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WHAT PATIENTS HAVE TO SAY ABOUT DR. SOLOWAY


“I have known Dr. Soloway since 1977 when he moved to Great Neck and we went to high school together. I later heard that he was a doctor that treated joints. Years ago, I reached out to him for a problem with my wrist. I had already been to the ‘best’ hand doctors in New York and Long Island. They both wanted to operate.


I met with Dr. Soloway (I call him Steve) five years ago. He injected medicine at the base of my thumb where it meets the wrist. Overall, it was so successful I never went back to any surgeon and I do not understand why they did not offer this treatment nor why they would not refer me to a rheumatologist. Dr. Soloway’s book is reminiscent of this true story. It is so true and so spot on. He describes all the pitfalls of the past ten to fifteen years, why they have occurred, and what solutions can be utilized. He points out that the government has forced us into socialized medicine and we are only noticing it now. This book is a must-read. I am so proud to know the author and call him a dear friend.”


—Maria Mastramatteo


“I am a patient of Dr. Soloway’s. I was placed in the hospital for a five-day period of time for severe abdominal pain and diagnosed with pancreatitis. I was discharged from the hospital with the same pain that got me admitted. I went to Dr. Soloway because of my abdominal pain and because I trust him so much. My sister has been affiliated with his office for her entire working career and she trusts him as well. She advised me to see him even though it was out of his field. He spoke to me for fifteen or thirty minutes, he examined me, and—this is what struck me—when he pushed on my belly, he asked me if it hurt more when I push or when I let go. I answered his question. He then asked me how it compared to when I was in the hospital. I replied that nobody touched me when I was in the hospital at all. I was never examined. The CAT scan of my pancreas was normal, yet I was told I had pancreatitis.


Dr. Soloway was positive that I had both inflammatory bowel disease and associated arthritis. He started me on oral steroids and I was almost 100 percent better within twenty-four hours. After this episode he asked me to peruse his book. I did so gladly. I can say without a doubt and under no uncertain terms that the healthcare system is terrible and Dr. Soloway is able to sort it all out and to explain it to people in a way they will understand, especially by including letters that he wrote on behalf of patients to insurance companies. There is no reason why people are not referred properly and everybody should read this book because it is honest and truthful. I felt like I was reading about myself throughout the whole book. And by the way my hospitalization cost more than $40,000 while I wasted away. Dr. Soloway got probably less than $200, and he was able to make the correct diagnosis.”


—Regina Hester


“As a patient of Dr. Soloway’s, I would never complain about his waiting time. I relish that I was fortunate enough to see him. For fifteen years I suffered abdominal pain, joint pain, abdominal cramps, and passing blood. During one visit with Dr. Soloway, he looked at an x-ray of my sacroiliac joint that he did in the office and he told me that I had either Crohn’s disease or ulcerative colitis. I needed a biopsy, but the initial treatment would be the same. I had a biopsy which showed I have Crohn’s disease. With his treatment I was 100 percent better in a very short time. Fifteen years of suffering had ended.


Six months after I started treatment and had a normal life, my insurance company denied my medication. This book addresses situations like mine and probably yours. I have seen how Dr. Soloway’s job has become nothing but fighting for patients and screaming at insurance companies and I can honestly say you must read this book.”


—Mario Marcucci









FOREWORD


The Landscape of Healthcare


SEAN WEISS


My introduction to Stephen Soloway, MD, was typical in my line of work: payers were auditing and demanding money back from his rheumatology practice in New Jersey, and he had enough! My firm has engaged in a number of payer issues both on the government and commercial payer side and had success in getting payers to back down or close their investigations. Stephen’s story of ongoing harassment by payers would have been just another of hundreds of thousands of stories, but he has been fighting back, forcing payers to make decisions in his favor that they otherwise would not have made.


When I was first asked to write the foreword to this book, I was caught by surprise. But as I listened to Dr. Soloway—“Doc,” as I like to refer to him—I realized that not only did I have to, but also it became my mission. Physicians all over the country just like Stephen are fed up with the government’s, their contractors’, and commercial payers’ unethical business practices but struggle with how to fight back. This book is a roadmap for health-care providers and health-care professionals to utilize lessons learned for you and your organization.


If you don’t consider healthcare to be political, you should—and by the end of this book, you will. Politics has been playing a heavy role in healthcare, because it is a $3.65 trillion industry (approximately 18 percent of the USA GDP1)! Approximately 784,000 companies are in the health-care space, with McKesson being the largest by revenue at $208.3 billion. One of the biggest problems we face, if not the biggest, is that costs for healthcare are two times higher in the United States than anywhere else in the world. Yet, sadly, we rank eleventh in the world in performance (access to care, care process, administrative efficiency, equality, and health-care outcomes), which falls well below other countries such as Switzerland and Canada.2 However, the landscape of healthcare is dynamic and continuously evolving (or regressing, depending on where you sit and your role as a health-care professional). Healthcare will play a key role in the 2024 presidential election, right behind inflation and border security.


