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Menopause-focused medicine has become a field of

specialized practice requiring a high degree of expertise

and dedication to excellence in patient care. Menopause

clinicians offer a wide array of medical, gynecologic and

lifestyle interventions to promote health and treat the

symptoms and diseases experienced by women in the

menopause transition and beyond.

Menopause is an ideal time to
educate patients and intervene to
prevent illness. Over the past 15
years, the medical literature has
exploded, and the menopause
practitioner must keep abreast of
an exponentially increasing vol-
ume of research data. While estab-
lishing a menopause practice limits
the scope of one’s clinical work, it
does not reduce the amount of in-
formation to be studied and applied.
The practitioner continues to de-
vote his or her many study hours to
mastering the gynecologic, medical,
endocrine and surgical literature
essential to providing care for
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midlife women. The North Ameri-
can Menopause Society (INAMS)
offers an opportunity for licensed
healthcare providers to demonstrate
their expertise in this area by passing
a competency examination to be-
come certified NAMS Menopause
Practitioners.'

This article begins with the as-
sumption that the clinician who has
embarked on a menopause practice
has achieved the necessary exper-
tise to care for midlife patients, and
has the dedication necessary to de-
velop a center of excellence in
midlife health. The practical sug-

gestions and examples of practice

models in this article were drawn
from our interviews with practi-
tioners from many different types
of menopause-focused practices,
which are detailed in the NAMS
monograph Focusing Your Practice on
Menopausal Women.”

Characteristics of

Menopause Practices

Menopause practices are devoted to
the care of women as they approach
menopause and beyond, and in-
clude women with spontaneous and
medically or surgically induced
menopause. Patients seen in a
menopause practice include those
with severe, persistent or recurrent
menopause symptoms in situations
in which estrogen is contraindicated
or not desired, women with abnor-
mal uterine bleeding, and often
in complex medical situations.
Menopause practices address issues
including urogenital health, preven-
tion and treatment of osteoporosis,
prevention of heart disease and
recognition of how cancer affects
menopausal women. Practices vary
by size, type and expertise of the
healthcare providers, services pro-
vided, patient demographics, and



enopause practices address

issues including urogenital health,
prevention and treatment of osteoporosis,
prevention of heart disease and recognition
of how cancer affects menopausal women.
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associated healthcare facilities.

Menopause practices respond to
the needs of the community’s
midlife women, often through a
holistic approach. Patients are en-
couraged to be active participants in
their healthcare decisions. “State-
of-the-art” diagnostic and treat-
ment procedures are offered by
menopause “experts.” Most pro-
grams emphasize patient counseling
and education and provide ongoing
educational programs and up-to-
date educational materials. In some
practices, patients may have the
chance to become involved in clin-
ical research trials testing new
therapeutic products or diagnostic
procedures.

Starting a Menopause Practice
The first step in the process of start-
ing a menopause-focused practice is
to undertake a needs assessment.
This can be done through surveys
or with the help of a marketing
consultant. Identifying currently
available medical services in the
community helps to determine
the potential niche that a men-
opause practice would occupy by
taking into account the desires
and abilities of the interested
providers, as well as available re-
sources. Focus groups of local
menopausal women can help de-
termine the perceived needs in
the community, and also elicit a
response to any plans you have
formulated. Physical space needs
must be identified, along with
start-up costs, continuing ex-
penses and revenue sources.
While a medical practice is in-
spired by devotion to patient care
in one’s field of expertise, a medical
practice must also be considered a
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hile a
medical practice is
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to patient care in
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a business.

business. Businesses survive or fail
based upon recognized strategies
for building a solid foundation,
reaching and keeping clients (or in
our case, patients), and employing
sound business strategies for daily
operations and continued growth.
Resources and funding are always
major concerns. The most signifi-
cant start-up and ongoing expenses
for most practices are the salaries
and benefits for the clinicians, staff
nurses, educators and office staff.
Although most equipment is pur-
chased, larger items, such as ultra-
sound units, may be leased. Some
educational materials may be free;
others will need to be purchased in
bulk or produced by the office.

