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EDITORIAL

Physicians Become Wary of Litigious Patients

Earlier this year, physicians in Texas could visit a Web site (at www.doc-
torsknowus.com) to search a database listing the names of plaintiffs who had
filed medical malpractice lawsuits against doctors, according to published
reports. Following an article about the site in The New York Times, patients, trial
lawyers, and patient advocates objected strongly and the site was shut down. The
Texas Medical Association and the AMA feared the site might damage physi-
cian-patient relations.

A number of surveys underscore the depth of the medical malpractice prob-
lem. A survey of 736 doctors by the Doctors’ Co., a physician-owned insurance
company in Napa, Calif., shows that more than 72% of doctors view their
patients as potential malpractice adversaries. Nearly 40% of surveyed doctors
said they had limited services to minimize liability risk. Half of 4,000 medical
students in an AMA survey said fear of medical liability was a major factor influ-
encing their choice of specialty. A survey by Merritt, Hawkins & Associates,
physician recruiters in Irving, Texas, shows that among doctors aged 50 to 65,
more than half plan to quit practice in the next three years. Their greatest source
of frustration was malpractice worries.

Neil Baum, MD, a urologist in New Orleans and author of Take Charge of Your
Practice Before Someone Else Does It for You (Jones & Bartlett Publishers, 1996),
advises physicians to be particularly careful when trying to identify the 15% of
patients who represent 90% of lawsuits. Make sure the patient understands what
you are saying, he counsels. Patients who don’t understand a course of treatment
or a procedure account for most malpractice litigation. Take meticulous notes,
particularly if a patient complains about former physicians, and avoid criticizing
another physician. Be careful if a patient requires complex care because mal-
practice cases often involve complex patient management and difficult commu-
nication with family members, either because of multiple physicians working on
the case or a confusing care regimen.

Also, make sure that patients have given their informed consent. For physicians
in surgical specialties, a lack of informed consent causes many lawsuits, especially
for patients with a complication or an unfavorable result. Physicians should make
sure that each patient is given sufficient information about all known potential
complications so the patient can make an informed decision about a treatment.

However one views the propriety of the Texas Web site, it shows the depth of
concern among physicians about medical liability. Tim Norbeck, executive direc-
tor of the Connecticut Medical Society, says professional liability is by far the
issue of most concern to physicians. “And it’s not going to go away,” he adds.
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Hospital CABG Volume Only Modestly

Associated With I

igher Care Quality

he link between procedure vol-
Tume and outcomes seems to

have become an accepted tenet
of health care quality, especially for
such cardiac procedures as coronary
artery bypass graft (CABG) surgery
and percutaneous transluminal coro-
nary angioplasty (PTCA).

Now, however, a new study shows
that hospital CABG volume is only
moderately associated with outcomes
and therefore may not be an ade-
quate quality indicator. Published in
the Jan. 14 issue of JAMA, the study
shows that while the association
between CABG volume and overall
operative mortality was statistically
significant overall, the link was
weaker when data were adjusted for
patient case mix and the association
was not observed at all in low-risk
patients or in those younger than 65
years old.

Obvious Advantages

The link between CABG volume
and outcomes has been the topic of
numerous studies over at least two
decades. “Using hospital procedure
volume as a quality indicator for
CABG surgery is appealing for sever-
al reasons,” says Eric D. Peterson,
MD, MPH. “First, procedural volume
is a straightforward measure: It is sim-
ply a count of the number of proce-
dures performed at an institution in a
given time period. Second, it is easy
to gather: We can find volume data
by drawing from billing or claims
data. Finally, the volume-outcome
link is easy to understand: The idea
that more experience results in better
outcomes is intuitively obvious and is
a simple number for the public to
grasp.” Lead author of the study,
Peterson is a cardiologist at Duke

University Medical Center in
Durham and director of cardiovascu-
lar outcomes research and quality at
the Duke Clinical Research Institute.

Past research has found a strong
link between the number of CABG
surgery cases performed at an institu-
tion and actual outcomes, but
Peterson and his colleagues were

hospital with the highest CABG pro-
cedure volume will offer the best
quality, and choose that hospital
based on that assumption.”

