
When patients call the
inTandem Medical Group
in Portland, Ore., they are

greeted by the receptionist with the
following question: “How can I make
your day easier?” This is just one
example of how this group is taking
an unusual approach to patient care.

The group’s innovative ideas are
part of its bold strategy for starting a
medical practice, which involves
rethinking everything from office
design to e-mail communication
between patients and providers.
Perhaps most unusual is the $350
annual fee (not covered by insur-
ance) that each patient pays for the
expanded level of service and access
that inTandem promises to deliver.

No Chairs, No Waiting
When patients call to schedule an
appointment at inTandem, they get
same-day or next-day appointments.
When they visit the office, they do
not start out in the waiting room
because there is no waiting room,
and they may spend up to an hour or
more with their physician. But some-
times they won’t even visit the office;
instead, they might talk on the
phone or exchange e-mail messages
with their doctor.

Judging from the practice’s steady
growth (averaging about 15 new
patients a week, toward a goal of
2,000) and patient approval ratings,
the strategy is working. 

Opened in July, inTandem is a pilot
practice created by GreenField Health
System. GreenField was founded by

three veterans of more traditional
health care practices who are deter-
mined to push the limits of traditional
medical care delivery to show that
improvements can be made. The two
physicians and one health care execu-
tive are financing the venture with
their own funds and bank loans.

Charles Kilo, MD, MPH, an
internist and research fellow for the
Institute for Healthcare Improvement
in Boston, and the former head of
IHI’s Idealized Design of Clinical
Office Practices, founded GreenField
along with Steven Gordon, MD, a
Portland-area internist, and Jill
Arena, a health care executive for-
merly with Providence Health
System in Portland. The trio aim to
create practices that are technologi-
cally savvy and that serve people by
embracing innovation from other
industries. They also provide consult-
ing services to other practices inter-
ested in changing the status quo.
They focus on three core elements:
service, relationship, and reliability.

Patient-Focused Care
“Service is what the patients see,” says
Eric Murray, MD, one of inTandem’s
four internists. “We want to make the
clinic more patient-focused than
office-focused in order to make things
more convenient for our patients.” A
big part of that convenience comes
from the use of open access schedul-
ing, which enables patients to sched-
ule same-day or next-day appoint-
ments, even for routine needs.

Being more patient-focused also

Unconventional Group
Embraces Innovation

OPTIONS
CARDIOLOGY PRACTICE

™

Features

Case Study
EMRs Help to Boost
Productivity 3

Strategy
Technology Improves
Efficiency 8

Departments

Editorial
Common Sense
Triumphs Over
Gatekeeper Rules 2

Practice Management
Hospital Groups 
Can Succeed 6

Interview
Expert Predicts 
Strong Growth of
Consumerism in
Health Purchasing 13

A PRACTICAL RESOURCE TO SUCCEED IN HEALTH CARE January 15, 2002

(Continued on page 10)

CONTENTS



Neil Baum, MD
Urologist
New Orleans

Daniel Beckham
President
The Beckham Co.
Physician and Hospital Consultants
Whitefish Bay, Wis.

Thomas M. Gorey, JD
President and CEO
Policy Planning Associates
Crystal Lake, Ill.

Michael B. Guthrie, MD, MBA
Executive Vice President, 
Premier, Inc. and 
Premier Practice Management
San Diego

Harold B. Kaiser, MD
Allergy & Asthma Specialists, P.A.
Minneapolis

Nathan Kaufman
President
The Kaufman Group
Division of Superior Consultant Co. Inc.
Physician and Hospital Consultants
San Diego

Paul H. Keckley
President and CEO
webEBM
Nashville, Tenn.

Peter R. Kongstvedt, MD
Partner
Cap Gemini Ernst & Young
McLean, Va.

Richard Liliedahl, MD
Senior Vice President, Chief Medical Officer
M&R Care Guidelines
Milliman USA
Seattle

Lee Newcomer, MD
Executive Vice President 
Vivius Inc.
St. Louis Park, Minn.

James G. Nuckolls, MD
Medical Director
Carilion Healthcare Corp.
Roanoke, Va.

Bernard Rineberg, MD
Physician Consultant
BAR Health Strategies
New Brunswick, N.J.

Jacque Sokolov, MD
Chairman
Sokolov Schwab Bennett
Los Angeles

W.L. Douglas Townsend Jr.
Managing Director and CEO
Townsend Frew & Co., LLC
Investment Banking
Durham, N.C.

EDITORIAL ADVISORY BOARD

Common Sense Triumphs Over Gatekeeper Rules

The common sense of patients and their physicians may yet prevail over the
artificial barriers to care that have been imposed by managed care.

One sign that managed care is losing its grip can be found in a study published
in the Nov. 1 issue of the New England Journal of Medicine, “Leaving Gatekeeping
Behind—Effects of Opening Access to Specialists for Adults in a Health
Maintenance Organization.” The authors found patients exercise common sense
when going to specialists. In fact, patients did not flock to specialists’ offices when
Harvard Vanguard Associates, a large prepaid multispecialty group in Boston,
allowed them to see specialists without being referred by primary care physicians. 

This sensible patient behavior was predictable. In the real world, patients want
to be masters of their own care and their own time. This behavior was described
by Regina Herzlinger, professor of business administration at Harvard Business
School in Market Driven Health Care (Addison-Wesley Publishing, 1997) and
has evolved rapidly in some markets. Educated baby boomers and their aging
parents have little tolerance for long waiting times, inconvenient care, and
insufficient answers from nonspecialists.

For patients, gatekeeping means an extra doctor visit, a delay in needed care
by a specialist, and a belief that physicians care more about costs than care. PCPs
don’t like gatekeeping either, saying it adds to their workload, paperwork, and
staffing requirements. What’s more, because the system often angers patients, it
can increase the likelihood of malpractice suits, some experts say.

Gatekeeping started in large, prepaid, multispeciality clinics where PCPs and
specialists often operated under one roof. Integrated and coordinated care was
the rule. The gatekeeper concept was more workable under these circumstances
because little patient time was wasted, referral was convenient, charts were
shared, and physicians could reach a consensus on care decisions.

But care in large prepaid multispecialty groups is not care in the real world for
most Americans and their physicians. Among U.S. physicians in the private sec-
tor, 80% practice alone or in groups or 10 or fewer. Less than 5% of physicians
practice in prepaid medical groups.

Gatekeeping failed because it did not meet the commonsense standards of
patients or their physicians. The managed care strategy of offering comprehen-
sive benefits while restricting access offended their intelligence. To be sure, man-
aged care is still very much in control of how health care is delivered nationwide,
but at least physicians who value common sense are cheering a reduced role for
gatekeepers.
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CASE STUDY

Many more practices would
have electronic medical
record systems if they didn’t

fear the implementation process and
its effect on productivity. A family
practice in Albany, N.Y., has shown
that careful planning before system
implementation can ameliorate many
of these fears.

The Latham Medical Group has
been using an EMR system since May
1999. The group includes eight fami-
ly physicians and almost 80 staff
members in two offices. “It became
obvious to us that we needed an
EMR system,” says Bruce Bagley,
MD, a partner in the group who has
been a family physician for 25 years.
“It was getting more difficult to trans-
fer information between the offices
and to ensure that patient charts
were in the hands of clinicians during
patient visits.”

