 (June 30, 2020). See also Fawn Johnson, Home Health Agencies Can Continue Telemedicine
Beyond Pandemic, Bloomberg Law (June 25, 2020), https://
news.bloomberglaw.com/health-law-and-business/
home-health-agencies-can-continue-telemedicinebeyond-pandemic.
41 Virginia Hite and Prianca Pai, How to Ramp Up Virtual Care
(Without Alienating Your Physicians), Advisory Board (June
1, 2020), https://www.advisory.com/research/physicianexecutive-council/prescription-for-change/2020/06/
virtual-care-models-physicians. See also Joe Harpaz, 5
Reasons Why Telehealth Is Here To Stay (COVID-19 and
Beyond), Forbes (May 4, 2020), https://www.forbes.com/
sites/joeharpaz/2020/05/04/5-reasons-why-telehealthhere-to-stay-covid19/#d36ef0e53fb0.
42 Id.
43 Exec. Order on Improving Rural Health Care and Telehealth
Access (Aug. 3, 2020), https://www.whitehouse.gov/presidential-actions/executive-order-improving-rural-healthtelehealth-access/.
44 Ctrs. for Medicare & Medicaid Servs., Fact Sheet, Trump
Administration Proposes to Expand Telehealth Benefits
Permanently for Medicare Beneficiaries Beyond the COVID-19 Public Health Emergency and Advances Access to
Care in Rural Areas (Aug. 3, 2020), https://www.cms.gov/
newsroom/press-releases/trump-administration-proposes-expand-telehealth-benefits-permanently-medicarebeneficiaries-beyond.
45 U.S. Dep’t of Health and Human Servs., Office of the Assistant
Secretary for Planning and Evaluation, Issue Brief, Medicare
Beneficiary Use of Telehealth Visits: Early Data from the
Start of the COVID-19 Pandemic (July 28, 2020), https://
aspe.hhs.gov/system/files/pdf/263866/HP_IssueBrief_
MedicareTelehealth_final7.29.20.pdf.
46 The Doctor Will Zoom You Now, supra note 9.

AHLA’s Premiere CLE-ePrograms:
3 New Opportunities to Earn
CLEs On Demand
Now available for order: The 2020 Annual Meeting, In House Counsel, and Transactions CLE-ePrograms. These

CLE-ePrograms include the high-quality, practical sessions you expect at an AHLA Program, covering the topics most
important to you and your clients.

Access educational presentations at your convenience and earn Continuing Education Credits for the sessions you

watch, including CLEs, CPEs, and CCBs.
• Annual Meeting On-Demand CLE
Credits Available: 39.0 (including
2.0 ethics credits) for a 60-minute
hour and 46.8 (including 2.5 ethics)
for a 50-minute hour

• In House Counsel On-Demand
CLE Credits Available: 10.0 credits
(including up to 2.0 ethics credit)
for a 60-minute hour and 12.0
credits (including up to 2.4 ethics
credit) for a 50-minute hour

• Transactions Program OnDemand CLE Credits Available:

22.0 credits for 60-min and 26.4
credits for 50-min

Each On-Demand CLE-eProgram includes video of the speakers and their slides, as well as access to
downloadable slides and supplementary materials. For information about the contents of each program,
visit www.americanhealthlaw.org/eprograms.

AHLA would like to thank Pinnacle Healthcare Consulting for sponsoring the Annual Meeting and Health
Care Transactions On-Demand CLE-ePrograms. For more information, visit https://askphc.com/

Young Professionals

Avery A. Schumacher,
Bricker & Eckler LLP

Growing Through Changes

N

ow more than ever, we need to be
flexible and adaptable to survive
and thrive in the changing health
care environment. The professionals
who are going to come out of this
better than before are those who are
deliberately open minded and consciously looking to
adapt.
Hospitals and health care systems have ventured
into uncharted territory to meet the demands of this
pandemic. Many of these entities have scrambled to
establish pop-up testing sites, create temporary surge
facilities, increase bed capacity, develop separate
COVID-19 specific units, and make leaps in expanding
telehealth capabilities. These entities adjusted while
facing tremendous financial pressure and a disrupted
workforce and supply chain. This ingenuity in challenging times is inspirational and commendable.

Avery A. Schumacher is an
Associate with Bricker & Eckler
LLP in Columbus, OH, where she
focuses her practice on medical
staff, credentialing, peer review,
and quality improvement issues.
She also represents hospitals and
other health care organizations in
contractual arrangements, including a variety of hospital-physician
relationships, counseling clients
on operational and fraud and
abuse compliance matters. Ms.
Schumacher is an active member
of AHLA and its Young Professionals Council.