The health emergency of the pandemic exposed the many failures of leadership at health systems, of elected officials, and of those responsible for the supply chain, resulting in catastrophic failures and unnecessary death for so many. More and more Americans are recognizing the ride we have been taken on by corporations that reaped some of the highest profits ever, as government has increased the sustainability of Social Security and the Medicare trust fund well beyond initial expectations. This is based largely on the amount of money coming back into the system from recoveries, court verdicts, and settlement agreements.


Members of our government who were put in place to protect us boldly lied to Congress and the American people about many things, including, but not limited to, the number of COVID-19-related deaths, whether masks protect us, the actual origins of the virus, and having enough tests, including at-home rapid tests. We dealt with a virus (with twenty-plus variants) that was more adaptable than the politicians elected by the people, for the people! The first year of the Biden White House and a Democratic-led Congress showed inconsistencies and failure in policy! This is not a partisan shot but a statement based on the administration’s and Democrats’ own acknowledgment of failure. Policies on boosters, at-home testing, masking, and quarantines made the country’s Omicron wave far worse than it should have been. The Centers for Disease Control and Prevention (CDC), Food and Drug Administration (FDA), and National Institutes of Health were slow to respond and inconsistent with their messaging and, in several instances, went against generally accepted standards of medical care to continue pushing forward political narratives for their boss on Pennsylvania Avenue! Congressional hearings have exposed the deception and, in many cases, the cover-up of incompetence.


Many politicians used the pandemic to grab political power and to politicize the health system to a level not seen before. Executive orders and false narratives led to our country teetering on the brink of recession. Inflation accelerated by 7.5 percent between January 2020 and January 2021, a forty-year high, as gas prices soared across the country, with oil crossing the $100-per-barrel threshold at times. Paychecks have been eroded by 1.7 percent since 2021, and the Medicare Part B premium increase our seniors were hit with is the largest in history. Going to the grocery store costs consumers close to $1,000 per month more than what they had been paying for decades—that’s more painful than going to the proctologist! In July 2020 the inflation was reported at 9.1 percent, far beyond what the Biden Administration, including Janet Yellen of the Federal Reserve, believed it would be, further crushing American families and businesses.


President Biden blamed the failures of his administration on Trump, Trump supporters, COVID-19, and the Saudi Crown Prince (who was referred to as leading a pariah state, but then in July Biden went on bended knee asking for increases in oil production) until members of his own party and those in mainstream media who supported him, and the Democratic party, turned on him. Then came the Russian invasion of Ukraine, a new convenient situation to blame for a complete and utter failure of this administration. Government is inefficient and incapable of doing things well, which is why the private sector in healthcare is so critical to sustainability and advancements in treatments.


But Biden and his administration were only just beginning to wreak havoc on the health-care industry. All the Trump-era policies that reduced the regulatory burden on providers and the industry were erased with the stroke of a pen, creating what can only be described as the new era in healthcare.


Think about this: In fiscal year (FY) 2021, the government recouped from providers more than $1.8 billion, and it wasn’t just from hospitals or health systems:


In FY 2021, the Department of Justice (DOJ) opened 831 new criminal healthcare fraud investigations. Federal prosecutors filed criminal charges in 462 cases involving 741 defendants. A total of 312 defendants were convicted of healthcare fraud related crimes during the year. Also, in FY 2021, DOJ opened 805 new civil healthcare fraud investigations and had 1,432 civil healthcare fraud matters pending at the end of the fiscal year. Federal Bureau of Investigation (FBI) investigative efforts resulted in over 559 operational disruptions of criminal fraud organizations and the dismantlement of the criminal hierarchy of more than 107 healthcare fraud criminal enterprises.


It didn’t stop there:


In FY 2021, investigations conducted by HHS’s Office of Inspector General (HHS-OIG) resulted in 504 criminal actions against individuals or entities that engaged in crimes related to Medicare and Medicaid, and 669 civil actions, which include false claims and unjust-enrichment lawsuits filed in federal district court, and civil monetary penalty (CMP) settlements. HHS-OIG also excluded 1,689 individuals and entities from participation in Medicare, Medicaid, and other federal healthcare programs. Among these were exclusions based on criminal convictions for crimes related to Medicare and Medicaid (569) or to other healthcare programs (267), for beneficiary abuse or neglect (145), and as a result of state healthcare licensure revocations (536).3


Recently, I was the expert in one of the largest health-care fraud trials, United States of America v. D-1 Rajendra Bothra, D-4 David Lewis, and D-5 Christopher Russo. The defendants were charged with fifty-four counts of violation of the Substance Control Act and the HealthCare Fraud Statute, for $484 million. One of the defendants (Bothra) spent three and a half years in federal detention and was denied bail and compassionate release nine times, while the others were basically put out of business and bankrupted. At the end of the trial, he and the other three defendants were found not guilty on all counts. Something like this can happen to anyone, anywhere, and at any time. This was a total political hack on the part of the government, so much so that one of the prosecutors resigned on the last day of the trial. I hope providers and health-care professionals will take proactive steps to mitigate risk and realize that no one is immune to aggressive investigations and overzealous prosecutions.