Using data from more than 267,000
CABG:s performed at 439 STS hospi-
tals, the researchers calculated
CABG surgery mortality rates after
accounting for patient case mix.

Past research found a strong link between the
number of CABG surgery cases performed at
an institution and actual outcomes.

hoping to refine this existing body of
research. The researchers used the
STS National Cardiac Database,
established in 1989 by the Society of
Thoracic Surgeons, in Chicago.
“These data are more complete than
the data used in a number of previous
studies,” Peterson says. “The STS
database includes detailed informa-
tion on the clinical risk of patients
before CABG surgery. In addition,
the database allowed us to consider
patients of all ages, not just older
patients. Finally, we used more
sophisticated statistical techniques
than had been used previously.”

Choosing Providers

Verifying the magnitude of the vol-
ume-outcome link is important
because patients and cardiologists
may be tempted to use that relation-
ship as the basis for choosing an insti-
tution for care, Peterson explains.
“Patients and cardiologists who are
scheduling CABG surgery may have
two or more nearby hospital
providers from which to choose,” he
adds. “They may assume that the

Mortality was defined as “all cause
operative mortality”: in-hospital or
30-day mortality, whichever was
longer. Major morbidity included any
of the following postoperative in-hos-
pital complications: stroke, reopera-
tion for any reason, need for mechan-
ical ventilation for more than 24
hours following surgery, renal failure,
or deep sternal wound infection.

The results show that researchers
found a statistically significant rela-
tionship between procedure volume
and outcome, but this relationship
was much weaker than the associa-
tion found in previous studies. Other
studies have found as much asa 1.3%
absolute difference in unadjusted
mortality rates between the lowest
and highest volume hospital quar-
tiles, but Peterson’s analysis found a
0.7% difference in adjusted mortality
rates.

Assessing Risk

“Many previous research efforts have
not incorporated risk adjustment
when analyzing the link between
CABG volume and outcomes,”

(Continued on page 4)
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(Continued from page 3)

Peterson says. “It is very difficult to
accurately adjust for risk when using
claims data or billing data. In con-
trast, the STS database tracks actual
clinical information around the time
of the procedure, which allowed us to
better adjust for disease severity and
the comorbid illnesses patients have
before surgery. Certainly, these fac-
tors affect a patient’s likelihood of
dying with surgery and need to be
accounted for.”

Patient age and surgical risk were
included in case mix adjustment, but
their effect on volume was analyzed
separately as well. “The volume effect
is more pronounced in patients who
are at higher risk, as defined either by
age or by actual risk factors,”
Peterson notes. “When we analyzed
the volume-outcome link in young
patients and in relatively healthy
patients, we found no difference
between low- and high-volume cen-
ters. Among complex patients and
older patients, a performance differ-
ence was measured across sites.”

This finding is reasonable,
Peterson believes. “If experience
matters, it will make the biggest dif-
ference in the most complex cases,”
he says. “But the important implica-
tion of this finding is that the people
who are most likely to reference a
public reporting system on hospital
volume and make an objective deci-
sion about where to have their
surgery are those who are younger or
who are healthier and in a position to
choose the location for an elective
procedure. Unfortunately, those are
the groups for which these volume
data make absolutely no difference.
The people who are critically ill and
need acute surgery or who are older
would benefit the most from this
information, but they are often not in

a position to choose their hospital.”

Interestingly, Peterson’s analysis
revealed that very low-volume cen-
ters sometimes handled cases that
were more complex than those at the
high-volume centers. “That might
sound counterintuitive,” Peterson
notes, “but low-volume centers may
have excess capacity and therefore
may be willing to take on tougher
cases to fill the schedule.”

The finding that patient risk is a
crucial qualifier relationship supports
results from a study published in the
December 2001 Jowrnal of the
American College of Cardiology, which
also suggested that patient risk of
undergoing CABG surgery has an
effect on the volume-outcome rela-
tionship. Specifically, researchers
involved in this study found that
while moderate-risk and high-risk
patients may in fact experience bet-
ter outcomes when they undergo
CABG surgery at a high-volume
institution, low-risk patients will
have similar outcomes regardless of
CABG procedure volume at the
institution.