In general, reimbursement for
procedures and surgery is higher
than for office visits, and managed
care constraints may affect reim-
bursement. A few menopause prac-
tices with significant reimburse-
ment issues have opted to charge
on a fee-for-service basis and not
accept insurance, which limits
their availability to the general

population. Laboratory and imag-
ing services are needed, although
reimbursement rarely comes to
the menopause practitioner for
these services. The convenience
of receiving multiple services in
one location may attract patients,
but can lead to patients incurring
multiple charges.

Marketing a Menopause Practice
Marketing strategies vary depend-
ing upon the location of the practice
and its objectives, but they should
target both patients and referring
practitioners with approaches tai-
lored to the specific population.
Educational sessions, classes and
seminars are an inexpensive way
to increase awareness of the prac-
tice. In addition, patients often
seek clinicians they have seen,
heard or met in such settings.
Word-of-mouth referrals often
come from women who are satis-
fied patients. Discussion groups
offered by a practice may build a
cadre of women who become
strongly bonded to the practice.’
Advertising can be used to intro-
duce new providers or services, pub-
licize upcoming events and recruit
subjects for clinical trials. Sharing
menopause expertise through lec-
tures and informative consult notes
with interested regional clinicians
will help build referrals. Press re-
leases, TV and radio interviews, and
newspapers and newsletters can
reach a large number of potential
patients and increase the visibility
of the clinicians in your practice.
When determining whether or how
to market your practice, consider
the practice as a product. What are
the unique features of the practice?
(continued on page 15)
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Would an educational message
work better than traditional adver-
tising? Most important, whatever
strategy is undertaken, be able to
deliver what is promised.

Traits of Successful Practices

Successful practices share common
traits. The goal is to meet or ex-
ceed expectations of menopausal
women with a philosophy of shared
decision-making while providing
excellent, individualized, up-to-
date care. Listening skills and in-
terest in patient-centered care are
important qualities both for pat-
ient satisfaction and a successful
business. While menopause is a
normal, natural state, women want
acknowledgment that menopausal
symptoms can be disruptive to
their quality of life. Office visits
provide an opportunity to evaluate
and modify personal health risks
and develop individual preven-
tion strategies. Increased patient
knowledge enables informed,
shared decision-making between
the patient and the provider. Com-
passion, empathy and respect for
confidentiality should be coupled
with a professional demeanor. It is
particularly helpful, but not al-
ways practical, to have a counselor
or educator available with suffi-
cient time allowed for further dis-
cussion. Many menopause-related
issues can be handled through
shared medical appointments,
where the potential for group dy-
namics may positively affect pa-
tients’ learning and understanding
of menopausal health issues.*

MM

ncreased patient

knowledge enables
informed, shared
decision-making

between the patient
and the provider.

The physical setting of the office
should be comfortable, with easy
access. Staff should be professional,
warm, respectful, interested, knowl-
edgeable and helpful. High-quality
educational materials are necessary.

Efficient phone triage is a key to
success. Having a receptive, helpful
“point person” available at all
times decreases patient frustration.
Medical records should be easily
available and, if shared, privacy
must be maintained. Patient satis-
faction may be increased by pro-
viding easily available ancillary
services such as mammography,
bone densitometry testing, ultra-
sound, laboratory services and re-
ferral specialists.

It is critical that check-ups and
follow-up appointments be sched-
uled in a timely fashion, particularly
for potentially serious conditions.
Wait times at the office should be
minimized as much as possible. If
a provider is running behind
schedule, explanations can be of-
fered, with the opportunity to
reschedule. Allowing insufficient
appointment time while trying to
meet productivity standards is a
common source of stress for both
patients and providers.

Patients appreciate receiving re-

minders for visits or testing, and
having their phone calls returned
and their concerns addressed
promptly. Timely communication
of test results also improves patient
satisfaction. Based on patient feed-
back we have received, a personal
discussion of abnormal test results,
either over the phone or in the of-
fice, is perceived as being of great
value. After-hours and emergency
access must be provided, although
this may be a shared resource with
other providers.

How is success defined? Patient-
related success can be measured
through patient satisfaction sur-
veys and having full schedules.
Success increases if the practice ad-
dresses individual preferences and
expectations through its healthcare
delivery, physical setting and provi-
sion of counseling and education. A
happy staff that works and solves
problems as a team creates an at-
mosphere of trust that is infectious.

