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Lessons learned from an 
alternative medicine practitioner
Regardless of how you feel about Eastern medicine, some of its 
principles and business practices may help you and your patients

by Melissa Yuan-Innes

“I lIke your T-shIrT,” 
said one of my co-workers at 
a grad school lab. “I like that it 
says Western Medicine and not 
Eastern Medicine.”

I wasn’t sure if he was jok-
ing or not. I’d just finished 
first-year medical school at the 
University of Western Ontario 
and couldn’t resist buying some 
propaganda, but I’ve always 
had an open mind about East-
ern medicine.

In fact, now that I’m a full-
fledged emergency doctor, 
once a month, I go to a clinic 
for acupuncture and Reiki, or 
“energy healing” by an Oriental 
medicine doctor who I’ll call Dr. 
W. I know this may seem weird 
to you. My own husband calls 
my sessions with her my “witch 
doctor” appointments. But 
wait! I’ve learned some practice 
management tips from her that 

apply to Western medicine, too.

1 Set your price
Dr. W establishes her 
price and doesn’t apolo-

gize for it. Cash or cheque. 
Some people have insurance 
coverage and some don’t, and I 
know she does some pro bono 
cases, but in general, she asks 
for money and she receives it. 
In fact, she told me that when 
she didn’t charge for missed 
appointments, people wouldn’t 
bother showing up. If she called 
to ask why, they’d have great 
reasons such as, “I’m watching 
TV.” Sound familiar?

Now, doctors are supposed 
to be fat cats who don’t ask 
for money from patients and 
fight with the government for 
compensation instead. I favour 
a one-tier system, but I want to 
get paid for items that are not 
covered by my provincial health 
plan. So if I work a few times 

a year at a walk-in clinic, I get 
paid for the (many) off-work 
notes that patients request. I 
warn them that it’s $10 and I let 
the secretary collect it. If they 
argue, I tell them their note is 
on the chart and if they want 
it, they have to pay for it. Occa-
sionally, I make an exception, 
but in general, I get paid. Period.

I went to school for 25 years 
and it certainly wasn’t free. 
When I worked in a fee-for-
service emergency room, I 
sometimes charged for notes, 
but now that I work in a more 
economically depressed area 
with an alternate funding 
agreement, I don’t.

2 Be confident
Sometimes I think the 
new wave of doctors 

has become so enamoured of 
evidence-based medicine, giv-
ing the cons as well as pros for 
procedures, that we sometimes 

don’t deliver the bottom line as 
forcefully as we could. 

When I was on a plastic sur-
gery rotation seeing an elderly 
woman with a bad Colles frac-
ture, the fellow gave her such 
a long rundown of all the sur-
gical complications that could 
ensue, she was then afraid to 
give consent for the surgery. 
It wasn’t until he said, “If you 
were my mother, I would rec-
ommend this surgery” that she 
relaxed and signed the forms.

I’m just as guilty as anyone 
else. If I see a patient with 
chest pain and palpitations 
who’s probably having a panic 
attack, I say so, but I still order 
an ECG, I decide if I’m going 
to do serial troponins or not, 
and I hem and haw in case it’s 

one of the 20% of people with 
superventricular tachycardia. I 
order an outpatient Holter and 
the patient goes home unsure 
what the heck happened.

In contrast, a man came into 
Dr. W’s clinic and described his 
symptoms. Dr. W grabbed his 
arm, felt a few pressure points, 
and declared, “Anxiety!” The 
patient felt better with a defin-
itive diagnosis and willingly 
paid for treatments until she 
deemed him healed.

Isn’t it great what you can do 
when you’re not always wor-
ried about lawsuits? Now when 
someone with atypical chest 
pain asks, “What should I do if 
the pain comes back? Should 
I call the ambulance again?”, I 
say, “Use your judgment” and 

Even if you don’t believe that treatments such as Reiki have a clinical 

effect, you should respect and harness the power of patients’ beliefs.

30 practice management                                           NOVEMBER 2, 2010        CanadianHealthcareNetwork.ca        THE MEDICAL POST

iS
to

ck
ph

ot
o



CONFIDENCE IN

COVERAGE

•  These six additional serotypes caused up to 48% of residual  
IPD in 2007 in children <5 years.

1

•  Serotypes 19A, 6A and 3 have emerged as the predominant 
pneumococcal serotypes causing IPD in Canadian children, 
accounting for approximately 1/3 of residual IPD in 2007 in 
children <5 years.

†1

•  19A is increasingly likely to be resistant to commonly used  
first-line antibiotics.

1
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As with any vaccine, Prevnar® 13 may not protect all individuals receiving the vaccine from 
pneumococcal disease.1   

The use of the pneumococcal conjugate vaccine does not replace the use of 23-valent 
pneumococcal polysaccharide vaccine (PPV23) in children ≥24 months of age with sickle cell 
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describe warning signs. I’ve 
never had someone come back 
and answer, “But I don’t have 
any judgment.” Good thing, too.

3 Do what you can and don’t 
worry about the rest
Sometimes I see my col-

leagues lecturing patients in the 
emergency room about smok-
ing or weight loss. 

I’m the opposite. As a med-
ical student, I’d dutifully ask 
about alcohol, cigarette and 
drug consumption and write 
down their answers without 
comment—until a patient said, 
“Wow, you’re the first doctor 
who didn’t give me a lecture.” 
So I started lecturing, but I 
don’t get too hung up on it. 