Getting a Return
The group recognized the enormous
benefits of an EMR system, but it
did not specifically focus on the
return on investment it would
achieve when deciding to go ahead
with the implementation. “A strict
ROI calculation may not show that
an investment will ultimately gener-
ate cost savings,” Bagley says. “In
addition to ROI, we focused on
quality of care and other benefits,
including up-to-date, consistent
medical records, which would be dif-
ficult to achieve with a paper-based
system. So our decision to pursue an
EMR system was based on more
than just ROI.”

The first step the group took in
selecting an EMR system was to out-
line the functions that are most
important to the practice. “Recording
the notes from the patient visit onto
an electronic record was only a small
part of our goal,” Bagley explains.
“We were more interested in improv-
ing our office workflow and in how an
EMR system could help us to redesign
our processes. Bringing in a new sys-
tem just to computerize the processes
we already had would have been a
missed opportunity. Accordingly, we
looked at systems that had the basic
recording function of an EMR and
would also provide a more efficient
and effective interoffice workflow.”

The practice also wanted a system
that was flexible, so that it could be
customized to meet the group’s needs.
“We wanted the system to be fully
integrated with many capabilities,”
Bagley says. “We recognized that even
though we might not use all of the
functions initially, we would eventual-
ly want to integrate laboratory order-
ing and reporting, scheduling, and
billing into a seamless system. We also
wanted the system to include Internet
capabilities in the form of an interac-
tive Web site that patients would be
able to access to review their charts
and lab results and to communicate
with physicians by e-mail.”

As with any new office system,
Bagley and his colleagues were con-
cerned that the implementation of
the EMR system would cause a drop
in physician productivity. “Some
vendors tell physicians that they will
have a 20% to 30% drop in produc-

tivity for six months, so a practice
will have to schedule a 20% or 30%
reduction in patient visits to allow
time for the clinicians to learn along
the way,” says Bagley. “My response
to that is, ‘I can’t buy your product
because I’ll be out of business.’ We
tried to think of how we could bring
our physicians up to speed without
reducing their productivity.”

Maintaining Productivity
To maintain productivity, the group
implemented its system incrementally,
starting with functions that would not
interrupt patient flow. First, the group
installed practice management soft-
ware, the Windows NT network, and
sent a member of the financial staff
to Windows NT training, Bagley ex-
plains. “He became a certified Win-
dows system engineer,” says Bagley.
“As a result, we now have in-house
information technology knowledge.
Next, we set up our Windows NT net-
work at the workstations of the staff
who manage the financial and sched-
uling aspects of the practice.
Implementation of the practice man-
agement system did not interrupt
patient flow or billing flow, and did not
adversely affect practice operations.”

The online prescription function
was the first one implemented for the
group’s physicians. “When we imple-
mented this function, physicians
could still elect to write a prescription
by hand; but within two weeks, almost
all of them were printing and faxing
prescriptions,” says Bagley. “The
physicians learned to use this func-
tion quickly, and they immediately
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EMRs Help to Boost Productivity
By Richard L. Reece, MD, editor in chief

Even after choosing a system that was flexible and had the functions
the practice wanted, the group learned that customizing the software
to meet day-to-day needs took a long time.

(Continued on page 4)
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recognized that this was a better,
faster way to generate prescriptions.”

The function allows physicians to
write prescriptions and fax them
directly to a pharmacy without print-
ing them on paper. In addition, using
the computer for this function auto-
matically records the prescription in
the patient’s chart. Most important,
the computer references the patient’s
record and checks for allergies and
any possible medication interactions,
thereby enhancing quality of care.
The computer also ensures the cor-
rect spelling and the correct dosages,
which reduces medication errors.

The second function introduced to
physicians was interoffice e-mail.
“The interoffice messaging function
did not require physicians to stop see-
ing patients in order to answer their
messages by computer,” Bagley
explains. “Since the physicians had
already been batching their paper
messages for review at the end of the
morning and at the end of the after-
noon, going to the computer at these
times did not require a reduction in
their productivity or a significant
change in their work process.”

Continued Improvements
To allow time for the physicians to
get acclimated to the computers, the
practice did not implement another
function for three months. “Subse-
quently, we added new functions
one at a time so that physicians
could become comfortable with each
one,” Bagley observes. “As a result,
we never needed to give physicians
time off to learn how to use the
computer.”

Today, the physicians are using the
computers during patient visits. “We
are beginning to reach a stage at
which the system is allowing us to
request tests and document the
patient visit at the point of care,”
Bagley says. “But achieving this level
has taken us a while. When practices
first implement an EMR system, only
part of the patient’s record is on the
system, while the other part is still on
paper, which requires the physicians
to reference both sources. Now that
we have enough data in the comput-
er and are using most of the functions
on the system, physicians can use the
record on the computer to handle all
documentation and requests.”

For instance, the group’s physicians
can order laboratory work using the
computer at the point of care. “If I
decide that a patient needs a com-
plete metabolic panel and a lipid pro-
file, I just touch those buttons on the
screen to submit that order,” Bagley
says. “By the time I leave the exam
room, the nurse is outside the door
with bar-coded, labeled test tubes.
She draws the blood into the test
tubes and sends them to our lab. The
results from such routine tests are
back on my computer within two or
three hours. I can review those results
and tell the nurse to call the patient
before the end of the day. Patients
appreciate this responsiveness. Fur-
thermore, the system promotes the
idea of continuous workflow. Lab
results are not outstanding for a week
while I await a report.”

What’s more, the EMR system has
helped the practice participate in
medical research. “Last summer a

researcher approached us about
studying our patients with diabetes,”
Bagley says. “She had set aside two
weeks in her schedule to study a sam-
ple of our patients. But within 15
minutes we were able to give her a
list of 1,500 patients with diabetes,
the physicians who treated them, the
medications they were on, the date of
their last HbA1c test, and the value
of that number. Her total time in our
office was a day and a half. Although
we are not set up to be a research
practice, the ability to do research is
a terrific by-product of the relational
database in the EMR system.”

Ensuring Compliance
While many functions have
improved workflow, the practice still
struggles to gather medical histories
from each patient and create an actu-
al chart note in a way that meets
evaluation and management guide-
lines. Some physicians are concerned
that creating a note using a comput-
er will actually take more time than
simply dictating it.

“Many systems require that physi-
cians do a labor-intensive selection
from a list of medical history items,”
Bagley says. “Only programs that
break down the history and the physi-
cal examination into discrete items
from a pick list—as opposed to record-
ing a free-text entry—can review cod-
ing and ensure compliance.”

The group is discussing how to
resolve this issue. “Some physicians
believe that the note should be creat-
ed from a pick list of detailed data,”
Bagley says. “But to enter medical his-
tory that way is cumbersome. Rather,

“In addition to ROI, we focused on quality of care and other benefits,
including up-to-date, consistent medical records, which would be 
difficult to achieve with a paper-based system. So our decision to 
pursue an EMR system was based on more than just ROI.”

—Bruce Bagley, MD, Latham Medical Group

(Continued from page 3)



some aspects of the history can be free-
text. I am coming to the conclusion
that we need to meld different func-
tions. For us, the history could be free-
text, because a regular clinical office
such as ours would seldom need to
search that data. The physical exam
lends itself to pick lists quite well.”

Reading the Signs
Other processes go more smoothly.
By delegating certain activities to a
nurse, for example, the practice
reduces some of the time that physi-
cians would spend otherwise. “The
nurse does the visit agenda, writing
down the patient’s chief complaint
and the questions the patient would
like to have answered,” Bagley says.
“This nurse’s note is created from
pick lists and free text. The nurse
uses another template to record vital
signs, and reviews the medication list

and allergies. Before seeing the
patient, the physician reviews the
nurse’s note and past office notes.
During the visit, the physician dic-
tates a note much like what was done
in the past. But the diagnosis, billing,
and medications are entered into the
computer in a way that allows certain
items to be searched.”