Correcting for Variance

In addition to adjusting for case mix,
the researchers involved in the
JAMA study also used other sophisti-
cated analytical techniques. One
such technique corrected for site
variance. “The mortality rates mea-
sured at the higher volume centers,
because they have a greater number
of procedures, will more accurately
reflect their performance than the
mortality rates measured at the low-
volume centers, unless we correct for
site variance,” explains Peterson.
“Low-volume centers can look like
they have very high mortality rates
because they do fewer cases.”

Overall, the analysis implies that
CABG surgery volume is not a strong
discriminator of hospital quality. “In
trying to select a hospital for CABG
surgery, patients and cardiologists
should not use procedure volume as
the sole quality indicator,” Peterson
says. “The ability of the volume data
to identify the better provider in
terms of lower mortality rate is actu-
ally rather weak. While there is a
general relationship between volume
and outcomes in general, there is
wide variation across sites. Many
low-volume centers had outcomes
that were better than average, and
some high-volume hospitals exhibit-
ed mortality rates that were worse
than average. Statistically, this scat-
ter in terms of individual institution
performance means that if patients
and cardiologists use CABG proce-
dure volume as the sole metric in try-
ing to choose an institution, they
would be choosing poorly almost as
many times as they would be choos-
ing well.”

Accordingly, cardiologists do not
necessarily need to seek out high-vol-
ume hospitals for referrals, especially
for patients who are younger and
have fewer comorbid conditions,
Peterson adds. “Cardiologists are in a
much better position than patients to
gather information about the out-
comes of the centers to which they
refer,” he says. “In fact, data are avail-
able in the majority of institutions.
Cardiologists should be aware of how
their institutions are performing. If
this performance is not ideal, they
can work actively with the cardiac
surgeons in those centers to help
improve outcomes.”

Given the results of the JAMA
study, cardiologists should look
beyond patient volume when choos-

Those who are critically ill and need acute surgery or who are older

would benefit most from the research findings.
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ing a hospital and when choosing a
cardiac surgeon to whom to refer
cases, Peterson says, even though his
analysis revealed that the volume-
outcome link is stronger for surgeons
than it is for hospitals. “Cardiologists
should look for data about cardiac
surgeon performance other than pro-
cedure volume,” Peterson asserts.
“Although surgeon CABG volume is
certainly related to outcomes, vol-
ume alone is not the sole metric for
quality. While the volume-outcome
link is stronger for surgeons than it is
for institutions, it is still a relatively
crude quality indicator.”

Effect of Heart Centers

Some experts have proposed that,
even if volume is not a strong indicator
of quality among individual cardiolo-
gists, strategies or legislation that limits
the number of low-volume providers
and concentrates volume in fewer
institutions would result in improved
outcomes overall, Peterson says. In
fact, there has been much discussion
among heart specialists regarding the
creation of designated heart centers,
just as trauma centers have been estab-
lished in certain markets.

To investigate the effect of heart
centers, the researchers analyzed the
closure of low-volume centers. “We
found that even if we eliminated the
lowest volume centers, up to one
quarter of all the bypass surgery cen-
ters in the United States, the effect
on bypass surgery mortality rates in
the United States would basically
remain  unchanged,” Peterson
explains, adding that less than 1% of
the potential perioperative deaths
would be avoided by closing the cen-
ters that perform the lowest volume
of CABG surgeries. “This is a rela-
tively minor benefit considering that

in many areas the closure of these
centers would result in reduced
access to care, and in some cases
great hardship in terms of distances
traveled for surgery.”

Therefore, Peterson explains,
“From a policy perspective, it really
does not make sense to triage
patients based on volume criteria or
propose the closure of low-volume
centers, because such policies would
not impact the overall health of the
population.”

In fact, some groups view proce-
dure volume as a surrogate for health
care quality. For example, the
Leapfrog Group, a large national
coalition of private and public pur-
chasers of health insurance in
Washington, D.C., has set standards
suggesting that employers should
refer their employees to institutions
that perform at least a certain mini-
mum volume of procedures. The
Leapfrog Group has suggested that an
institution with a procedure volume
of 500 CABG procedures annually
will be more likely to have better out-
comes. The federal Centers for
Medicare & Medicaid Services has
considered implementing a similar
policy, but has not done so.