On a personal professional level, we should follow their
lead and adjust our client service and business development techniques to meet the current realities of these
unprecedented times. Remember that your clients are
in the same storm. I offer the following ideas to get you
started:
◗ Plan and attend as many internal virtual meetings
as you can, to warm up to the virtual meeting
platform. Do you remember your first few networking events? If they were anything like mine, the word
awkward comes to mind, but in-person networking
events are now often enjoyable. Engage virtually
with peers or clients you are especially familiar with,
to start getting comfortable. Build out from there.
◗ Offer targeted, brief webinars or virtual presentations that clients can use as an opportunity to
congregate, remembering that they are likely not
meeting and interacting in the same way as they
did pre-COVID. For example, reach out to a good
client or business unit with ideas for a short lunch
presentation specific to their needs. Market this as
an opportunity for their team to interact and stay
connected, while learning about something (this can
also highlight what you bring to the table).

18 Health Law Connections | September 2020

Remembering the following analogy1 involving a
trapeze artist has helped me through recent changes,
specifically, relocating in the middle of the pandemic.
Picture an acrobat swinging from bar to bar on a
trapeze. There is a moment between bars when the
acrobat is suspended in mid-air, waiting for the next bar
to reach her hand. The acrobat must let go of the first
bar before even making contact with the next one. If
she holds on to the first bar for too long, the acrobat’s
timing will be off. She will either miss the next bar
completely and fall, or the acrobat will go backwards
towards the podium from which she leapt. The acrobat
must trust the timing of the trapeze bar against the
physical and mental instinct to hold on. She must trust
her training and preparations (or maybe her safety
harness and net), and literally let go to be ready for the
second bar and complete the stunt.
Building on this analogy, perhaps we are at the point
where we need to let go of the first bar to catch the
next, and COVID-19 and civil unrest stemming from
systemic racism and institutionalized bias are the
momentum carrying us forward. We must fight the
physical and mental instinct to hold on so that we can
progress toward our goal. Training and preparation got
us here, and we need to trust and rely on that and let
our practices evolve.
Endnote
1

I adapted this analogy from a book by Deborah Adele, titled
“The Yamas & Niyamas: Exploring Yoga’s Ethical Practice.”

The Benefits of Mentorship in a
Time of Uncertainty

Mentoring

These unprecedented, uncertain,
challenging, stressful times…

Anahita (Ana) Anvari

T

hese are words with which the Class
of 2020 became all too familiar. A
few months ago, our biggest concern
was passing the Bar exam. Today, the
question is whether the Bar exam
will even happen. We have graduated
into uncharted territory and a declining economy.
COVID-19 brought the world to a stop at a time when
our legal careers should have started. For me, this has
emphasized the importance of networking, mentorship,
and professional connections.

Making the Connection
The value of networking is familiar to law students.
Law schools emphasize this point from our first day
on campus. However, networking can be a daunting
task. Where do you start? Who should you reach out
to? AHLA’s Mentorship Program eases the burden by
helping potential mentors and mentees make the initial
connection. Choosing the right AHLA mentor and
building a strong professional relationship will lead to a
rewarding and educational experience.
My decision to join the AHLA Mentorship Program
centered around my career goals. I went to law school
to be a health care attorney. However, this broad
designation encompasses an array of potential career
paths, and I found myself questioning in what capacity
I wanted to practice. I joined the Mentorship Program
to learn about different career options from attorneys
with firsthand and experienced knowledge. I looked
for attorneys with careers I sought to emulate and
in geographic locations where I sought to practice.
Additionally, I focused on female mentors who would
understand the challenges faced by women and
minorities in this profession. The Mentoring Directory
made it easy to search for attorneys who matched this
description, and I was able to send an initial mentorship request and subsequent communication directly
through the portal. Through this process, I connected
with my two mentors, Aimee DeFilippo, a Partner
at Jones Day in Washington, DC and Annie Shieh,

Senior Compliance Counsel at Central Health Plan of
California.

Establishing a Professional
Relationship
Once you match with a mentor, it is important to
establish a professional relationship. For mentees, this
means giving what you seek to get. Show initiative—do
not wait for your mentor to schedule a call. By making
the effort to schedule meetings in advance and preparing relevant questions, mentees can make the time
worthwhile for both parties. The best method for me is
recurring phone calls and emails.
Through these periodic communications, Aimee and
Annie provided invaluable insight into the profession.
They spoke with me in detail about their career paths
and the nature of their work and provided candid advice
in response to my questions. Examples included how to
set myself up for success as a first-year associate, tips for
making connections in the local legal community, and
suggestions about which hot topics in health law a new
attorney should become familiar with.
My mentors also guided me through more specific
challenges I encountered as a law student and new
graduate facing the pandemic. Sincere discussions with
my mentors and other AHLA members relieved some
of the frustration that accompanied this uncertainty.
From reassurance regarding the “new normal” of
working from home to general advice about starting
a career in an economic downturn, these open and
honest discussions were instrumental to staying positive
about the future of my career.
Overall, well-established mentorships are beneficial to
law students and new attorneys. They lead to creative
problem solving and open new doors. During this time
of uncertainty, mentors can provide the comfort of
a sounding board to handle life’s unexpected turns. I
remain thankful for Aimee, Annie, and the other health
care attorneys who have offered support and guidance
and look forward to future opportunities through
AHLA.