The Latham group’s experience
shows that introducing an EMR sys-
tem becomes an ongoing project
involving trial and error, particularly
in the beginning stages of implemen-
tation. “When physicians select a sys-
tem, they must recognize that it will
be a work in progress for some time,”
Bagley observes. “We selected a sys-
tem that was tremendously flexible
and could do anything we wanted it
to do. But to customize it to meet our
own needs took a long time and cre-
ating all the templates that mirrored

our interoffice processes took a lot of
development work on our part.”

Bagley believes that the adoption
of EMR systems by other practices
will accelerate in the next several
years. “The systems will be ready,” he
says. “But it will take about two or
three years for a practice to select a
system, purchase it, install it, and
then motivate all physicians to use it.
This last step is the stage at which
most of the failures occur due to a lack
of leadership and a lack of a struc-
tured implementation plan that does
not reduce physician productivity.
These steps are crucial. Physicians
cannot continue to provide high-
quality consistent care without infor-
mation technology support.”
—Edited by Deborah J. Neveleff, in North
Potomac, Md. More information on physician
practice strategies is available on our Web site
(see page 16).
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Society Promotes EMR Adoption
The American Academy of Family Physicians, in Leawood, Kan., is helping its members to adopt electronic

medical record systems. The goal of the AAFP is to have all family physicians using EMRs by 2005.
“The AAFP recognizes the need to have all family physicians using EMRs if we are going to keep up both tech-

nologically and economically,” says Bruce Bagley, MD, a family physician in Latham, N.Y., and chair of the
AAFP’s task force on EMRs. The task force was charged with identifying and promoting EMRs that support the
core business of family practice.

The task force produced a booklet, The Results of the AAFP’s E-Health Survey 2000, which focuses on three
areas. The first area is the use of the Internet for patient care by family physicians in their offices. “We studied
Internet use by age range,” Bagley says. “Not surprisingly, in the 35-and-under age group, 85% of physicians were
using the Internet in their office for some purpose. What was more intriguing was that 40% of physicians aged 65
and older were also using the Internet. So although there is a drop-off in Internet usage with age, older physicians
are still using it to a significant degree.” 

Second, the survey studied e-mail use among physicians. E-mail use by physicians is increasing slowly, Bagley says.
About 18% of physicians reported using the Internet to e-mail colleagues, and a similar percentage were using it
for continuing medical education or to research medical questions. Only about 10% of responding physicians
reported using e-mail to communicate with patients, mostly to answer patient questions.

“There are many services, such as answering patients’ questions, that physicians do face-to-face simply because of
the way reimbursement systems are set up, and these services do not have to be done this way,” Bagley observes.
“Because of time pressures, physicians are looking for ways to leverage their time, so many are answering their
patients’ questions by telephone or e-mail or through triage nurses. These methods can enhance the doctor-patient
relationship by prompting and expediting the transfer of information.” The academy has designed a program on how
to use e-mail to facilitate patient communication. It is available on the Web (at www.aafp.org).

Third is EMR adoption. The survey found that although about 15% of family physicians now use some form of
EMR, only about 1% have a fully integrated, paperless system.

—DJN
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Today, it’s hard to believe how
eager hospitals were to acquire
physician practices in the

1990s. They were spurred to engage
in this buying spree largely by
investor-owned physician practice
management companies, which had
themselves bought up physician prac-
tices in large numbers. Back then, the
frenzy in many markets associated
with buying medical practices and
employing physicians created enor-
mous competition among hospitals.
Administrators thought they needed
to own physician practices in order to
be closely affiliated with physician
groups that would refer patients to
them. Physicians benefited greatly
from this situation: Their practices
were purchased at unreasonably high
prices, and many of them received
employment agreements rivaling
those of professional athletes.

Practicing for Success
Now, most of the physician practice
management companies (PPMCs)
have gone out of business and many
hospitals have been saddled with
severe operational losses associated
with their medical practices, forcing
them to exit this line of business. After
a decade of seeing what works and
what doesn’t, the elements necessary
to achieve successful hospital-affiliated
practices can be defined as follows:
• A long-term strategic plan involv-

ing physicians and the hospital
• Alignment of professional and

financial incentives for physicians
and the hospital

• A reasonable compensation model
that allows physicians and the hos-
pital to succeed

• Active participation of physicians
in governance activities

• Efforts on the part of administra-
tive and physician leadership to
meet mutual objectives.

Hospitals that have been successful
at building physician practices have
learned from the mistakes that
PPMCs made when they were
acquiring physician groups. Take the
employment agreements the PPMCs
inked with their physicians in the
1990s. Under these agreements, doc-
tors were paid both a salary and a
bonus; such contracts were attractive
to the physicians but did nothing to
boost their productivity.

Today, more knowledgeable hospi-
tal-affiliated group practices have
sought to avoid that oversight by bas-
ing compensation on physician pro-
ductivity. This productivity model is
based on the relative value units
(RVUs) of a physician’s efforts, a
method many consider to be the true
measure of an individual’s productiv-
ity. Under this model, physicians
focus only on seeing patients and
coding appropriately.

Gilmore Memorial Hospital is an
example of a hospital that has been
successful at building physician prac-
tices. Located in Amory, Miss.,
Gilmore was in a difficult market in
the 1990s because large hospital sys-

tems were approaching local physi-
cians as potential acquisition candi-
dates. Seeking to sustain and grow
business in this market, the hospital
created Gilmore Clinic Services in
1994, in part to protect its market
share from competitors that were
seeking to acquire primary care prac-
tices. Gilmore also wanted to facili-
tate physician recruitment and devel-

op a multispecialty group practice
after it had established a primary care
physician base. Gilmore has made
strides toward achieving that goal; at
this time, it employs 11 primary care
physicians and seven specialists.

Gilmore acquired its first clinic in
1994, in Sulligent, Ala., with a solo
physician. Today, the hospital oper-
ates nine clinics, with a total of 18
physicians and six nurse practition-
ers. Three of the physicians are in
rural health clinics, located as much
as 35 miles from the hospital, and six
of the clinics are in the hospital’s pri-
mary service area.

Robert Letson, president and CEO
of Gilmore, believes that the hospital
has been successful at acquiring
physician practices and making them
successful from an operational stand-
point because the hospital treats
physicians as partners, not employ-
ees. In general, this factor seems to be
the overriding reason for the success
of hospital-affiliated group practices.

The employment agreements
between the physicians and Gilmore
include incentive production stan-
dards, and physician productivity is

Hospital Groups Can Succeed
By John W. McDaniel

A common thread among successful medical
groups is the active involvement of physi-
cians in governance matters.

—Michael Guthrie, MD, Premier Inc.

John W. McDaniel is president and
CEO of Physician Management Group
Inc., physician practice improvement
advisers, in New Orleans. Readers may
contact him by phone at 800/764-2633
or by e-mail at pmgcode@eatel.net. More
information on practice management is
available on our Web site (see page 16).



benchmarked against national stan-
dards established by the Medical
Group Management Association with
respect to RVU compensation and
productivity. Will Wood, director of
clinic services, who sought to change
the structure of the physician con-
tracts from being based on a salary
and bonus, says that the new
approach is consistent with the phi-
losophy of treating physicians as part-
ners because the RVU compensation
model ensures that both parties have
mutual objectives for practice growth.