Determining Quality

If volume data are not the answer,
what is the best way to determine
CABG provider quality? “Patients
should find out if a hospital collects
data and tracks performance on an
ongoing basis,” Peterson says. “They
should also ask whether the hospital
belongs to a mnational quality
improvement registry or participates
in a system that allows them to mon-
itor and benchmark their outcomes,
such as the STS national database.”
In addition, many regional databases

(such as the Northern New England
Cardiovascular Disease Study Group,
the largest validated regional cardiac
surgical database in the country), and
state systems (such as those in
California, Massachusetts, and
Minnesota) track cardiac surgery
quality and outcomes. “In part, know-
ing that the hospital is tracking its
performance and working to improve
it is very meaningful, because those
are the hospitals that tend to have
better results,” says Peterson.

Furthermore, the National Quality
Forum in Washington, D.C., is
developing national quality indica-
tors for cardiac care, notes Peterson,
who is a member of the forum’s board
of directors. “Through the forum, we
are trying to develop a system to
determine which care processes are
associated with better outcomes,” he
says. “Eventually, information regard-
ing these care processes, and the out-
comes achieved by individual hospi-
tal providers, will be made available
to the public.”

The trend toward shifting from rel-

atively crude measures of quality to
more refined measures of process and
outcome is occurring across cardiolo-
gy. “Eventually, cardiologists—and
not just cardiac surgeons—will be
expected to track their care processes
and outcomes with regard to the care
of patients with heart failure and
myocardial infarction as well as the
interventional cardiac procedures
they perform,” Peterson says. “In the
end, this data tracking, and the qual-
ity improvements it prompts, will
refine how we deliver care across the
specialty.”
—Reported and written by Deborah ].
Neuveleff, in North Potomac, Md. More infor-
mation on physician practice strategies is avail-
able on our Web site (see page 16).

“Cardiologists should be aware of how their institutions are perform-
ing,” says Eric Peterson, MD, MPH, of Duke University Medical Center.
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Registries Help Improve Quality

omputerized disease registries
c function as affordable and

practical information systems
for physicians who want to improve
the treatment of patients with chron-
ic diseases, according to a recent
report by the First Consulting Group
in Long Beach, Calif. A registry is
more affordable than an electronic
medical records system and enhances
patient management, thus improving
quality and lowering costs, the
researchers say.

“Disease registries are important
because as more physicians seek to
improve care for patients with chron-
ic diseases, they quickly discover that
paper-based systems are inadequate
and they need information technolo-
gy to track their patients and provide
follow-up care,” says author and
researcher Jane Metzger. “Computer-
ized chronic disease registries are an
economical way to meet that goal.”

The report, Using Computerized
Registries in Chronic Disease Care, was
prepared  for the California
HealthCare Foundation in Oakland
and published in February. In the
report, the researchers say chronic
conditions—such as diabetes, asth-
ma, and coronary artery disease—are
the major causes of illness, disability,
and death in the United States.

Chronic Care Burden

The research is important because
chronic diseases afflict about 20% of
the population and account for more
than 75% of health care spending,
say CHCF officials. “Inadequate
management of patients with chron-
ic diseases increases health care costs
and affects patients’ health,” says

Sophia Chang, MD, director of
CHCF’s Chronic Disease Care pro-
gram. “Access to timely, accurate,
and well-organized clinical data
through disease registries is an impor-
tant step toward improving care for
those with chronic conditions.”

Other studies support the founda-
tion’s contention that patients with
chronic diseases are undertreated. In
an article in the June 26 NEJM, “The
Quality of Health Care Delivered to
Adults in the United States,”
researchers at the Rand Corp. in
Santa Monica, Calif., said that
Americans received less than 55% of
the care recommended under guide-
lines from professional associations
for the treatment of patients with
chronic diseases. “The deficits we
have identified in adherence to
recommended processes for basic
care pose serious threats to the health
of the American public,” they said.
“Strategies to reduce these deficits in
care are warranted.”