Ana Anvari is a recent graduate of Penn State Dickinson
Law, focusing on health care and
corporate law. Prior to law school,
Anvari worked in health care business and operations in Southern
California. Her experiences during
law school included in-house
internships with an international medical device company,
a nonprofit health system, and
two summers with a law firm in
Philadelphia. She plans to sit for
the Pennsylvania and California
Bar exams.
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Women’s Network

Becky Bye, DDS, JD

Mental Health During Uncertain
Times: Suggestions for
Maintaining a Sense of Wellbeing

T

he combination of work and competing
personal commitments creates a recipe
for stress, at the very least. Adding a
global pandemic to an already stressful
career and life can exacerbate the
consequences for our mental health.

As a lawyer, mother, and wife, I live through the
challenges caused by external sources of stress every
day. As a licensed health care provider and one who has
studied the physical and emotional consequences of
mental health challenges, I am perhaps hyperaware of
the importance of mental wellbeing. This is even more
pronounced when there are variables completely out of
our control, such as our current world situation.

Becky Bye is an attorney and
general dentist in Denver, Colorado. She has a broad legal background advising clients regarding
regulatory, transactional, and
litigation matters and has advised
health care practitioners regarding state licensure, employment
contracts, and ethical issues.
Dr. Bye has also presented and
authored works on a variety of
health care, business, and related
topics to members of the health
care industry and other attorneys
both locally and nationally. She
enjoys reading and writing about
anything related to health, health
care law, and the life sciences.
You can email her at beckybye@
gmail.com.

It is easy to overlook the importance of mental health
and to avoid addressing it for simple reasons. First,
unlike our physical health, we do not “see” or “feel” our
mental health. It is hard to pay attention to a component
of ourselves that is not as tangible as our own physical
bodies. Additionally, the concept of “mental health” still
has a social stigma.
When our mental health suffers, it triggers many
dangerous and toxic changes to our lives. For example,
declining mental health can affect our physical health,
as it can cause changes in dietary habits and reduce
physical activity.1 Our physical bodies also serve as a
bellwether for our mental health in other ways; often,
problems with our mental health can cause people to
experience hives, anxiety attacks, nausea, increased
colds, muscle atrophy, and other adverse health
conditions.2
In addition to stress, a myriad of other conditions can
affect our mental health, ranging from merely having a
bad day to more serious mental health problems, such
as depression. As health care lawyers during a particularly challenging health care crisis, we must proactively
address these unprecedented influences on our physical
and mental health.
While this article does not seek to replace the role
of mental health professionals, it aims to provide an
overview and some fun or useful ideas to help you
maintain your mental wellbeing during these extraordinary times, based on my own positive experiences with
these ideas.3
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Meditation
Nearly three years ago, I was seven weeks pregnant and
traveling home from an overseas trip. On the second
leg of my trip, my morning sickness became unbearable
mid-flight. A kind woman in front of me handed me her
headphones and suggested I listen to a meditation from
her phone. Although skeptical, I obliged and listened to
the meditation instructor’s calm words and commands
about how to organize my thoughts. Soon, my nausea
moved from the forefront of my mind to being a mere
afterthought. This experience prompted me to respect
the concept of meditation as a focused “exercise” for my
mind.
After that calming airplane meditation, I rarely meditated until my husband and I subscribed to a popular
fitness application that includes meditations. Over
the past few months, we have grown accustomed to
listening to a five- or ten-minute meditation every night
to calm our active minds and coax us to sleep. Besides
sleep meditations, you can find meditations for energy,
courage, body awareness, relaxation, and more.
If you are new to meditating, I recommend trying it
for a few minutes a day for at least two weeks to see if
this is something you can incorporate into your daily
routine. It may change your mindset completely and
help enhance your mental health.

Physical Activity
Physical health and mental health mirror each other.
Physical health can serve as a reflection of the state of
one’s mental health; routine physical activity can also
enhance it.
It is imperative to move every day. This can range from
taking a morning stroll in your neighborhood to highintensity cardiovascular exercise, yoga, or weightlifting.
The key is to find an activity that is engaging, accessible,
and fun that you can do regularly and consistently.
While most of us are confined to our homes or the outdoors for physical activity given the current situation,
we fortunately live in a time where we can access engaging and effective fitness content online. Try searching
online content for some fun and free workouts such as
cardio, dance, barre, yoga, weightlifting, and more.

Journaling
Journaling allows us to externalize and process causes of
internal stress, such as complicated situations, anguish,
and anxiety. Once you articulate your feelings, you
may view a situation with more lucidity and a different
perspective. The act of “journaling” can range from
a few words that summarize your day, a sentence of
gratitude, or a longer written piece. Journaling can take
seconds yet be great medicine for your mental health.