As the hospital’s clinic services
operations grew, it became feasible to
develop a central business office for
all practice operations, which it did in
1997. Several initiatives were under-
taken to improve reimbursement sys-
tems, billing and collection processes,
and accounts receivable management.
Specifically, efforts focused on install-
ing an automatic claim rebilling sys-
tem that rebills unpaid claims every
60 days; and improving insurance ver-
ification and authorization at clinic
sites, thereby decreasing the number
of claim denials and rejections from
insurers. These improvements were
accomplished primarily by educating
front-office staff on insurance verifica-
tion and eligibility; obtaining correct
demographic information on patients;
and increasing efforts regarding over-
the-counter collections of copayments,
deductibles, noncovered services, and
outstanding patient balances.

For fiscal year-end 2001, Gilmore
marked a 9% increase in charges, an
18.8% increase in collections, a 2.5%
increase in expenses, a 4% decrease
in accounts receivable, and a 1%
increase in visits.

A Group Focus
Timothy P. Schier, vice president of
Cain Brothers, investment bankers
in Houston, has been involved in
numerous hospital and physician
group transactions during the past 10
years. He credits successful hospital-
affiliated practices with having a

group focus rather than an individual
or entrepreneurial focus. 

Michael Guthrie, MD, MBA, exec-
utive vice president of Premier Inc., a
health care alliance in San Diego, con-
curs with Schier. A group’s objectives
in a successful medical practice must
supersede the objectives of the individ-
ual members, he says. A “covenant”
exists with respect to the role of the
physician in terms of both the practice
of medicine and the commitment to

the business of medicine, he adds. A
common thread among successful
medical groups, he says, is the active
involvement of physicians in gover-
nance matters, as well as the involve-
ment of physician leaders who can
inspire colleagues to achieve the
objectives of the group and the affiliat-
ed organization.
—Edited by Paula Grant, in Lincoln, Va.
More information on physician practice strate-
gies is available on our Web site (see page 16)
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Right Strategy, Poor Execution
Hospitals had the right strategy in purchasing physician practices in

the 1990s, but they executed the strategy poorly. In fact, some sta-
tistics show that more than 90% of hospital-owned physician practices
have reported a financial loss.

Hospitals sought to acquire physician practices largely because they
wanted to increase inpatient and outpatient business and build managed
care networks. Initially, operating practices efficiently did not seem to be
a major concern, partly because many hospital executives believed the
increased business the practices would bring to the hospital would far
outweigh operational losses. But physician practices focus on caring for
patients, increasing managed care business, offering more ancillary ser-
vices (often in competition with hospitals); and (under full-risk capita-
tion) keeping patients out of hospitals. Therefore, physicians trying to
make a profit would not necessarily be sending more patients to their
affiliated hospitals.

It is now apparent that physician practices that fail under the leader-
ship of hospitals do so for the following reasons:
• Lack of physician involvement in governance and management
• Physician compensation that is not aligned with hospital objectives
• Excessive practice acquisition prices
• Inexperienced physician practice management
• High fixed costs (for information technology, for example)
• A physician focus on primary care versus a hospital focus on other

kinds of care
• Overly aggressive valuation. 

The valuation of medical practices is generally based on the current
assets of a practice or the discounted net present value of the practice.
Under the asset-valuation method, the major assets of the practice are
valued at fair market prices. Under the discounted net present value
method, the purchaser projects the excess cash flow over five years and
discounts that figure to the net present value today. Now, it is clear that
aggressive valuations did not set an accurate value of a 40-year manage-
ment agreement, nor did they take into account the difficulties associat-
ed with physician recruitment, changes in managed care contracts, or
the rising cost of care for an aging population.

—JM
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Physicians who want to prac-
tice more efficiently, improve
their productivity, and reduce

overhead may be wondering whether
new technologies can help them to
accomplish these objectives, and if
so, how. Neil Baum, MD, a urologist
in New Orleans who has incorporat-
ed a variety of new technologies into
his practice operations and proce-
dures, predicts that technology can
and will help physicians become
more efficient while improving the
quality of care they deliver.

“In the past, physicians relied on
technology for clinical matters,” says
Baum. “We used advances in comput-
ers to help us diagnose and treat
patients. Unfortunately, most physi-
cians today have not implemented
similar technological advances in the
business component of their practices.
Those physicians are missing the
opportunity to boost their productivi-
ty by using technology to streamline
their office operations and to see more
patients without sacrificing the quali-
ty of the care they deliver.”

In fact, the technologies exist to
improve practice efficiency in a broad
range of office operations, Baum
argues. But because the time it takes to
learn to use new technology systems
and to integrate them into office prac-
tices can sometimes be somewhat
lengthy, Baum suggests that physicians
select one or two technologies first,
implement them slowly, and then add
additional technologies over time.

Baum is on the clinical faculty at
Tulane University and the Louisiana
State University School of Medicine
in New Orleans. His books Marketing
Your Clinical Practice Ethically,
Effectively, and Economically (1999),
and Take Charge of Your Medical
Practice Before Someone Else Does It For
You (1996) are published by Aspen
Publishers, in Gaithersburg, Md. 

Raising Productivity
On a practical level, computers can
boost the efficiency of a practice’s
entire office staff. Computers can be
used to provide patients with the
results of their lab tests when those
results are normal, which occurs 60%
to 70% of the time, says Baum. Also,
computers can be used to contact
patients to remind them to make fol-
low-up appointments. Both of these
strategies result in tremendous time
savings for office staff.

Saving time on routine tasks per-
formed continuously throughout the
day can also enhance a physician’s
productivity. Computer programs
that send prescriptions to the
patient’s pharmacy by fax or by e-
mail save 15 to 30 seconds each time
a doctor writes a prescription.

“A doctor who sees 20 to 30
patients a day and writes two to three
prescriptions for each of those
patients could end up writing 50 to
75 prescriptions a day,” says Baum.
“Using an electronic prescription pad
to manage this function can save a

physician almost 20 minutes a day—
time the physician can use to see
more patients. In addition, using
computers to perform this function
helps to avoid the medication errors
that result from misinterpreted hand-
written prescriptions, which have
been shown to account for nearly
20% of all physician errors.”

Another way Baum uses technolo-
gy to save time and see more patients
is by making videotapes of certain
medical procedures and concepts and
then using the videos to educate his
patients. “Several years ago, I created
a video for my patients that discusses
the purpose of the medication for
erectile dysfunction and how it
should be used,” Baum relates. “At
the end of the videotape, I tell the
patient watching it that I will return
to answer any questions he may have
and to provide a written summary of
what I discussed in the video.
Meanwhile, during the time the
patient is watching the video, I can
see at least one and sometimes two
other patients.”

Saving Time
This strategy, Baum says, allows him
to make more effective use of the
time—from five to 20 minutes—that
he would normally spend discussing
the videotaped topics with his
patients. By anticipating the patients’
questions and answering them during
the videotape, Baum has reduced the
number of questions they have and

Technology Improves Efficiency
By Richard L. Reece, MD, editor in chief

“Some physicians are missing the opportunity to boost their productivi-
ty by using technology to streamline their office operations and to see
more patients without sacrificing the quality of the care they deliver.”

—Neil Baum, MD



therefore the amount of time he
would otherwise spend answering
those questions. “I have created
videos on nearly 90% of the topics
that I cover with most of my patients,
which has allowed me to become sig-
nificantly more efficient and produc-
tive,” Baum explains.