Every administration has had missteps and missed opportunities to fix the health-care system, but all made empty promises, whether it was President Clinton failing to sign the Patient Bill of Rights; President George W. Bush failing to address the problem of millions of uninsured Americans and the rising costs of healthcare, refusing to expand eligibility for the state Children’s Health Insurance Program (CHIP), taking maneuvers to cut Medicaid spending, or making unjustified subsidies for private health plans; President Obama enacting the Affordable Care Act (ACA) and forcing providers on to Electronic Medical Records (EMR); or Trump failing to repeal and replace ACA. Some were influenced by corporate money, whereas others were just incompetent in the health-care space because they aligned themselves with equally incompetent yes people. Although all of the aforementioned presidents most likely had good intentions regarding how to fix the health-care system, no matter what they did, it would simply not be enough given the state of the industry and the level of corruption.


Overzealous and inexperienced prosecutors at the Department of Justice (DOJ) are aggressively pursuing providers in the name of integrity of the Medicare Trust Fund. The Office of Inspector General (OIG) predicts $3 billion in recoveries in FY 2022, which will drastically exceed FY 2021, from a variety of providers, including hospitals, nursing homes, infusion centers, physician practices and physician groups, ambulatory surgery centers, pharmacies, and suppliers.


Azar vs. Allina Health Systems (a 2019 Supreme Court ruling) pushed back on the Centers for Medicare and Medicaid Services for making substantive changes to policies not put through the formal rule-making process. However, the DOJ and OIG continue to rely on subregulatory documents as opposed to following regulations and pushing the envelope to see to what extent they can get away with fleecing the U.S. Health System.


Bounty hunters—Recovery Audit Contractors (RACs), Maximum Allowable Charges (MACs), Unified Program Integrity Contractors (UPICs)—of the government are incentivized to take aggressive positions against providers of health-care services because they are shielded from liability by the Centers for Medicare and Medicaid Services (CMS). They make determinations that adversely affect physicians’ ability to render care to their patients. One might call the processes witch hunts. These contractors typically have five-year terms; if they fail to demonstrate return on investment, their contracts might not be renewed, so taking overzealous positions on audits or investigations should be expected by providers of medical care. Commercial insurance companies such as UnitedHealthcare, Blue Cross Blue Shield, Aetna, and Humana continue to cut provider reimbursement and patient access to care (testing, procedures, medications), all in the name of profit.


As a subject-matter expert who consults and testifies in a number federal civil and criminal health-care cases each year and testifies in dozens of administrative proceedings, I can share with you firsthand accounts of the dysfunction of the system and the uneven playing field. I have testified in cases in which the prosecutor read from a Medicare manual, not realizing that section failed to apply to the type of entity being prosecuted. I am constantly engaged in negotiations between providers and the Office of Inspector General, which in the last year seems to have lost its willingness to engage in good-faith negotiations and instead takes aggressive, over-the-top positions to try to force a settlement since it knows litigating a $150,000 case is simply not feasible. Insurance companies expect providers to render services without the companies paying them or paying them accurately or paying them in a timely manner. Some government and commercial payers place providers on 100 percent prepayment review, which leads either to delayed payment or no payment at all, but they expect providers to render services and expend costs with great financial risk. I have had payers say on calls, “Contractually, you have to see and treat our patients,” to which we respond, “And you have to pay the claims. When you have paid the claims correctly and timely, we will again see and treat your members.”


It’s Business 101: you cannot continue to spend money and render services for free and expect to have a sustainable business model! Ultimately, you have to stand your ground with payers to not only sustain but also thrive in this industry.


At the end of this year, 2022, I will have dedicated twenty-eight years to the health-care industry. I have been blessed to have a career that I truly enjoy and have given my very best to. I have been honored throughout my career with awards, accolades, and recognition. I’ve engaged with members of Congress in both the upper and lower chambers, worked for the Department of Defense in Europe at both Landstuhl and Ramstein air bases, interviewed some of the most influential and important people in our industry, published in the industry’s most authoritative sources, served on a governor’s task force, and lectured at some of the most prestigious institutions in this great country of ours. But the most important thing I accomplished over my career was to create lifelong friendships with some of the most amazing and interesting people. Stephen Soloway is not only an interesting person but also quite possibly the most interesting man I have ever known. After reading Bad Medicine, Stephen’s first book, I kept thinking, There has to be a sequel! Well, here it is, and I could not be more excited about it!