“Me Time”
The concept of “me time” may sound trite or selfish.
However, it is important to spend time alone with
your thoughts or spend time engaging in something for
yourself that makes you happy. Whether it is choosing
to work out by yourself, spending time doing a hobby,
playing an instrument, listening to music, or partaking
in other activities that bring you joy, budgeting your
day to include an activity in solitude will enhance your
spirits and mental health.

Endnotes
1

See, e.g. J M Murphy et al. Obesity and weight gain in
relation to depression: findings from the Stirling County
Study. International Journal of Obesity Vol. 33: 335-41
(2009), available at https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2656591/.

2

See, e.g. Amanda MacMillan. Why Mental Illness Can Fuel
Physical Disease. Time (February 23, 2017), https://time.
com/4679492/depression-anxiety-chronic-disease/; see
also Why Am I Breaking Out in Hives When I’m Stressed?!
Cleveland Clinic healthessentials (March 7, 2019), https://
health.clevelandclinic.org/why-am-i-breaking-out-inhives-when-im-stressed/. The author would also like to
note that based on her own experience as a clinician, she
has observed numerous other manifestations of stress and
mental health problems including TMJ pain and increased
caries and periodontal disease.

3

For a more comprehensive list of resources, contact your
Employee Assistance Program (EAP) or start with the
various public help resources, such as www.mentalhealth.
gov or https://www.massgeneral.org/psychiatry/guide-tomental-health-resources/mindfulness.

Connecting with Others
Humans are inherently social. While “me time” is important, it is equally important to connect with friends
and family to avoid feelings of isolation, loneliness, and
monotony. If these loved ones live close to you, perhaps
you can invite them for a safe, socially distanced picnic
or walk outside. If seeing them in person is not an
option, using video meetings or even old-fashioned
phone calls can help maintain you and your loved ones’
spirits. Surprising friends and loved ones by sending a
card or handwritten letter may also enhance your sense
of wellbeing while doing something out of the ordinary
in our technology-charged world.
While we take care of our families, our clients, and
other aspects of our lives, it is easy for our mental health
to take a backseat. It is now more crucial to take care of
ourselves by prioritizing our mental health and inner
wellbeing. This will serve as the foundation for health
and happiness to get through the most trying of times.
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Member News

Firm News

Member Spotlight
Becky Bye, DDS, JD
Denver, CO
beckybye@gmail.com

What is your favorite form of
exercise?

Dorsey & Whitney has boosted its health
care practice with a lateral group of four
experienced attorneys in its Des Moines,
IA office. Rebecca (Becki) A. Brommel and
Catherine (Katie) Cownie have joined as
partners along with Adam J. Freed as of
counsel and Michael (Mike) E. Jenkins as a
senior attorney. Katie Cownie is a successful and highly regarded health care
attorney and has worked on health care
regulatory, administrative law, business
transactions, and corporate issues for
those in the health care industry for more
than 20 years. Becki Brommel’s practice
focuses on health care litigation and administrative law, pursuing cases for clients
directly impacted by the enforcement of
state statutes and state administrative
agency decisions and rules. Adam Freed’s
health law practice provides strategic
advice to individual and institutional health
care providers, such as physicians, dentists,
hospitals, and nursing facilities, as well as
trade associations that represent health
care providers. Mike Jenkins’ practice focuses on two highly regulated industries in
health law and gaming. He advises clients
on health care mergers, acquisitions, entity
formation, regulatory compliance, internal
investigations, and business disputes.

When my husband and I first met, he
was an avid cyclist and I was not. Early in
our relationship, he purchased a tandem
road bicycle, and it has been my favorite
form of exercise since. We even rode
it in several 100-kilometer fundraisers!
Now that we have a small child, I spend
most of my bicycling time on our Peloton, which has been even more valuable due to
the current pandemic. I also enjoy lifting weights and yoga.

What was your most interesting job?
My most interesting job was when I waited tables at my parents’ former bar during my
college summers. It is called the Buck Snort Saloon, and it is located in Sphinx Park,
Colorado. People from all over the world make the scary one-hour drive from Denver
to this remote bar, six miles down a one-lane dirt road with cliffs and rivers on the
sides! It was a great opportunity to get to meet many interesting people from various
backgrounds!

What was the best concert you ever went to?
I am lucky to live near Red Rocks Amphitheater, which has hosted so many historic
concerts. The best one that immediately comes to mind is Tom Petty, whom I saw several times at Red Rocks. I am still sad that I will never be able to see him perform again
at this venue, which is a perfect place to listen to his music.

What television show would you like to make a guest
appearance on?
Although the show is now over, I would give anything to make a guest appearance on
“Game of Thrones.” My husband and I have watched every episode numerous times,
and we even sought out tours in Northern Ireland and Iceland because we are such
die-hard fans. The closest I got to being on the show was meeting our Northern Ireland tour guide, who was an extra on the show for several seasons; he was profiled in a
“behind the scenes” type episode after the show ended.