EMRs, a Practice Tool
Many vendors tout the benefits of
electronic medical records, but do
physicians find them effective prac-
tice tools? Baum says yes. “EMR pro-
grams can help physicians to maxi-
mize their coding reimbursements
and to increase patient volume,
while decreasing the costs associated
with paper charting and minimizing
the risks associated with the new
compliance regulations,” he adds.

“I have tried dozens of EMRs,”
Baum continues. “Some are power-
ful, cost-effective clinical documen-
tation tools that are designed to run
on a desktop personal computer; a
laptop computer; or a portable, bat-
tery-operated, pen-based computer.
Developed especially for physicians
and for other providers in general,
these tools allow users to create com-
prehensive records, including a
patient history and a record of the
physical exam, and to report on any
problems, diagnoses, and treatments.

Some of the best programs contain
an interface that promotes true-to-
life clinical note writing, Baum says.
“The extensive knowledge base of
some of these types of programs con-
sists of more than 200,000 codified
elements, which can be accessed via
windows or templates covering all
major specialties,” he explains. “Such
templates can also be customized to
meet the needs of a primary care
practice, a specialty practice, or a
multispeciality group. 

“What’s more, these templates
function as a filter to the knowledge
base, a core foundation of the sys-
tem,” he continues. “Therefore, from
any template a physician would be

able to reach anywhere in the knowl-
edge base. For example, if a patient
arrives with a headache but later
reveals to the doctor that he has the
symptoms of a sexually transmitted
disease, the doctor can easily move
through the knowledge base from
headaches to STDs. Consequently,
both PCPs and specialists can use
these programs quickly and easily.”

Another benefit of some of the pro-
grams, Baum says, is that they allow
doctors to chart by exception. In other
words, only the abnormal findings
need to be entered into the system.

“This feature makes these types of pro-
grams user-friendly and fast, since
many patients have normal findings
for most of their system reviews and
physical exams,” Baum explains.

Given that claims coding is such a
critical function in all practices, tools
that can enhance the efficiency and
accuracy of this task are worth inves-
tigating. EMR software can compute
and suggest the appropriate code that
corresponds with the documentation
performed at the time of service. In
addition, EMRs can also help physi-
cian groups to improve the accuracy
of their coding and help them to
avoid losing thousands of dollars that
might otherwise be left on the table
from undercoding.

“A good program can quickly and
accurately provide the appropriate
code for evaluation and management
and can alert the doctor when a code
is incorrect for the service provided
or it can offer suggestions for moving
to another code if appropriate,”
Baum says. “Not only will this aspect
of the EMR add to the practice’s cof-
fers, but it will prevent costly errors if

overcoding is discovered during a
federal audit.”

Cultivating Referrals
Computers also can be used to help
physicians cultivate patient referrals
from colleagues. Developing referrals
can be systematically and easily
accomplished using voice recogni-
tion software, Baum says. “When it
comes to physician referrals,” Baum
says, “I would like my name to cross
the mind and the desk of referring
physicians as often as possible and in
a positive fashion. With that goal in

mind, I make every effort to commu-
nicate with referring physicians as
often as possible using voice recogni-
tion software. For every patient I
meet who was referred to me by
another physician, I send a brief note
to the referring physician mentioning
the diagnosis, the treatment plan,
and any medications that have been
prescribed for the patient. In my
experience, that is the type of infor-
mation that most referring physicians
are interested in.

“I see to it that a referral letter is on
the desk of the referring physician
before the patient returns to see his
or her primary care provider,” Baum
continues. “The note created by
voice recognition software can be
sent by fax directly from the comput-
er to the PCP or it can be included as
an e-mail message.”

For physicians who are uncertain
about how easy voice recognition
software is to use and about its accu-
racy, Baum offers reassurance. “I have
had no problems using voice recogni-
tion software,” he says. “What’s more,
I find that dictating in front of my

(Continued on page 12)
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The urologist has shown that cultivating
patient referrals from colleagues can be sys-
tematically and easily accomplished using
voice recognition software.
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means opening up multiple avenues
for communication between providers
and patients, and relying more on the
telephone and e-mail than most
practices do. inTandem promotes the
use of secure e-mail as a significant
complement to face-to-face contact.
“What might have traditionally
required a follow-up visit, like med-
ication adjustments or interpretation
of test results, can be handled on the
phone or through e-mail,” says
Murray. “We offer our patients that
alternative when it’s appropriate.”

Kilo brushes off questions about
confidentiality issues when using e-
mail. “People will always find reasons
not to innovate,” he says. And while
he admits that confidentiality is
important, he believes concerns about
electronic breaches are overblown
and that the requirements for ensuring
the privacy and security of medical

information in the Health Insurance
Portability and Accountability Act of
1996 go too far.

“Most patients are more concerned
about convenience and couldn’t care
less if people know that they have
hypertension,” Kilo argues. Before
entering an electronic relationship,
all patients receive inTandem’s e-mail
guidelines, and most appreciate the
opportunity to correspond electroni-
cally with their doctor when appro-
priate, Kilo explains. “However, if a
patient is HIV-positive, for example, I
might not offer e-mail as an option,”
he says. But generally, patients decide.

Equally progressive is the fact that
inTandem patients have access to
their medical records through the

practice’s secure Web site. inTandem
is also developing the means for
patients to keep a personalized elec-
tronic health record on the practice’s
Web site, where they can record
insurance and pharmacy information,
emergency contacts, health goals, and
other relevant information.

More Communication
The inTandem founders believe giv-
ing patients the opportunity to com-
municate with providers in several
ways is one key to better patient-
provider relationships. Such commu-
nication is not just good practice,
they say; it is good business. Given
that an estimated 26 million U.S.
families switched physicians in the
past two years, turnover is a major
problem and expense for physician
groups. inTandem’s goal is to keep
patient turnover below 5% annually.

Many patients may need to adjust
to the group’s new ways of delivering
care. When Robert Reimer, an
inTandem patient, first called the
practice and began to explain his
needs to the person who answered the
phone, he was surprised by the sugges-
tion that he speak directly with the
doctor. “I was so taken aback that I
said no,” Reimer relates. “I didn’t want
to bother the doctor.” Overcoming his
reluctance, Reimer spoke with Kilo at
length on the phone, and came in
shortly thereafter for a two-hour visit.

Recently, Kilo gathered a new
patient’s history almost entirely out-
side of the office. “The patient and I
did a tremendous amount of work by
phone and e-mail before he came to

the office,” Kilo says. “By the time I
saw him, I had consulted with a spe-
cialist and knew what he had and
what he needed.” One problem with
this approach, Kilo acknowledges, is
that he can bill an insurer for only a
one-hour office visit even though he
may do six hours of work on behalf of
the patient. Hence, the necessity for
the annual patient fee.

The annual patient fee helps to pay
for the team of inTandem providers—
consisting of a physician, a nurse
practitioner, and a health coordina-
tor—that is created for each patient.
The health coordinator serves as an
advocate and a personal medical
assistant to the inTandem patient by
facilitating appointments, lab tests,
and follow-up; coordinating care;
providing relevant health informa-
tion; and assisting with benefit ques-
tions or referrals.

Access and Care
Reliability, the third of the practice’s
core promises, refers to reliable access
and reliable high-quality care. The
physicians practice evidence-based
medicine and use tools, such as a
computerized patient registry, to
identify patients who need tests and
procedures, Murray says. The group is
also considering other clinical inno-
vations, such as group visits.