1 Smilijanic Stasha, “The State of the Healthcare Industry—Statistics for 2022,” Policy Advice (website), March 5, 2022, https://policyadvice.net/insurance/insights/healthcare-statistics/.


2 Eric C. Schneider et al., “Mirror, Mirror, 2021: Reflecting Poorly,” The Commonwealth Fund, August 4, 2021, https://www.commonwealthfund.org/publications/fund-reports/2021/aug/mirror-mirror-2021-reflecting-poorly.


3 Department of Health and Human Services and Department of Justice HealthCare Fraud and Abuse Control Program, Annual Report for Fiscal Year 2021, 2022,









INTRODUCTION:


RAW TRUTH


What follows is the truth of medical politics—raw, unfiltered, appalling, deplorable, corrupt, disgraceful, disgusting, surprising, shocking—and every word of it is true. In short, the politics of medicine is such that if you are a patient and you don’t fight, you will not get treated. And if you are a doctor and you aren’t fighting, you are not doing your job.


Make no mistake: the government, the insurance companies, and the drug companies want it this way. They do not want you to know that you have power in this system. They want you to go back to your family doctor, and they want that doctor to say, “Here’s some Percocet; you’ll be fine.”


The medical system is deeply broken. But a backstory tells the truth. The public may not know it; even I only know the half of it. But I’m not afraid to ask questions and write about what I see every day in my practice. Hold on—it’s shocking.


Who am I? I’m Dr. Stephen Soloway, and, simply put, I’m the self-proclaimed best combination rheumatologic and orthopedic doctor alive. I’ve been named one of America’s Top Doctors by U.S. News & World Report more times than anyone. I’ve been appointed by President Trump to the President’s Council on Sports, Fitness & Nutrition, and Governor Chris Christie appointed me to the New Jersey Board of Medical Examiners. I am the division chief of rheumatology at the Inspira Health Network, where I designed the curriculum for my field. I’ve treated more billionaires, professional athletes, celebrities, and dignitaries than I can name. I’ve been practicing medicine for over thirty years, and I’ve seen absolutely everything. I’ve seen things in healthcare that would make the average American sick. I wrote an entire book about the horrors of American healthcare.


This is a book about politics—about bad government, bad hospitals, bad drug companies and insurance companies, and bad doctors. It’s all connected, and at the very bottom, it’s the patient—you!—who is getting screwed.


Take the hospitals: the hospital employs all the doctors these days. Those doctors are given a fifteen-minute slot to evaluate, treat, and document all the information they can get from a patient. They’re not able to do a physical exam, so they just order a CT scan of anything and everything and hope that that will give them an answer. Sometimes it helps. Other times it’s confusing because it will show red herrings.


But the pressure is on the doctor, and the doctor, in haste, just does something to appease somebody. Many of these doctors are undertrained and afraid to think outside the box. Guess who suffers? That’s right—the patient.


Unless you are a cash-paying patient and you find a superstar doctor, you don’t really count in this system. Most people who take chronic narcotics are either self-treating depression or another mental illness, or they were an addictive personality. But if you ask them what hurts, since they don’t really know, they just say everything hurts.


People don’t know what a rheumatologist is or does. Even the American College of Rheumatology doesn’t know what a rheumatologist is supposed to do. You should not have to be a superstar to cover all the aspects of the field. You should be able to competently diagnose and treat rheumatoid arthritis, lupus, psoriatic arthritis, vasculitis, myositis, and scleroderma. In addition, you should be an expert in injecting trigger fingers, all tendons and bursae, arthritic thumbs, tennis elbow, rotator cuff, plantar fascia, Achilles tendons, low-back facet joints, knees, shoulders, hips, hands, and wrists, and maybe injecting epidurals, which I don’t do. But I do lumbar facet and cervical facetted injections. Simply stated, for every field of orthopedics—hand surgery, back surgery, knee surgery, shoulder surgery, and so on—a good rheumatologist will always perform better. I can’t see everyone. Lord knows I try!


Because I’m the only rheumatologist on the planet who’s proficient in this degree in these injections at this time, I look like a criminal to people (such as those in the bureaucracy) who don’t understand a very simple fact: I work hard. If you compare me to orthopedics and to pain management, I may still be up at the top of the list, but I wouldn’t be alone. So I stand out—brightly—and nobody can understand how one person can be so effective, efficient, smart, and not be stealing.