What was your best vacation?
I would have to say all of my trips to the United Kingdom! I studied abroad in Manchester, England for one semester while I was in college, which turned me into an anglophile. Later, I had the privilege of receiving a six-week scholarship through the American Inns of Court to learn about barristers in London early in my legal career. During
that latter experience, I saw the queen at Windsor (long story) and witnessed numerous interesting legal proceedings in London.

Would you like to be featured in our new Member Spotlight section? Please contact agreene@americanhealthlaw.org.
We’d love to hear from you!
22 Health Law Connections | September 2020

Volunteer Recognition June 2020

Member Updates

Programs and Distance Learning
Annual Meeting Virtual Program

Kingman Ho, Henry Mayo Newhall Hospital

Jeffry Adest, Garfunkel Wild PC

S. Craig Holden, Baker Donelson Bearman Caldwell
& Berkowitz PC

Laura M. Alfredo, Greater New York Hospital Association

Rachel Hold-Weiss, Arent Fox LLP

Jeffrey E. Allen, BKD LLP

Ann T. Hollenbeck, Jones Day

Gregory D. Anderson, HORNE LLP

David S. Holtzman, HITprivacy LLC

Alexis L. Angell, Polsinelli PC

Robert G. Homchick, Davis Wright Tremaine LLP

Elise Sweeney Anthony, The Office of the National
Coordinator for Health IT

Thora A. Johnson, Venable LLP

David A. Argue, Economists Inc
Priya J. Bathija, American Hospital Association
Scott Becker, McGuireWoods LLP
Timothy P. Blanchard, Blanchard Manning LLP
Emily C. Bowne, Federal Trade Commission
Julie Burns, DHHS Office of the General Counsel
Theresa Claffey Carnegie, Mintz Levin Cohn Ferris
Glovsky & Popeo PC
John Allen Chalk, Whitaker Chalk Swindle & Schwartz PLLC
Amitabh Chandra, John F. Kennedy School of Government
at Harvard University

Craig M. Johnson
Ajente Kamalanathan, Ogletree Deakins
Stewart W. Kameen, DHHS Office of the Inspector General,
Industry Guidance Branch
Julie E. Kass, Baker Donelson Bearman Caldwell
& Berkowitz PC
John E. Kelly, Bass Berry & Sims PLC
Travis A. Kennedy
Marilyn Lamar, Liss & Lamar PC
Yun-Kyung Lee, U.S. Department of Health & Human
Services
Amy S. Leopard, Bradley Arant Boult Cummings LLP

Yuan Y. Chen, Kaiser Permanente

Michael Lawrence Lipinski, ONC

Richard Y. Cheng, DLA Piper LLP (US)

Jeny Marie Maier, Axinn Veltrop & Harkrider LLP

Alisa Chestler, Baker Donelson Bearman Caldwell
& Berkowitz PC
Almeta E. Cooper
Dawn R. Crumel, Vanderbilt University Medical Center
David Dahlquist, Winston & Strawn LLP
Teresa Danna, United Surgical Partners International

Martin Makary, Johns Hopkins University
Anthony Malcoun, Premier Healthcare Alliance
Andy Mao, US Department of Justice
Patricia A. Markus, Nelson Mullins Riley & Scarborough LLP
Catherine A. Martin, Centers for Medicare
& Medicaid Services

Robert K. DeConti, DHHS Office of the Inspector General

Torrey J. McClary, King & Spalding LLP

Gregory E. Demske, DHHS Office of the Inspector General

Toby K. L. Morgan, Emory Healthcare Compliance Office

Gregory M. Duckett, Baptist Memorial
Health Care Corporation

Jennifer M. Nelson Carney, Bricker & Eckler LLP

Paul Eiting, Blue Cross Blue Shield Association
Kristen M. Erbes, Cambria Health Solutions
Michael N. Fine, Wyatt Tarrant & Combs LLP
Ashley M. Fischer, McDermott Will & Emery LLP
Clinton Flume, VMG Health
Charise R. Frazier, Hall Render Killian Heath & Lyman PC
Marc D. Goldstone, Prime Healthcare Services Inc
Lisa Marie Gora, Wilentz Goldman & Spitzer PA
Jill H. Gordon, Nixon Peabody LLP
Tina Olson Grande, Healthcare Leadership Council
Gerald M. Griffith, Jones Day

Bevin M.B. Newman, Sheppard Mullin
Julie L. Nielsen, Berkeley Research Group LLC
Gerard M. Nussbaum, Zarach Associates LLC
Serena M. Orloff, U.S. Department of Justice
Richard Powers, U.S. Department of Justice
Todd Presnell, Bradley Arant Boult Cummings LLP
Cynthia Y. Reisz, Bass Berry & Sims PLC
Kristen B. Rosati, Coppersmith Brockelman PLC
Jessie Rossman, ACLU of Massachusetts
Andrew D. Ruskin, Morgan Lewis & Bockius LLP
Robert S. Salcido, Akin Gump Strauss Hauer & Feld LLP