I tell pregnant women and 
parents to stop smoking. To 
other adults, I say, “You know 
it’s no good for your brain, 
heart, lungs, kidneys, circula-
tion, wrinkles or wallet, right?” 
To addicts, I say, “Do you want 
to quit?” But in general, I leave 
it there for consenting adults.

Dr. W takes it a step further. 
If someone says, “Can you help 
me quit smoking?” she says yes, 
but charges well into the four 
figures. If they quit for a year, 
she returns their money. But 
for the most part, they just walk 
away, and she says, “They didn’t 
want to quit bad enough.” 

4 Consider patients’ beliefs
Now we’re moving into 
the more woo-woo terri-

tory, but as Dr. William Osler 
said, “It is more important to 
know what kind of patient has 

the disease than to know what 
kind of disease the patient has.”

We all know there’s a con-
nection between the mind and 
body, but we don’t like to talk 
about it. There’s such a stigma 
associated with mental illness 
of any stripe that I’m always 
hesitant to bring it up. With 
anxious patients, I talk about 
the mind-body connection and 
say, “For example, if you get up 
to make a speech, your hands 
might sweat and shake. Your 
brain is influencing what hap-
pens to your body.” The patient 
nods and I talk about anxiety 
before ordering the Holter and 
sending him or her out the 
door. That’s how lily-livered I 
am about psych. And because 
I’m agnostic, I’m pretty uncom-
fortable about mentioning 
religion or God. In a crisis, I 
will ask if they want to see the 
priest or pastor or rabbi, but I 
won’t pursue it any further.

No pussyfooting for Dr. W. 
She asked me, “Do you pray? To 
Jesus? To God? To Buddha?”

“Uh . . . not really. Well, I 
just think hopeful thoughts.”

“You pray,” she instructed. 
“Do you meditate?”

“I try. I’m not good at it.”
“You meditate. Every day. 

Twenty minutes. Good for you.”
What could I do but nod 

my head and try? I’ve always 
slotted prayer in the “can’t hurt, 
might help” category.

Dr. W prays for her patients. 
She writes his or her name and 
problem on a piece of paper 
and puts it in a box and then 
she prays over the whole box. 

When the box is full, she burns 
it and starts another box.

While I naturally don’t 
advocate prostheletyzing, if I 
had more time and courage, 
I would like to harness the 
power of patients’ beliefs. A 
placebo effect of 30% is noth-
ing to sneeze at, and then it 
might feel more like healing 
patients instead of forcing them 
through a drive-through.

5 Dream big
I asked Dr. W, if it’s all 
about spirits and angels 

and helping people, why she’s 
so strict about money. She said 
the proceeds aren’t for her, but 
for a centre for yoga and medi-
tation she wants to build.

I believe her. But whether 
you do or not, consider your 
own dreams. I had thought 
medicine would be my every-
thing, but the longer I’m practis-
ing, the more I find that doctors 
long for something else. Not just 
the nice car or boat, but some-
thing in addition to clinical 
medicine. It might be research, 
administration or teaching, or 
something quite different. A 
surgeon at the top of his field 
decided to go into professional 
bodybuilding, for example.

Why not? I think doctors 
tend to be smart, ambitious, 
generous, restless people, so 
it makes sense that we might 
want to switch things up a little 
as we go on.

Melissa Yuan-Innes is an emer-
gency physician in Cornwall 
and Alexandria, Ont.

by Jonathan Marcus

When you chose a career in medicine, you 
probably expected autonomy in caring for patients 
and assumed you would be paid fairly to do so. 
Yet in our rapidly changing health-care system, 
government, professional and regulatory bodies 
weigh in frequently on the role of physicians and 
how we are paid. It can sometimes seem as if 
grassroots doctors haven’t been consulted, leav-
ing us with the dilemma of choosing what’s best 
for patients versus what’s practically doable in 
our busy practices. 

Fortunately, rather than waiting for answers 
from leaders and authorities, there’s much indi-
vidual physicians can do to improve our situation 
on our own initiative. This is what I refer to as 
“finding value in your practice.” Physicians can 
carefully examine how we manage our practices 
and proactively make changes that provide a bet-
ter experience for both our patients and ourselves.

One obstacle is not recognizing ways to 
improve office efficiency. Fortunately there are 
easy solutions, some of which involve simple 
modern technology.

Another barrier is not dealing appropriately 
with uninsured services, which can represent up 

to 30% of our activities. Some physicians avoid 
certain uninsured services, which can inconven-
ience patients. Others provide these services free 
of charge, which sacrifice doctors’ time. Neither 
approaches is ideal.

This is the first instalment of this column, 
and going forward it will focus on ways to rec-
ognize and be paid for providing greater value 
in our practices while keeping in mind time and 
resource efficiency. Much of this will be com-
municated as practical advice. 

Look for articles on topics including how to 
run your office on time, how to start and use a 
practice website, ways to effectively use e-com-
munication with patients, how to handle missed 
appointments, how to collect unpaid bills and 
ways to run a successful block fee program.

By finding more value, we can make our indi-
vidual practices better. And collectively the prac-
tice of medicine can improve, which will benefit 
doctors and patients.

It’s a win-win situation. 

Jonathan Marcus is a family doctor and entrepre-
neur in Toronto. He writes and speaks on practice 
management emphasizing uninsured services. He 
can be reached at Jonathan@doctormarcus.ca. 

FINDING VALUE IN YOUR PRACTICE

Column to tackle efficiencies, fees

24