Kilo recognizes that the group is
walking a fine line in its pursuit of an
ideal medical practice. In an era when
patients and physicians alike com-
plain about not spending enough
time together, inTandem’s strategy is
to reduce the office time a doctor and
patient would spend together and

“What might have traditionally required a follow-up visit, like medica-
tion adjustments or interpretation of test results, can be handled on
the phone or through e-mail. We offer our patients that alternative
when it’s appropriate.”

—Eric Murray, MD, inTandem

(Continued from page 1)

(Continued on page 11)



replace it with telephone and e-mail
contact. Some might argue that creat-
ing a clinical team for each patient is
actually a way to unload some direct
patient care from the physician.

This argument, says Kilo, stems
from flaws in more traditional sys-
tems of care. “Patients don’t have
faith that a health care team func-
tions as a team,” he says. “They fill
out health status forms when they
arrive at the doctor’s office; then a
nurse takes the forms to the exam
room but asks the same questions;
finally, the doctor comes in and asks
the same questions all over again.
Does anyone come out of that with
faith in the system?” This lack of
trust, says Kilo, is the reason most
patients are satisfied only with a face-
to-face visit with their physician.

Kilo expects his group to build
patient trust in the team, so that
physician time will be less in
demand. He feels that physicians in
this model can return to what they
are best suited to do: engage in high-
level knowledge management, make
difficult decisions, and manage rela-
tionships. 

Walking the Line
Aiming to improve medical practice,
Kilo bristles at the suggestion that he
has developed “boutique medicine”
for the wealthy. He cites clinics that
charge annual fees from $900 to
$20,000 per year for extra special ser-
vice and attention, including catered
meals, plush robes, and physicians
who are willing to make house calls
or fly to remote locations to treat
traveling patients. “The motivation
for these clinics is to escape the

health care system, to circumvent it
by charging the patient directly,” he
says, adding that the hassles and
waste that most physicians deal with
on a daily basis make this approach
understandable.

In contrast, inTandem is trying to
take on, not escape, the hardest issues
of the system, Kilo says. “We want to
be technologically savvy, to serve
patients in unique ways, to be innov-
ative, and to use the best clinical
tools,” he explains. “The costs make
this almost impossible to do in the
current system. We don’t believe this
is an area where venture capitalists
belong, so we determined that the
only plausible solution was to ask the
patients to pay an extra fee.” In fact,
part of a healthy doctor-patient rela-
tionship includes a more direct finan-
cial connection than is currently the
norm, he adds.

So far, the fee doesn’t seem to be
creating a one-dimensional patient
base at inTandem. “I was concerned
that all the patients would be well-to-
do and incredibly self-actualizing,”
says Elizabeth Muckler, MD, an
internist with inTandem. “But the
panel I am serving is representative of
patient populations I have known in
other settings.”

Administrator Samantha Charles
says the practice expected to attract
busy professionals who have little time
for health care hassles, which it has.
But she says it is also signing on
patients with a range of profiles,
including Medicaid beneficiaries
whose parents are paying the annual
fee. The practice has opted out of the
Medicare program, at least for now, but
several Medicare patients have signed

on anyway and are paying for office
visits themselves. The practice offers
all self-paying patients a 20% discount.

Making It Work
Despite the advantages, this approach
has its skeptics. Michael Millenson, a
health care consultant in Chicago and
author of Demanding Medical
Excellence: Doctors and Accountability in
the Information Age (University of
Chicago Press, 1997), applauds the
idealism of inTandem, but questions its
viability. “The question isn’t whether
it’s worthwhile; but rather, in a market
of third-party payers, how to make it
run,” he says.

Suzanne Mercure, a health care
consultant in Falls Church, Va., says
that inTandem’s approach is a good
short-term strategy to solving some of
health care’s problems but that it does
not offer a long-term solution because
it is not equitable. Nevertheless, the
work inTandem does is important and
valued, she says. “We need people to
lead the way, to create innovation in
small pockets,” she says. “Then we
need to expand what works and dis-
seminate it widely.”

Kilo and his partners are hoping to
make their practice more widely
available to patients for whom the fee
would be prohibitive. “As we become
more financially viable, we will direct
some of our resources toward the care
of folks who can’t afford our fee,” he
explains. “That is part and parcel of
what we are trying to do: improve
health care for everyone.”
—Reported and written by Ann B. Gordon,
in Wayland, Mass. More information on
physician practice strategies is available on our
Web site (see page 16).
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“In this model, the physicians can return to what they are best 
suited to do: engage in high-level knowledge management, make 
difficult decisions, and manage relationships.”

—Charles Kilo, MD, inTandem

(Continued from page 10)
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patients has many advantages. First, I
am able to recall the information more
accurately than would be the case if I
dictated at the end of the day or sever-
al days after I have seen the patient.
Also, if I make any mistakes when
recording the patient’s history, the
patient can correct me, which is not
possible when I dictate in private.
Finally, dictating in front of the patient
allows me to spend an additional few
minutes with the patient. As for accu-
racy, the program is 90% to 95% accu-
rate, and I have the nurse coordinator
check all correspondence before it is
sent to the referring doctors.”

Telephone Efficiency
Other problems can be solved with
technology as well. One frequent
complaint patients have about con-
tacting a doctor’s office by telephone
is the frustration they feel when their
call isn’t answered in a timely manner,
Baum says. This problem, he argues,
can be solved with a well-programmed
automated telephone system.

“When selecting an automated
telephone system, a physician must
first consider the nature of his or her
patient population and the type of
practice involved,” Baum says. “For
example, younger patients tend to be
more receptive to automated tech-
nology than elderly patients are.”

Patients should also be introduced
to the telephone system in positive
terms, Baum explains. He suggests
that the telephone recording could
begin by saying, “Thank you for call-
ing Dr. Welby’s office. To help our
patients, we have installed an auto-
mated call routing system.” If the
patient must be placed on hold,
Baum suggests that the message apol-
ogize for the delay.

When provided with a list of tele-
phone routing options, most callers
will accept only three or four, Baum
says. By the time a fourth option is
presented, the caller will usually have
forgotten the first one. In any record-
ed telephone message, callers should

be given the option of hearing the
menu again. Most patients will gen-
erally accept call routing for nonur-
gent phone calls, Baum says, but
when they are sick or have an emer-
gency, they want to talk to a compas-
sionate human being, not a record-

ing. Therefore, Baum says the tele-
phone answering system should pro-
vide the patient with the option of
reaching a live person immediately.
—Edited by Paula Grant, in Lincoln, Va.
More information on practice strategies is
available on our Web site (see page 16).

(Continued from page 9)

E-technology Improves
Prescribing Efficiency
One of the ways technology is helping to improve the efficiency of

medical practices is by making prescription writing and processing
more efficient and more cost-effective. Electronic prescribing also is
helping to increase patient safety compared with traditional paper pre-
scriptions and helps to enhance efficiency by decreasing paperwork,
speeding up claims processing, and improving access to patient informa-
tion. When prescribing processes are streamlined, costs tend to go down.
In general, e-prescribing software works in tandem with wireless hand-
held devices known as personal digital assistants (PDAs), experts say.

E-technology uses the Internet to route transactions to local retail,
mail-order, and Web-based pharmacies and to provide connectivity to
managed care and other organizations at the point of care, experts say.
Using PDAs allows physicians to be mobile, and therefore to prescribe at
the point of care as they would with a paper prescription pad and pen.