Jeanna Palmer Gunville, Polsinelli PC

H. Shine Chen Schattgen, St. Jude
Children’s Research Hospital

Marianne Hamilton Lopez, Duke University, Margolis
School of Public Health

Jack S. Schroder, Alston & Bird LLP

Anne W. Hance, Blue Cross Blue Shield of Tennessee
Jacob Harper, Morgan Lewis & Bockius LLP
Josephine Nelson Harriott, Howard University

Myra C. Selby, Ice Miller LLP
Kristoffer B. Shepard, Atrium Healthcare
Thomas N. Shorter, Husch Blackwell LLP

Volunteer Pool and Complete
Your Volunteer Profile
AHLA has revised the volunteer
process. To opt-in to the Volunteer
Pool and complete your Volunteer
Profile, visit www.americanhealthlaw.org/volunteer. This
will help us know what kind of

Trent Stechschulte, Equitas Health

volunteer opportunities you are

Andrew C. Stevens, Arnall Golden Gregory LLP

interested in. Going forward, you

Jonathan M. Herman, Herman Law Firm

Brian Richard Stimson, Office of the General Counsel,
US Department of Health and Human Services

will receive email alerts when we

Clinton D. Hermes, Bass Berry & Sims PLC

Jane M. Susott, Humana Inc

Kathleen A. Hessler, Hessler Consulting LLC

William David Teague, VMG Health

Robert R. Harrison, Stilling & Harrison
Carol A. Hendry, Providence St Joseph Health

think you’ll be a good fit for a new
volunteer opportunity.
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AHLA has a wonderful tradition of members sharing their expertise and insight
with each other. Members generously donate their time and energy through speaking,
writing, and other service to the organization. Volunteers are the heart of the
Association—thank you for all you do!

Meagan L Thomson, Rhode Island
Office of the Attorney General

Medicare Advantage Risk Adjustment: Legal Issues for
MA Plans, Providers, and Vendors

Megan Tinker, DHHS Office of the Inspector General

Edward Baker, Constantine Cannon LLP

Vanessa M.B. Toussaint, Toussaint Legal Consulting LLC

Brandon J Moss, Wiley Rein LLP

Emily W. G. Towey, Hancock Daniel & Johnson PC

Heidi Wendel, Law Office of Heidi A. Wendel PLLC

Alexandra E. Trinkoff, Northwell Health
Ashley Voss, Medical Group Management Association

Deploying Resources to Drive Value-Based Care: Potential
Opportunities and Stumbling Blocks in light of Stark/AKS
Proposals

Robert L. Wax, St Luke’s Hospital & Health Network

Christine Burke Worthen, Northern Light Health

Bryan M. Webster, Reed Smith LLP

Neal Shah, Polsinelli PC

Jeanne L. Vance, Salem & Green PC

Christine L. White, Northwell Health
Anna Stewart Whites, Anna Whites Law Office LLC
Cynthia F. Wisner, Trinity Health
Catherine Wong, Mercy
Emily Yoder, Centers for Medicare & Medicaid Services
Eric Zimmerman, McDermott Will & Emery LLP

Webinars
Fraud and Abuse in the Age of Coronavirus: Current and
Future Federal Criminal and Civil Enforcement Actions
Michael A. Morse, Pietragallo Gordon Alfano
Bosick & Raspanti

Crisis or Opportunity?: Hospitals Serving Special Populations and the Legal Challenges of Integrated, Accountable
and Coordinated Care Part II: Data or Bust
Catherine Clodfelter, Cherokee Nation Assurance, Public
Health Law Program, Center for State, Tribal, Local, and
Territorial Support, CDC
Christi J. Braun, Vanderbilt University Medical Center
Delphine O’Rourke, Duane Morris
William Berlin, Hall Render Killian Heath & Lyman PC
CCPA in Health Care
Matthew Henderson, Clearsense, LLC

Tony Maida, McDermott Will & Emery

Ed Zacharias, McDermott Will & Emery

Eric W. Moran, Epstein Becker & Green

Brendan Sanchez, The Permanente Medical Group
Ann B. Waldo, Waldo Law Offices PLLC

Value-Based Payments in Public and Not-for-Profit
Hospitals in the Age of COVID-19
David Muhlestein, Leavitt Partners
Kelly Anderson, Baptist Health
Lisa Han, Jones Day
Cutting Edge Issues and Trends in Health Care Fair Market
Value, Part III: Advanced Practice Providers—
How the COVID-19 Pandemic Changed the Utilization
and Deployment of APPs

Educational Calls
Medical Staff, Credentialing and Peer Review (MSCPR)
Educational Call
Alexis L. Angell, Polsinelli PC
Robert Harrison, Stilling & Harrison PLLC
Avery Schumacher, Bricker & Eckler LLP