Disease registries can play a vital
role in improving that number,
according to the Institute of
Medicine’s report, Crossing the Quality
Chasm: A New Health System for the
21st Century. The IOM report states
that treatment for patients with
chronic conditions can be improved
through a systematic approach that
emphasizes self-management, care
planning with a multidisciplinary
team, and ongoing assessment and
follow-up—all elements of an effec-
tive chronic disease registry.

The most recent study of how many
physician practices are using stand-
alone chronic disease registry programs
was done by University of Chicago

researchers. Their results, published in
“External Incentives, Information
Technology, and Organized Process to
Improve Health Care Quality for
Patients With Chronic Disease,”
appeared in the Jan. 22-29, 2003, issue
of NEJM. The researchers reported
that 40.3% of the 1,040 surveyed
physician organizations used a disease
registry to track patients with diabetes,
31.2% to track patients with asthma,
34.8% to track patients with conges-
tive health failure, and 15.7% to track
patients with depression.

“Our registry gives us the informa-
tion we need to contact patients with
gaps in care, as well as to examine and
rework how we care for patients with
chronic diseases,” says Joel Diamond,
MD, medical director of Deer Lakes
Medical Associates, a family practice
in Pittsburgh with nine physicians.
Since early last year, the medical
group has used a disease registry spon-
sored by one of its payers for patients
with several chronic diseases.

Collecting Data
A chronic disease registry is a “com-
puter application used to capture,
manage, and provide information on
specific conditions to support orga-
nized care management of patients
with chronic disease,” the report says.
Registries supplement rather than
replace individual patient medical
records and help ensure that data are
complete and readily available.
Registries generate patient lists that
have significant advantages over
paper-based registries in efficiency
and accuracy, the report says.
Registries differ from EMRs in that
registries are used to manage only

Physicians who seek to improve care for patients with chronic
diseases quickly discover that paper-based systems are inadequate.
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selected information relevant to
patients with one or more chronic
diseases, rather than to manage more
comprehensive information about
individual patient problems, health
history, and care. Registries also are
designed to manage up-to-date aggre-
gate lists of chronic disease patients so
they can be tracked effectively. Most
EMRs are designed primarily to sup-
port providers at the point of care and
usually do not contain registry soft-
ware. They generally are not neces-
sarily used to generate lists for physi-
cians managing a population of
patients. While some EMRs include
registry functions for population man-
agement, the CHCF report focused
on stand-alone disease registries that
are not integrated with an EMR.

Monitoring Care
To illustrate how a stand-alone
chronic disease registry would be
used for patients with diabetes, the
report shows that a diabetes registry
can be used to collect information on
patient blood tests, eye exams, and
other protocols critical to maintain-
ing high-quality individual treat-
ment. Registry software for patients
with diabetes also can notify staff at
the point of care about whether a
patient or a group of patients has
received such tests and, if so, inform
physicians about test results.

Notification is made through hard-
copy reports about an entire popula-
tion suffering from a particular dis-
ease or condition, and these reports
can be published daily, weekly, or
monthly. Adequate chronic disease
registry software programs provide
physicians with three types of reports:
printed, exception, and aggregate.

e Printed reports are used at the

point of care to provide informa-
tion on specific conditions and
prompt provider teams to con-
duct appropriate assessments,
deliver recommended interven-
tions, and capture information
to update patient records.

® Exception reports are used to
identify patients who are over-
due for care or who are not meet-
ing management goals. Because
these reports also include such
information as the patient’s last
visit and test dates, they can be
used to develop an appropriate
outreach strategy for each
patient.

e Aggregate reports provide infor-
mation about how well individ-
ual care teams and the overall
provider organization are deliv-
ering recommended care to the
patient population.

Computerized registries capable of

generating such reports generally
require a database to store patient
information and software that can sort
the information to meet various needs.
Registries generally manage a much
smaller amount of patient information
than EMRs and focus on selected
information relevant to patients with
one or more chronic diseases.

Design Variety
According to the report, there is no
standard design for the chronic disease
registries in use today. The various
models use different software and have
a variety of data sources and sponsor-
ship. Software can be developed local-
ly, purchased from a vendor, or
obtained from one of several organiza-
tions offering registries for free.