A rheumatologist must be an amazing interrogator. You must drag the information from the patient. If you know what to ask and how to extrapolate information, you will get the answers. If you get the answers to the right question, you will know what’s wrong 95 percent of the time, before you ever touch the person, before you even order the blood test. A rheumatologist should also be a gentle, precise injection expert.


Once, a woman was referred to me for a supposed diagnosis of rheumatoid arthritis. Right off the bat, I asked, “Ma’am, why did you have the rheumatoid factor drawn in the first place?”


“I don’t know,” she said. “That’s part of the routine blood work?”


It isn’t. Therefore, my index of suspicion immediately goes down because she didn’t say it was ordered for joint pain or morning stiffness. “Why did you go to the doctor?” I asked.


“Well, after I was treated for my breast cancer, I had follow-ups.”


“Oh, you had breast cancer? What type of breast cancer did you have? Was it estrogen-receptor positive, progesterone-receptor positive, or HER2 positive? Which breast cancer did you have?”


“I don’t know.”


“What do you mean?”


“Well, the lymph node biopsy didn’t say.”


“Well, what did the breast biopsy show?”


“I never had one.”


“What do you mean?”


“Well, they couldn’t really find anything. So they did a lymph node biopsy.”


I asked if she has dry eyes.


She said, “Yes. Severely dry eyes and dry mouth. In fact, I have an erosion in one eye. And my mouth is drying. I’m losing my teeth.”


I replied, “I need to see the biopsy report as to your breast-cancer diagnosis.”


I did some blood, brought the person back, diagnosed her with Sjogren syndrome, and predicted that she had a lymphoma and never had breast cancer. I was right. Now, to get this person treated for lymphoma, she had to go on a whole other round of medicine, but she wouldn’t because she maxed out the lifetime dose of whatever the particular chemotherapy agent was that she took. She ended up dying due to lymphoma, which briefly went into remission from the breast cancer protocol then came out of remission.


The patient should have seen a good rheumatologist much earlier. I see totally preventable tragedies like this all the time, and it makes me crazy.


Of course, there is a shortage of rheumatologists (which is fine because it makes me busier!). Not only is there a shortage, but also people don’t even know why they should be using us in the first place. The local teaching hospital just took the rheumatology elective off the criteria of the core curriculum.


People say, “Rheumatologists . . . what do they do, exactly?” You’ll hear it from politicians, janitors, educated authors, educated writers, and doctors of all fields.


The rheumatologist is the general contractor. He farms out if he needs a subcontractor. If you need a bone fixed, the rheumatologist calls the carpenter—that’s your orthopedic doctor. If you need a nerve biopsy or spine surgery, he or she calls your neurosurgeon. It should all go through the rheumatologist.


Today, trainees are dictated to (or brainwashed) to be general practitioners (GP) or hospitalists or are told that they can be a nine-to-four, four-days-a-week rheumatologist and just triage patients. Sadly, the teaching hospitals tell the doctors to work for the system, as they will make more money. (What a load of rubbish that is.) I say work for yourself, not a system. The system will always rip you off. (Warren Buffet is credited with this phrase, but I was saying it before I knew who Buffet was.)


In most cases, it is cheaper to train and hire a nurse practitioner or physician assistant. But there is some hope. Take Audrey, for example. At approximately twenty-four years of age, Audrey graduated from an Ivy League nursing program in which she was granted a free ride due to her athletic ability. When she first joined me, the conversation started in my typical fashion—very aggressive and pushy. I told her on the phone, “Please come today for an interview. I need to hire you.”


She replied, “I’m going on my honeymoon.”


“You can go on your honeymoon any time! The job is more important,” I responded.


She ended up going on her honeymoon. I called her the day she got back and said, “I need you to come down for your interview today.”


She said, “I can’t. I have to check with my husband.”


“Who cares?” I said. “You are on the phone with me! It’s something you have to decide, and your husband should have little to say about this job or your career.”


When she finally came down, I said, “OK, you can start today.” For various reasons, she couldn’t start that day. But she started soon after, and within two weeks I’d given her the lay of the land. I explained all the bad medicine—everything from the uneducated and unqualified to just basic misfits in society that landed in our region. She admittedly found everything I said baffling and confusing and probably thought I was a blatant liar.


Six months later we were best friends, and we remained best friends until she had to relocate twelve years later. Within three months of working with me, she would tell anyone that everything that came out of my mouth was true no matter how crazy it sounded or how much it seemed like an exaggeration. Anything I told her that she failed to believe she had then seen with her own eyes—all the horrors that nobody else will talk about, that everyone—everyone—turns their back on. Imagine: ten gout patients on rheumatoid arthritis meds and ten rheumatoid arthritis patients on gout meds. Think I’m not serious? Think again.