Business-related success de-
pends on regular assessment of in-
come, practice growth and size,
and referral patterns. Professional
and/or personal success is demon-
strated through community or re-
gional recognition of high-quality
patient care and educational offer-
ings provided by your practice. Re-
search-related success consists of
successful funding and completion
of trials from industry, foundations
or government.

Challenges of Menopause Practices

Meeting the high expectations of an
increasingly educated population of
women is a menopause clinician’s
greatest challenge. Patients often
read extensively about menopause
issues and want to discuss them in
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a relaxed and comprehensive man-
ner. This may be difficult to do in a
30-minute initial visit or 15-minute
follow-up visit, but must be done if
the patient is to have answers that
satisfy her need and right to make
an informed decision.

Obtaining funds for start-up
costs, renovations, equipment and
staff salaries may require creativity
or partnering with local hospitals
or health administrators. Success-
ful revenue generation and billing
and reimbursement are crucial to a
practice’s financial success. Terri-
torial issues and competition with
other clinicians may develop,
leading to duplication of services
or reluctance to refer. This can be
avoided by collaborating with cli-
nicians, timely feedback and offer-
ing educational consultations.

The logistics of a complex
menopause health practice include
the need to balance scheduling,
telephone triage and reporting of
tests results while keeping a busy
clinic going. Ongoing training
keeps the staff efficient, compas-
sionate and knowledgeable about
menopause-related issues.

Practice Models:

“Real-World” Examples

Different types of menopause-
focused practice models are de-
tailed in the NAMS monograph Fo-
cusing your Practice on Menopausal
Women,’ including comprehensive
clinics/centers, primary care prac-
tices, and dedicated specialty cen-
ters tailored to the community and
the expertise of the providers. Prac-
tice modalities include academic,
private practice, educational servic-
es only, managed care, consultative
service and specialty services on
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he logistics of a
complex menopause
health practice
include the need to
balance scheduling,
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reporting of test
results while keeping
a busy clinic going.

bone, breast, mental health, cardio-
vascular and sexual health. Several
specific practices are described to
allow comparisons between differ-
ent types of practices.

Academic bealth center: Gynecologist-
managed. The Midlife Health Cen-
ter at the University of Virginia
(www.healthsystem.virginia
.edu/internet/obgyn/midlife_home
.cfm) is within the Department of
Obstetrics and Gynecology, and is
composed of an interdisciplinary,
multidepartmental team with three
dedicated gynecologists, one nurse
practitioner, an endocrinologist spe-
cializing in osteoporosis, a preven-
tive cardiologist and a clinical trial
service. The mission of the Midlife
Health Center is to prevent illness
through education and partnership
by meeting the medical, emotional
and educational needs of midlife
women, to enhance scientific knowl-
edge through clinical research and
to provide education for the com-
munity and healthcare providers.

Prior to opening the Center, an

eight-member planning team met
for 2 years. Meanwhile, the con-
cept of the midlife center was kept
“alive” through community and
professional educational seminars,
while patients were seen in a dedi-
cated “menopause clinic” with an
educator present. Issues of power,
space and time were handled by key
hospital and department adminis-
trators on the planning committee.
Seed money from the academic
medical center and hospital provid-
ed nursing and support salaries for
2 years. Cross-fertilization between
the hospital and midlife center oc-
curred once the Center was started
because knowledgeable, interested,
available specialists were in one lo-
cation. Initial fears that midlife
women might be averse to receiv-
ing care at a “teaching” hospital
were unfounded, as women appreci-
ated the “cutting-edge” knowledge
provided by menopause experts.
Over the first 10 years of its op-
eration, the Center’s services have
changed, expanded or disappeared
depending on the needs of the
population, the clinical success of
the individual practitioners, and the
ability of the practitioners to gener-
ate sufficient financial income
from patient care, clinical research
or grants. “Founder’s syndrome,”
in which a project’s success is de-
pendent upon the reputation and
goals of a single person/provider,
was avoided by developing a
strong team of dedicated individu-
als from the outset.
Reimbursement has been de-
pendent on continued patient vol-
ume and physician referrals. Every
tew years, with each administration
change, the Center has had to “re-
prove” itself by showing increasing



patient volume and consistently
high patient satisfaction. Efficien-
cy and productivity have been
maximized while continuing to
provide individualized, compre-
hensive midlife care. Clinical trials
with successful recruitments and
retention have provided income
used primarily as seed money for
additional clinical research. Down-
stream revenue from referrals,
consults and testing is tracked. The
reputation of the Center in the
community remains high because
of patient satisfaction and success-
ful educational seminars and festi-
vals. The Center’s comprehensive
approach to health care and services
were marketed only through com-
munity seminars and health fairs.
The challenge was to successfully
promote the initially low-volume
specialty clinics without causing
negative marketing because of the
oversubscribed menopause services.