Often, a nurse or other member of
the care team will develop a registry

that begins with a spreadsheet. The
University of Washington Physicians
Network, a nonprofit primary care
delivery system in Seattle, developed a
registry in this way. UWPN has nine
clinics linked by a computerized, net-
worked clinical information system.

In 1998, UWPN developed a dia-
betes management program in col-
laboration with the Institute for
Healthcare Improvement in Boston.
In the process of developing a dia-
betes registry, several types of systems
were constructed using a spreadsheet
and a simple database on a PC, such
as Microsoft Access. “For beginning
programs, it makes sense to start with
a spreadsheet,” says Jeffrey Hummel,
MD, director of research and clinical
improvement at UWPN.

The data that are collected depend
on what care interventions physi-
cians and other providers want to
deliver and what information is
needed to track delivery to patients,
the CHCEF report says. Generally, the
data needed will be related to estab-
lished treatment guidelines.

Software Tools
As the registry is used, Hummel and
others say that practices begin to
transfer data into larger databases.
Many federal agencies or quality
improvement organizations offer free
registry databases to physicians and
other providers. Two examples of
public domain registry applications
are Chronic Disease Electronic
Management Systems (CDEMS) (at
www.cdems.com) and the Cardio-
vascular and Diabetes Electronic
Management System (CVDEMS)
(at www.apiweb.org/ CVDEMS htm).
Some practices and health systems
develop their own registries. These
(Continued on page 8)

“For beginning programs, it makes sense to start with a spread-
sheet,” says Jeffrey Hummel, MDD, director of research and clinical
improvement at UWPN.
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(Continued from page 7)

are appealing because the builder
retains control over functionality and
can ensure that the system meets
local needs. The disadvantage is that
development and ongoing mainte-
nance require programming and
database management that may not
be available internally.

A small number of companies sell
stand-alone registry software that
may be more sophisticated than that
developed internally and likely
would accommodate future growth
readily. A large number of users may
be able to enter or view data simulta-
neously, and the accompanying data-
bases would accommodate multiple
conditions and could be used to man-
age large amounts of data. Disadvan-
tages of vendor-purchased software
include the cost, the fact that cus-
tomization options sometime involve
additional cost, and the possibility
that the vendor offering the product
may cease operations or be acquired.
The cost of commercial products can
range from $500 to $600 per physi-

cian per year.

Sponsorship Concerns
Another concern is sponsorship.
Health plans and other external spon-
sors may offer free or nominally priced
registry software. Among the organi-
zations that may sponsor a registry are
a medical practice or group, a quality
improvement organization, a clinic
consortium, an independent practice
association, a health plan, or a gov-
ernmental entity.

The software itself and the accom-
panying database can reside on a
PC or on a networked server run
by the provider organization, or it can
be hosted by a commercial
vendor or other external sponsor
which would retain the software and
database information. If the software

and database reside on a network serv-
er, the physicians and other providers
may access the registry over the
Internet or through a private network.
In such a case, where a sponsor hosts
the application and database on its
server, the physicians may want to ask
about the provisions for security and
patient privacy as required under
the Health Insurance Portability and
Accountability Act.

When considering a system spon-
sored by another organization, physi-
cians may want to know if the registry
can be used to manage the care of
patients with one disease or multiple
conditions and whether data can be
entered manually or electronically
from such sources as practice manage-
ment systems, claims management
software, laboratory or pharmacy sys-
tems, or EMRs.

After considering the various
aspects of the design of a registry,
physicians also will want to consider
the cost of using the software. While
the cost of implementing a disease
registry may be relatively low, substan-
tial costs may be required for manag-
ing and maintaining the system and
these costs are difficult to estimate,
the report states. The cost of establish-
ing and managing a registry can be
substantial and should be considered
before committing to using the tool,
the report adds.

“A significant amount of labor
is required to enter and update patient
data, generate patient lists, conduct
outreach programs, and generally
maintain the registry,” the report
explains. Usually, existing staff would
be asked to establish and manage
the registry. “The challenge is to
find enough time in the busy environ-
ment of a primary care practice
to accomplish the necessary work,”
the report adds. But the results

are often worth the effort.