A joint study by several companies showed that when physicians use
e-prescribing systems, they realize efficiency improvements that help
them make better prescribing decisions. The study was done by
AdvancePCS, a pharmacy benefit management company in Irving,
Texas; ConnectiCare, a managed care organization in Farmington,
Conn.; and ePocrates Inc., a software company in San Carlos, Calif. In
the study, researchers tested whether e-prescribing via PDAs would
improve care, while also helping to manage drug costs and reduce ineffi-
ciency. As a result of using the ePocrates software, physicians could
access most formularies and thereby reduce the need to clarify or revise
prescriptions, the researchers say.

In addition to saving physicians time, lowering costs, and increasing
safety, e-prescribing leaves physicians more time to spend with patients,
says David Trager, MD, a pediatrician with San Jose Medical Group. E-
prescribing takes the most time-consuming and labor-intensive physi-
cian activities—prescribing medications, dictating notes, and capturing
charges—and reduces them to three steps: entering the patient’s name,
providing a diagnosis, and selecting a prescription.

To date, only about 2% of physicians write e-prescriptions, but as many
as 20% of all physicians carry PDAs and many could use them to pre-
scribe medications electronically within the next three years, according
to one report. Medical school instructors are encouraging residents to
incorporate PDAs into their practices.

—Reported and written by Susan Howell, in Fairport, N.Y.



Q:When was the Office of Health
Policy and Clinical Outcomes

created, and what is its mission?

A:When I joined the faculty of
Thomas Jefferson University

Hospital in 1990, my marching
orders were to create a new unit as a
locus of support for issues that few
other faculty members cared about:
quality measurement and improve-
ment, changing physician practice
behavior, evaluating the cost impact
of new technology, and related sub-
jects. At that time, these were not
“front page news” kinds of topics.

The mission of the Office of
Health Policy and Clinical Out-
comes, which was created in 1990, is
to continue Jefferson Medical Col-

lege’s long-term strategy of ensuring
that the students, graduates, faculty,
and staff are able to adapt to the
rapidly changing environment of
health care delivery. The office and
its health policy programs provide
research, education, and consulting
services to support Jefferson Medical
College and, increasingly, the Jeffer-
son Health System, which includes
13 hospitals and 3,000 physicians.

The office is a research and educa-
tion unit housed within a medical
school and an academic medical cen-
ter, and is staffed by more than 20
individuals. Our activities cover
numerous topics, including quality
improvement, evidence-based medi-
cine, benchmarking, and perfor-
mance assessment. Only about two
dozen groups that are similar to ours

exist around the country. We share
some similar goals with those groups,
including one that involves doing
research and creating academic cred-
ibility in this arena. But our focus is
somewhat different in that we place a
heavy emphasis not only on the
research mission but also on educa-
tion and training.

Q:You have written about a book
by Malcolm Gladwell entitled

The Tipping Point: How Little
Things Can Make a Big Difference.
Do you think we’re at a “tipping point”
now with regard to consumerism in
health care?

A:I do. Malcolm Gladwell’s
book highlights how trends

reach a crucial, or tipping, point,
after which there is a change in
society’s behavior. Health care is
facing such a tipping point in two
ways. First, consumer empowerment
in health care is about to reach a
point at which it will become a
tremendous force for change. Sec-
ond, purchasers of care are begin-
ning to recognize that health care
quality is not a given; as a result,
greater numbers of purchasers will
begin to expend a significant amount
of energy in becoming savvy shop-
pers for health care services.
Purchasers will step up their atten-
tion to health care quality in
response to demands by employees
that they do so.

(Continued on page 14)

Practice Options/January 15, 2002 13

INTERVIEW

David B. Nash, MD,
MBA, FACP, is the
founding director of the
Office of Health Policy
and Clinical Outcomes at
the Jefferson Medical

College of Thomas Jefferson University in
Philadelphia. He also serves as the Dr.
Raymond C. and Doris N. Grandon Pro-
fessor of Medicine and Health Policy at the
university. A board-certified internist, Nash
began his work at Thomas Jefferson
University in 1990. In 1996, he was named
the first associate dean for health policy at
Jefferson Medical College. He received his
BA in economics from Vassar College, his
MD from the University of Rochester School
of Medicine and Dentistry, and his MBA in
health administration from the Wharton
School at the University of Pennsylvania.
His national activities include appointment
to the JCAHO Advisory Committee on
Performance Measurement, the Foundation
for Accountability (FACCT) Board, and
the Disease Management Advisory Council
of the National Committee for Quality
Assurance’s three key national groups
focusing on quality measurement and
improvement. He is also on the National
Advisory Committee for the Robert Wood
Johnson Foundation Partnerships in
Quality Education program. Nash has
been the editor of 12 books, including
Connecting With the New Healthcare
Consumer: Defining Your Strategy
(Aspen Publishers, Gaithersburg, Md.,
2001). In this interview with Richard L.
Reece, MD, editor in chief, Nash discusses
the Office of Health Policy and Clinical
Outcomes, as well as the consumerism
trend in health care.

Expert Predicts Strong Growth of
Consumerism in Health Purchasing

“Informed consumers will seek providers
that have achieved better outcomes at
lower costs. In a word, savvy consumers
will seek value in the marketplace.”
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Q:Do you think that baby boomers
will drive consumer empower-

ment in health care?

A:The baby boom generation
will be a potent force that

will drive dramatic change in health
care toward a consumer-centric sys-
tem. As the baby boomers age and
become Medicare recipients, or at
least members of AARP [formerly
known as the American Association
of Retired Persons], they are going
to exercise tremendous market
power in health care. Informed con-
sumers will seek providers that have
achieved better outcomes at lower
costs. In a word, savvy consumers
will seek value in the marketplace.

But the consumerism trend will
move well beyond the baby
boomers. As Mark Chassin, MD,
[professor and chairman of the
department of health policy at the
Mount Sinai School of Medicine,
and senior vice president for clinical
quality at the Mount Sinai Hospital
and Health System], has noted, the
problem with U.S. health care is
poor quality, not managed care.
Quality is substandard in both man-
aged care and fee-for-service medi-
cine, but managed care organiza-
tions at least measure what they do.
The Foundation for Accountability
(FACCT) in Portland, Ore., and
other organizations play a crucially
important role in studying con-
sumers’ real needs and desires about
health care, and by creating valid
tools that researchers can use to
drive an understanding of what
patients really want from the health
care encounter. To a growing extent,
consumers will give their business to
health care providers that under-
stand and meet their needs.

Q:How did you come to write your
most recent book, Connecting

With the New Healthcare Consumer?

A:I have to give credit for the
idea for the book to my co-edi-

tor, Barbara Bozarth. Three years ago,
she said to me in the midst of unrelat-
ed work we were doing with other
research sponsors: “Everywhere we
turn the voice of the consumer seems
to be emerging in our work. Maybe
we ought to inventory and catalog
that voice in the form of a book.”

I was reluctant at first, but Barbara
persisted in her belief that no one had
adequately cataloged the strengths of
the consumer movement in health
care. I was fortunate that I was able to

call upon my national network of
professional contacts to help us write
the book, which includes 21 chap-
ters, each devoted to a different
aspect of consumerism in health care.
Certainly, no individual or single
group had all of the expertise neces-
sary for this project.

I am pleased that Connecting With
the New Healthcare Consumer has
received significant recognition with-
in the health care community. Its
themes seem to have resonated with
individuals in the industry.

Q:One chapter focuses on the
pharmaceutical industry. How

has consumerism in health care affected
pharmaceutical industry advertising?