Factors critical to the success of
the Center include the convenient
satellite location, easy parking, and
already-established multiple servic-
es, including on-site mammography,
radiology and laboratory testing.
The well-established menopause
clinic served as an excellent starting
base of patients. Continued positive
patient feedback and referrals have
kept the Center expanding. Profes-
sional updates build team spirit and
develop integrated services. Clinical
trial success has provided additional
recognition and funding. A major
factor in the Center’s success has
been the hand-picked, knowledge-
able and compassionate staff and
faculty, all of whom work as a team.

Dedicated specialty clinic: Osteo-
porosis center. 'The Oregon Osteo-
porosis Center in Portland, Oregon

major factor
in the Center’s
success has been
the hand-picked,
knowledgeable and
compassionate
staff and faculty,
all of whom work
as a team.

(Www.oregonosteoporosis.com) is a
clinician-owned, multidisciplinary
osteoporosis center serving as a re-
source about osteoporosis and relat-
ed disorders for physicians, patients
and their families throughout the
Northwest. Services include a con-
sultative clinic that includes risk
assessment, physical and laborato-
ry examination, and treatment of
osteoporosis and other metabolic
bone disorders.

Services include quantitative
measurement of bone density using
dual-energy x-ray absorptiometry
(DXA), and education for patients,
healthcare providers and the com-
munity. Clinical research activities
allow access to new therapies for
patients throughout the region.

Although independent, the prac-
tice is located within a large tertiary-
care hospital campus and consists of
30 staff members, including bone
density technologists, office coordi-
nators, a nurse educator, research
physician and study coordinators.
The medical director is an endocri-

nologist specializing in metabolic
bone diseases and bone density test-
ing. An independent osteoporosis
support group is staffed and sup-
ported by the Center. A group exer-
cise program and rehabilitation pro-
gram for patients with osteoporosis
has been developed through the
hospital’s outpatient physical thera-
py program. At the initial clinic vis-
it, the nurse identifies risk factors
and patient expectations, performs
the initial assessment (including
height measurement) and begins the
educational process. The physician
reviews the nurse’s assessment, con-
ducts the clinical examination, or-
ders diagnostic testing and devises
the treatment plan. Following con-
sultation, education, and treatment
recommendations, patients return
to their referring physicians for on-
going care.

Osteoporosis diagnosis is per-
formed with bone density testing
using a quality-controlled DXA
scan. Treatment strategies are
based on risk assessment, correc-
tion of secondary causes of bone
loss, and individual indications
for pharmacologic and nonphar-
macolgic therapy.

No marketing strategies have
been needed, as educational out-
reach with providers and consumers
is provided through lectures,
newsletters and consultation. Fi-
nancial issues have not been major,
as most bone density testing and
consultative visits are reimbursed
through insurance plans. The key
challenge was rapid growth and ex-
pansion. Development of a mission
statement, which solidified the
purpose, vision and values of the
Center and its large staff, helped to
address this challenge. Expansion
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was anticipated and Center staff
was involved in planned change to
accommodate growth. The com-
puterized records and database
have improved patient care and
clinical research, as reflected by
improved feedback from referring
physicians. Clinical research is one
of the key components of the Cen-
ter, and translates into improved
patient care. The quality-control
program that was put in place to
monitor the bone density labora-
tory assures precise and accurate
data and analysis of the data.

Menopause consultation service:
Muanaged care environment. The
Harvard Vanguard Menopause
Consultation ~ Service  (www.
harvardvanguard.org/locs/spec2
.asprdpt=Menopause+Consultation
+Services) developed out of a 14-site
staff model health maintenance or-
ganization (HMO) of more than
300,000 members. The HMO was
90% capitated and had an elec-
tronic medical record. Menopause
care throughout the system was
identified as inadequate in surveys
of patients and clinicians. Two key
individuals, an internist and obste-
trician/gynecologist, with the sup-
port of the chief of Obstetrics and
Gynecology, received a clinical inno-
vation grant to begin the Menopause
Consultation Service.