Alex T. Krouse, Parkview Health System Inc
Trish Anen, Sullivan Cotter
Brandon Colley, ECG Management Consultants

Publications, Resources, and Periodicals
Health Law Connections

Tips, Lessons, and Silver Linings from the New Work-Life
Reality Under COVID-19

Awaken the Power of AHLA’s Communities

Kristin Cilento Carter, Baker Donelson Bearman Caldwell &
Berkowitz PC

Alexis L. Angell, Polsinelli PC
The Long-Term Impact of the Pandemic on Corporate
Governance: Recommendations the General Counsel
May Share with the Board
Stephen W. Bernstein, McDermott Will & Emery LLP

Telemedicine: From Face-to-Face to Cyberspace
Janice Jacobs, Berkeley Research Group

Ralph E. DeJong, McDermott Will & Emery LLP

The Company Model: Structures, Guidance,
and Recent Relators

Sandra M. DiVarco, McDermott Will & Emery LLP

Christopher L. Richard, Gilpin Givhan PC

Michael W. Peregrine, McDermott Will & Emery LLP
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The Informal Formalities of Email Communication

COVID-19 Liability for Long Term Care Providers

Kelsey Ann Weiss, Mateer & Harbert PA

Cory Kallheim, LeadingAge Inc

Health Law Weekly

David Thurber, Alliance Insurance Group

Member Updates

Carin A. Marney, Lane Powell PC

CMS Issues Recommendations to States on Reopening
Nursing Homes
Tessa Carberry, Gordon Rees Scully Mansukhani LLP
Potential FCA Whistleblower Actions Under EKRA
Rachel Veronica Rose, Rachel V Rose Attorney at Law PLLC
COVID-19 Cyber Attacks: Ten Tips for Health Care
and Other Organizations
Saad Gul, Poyner Spruill LLP
Mike Slipsky, Poyner Spruill LLP
Drug Shortages—History, COVID-19, and the CARES Act
Lindsay P. Holmes, BakerHostetler
Lee H. Rosebush, BakerHostetler
Marc Wagner, BakerHostetler

Journal of Health
& Life Sciences Law
Journal of Health & Life Sciences Law Vol. 13 No. 3
Brian Dean Abramson

COVID-19’s Impact on Private Equity
Investment in Health Care
Chris McFadden
Delphine P. O’Rourke, Duane Morris LLP
Strings Attached: Compliance for Long Term Care Facilities
In Using Funds From the COVID-19 Provider Relief Fund
Susannah Vance Gopalan, Feldesman Tucker Leifer Fidell LLP
Camille Lockhart, BKD LLP
Harvey M. Tettlebaum, Husch Blackwell LLP
The Lighter Side of Health Law
Norman G. Tabler Jr. (Ret.), Faegre Drinker Biddle & Reath LLP

Practice Group Briefings
Not All Valuation Reports Are Created Equal:
A Practical Guide to Reviewing and Applying
Real Estate Valuation Reports
Samantha Hicks, Realty Trust Group LLC
Michael Honeycutt, Realty Trust Group LLC

Jane E. Blaney, Mitchell Hamline School of Law

The Lesson Plan is Out from Behind the Headlines—Lessons
from the Resolution of the Trump Foundation Suit

Drew Douglas-Steele, Verrill Dana LLP

Susan F. Zinder, Law Office of Susan F. Zinder

Kate Gallin Heffernan, Verrill Dana LLP
Marylana Saadeh Helou, Verrill Dana LLP
Cathryn Johns

Practice Group Bulletins

Andrew N. Meyercord, Gray Reed & McGraw LLP

2021 Medicare Advantage and Part D Final Rule
Codifies ESRD Status Individuals Entitlement
to Enroll in Medicare Advantage Plans

Patrick D. Souter, Gray Reed & McGraw LLP

Matthew Berman, Northwell Health

Hillary Noll Kalay, University of California

Thomas J. Sullivan, Shook Hardy

Legal Publications
False Claims Act & the Health Care Industry: Counseling
& Litigation, 3rd Edition, 2020 Supplement
Robert S. Salcido, Akin Gump Strauss Hauer & Feld LLP

Changes to Star Ratings Methodology in 2021
Medicare Advantage and Part D Final Rule
Lauren Parisi, McDermott Will & Emery LLP
Charities Bureau Heads Publish Survey of Charitable
Registration Requirements Across All 50 States
Susan F. Zinder, Law Office of Susan F. Zinder

Podcasts
COVID-19 and Long Term Care Financing

HHS Announces $4.9 Billion for Skilled Nursing Providers
Impacted by COVID-19

Neil Gamss

Kyle Raymond Rene, Hancock Daniel & Johnson PC

Luann Gutierrez
Amy Heller
Mary O’Kelley
Hedy S. Rubinger, Arnall Golden Gregory LLP
COVID-19 GC Roundtable—Part 5

The OIG’s Strategic Plan to Provide Oversight of the
COVID-19 Response and Recovery
Don Walker, Texas Children’s Hospita

MENTORS/MENTEES

Ross Kenneth Friedberg, Doctor on Demand, Inc.