Improving Results

Physicians who are using chronic dis-
ease registries report a labor-intensive
process that rewards staff time with
positive clinical results. “Just grafting a
registry onto the clinic system doesn’t
work. You have to change how work
flows and care is delivered,” said Sean
Gaskie, MD, director of special pro-
grams at the Family Practice Center of
Sutter Medical Center in Santa Rosa,
Calif.

The center implemented a
diabetes registry in 2000. Initially, the
36-physician  practice  planned
to develop its own software, but decid-
ed instead to use the CVDEMS pro-
gram. The registry is maintained on a
password-protected network server
and is accessible on PCs throughout
the center. Gaskie and his colleagues
periodically export data from
CVDEMS into Microsoft Excel and
produce exception reports to distrib-
ute to the staff. As a result of using the
registry, the center has seen a signifi-
cant drop in patients’ HbA,. levels,
from 10.5 to below 7 for a targeted
group of patients, Gaskie says.

Physicians who use computerized
chronic disease management pro-
grams say that the single most impor-
tant element of a registry may be its
ability to provide an overview of a
practice’s chronic disease population.

“We realized we had to know cer-
tain things about certain patients and
critical information about them both
when they came in for care and when
they did not,” Gaskie says. “Our
inability to do so before implementa-
tion of a registry was humbling.”
—Reported and written by Martin Sipkoff,
in Gettysburg, Pa. More information on
practice strategies is available on our Web site
(see page 16).

As a result of using a registry, one family practice realized a
significant drop in HbA, levels.
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Report Shows New Limits on Care

By Richard L. Reece, MD, editor in chief

acing pressure to keep costs
F down while also allowing unre-
stricted access to care, managed
care plans are scrutinizing high-cost
and discretionary services more close-
ly, according to a new study by the
Center for Studying Health System
Change (HSC), in Washington, D.C.
They also are shifting more financial
and care management responsibilities
to consumers, the study shows.
“Mindful of the managed care back-
lash, plans are increasing scrutiny of
high-cost services, especially services
that pose a high risk of inappropriate
use, such as imaging,” says HSC
President Paul B. Ginsburg, PhD.
“Faced with employers seeking relief
from double-digit premium increases
and consumer demand for broad
choice, health plans are under pressure
to identify new ways to slow escalating
premium trends while tempering con-
sumer discontent.” A group of employ-
ers also is developing new ways to con-
trol costs by empowering consumers.

Changing Tactics

The HSC study is based on visits by
researchers in 2002 and 2003 to 12
nationally representative communi-
ties: Boston; Cleveland; Greenville,
S.C,; Indianapolis; Lansing, Mich;
Little Rock, Ark.; Miami; northern
New Jersey; Orange County, Calif.;
Phoenix; Seattle; and Syracuse, N.Y.
A report on the study, Managed Care
Redux: Health Plans Shift Responsibilities
to Consumers, was done by Debra A.
Draper, an HSC consulting researcher
from Mathematica Policy Research

Inc., and Gary Claxton, an HSC con-
sulting researcher from the Kaiser
Family Foundation.

During visits to the communities
in 2000 and 2001, HSC researchers
found that health plans in the 12
communities were reporting no
major changes in the use of services
as a result of the relaxation of utiliza-
tion management controls. The
plans had eased up on the restrictions
on utilization in response to com-
plaints by patients, physicians, and
consumer advocates.

By 2002 and 2003, however, many
plans had changed their assessment,
the HSC study says. As looser utiliza-
tion management was becoming more
widespread, many plans reintroduced
administrative controls on care. In the
12 communities, health plans
expressed little interest in returning to
blanket preauthorization require-
ments. Instead, they began focusing
on services that are considered to be
high-cost or at high risk for inappro-
priate use, the researchers found.
These services included outpatient
and plastic surgery, diagnostic imag-
ing, chiropractic care, and physical
therapy. Likewise, plans were increas-
ing patient cost-sharing requirements
for services that tend to be more dis-
cretionary and prone to overuse.