She went on to run a rheumatology practice in another state and educate four rheumatologists with less knowledge than she had regarding disease recognition or injection techniques and other skills required of a rheumatologist. They were astounded by her injection skills and didn’t understand how she knew so much. (They had never heard of me.)


Here is her story, in her own words:




I went to the University of Pennsylvania for my undergraduate degree, and I have two master’s degrees in adult health and Gerontology from the University of Pennsylvania as well.


Dr. Soloway sent a request for an ad through the University of Pennsylvania School of Nursing. I responded to the email, and that’s how we got connected.


When I started there, I was a new grad out of grad school. I was fairly naive as far as how the real world works. The biggest challenge was that Dr. Soloway’s office was extremely fast-paced. But he was great because he let me in on the business side of things.


What was shocking was understanding the world of commercial insurance.


I never believed anything he said until I saw it for myself. When he would tell me these things over the phone, before I started working there or before I encountered it, I thought he had to be lying or over-exaggerating. There was no way. This is not really happening. Then I realized, “Oh, okay. It’s true, all of it.”


It was difficult and time-consuming to realize that much of your patient care can be dictated by their insurance company, as far as who they can see, where they can go, how quickly they can get in, what drugs they can have, what they have to go through before they are able to have that drug. Unless you have the support staff like Dr. Soloway does, it’s almost impossible to function as a private practice nowadays, because you cannot do what you love, which is the clinical care, if you have to spend the majority of your day on the phone, supposedly speaking to a peer (never a true peer) to get something approved. There are only so many hours in the day. And most practices don’t build in any administration time, whether that’s for charting or billing or any phone calls or communication with anyone. So you don’t have that time to get on the phone with an insurance company. You could spend an hour easily just hitting the prompts to get someone on the phone.





One of my professors was the very famous H. Ralph Schumacher Jr., MD, who literally wrote the book on synovial fluid and more. We learned back then that, in rheumatology, if you see fluid and you don’t drain it, you are fired—you are an idiot; you don’t belong. At one point, the New England Journal of Medicine solicited Ralph Schumacher to write an article on monoarthritis. He passed it off to one of his staff, Dan Baker, and Dan wrote the article.


I was there when the New England Journal called to say it couldn’t accept it.


“Why not?”


“It says all joint effusions need to be tapped.”


“They do,” he said.


“Well, if you write that, then you are going to create chaos in the community.”


Ah ha! So you are not allowed to write the truth. Well, I’ll do it anyway.


How’s this for the truth? The entrepreneurial private practitioner is a dying breed in medicine.


Having hospitals own the practices is a simple way to regulate hospitals, rather than having to regulate doctors. Regulating one hundred or one thousand hospitals is a lot easier than regulating a million individual doctors. That’s all it’s about. Your doctor is criminalized and penalized if he or she is perceived as being too busy.


When Trump was president, I met with the head of fraud and abuse at Medicare. I had to tell this person the history of Medicare fraud and abuse, to broaden the views of who and how people should be targeted. I had to explain to her what she should actually be looking for from an insider’s standpoint. She didn’t give a fuck.


This is what you get when you have Communists running the country and two political classes: the billionaires and the peasants. If you are not a billionaire, sorry, you are a peasant. We’re all peasants because we don’t have any control.


While we have no control, the government is out to destroy businesses as quickly as it can. Antiquated laws that benefit the government never seem to go away. An example would be wearing a mask. You still have to wear a mask in my office. Why? Who the hell knows? Most are vaccinated, and frankly, if you are not vaccinated by now, you should either know you are going to die, maybe, and it’s up to you. Anyone that doesn’t believe in the vaccine, I believe, is part of the problem. It’s about control.


You must think outside the box. I’m the only guy I know that thinks outside the box. Why? Because not everything is in the box!









CHAPTER 1


MEDICAL ETHICS (NOT!)


Nothing Is Ethical


Nothing in medicine is ethical—nothing. I’ve seen things in healthcare that most people would not believe—corruption, negligence, malpractice, stupidity, bureaucracy, theft, dishonesty, fraud, deception. You name it, I’ve seen it. Why? Because unethical behavior is ubiquitous, common knowledge, and not only tolerated but encouraged!


Ethics is ambiguous. Doctors are stuck between rules and proper patient management. Following the rules may disallow correct treatment, whereas white lies (“fraud,” per the FBI, OIG, etc.) get patients a higher chance of better care. I don’t treat colds; my patients are often deathly ill. If I did not fight for them, they would be dead. Gilding the lily can be easy as there are no peer-to-peer reviews. I have never once spoken to an actual peer!


Doctors can be unethical, but far more often it’s the system—the hospitals, the government, the pharmaceutical companies, and the insurance companies—that is the real problem. With so much overreach, overregulation, and overadministration, the system has created an environment where doctors feel they need to be sneaky to do their job and hospitals feel free to screw patients left and right.