The first goal of the service is
clinical: to provide interdisciplinary
specialty care to menopause patients
with concerns outside the scope of
the typical primary care practice.
The service is set up for one session
per week for each provider. Patients
have a 40-minute appointment with
each provider. These 40 minutes are
spent primarily conducting a patient
interview and developing an individ-
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ual plan of health management.
When possible, the patient is then
sent back to the referring clinician
with a proposed management plan.
Referrals are made as needed to pre-
viously identified, interested special-
ists or resources—either within or
outside the Harvard Vanguard net-
work. These include vulvar special-
ists, behavioral health clinicians,
physical therapists and urogynecolo-
gists, among others. Additional fol-
low-up is sometimes coordinated
through email consultation with the
patient’s primary care physician.

A half-time nurse initially per-
formed intake interviews, phone
triage, patient education and pre-
scription refills for the consult
services. A medical assistant now
fulfills this highly demanding role.
The Menopause Consultation Ser-
vice is situated in the Fertility and
Endocrine Unit of the hospital and
their support staff takes phone mes-
sages and manages patient visits.

A new goal of the consultation
service is to train and integrate nurse
practitioners into the practice to han-
dle more straightforward menopause
consults and needed telephone and
face-to-face follow-ups. The Har-

vard Vanguard Menopause Consul-
tation Service’s educational goals in-
clude producing an annual confer-
ence for prescribing clinicians (often
supported with educational grants
from the pharmaceutical industry)
and developing or providing appro-
priate patient education materials to
the entire HMO practice. The Ser-
vice also offers menopause-related
lectures at all of the HMO’ 14 dif-
ferent clinical sites. Faculty partici-
pated in developing osteoporosis
guidelines for detection, prevention
and treatment of osteoporosis, which
were distributed to the whole prac-
tice. With the rapidly changing hor-
mone therapy (HT) environment,
quick responses to new develop-
ments in the field for colleagues and
practice sites were provided, usually
by email with guidance from NAMS.

"To date, the Menopause Consul-
tation Service has not been held ac-
countable as a cost center because it
is viewed as a service to the group at-
large. As Harvard Vanguard is trans-
formed into a multispeciality group
in which fewer and fewer of the pa-
tients will be capitated, this will un-
doubtedly change. Consults are gen-
erally charged at the L3 or L4 level,
but profit does not cover overhead.

In addition to the need for ade-
quate phone triage, the other major
challenge for the service has been
the number and degree of complexi-
ty of email consultations concerning
both referred patients seen by the
Service and questions from other
clinicians related to non-referred
patients. To date, these email con-
sults have not been billed.

Patient surveys are uniformly ex-
tremely positive. For example, one
survey response was, “It was nice/
refreshing to meet with a physician



who listened to your concerns and
did not dismiss you with a wave of
the hand and also to realize there
are options for menopausal issues.”
The Menopause Consultation Ser-
vice received the Clinical Innova-
tion Award at the annual Harvard
Vanguard Meeting in 2001, just 2%
years after it was started.

Solo private-practice model. In our
research for the NAMS monograph
Focusing Your Practice on Menopausal
Women, we evaluated Presque Isle
Gynecology in Erie, PA. We found
the biggest advantage of a solo pri-
vate-practice menopause practice to
be the freedom with which the
founder can tailor the practice to his
or her own skills, interests and
lifestyle. The office can be individu-
alized and personalized. The practi-
tioner can select staff and train them
himself or herself. Office hours,
scheduling and the amount of time
spent with each patient are deter-
mined by the practitioner. Knowing
every patient in the practice is very
rewarding. For a physician estab-
lished in an area, marketing can
be limited to a newspaper notice
and word-of-mouth referrals. The
Presque Isle Gynecology practice
(which closed in 2004 when Dr.
Kightlinger left to join The Midlife
Health Center at the University of
Virginia) included menopause con-
sultation, outpatient gynecologic
care, saline hysterosonography and
outpatient surgery.