A:The growth in direct advertis-
ing by the pharmaceutical

industry is an excellent example of
how the industry is recognizing the
new consumerism. Pharmaceutical
companies now spend $1 billion a
year in advertising directly to con-
sumers. The tremendous economic
return on investment of direct con-
sumer advertisements was not tapped

until relatively recently. As a conse-
quence, advertising in medical jour-
nals has plunged. There is a $4 to $1
return on direct consumer advertis-
ing, compared with a $1.50 return on
advertising to professionals. Pharma-
ceutical companies achieve this high
return because consumers are influ-
enced by these ad campaigns and
they approach their doctors with
requests for specific drugs.

Q:Your book also discusses the self-
care movement as an element of

the new consumerism. Why has that
movement developed?

A:Self-care is a burgeoning field
that actually predates the

Internet. Because people today are
better educated, live longer, and have
access to more information about
health care than ever before, they
want to play a role in their own
care—and appropriately so. This
movement is consistent with the bet-
ter-educated public, a less paternalis-
tic teaching model in medical school,
a frustration with Western medicine,
and a frustration with many health
care providers in general.

The Internet has essentially fueled
the self-care movement by providing
unfettered access to an enormous
amount of high-quality information.
The Internet also has put people in
touch with others who suffer from
the same conditions. Individuals
with chronic conditions that may
not be dramatically improved by
standard therapy can find a lot of
solace in talking with other similarly
affected individuals.

Q:Does the self-care movement
have a downside?

A:Yes. This manifestation of the
new consumerism has its

downside in that much inaccurate
information is out there. Physicians
need to develop an expanded role of
health educator, health advocate,
and community health leader. It will
be impossible to contain the con-
sumerism trend, but the best antidote
to bad information is appropriate

(Continued from page 13)

“If we pay doctors to do procedures, that’s
what they will do. If we pay doctors to be
educators, they will fill that role.”



training and education. We are not
very far along that path, because
training and education is not a reim-
bursable activity. If we pay doctors to
do procedures, that’s what they will
do. If we pay doctors to be educators,
they will fill that role.

Q:Why do you think consumers
are increasingly interested in the

care offered by complementary medicine
practitioners?

A:What patients want from
their doctor is someone to lis-

ten, hold their hand, offer compas-
sion, spend time, and appear con-
cerned. Unfortunately, we do not
deliver the goods. At less than 10
minutes per primary care office visit,
physicians simply cannot deliver that
level of service.

Q:Do you think that the Internet,
by providing information to

practitioners, will help to improve quali-
ty of care?

A:Slowly. Physicians are recogniz-
ing the power of the Internet to

market their practices, answer patients’
questions, and to make their practice
more efficient. The power of the
Internet can also link physicians to the
best evidence-based medicine through
national repositories of practice guide-
lines and the like. National bench-
marks for practice can also be readily
accessed, and physicians can harness
the power of the Internet to improve
their day-to-day performance.

Q:How has the media affected the
trend toward greater consumer

empowerment?

A:The power of the media has
basically changed. The med-

ical profession and health organiza-
tions are recognizing that the media
no longer represent a cross to bear
but rather serve as an indispensable

resource. On the other hand, the
media have discovered that medicine
is a deep resource of endless stories.
For example, the media have exhibit-
ed great power in fueling negative
impressions of managed care by high-
lighting the relatively few health care
disasters that have occurred. Unfortu-
nately, managed care organizations
have not responded well enough or
quickly enough by touting their
many successes.

The media can create unrealistic
expectations as well, which are diffi-
cult for physicians to manage. Patients’
expectations for possible outcomes of
care can be unrealistic because they
are fed by the media’s reporting of the
Human Genome Project and of other
cutting-edge research.

This trend has driven high expec-
tations for health care among
Americans. I have heard people say
that only in the United States is
death an option. As a result, Ameri-
cans resist restraints on spending for
medical technology and want
absolute access to the most advanced
medical technology. The demand for
unlimited access at low cost to cut-
ting-edge technology is entirely con-
sistent with our national character.
And, of course, physicians are prod-
ucts of that culture too.

Q:How should physicians respond
to the consumerism trend?

A:Physicians must take con-
structive steps to reform the

current health care system, otherwise
consumers may believe that the only
alternative is government interven-
tion. I have always been a proponent
of activism within the profession as a
way to forestall government involve-
ment. As physicians, we are some-
times our own worst enemy. Regret-

tably, we have not always done the
right thing for our profession for a
whole constellation of reasons. First,
the socialization and training process
of becoming a doctor emphasizes the
autonomous nature of decisionmak-
ing and pays scant attention to work-
ing in a group and understanding
organizational hierarchies. Second,
we have not practiced medicine
based on the evidence. We call this
the performance gap—the gap
between what we know is supported
and what we do in everyday practice.
Third, the reimbursement structure
often stands in our way and prevents
us from supporting our role as educa-
tors and counselors, while promoting
our role as interventionists.

The most important job of a leader
is to train future leaders. To address
this need, the Office of Health Policy
and Clinical Outcomes has launched
a two-year program called Chief
Resident Education for Success Train-
ing, or CREST. This two-day program
will give medical residents exposure
to numerous concepts that they have
not had in medical school or in train-
ing, such as leadership, time manage-
ment, stress management, dealing
with difficult colleagues, and many of
the issues routinely taught in business
school. As a graduate of the Wharton
School, I have found my business
training to be essential in my work.
Organizational training as taught in
business schools can be an important
element in training doctors. If we in
the medical profession do not train
people to be leaders, we will have no
leaders.
—Edited by Deborah J. Neveleff, in North
Potomac, Md. More information on physician
practice strategies is available on our Web site
(see page 16).
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G
iven the merger activity in

health care and the focus on

productivity and efficiency, it

may be natural for many physicians to

assume that when it comes to group

size bigger is better. Certainly larger

groups offer advantages to physicians,

such as an ability to share overhead

and the possibility of building substan-

tial market share. One cardiology

practice manager believes, however,

that simply being large may not drive

success as many experts profess.

In fact, the optimal group size may

be five or six physicians, says the

practice manager, Paul Weigel, who

has worked in medical practice man-

agement for 28 years. Through his

many years of group practice manage-

ment experience, Weigel has noted

that the right size is a significant fac-

tor in a group’s success.

Administrative Efficiencies

“A five-physician group is easily

manageable,” Weigel reports. “A

group of this size retains a certain

degree of collegiality and is control-

lable from a management standpoint.

For example, a small practice can

house its patient charts directly

behind the receptionist.”

Once a practice grows to 10 physi-

cians, however, the administrative

requirements become much more sig-

nificant. Such a practice must have a

separate room to hold all the charts,

for example, and it must have staff

members dedicated to maintaining

and filing charts, Weigel says.

Currently, Weigel serves as the

practice manager for Citrus

Cardiology Consultants, in

Inverness, Fla., a single-specialty

group of six cardiologists. He also

has worked in a multispecialty care

setting, in which he provided

administrative services to a wide

variety of specialists and primary

care doctors. Before moving to

Inverness, he worked for eight years

as executive director of a 16-physi-

cian cardiology group in

Wilmington, Del.

Leveraging Technology

Over the past 10 years, there has

been a misconception that bigger is

better. “The belief in economies of

scale has arisen because traditional-

ly, a medical group has to be a cer-

tain size to justify the technological

tools that are necessary to practice

medicine,” Weigel says.

But if relatively small groups take

advantage of recent advances in

technology, they can practice more

efficiently today than groups of sim-

ilar size have practiced in the past.

“It is now possible for a five-physi-

cian group to buy a very sophisticat-

ed computer system that five years

ago was available only to groups of

at least 30 physicians,” Weigel
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