A doctor sometimes has to list the wrong diagnosis just to get a medicine approved because the insurance companies will not approve the medicine for anything other than the disease it was studied for. For example, I know from decades of experience that Remicade works for arthritis and ten other afflictions. But unless a person has rheumatoid arthritis, the insurance denies it. “Sorry,” the company representative says, “there is no data.” When I send the person nine articles showing that it works, I hear that those weren’t clinical trials, and they don’t really count. So I have no choice but to modify the diagnosis. My responsibility as a physician is to get people the medicine they need. Is it unethical of me? Maybe, but what choice do I have in this system? The important thing is that the patient receives the necessary treatment, but the lengths a good doctor has to go to in this environment are extraordinary.


Then there is the hospital administrator. A hospital administrator will go to the ER and say, “admit all people who come in tonight, no matter what’s wrong with them.” They will then fudge the charts to make people look sicker. They will keep people alive on a ventilator (if their insurance is good) just to bill for ICU days. Filled beds equate to more money! (If the insurance is lousy, sometimes they’ll simply euthanize.)


It’s a travesty of medicine. And it is always—always—the patients who suffer.


It’s a setup, a scam—fake work. Because at the same time that hospitals are ruining healthcare, the government is pushing to have hospitals run everything, because of ease of regulation I discussed earlier. Therefore, hospitals are not subjected to the kinds of audits that private practitioners like me are subjected to. Rarely will a hospital get audited, and when it is the hospital will not even get a slap on the wrist.


You will not see places like the University of Pennsylvania, Thomas Jefferson Cooper University, Drexel, Robert Wood Johnson, Johns Hopkins, or NYU subjected to the kind of onerous, oppressive, tyrannical, idiotic audits that I am subjected to on a routine basis.


The hospitals are protected because of donations or grants, which is how the deeply unethical system of bartering works at that level. Of course, it’s also the reason that medical care is so bad at the top institutions. The top doctor at the top institution is getting his or her money by researching one disease and writing proposals for money in order to get the experimental or nonexperimental, nonapproved drugs. If the hospital can participate in that kind of trial, it gets a huge amount of money, which keeps its researchers busy not seeing patients and not teaching too much. All of this comes at the cost of taking care of patients.


Furthermore, in the hospital, doctors are paid by relative value units (RVUs). If you stay on time and don’t spend more than fifteen minutes with a patient, including time spent at the computer, the hospital is happy with you. If you are providing good care and running late as a result, you get yelled at and reprimanded. So across the board, people in the hospitals are not doing their jobs because it’s easier and less perilous to simply fly under the radar. It’s not because they are dumb either. They’re smart; they’re sneaking through an unethical system and exploiting it.


All the while, the patient continues to suffer and the institution wins, ethics be damned. The only way to break this cycle is to encourage and incentivize people to be more entrepreneurial, to have the spirit of being self-employed. When you are self-employed, you really do care a lot more. You are not running out the door at 4:45. You just want to help your patients. You do not care about the hospital, the administrator, or the institution at large. If you are self-employed and helping your patients, you are helping yourself. It’s a simple equation.


The hospital only looks out for itself. Not long ago, I received the following email from the University of Pennsylvania’s Rheumatology Department:




The U.S. News & World Report—Best Hospitals. Vote soon!


Have you voted?


Please join your peers in casting a vote for the Hospitals of the University of Pennsylvania-Penn Presbyterian among your nominations for best rheumatology care.


VOTE NOW!


Including a vote for Penn Medicine reinforces the reputation of the Penn Rheumatology community.





Now, you might say, “What’s the big deal? It looks like a harmless letter.” It is a big deal because it’s illustrative of the unethical ways in which hospitals work—or, more accurately, don’t work at all. The email had no purpose other than to tell everyone to vote for the hospitals of University of Pennsylvania on the U.S. News and World Report. The hospital is browbeating people to vote for it. I didn’t get a letter from any other hospital. What’s the problem? There is no doctor at Penn who is as good as I am—no one, and it’s not even close. The other problem—soliciting votes for the title of “best”? Are you fucking kidding me?


It’s consumer marketing to people that are mostly very stupid. It’s a small thing—one top-docs list among many. But it’s wildly important because the lists are lying to the public. I know a highly trained Ivy League rheumatologist who only treats what he researches: vasculitis. I treat vasculitis, too—as well or better. The only thing he has over me is the drugs that haven’t been approved yet because the institution makes money doing clinical trials. But he doesn’t treat rheumatoid arthritis. He doesn’t do anything. Similarly, if a patient goes to a tertiary center for a second opinion, that patient sees a student followed by a resident followed by a fellow and then by whomever the attending physician is.