Mentors

Rene Y. Quashie

Gelvina Stevenson, The Children’s Hospital of Philadelphia

Sarah E. Swank, Nixon Peabody

Thomas Hoffman, American College of Radiology

COVID-19 GC Roundtable—Part 6

Mentees

Robyn Whipple Diaz, St Jude Children’s Research Hospital

Danica Sun, Cleveland Clinic

Sarah E. Swank, Nixon Peabody

Andrew Heberling, Ascension

Lisa Diehl Vandecaveye, The Joint Commission
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Connections to Learning

Upcoming Live Webinars
September 16

September 24

October 22

2019 Medicare and Medicaid
Year in Review

The Changing Face of the
Medicaid Program: A Review
of Recent Trends in State
Medicaid Waivers

COVID-19: Physician Practice
Acquisitions and Divestitures

September 22
Telemedicine: Legal and
Practical Considerations for
Physician Practices

Focus On

The Burroughs Healthcare

LEARN.
NETWORK.
ENGAGE.

Consulting Network Inc
P.O. Box 540
Glen, NH 03838
(603) 733-8156
www.Burroughshealthcare.
com/

Virtual Tax Issues for

Health Care Organizations
October 22-23, 2020
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Virtual Events
September 30October 2
Fraud and
Compliance Forum
Platinum Level Sponsor
HealthCare Appraisers Inc
Gold Level Sponsor
PYA
Silver Level Sponsors
HealthCare Compliance
Network
Pinnacle Healthcare
Consulting

Connections to Learning

Bronze Level Sponsors
Affiliated Monitors Inc
Clearwater Compliance LLC
Coker Group
HMS Valuation Partners

November 11-13

October 22-23

Academic Medical
Centers and
Teaching Hospitals
Institute

Tax Issues for
Health Care
Organizations
Program Sponsor
WithumSmith+Brown PC

November 5-6

Fundamentals of
Health Law

January 27-28, 2021
For more information
on all AHLA events and to
register, go to www.americanhealthlaw.org/education-events or call (202)
833-1100, prompt #2.

Health Plan Law
and Compliance
Institute

Join the Discussion

We look forward to hearing
from you in the Communities.
americanhealthlaw.org/communities
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Career Center
AHLA’s Online Career Center will allow you to:
Manage Your Career:

Recruit for Open Positions:

◗S
 earch and apply to more health law jobs than in any
other job bank.
◗ Upload your anonymous resume and allow employers
to contact you through the AHLA Career Center’s
messaging system.
◗ Set up Job Alerts specifying your skills, interests, and
preferred location(s) to receive email notifications
when a job is posted that matches your criteria.
◗ Access career resources and job searching tips and tools.
◗ Have your resume critiqued by a
resume-writing expert.

◗P
 ost your job in front of the most qualified group
of health law professionals in the industry.
◗ Promote your jobs directly to candidates via the
exclusive Job Flash email.
◗ Search the anonymous resume database to find
qualified candidates.
◗ Manage your posted jobs and applicant activity
easily on this user-friendly site.

 Online
Career Center
Snapshot

2990+
Employers

940+
Job Seekers

For more information and to start the journey to enhance your career or organization,
please visit the AHLA Career Center at https://careercenter.americanhealthlaw.org.

30+

Open Positions
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A Health Care Compliance
Professional’s Manual for
ALL the professionals on
your compliance team

Developed with AHLA expertise to support your entire compliance team

Master the compliance strategies to safeguard health
care organizations. Wolters Kluwer has partnered with
AHLA on the new edition of the Health Care Compliance
Professional’s Manual:
• Get the breadth and depth of practical knowledge
that has made the Manual an indispensable guide for
decades
• The fresh perspective of AHLA experts guided the
development of new risk-assessment and facilityfocused tools
• Save time with sample forms, policies, procedures, and
checklists designed for practical use by your entire
Compliance team.
Call 866-529-6600 or visit WoltersKluwerLR.com/HCCPM
AHLA members: Use the code AHLA10 for an exclusive 10%
discount.

LEARN.
NETWORK.
ENGAGE.

Virtual Fraud

and Compliance Forum
September 30-October 2, 2020
Join us for the annual Fraud and Compliance Forum. This important program
brings together legal counsel, compliance officers, and government representatives for an invaluable
learning opportunity. We cover Stark, False Claims Act, Anti-Kickback Statute, and the enforcement
efforts in these areas. The planning committee puts together a program that addresses emerging
regulatory trends, recent case law and legislative developments, and how they will affect legal and
compliance practices in health care.

For More Information, visit:
www.americanhealthlaw.org/fraudcomplianceforum2020