Some disadvantages are inherent
in a solo private practice. Running
a business means that the practi-
tioner has responsibility for billing,
collections, accounting, paying
salaries, taxes, administration of
contracts, and dealing with third-
party payors, Medicare and Medic-

ecause more
income is generated
from outpatient
procedures...solo
practitioners are
under greater
pressure to offer
surgical procedures.

aid. Practitioners must know and
apply the Health Insurance Porta-
bility and Accountability Act
(HIPAA) regulations and state la-
bor laws. Tight control of over-
head is essential, as reimbursement
for menopause visits remains low
and costs escalate yearly.

Because more income is generat-
ed from outpatient procedures (as
these are reimbursed at a higher lev-
el than are preventive health visits),
solo practitioners are under greater
pressure to offer surgical proce-
dures. Call coverage requires collab-
oration with other practices, which
may have different patient mixes, or
different patient problems or expec-
tations. In addition, if only meno-
pause services are offered, other
providers must provide inpatient
care or major care. There is also the
potential for isolation and lack of
collegial interaction as menopause
specialists are uncommon.

Comprebensive  academic  center:
Nurse-managed (Canada). The Shirley
E. Greenberg Women’s Health Cen-
tre, at the Ottawa Hospital, River-
side Campus in Ottawa, Ontario,

Canada (www.owhc.ca), opened in
2004. This center is a nurse-man-
aged ambulatory healthcare center
that focuses on the diagnosis and
treatment of women’s reproductive
health problems, prevention of dis-
ease, promotion of health and im-
provement of quality of life through-
out the reproductive, transitional and
postmenopausal years. The practice
specializes in three areas: mature
women’s health, cancer screening/
oncology and gynecology (benign),
all of which employ an interdiscipli-
nary clinical approach.

Data collection supports clinical
research, and enables vigorous qual-
ity assurance and reviews of out-
comes of health management strate-
gies. The goal is to diagnose and
treat medical problems, then return
patients to their community physi-
cians. A nurse performs the initial
assessment, counseling, testing and
follow-up. Phone triage is provided
by nurses in rotation 5 days per
week. Staff members are bilingual in
French and English. Patient deci-
sion-making tools have been devel-
oped and are being updated for
postmenopausal H'T, breast cancer
prevention, osteoporosis and other
areas of medicine. The practice pro-
vides a comprehensive patient edu-
cation component through a 3-hour
menopause information group ses-
sion for all new patients prior to be-
ing seen at the practice.

Challenges have included devel-
oping a strategic plan to obtain ap-
proval for the concept of a women’s
health center. Funding was difficult,
but was eventually secured through
an influential group of Ottawa
women. Initial concerns about get-
ting referrals from family physicians
and gynecologists were unfounded.
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In 1 year, the Center was oversub-
scribed, with a 6- to 9-month wait
for new-patient appointments.

Lessons Learned
The evaluation of multiple meno-
pause practices that we undertook
in the creation of the NAMS
monograph’ allowed us to make
some valuable generalizations that
can be shared.

* Listen to and validate the opinions
and feelings of patients and staff.

* Remain flexible and be prepared
for both personal and profes-
sional changes over time.

* Remain focused on your inter-
ests and strengths.

* Develop a mission statement
and practice goals that are updat-
ed periodically; this will help you
to reach your long-term goals.

* Scrupulously document all mat-
ters related to finances, particu-
larly when a need or cost is
challenged. Meticulous documen-
tation of financial matters will re-
duce or eliminate challenges.

* Don’t approach other practices
with an “us-versus-them” mind-
set; colleagues within the practice
and the region should be viewed
as collaborators, not competitors.

* Monitor stresses on staff and
colleagues; failure to do so can
lead to “burn out.”

* Avoid “founder’s syndrome” so
the practice is not dependent on
one provider’s reputation.

Despite the challenges of meeting
the high expectations of educated
women and ongoing concerns about
reimbursement, menopause practi-
tioners interviewed by NAMS re-
port that they enjoy the opportunity

to participate in practices focused
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emain flexible
and be prepared for
both personal and
professional changes
over time.

on menopausal women. Similar
services are being set up, with dif-
ferent challenges, among indigent
and minority menopausal women.

Finally, remember to allow resi-
dents to participate in menopause
practices whenever possible, because
residents have little exposure other-
wise, and yet will be providing
women’s health care once they are in
practice. W
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