Penn might be the worst place to go to out of the six centers in Philadelphia. The idea that anyone would vote that institution the best and any list would have it at the top is surely a sign of some kind of failure. An accurate list wouldn’t put any of the big institutions on top, so the public won’t likely see that list anytime soon.


If a self-employed doctor is on one of those lists, it is for one of two reasons: either the doctor is extraordinary or knows influential people. I know this because I am on those lists, I am an extraordinary doctor, and I happen to know influential people. I landed on the US Top Docs list first in 2003 when Muhammad Ali’s family called Castle Connolly and said, “This guy saved me and my mother, and he belongs on the list.” (I met Ali’s family through a mutual friend. Pain was mentioned, and I fixed things rapidly.)


I get onto the lists. A few years later, I did something for the Trump family, and I was told the family members were in agreement with everyone else.


Now the organizations that put out the lists call me to ask if anyone in the area should be on the list. I’ve put about ten people on the list. I have said, “These are excellent doctors, some in my field, some not. They deserve to be on the list because they’re fucking good doctors.” (I deleted one doctor, and it was appropriate.)


Whenever I send a patient to one of the regional or national top doctors that I recommend, the patient always comes back happy. That’s opposed to the people who come to me saying they went to nine asthma doctors or this top hospital or that top hospital and they all suck.


In 2009 I was ranked the most influential rheumatologist in the nation. I have no idea how or why, but I know one thing for sure: they got it right. But I am an anomaly. I’ve been in private practice for thirty years. Many doctors my age retired after twenty-five years or they are getting ready to retire. Right now, the system is so utterly broken that if anyone in medicine over the age of fifty-five is able to retire, they will. They cannot deal with how unethical things have become.


The Sunshine Act


The hospitals are bad, and the doctors are stymied, but the ethical waters really get murky when it comes to the government, the pharmaceutical industry, and the insurance companies. Take the Sunshine Act, for example.


The Sunshine Act was Ted Kennedy’s way of prohibiting the pharmaceutical companies from spending more than a few dollars on lunches with doctors, which was supposed to cut down on a kind of soft corruption ubiquitous in the health-care field. So now instead of taking doctors out to lunch on the pharma company’s dime, the companies bring lobster around and make up the names of dozens of doctors! It sounds absurd, but it’s true. That said, it’s really stupid to disallow the free meals of yesteryear. Only the most unethical provider will use drugs in excess to get a burger with fries!


But that’s only a small piece of this corrupt puzzle. Let’s say a drug company has—or had—a billion-dollar budget to meet, greet, and feed doctors in order to sell them on the latest and greatest drugs. Now, all of a sudden, such wining and dining is banned. OK, that’s good. But where does that money go? Why aren’t they putting on educational programs? Why aren’t they buying doctors in every field the most up-to-date books and journal subscriptions? Why isn’t that money being redirected in a dozen different ways to help doctors help patients?


The money was earmarked to feed doctors for decades. So the companies should be awash in extra cash now. Where is the money? Well, the reality is that it’s just a slush fund. It’s just more money for the executives. In the past, money was spent like water: limos, flights, caviar, Dom Perignon. It was excessive, yet it was industry standard. Now it goes elsewhere, into someone else’s pocket. I assure you they are very happy over in pharmaceutical land.


Of course, all sorts of pre–Sunshine Act practices go on unabated; they just take on different forms. When a drug company prepares to launch a new drug, it sets up a task force to look at which doctors to target. After all, these drugs are its products—expensive products—and it has to sell them. If the drug is, for example, an arthritic product, the company blankets all the arthritic-prescribing doctors, and some of the orthopedic doctors as well. After a time, it collect records of every prescription every doctor writes. Then it ranks us. The company record could read, “In New Jersey, Dr. Soloway is the number-one prescriber of drug x and drug y.” The next thing I know, I have a drug rep, a district manager, a regional manager, and a regional vice president coming around introducing themselves. They aren’t going to take me out to dinner because they can’t. That would be unethical and corrupt. But they can sign me up on their speaker’s bureau. I used to take part in events put on by the bureau. I would go to hospitals and give lectures, or I’d go to a local restaurant and give a talk. An added level of corruption—restaurants hosting such an event are all owned by the local doctors, who lobby the drug companies to bring their events to their restaurants.


Pfizer and other companies used to wine and dine me to the tune of $250,000 a year to give speeches for them. But as with everything else in the pharmaceutical industry, as soon as the drugs go off patent, the money dries up.


Not every doctor knows about this side of the business (speaking fees are negotiable). The ones who know are the ones who get approached—the doctors with busy practices who prescribe a lot of drugs. The doctors that don’t get approached usually have very slow practices and, frankly, they’re insignificant.
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