Entering Limbo

The report shows that the U.S.
health care system is entering an
awkward period between the end of
tight restrictions on utilization that
characterized traditional managed

care and the rise of consumer-driven
health care. The most restrictive
forms of managed care were the least
costly, but they failed because con-
sumers and physicians revolted
against severe limits on choice.

Conversely, consumer-driven care
promises to remove restrictions and
favor choice, but this more relaxed
approach also may fail because con-
sumers and physicians are likely to
revolt against cost shifting that falls
most heavily on patients who have
chronic conditions. In other words,
consumers want low costs and wide
choice, but the health care system has
so far been unable to deliver both.

Consumer Empowerment
There are two make-or-break factors in
the move to a consumer-
driven health care system. The first
is a political factor that could stop any
movement that allows health care
consumers more choice. Many
observers believe health care should be
a paternalistic system in which
a central organization, such as the fed-
eral government, covers all consumers
and protects all patients. These
observers are convinced that con-
sumers will never have sufficient infor-
mation to make rational choices in a
marketplace in which for-profit com-
panies are seeking to provide a return
to investors rather than providing care
for patients. In such a market, it is best
to have an organization designed to
protect consumers against all exigen-
cies, these observers say.

Conversely, those who believe

(Continued on page 10)

Health plans are pressured to identify new ways to slow escalating
premium trends while tempering consumer discontent, says
Paul Ginsburg of the Center for Studying Health System Change.
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COMMENTARY

Findings Focus on Costs

mong several steps health plans are taking to control costs are

developing disease management and intensive case management
programs for the small percentage of members who use a dispropor-
tionate share of resources, according to Managed Care Redux: Health
Plans Shift Responsibilities to Consumers, a report by the Center for
Studying Health System Change.

The report shows that health plans also are developing new products
that provide consumers with significant control over how they access
and use health care and that plans are encouraging more consumer
involvement in weighing the costs and benefits of those decisions. New
products include consumer-driven plans tied to health spending
accounts, tiered provider networks that require higher patient cost
sharing, and customized plan designs that permit employees to choose
different cost-sharing and benefit options after their employer has cho-
sen a core set of benefits. The most expensive tiers offer the greatest
choice and the least costly tiers have more limited choice.

Health plans also recognize that increased patient responsibility for
financial and care decisions requires more and better information for
consumers, the report says. As a result, many health plans are increas-
ing their consumer education efforts.

Plans across the 12 communities in the study are designing and
enhancing their Web sites to provide enrollees with more information
about claims and available benefits and, in some instances, providing
more general information about costs, quality, and treatment options,

according to the report.

(Continued from page 9)
consumer-driven care can work say
that health care is simply a marketplace
and that if smart and pragmatic con-
sumers are given the right information,
they will make the right choices and
choose the greatest value at the right
price. The supporters of consumer-dri-
ven care have the second factor in their
favor: health savings accounts (HSAs),
which are available to most Americans
under the new Medicare Prescription
Drug Improvement and Modernization
Act of 2003.

Among those who favor HSAs is
Martin Feldstein, a Harvard econo-
mist. Feldstein says that HSAs may
be the most important piece in the
2003 legislation and have the poten-
tial to transform health care financ-
ing, bringing costs under control and
making health care reflect what
patients and physicians want. He
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believes patients and physicians are
capable of deciding what is best and
the market will provide competition
that will keep costs under control
while also helping to ensure that
providers deliver quality care.

While critics may complain about
managed care, health plans never-
theless are developing consumer-dri-
ven programs. All major health plans
have or will soon offer consumer-dri-
ven products, and a number of stand-
alone consumer-driven plans have
been selling services for several years.
So far, in the study of 12 representa-
tive markets, results are uncertain.
The health plans are taking tentative
steps to modify existing managed
care products, to instruct consumers
to navigate the market, and to cut
costs by focusing on high-risk dis-
eases; they are also trying to deter-

mine how much responsibility for
cost consumers will accept. If con-
sumer-driven care fails, advocates of
universal coverage believe the gov-
ernment should step in.

Employers Take Steps

As health plans take steps to develop
new forms of care, so too are employ-
ers. In March, a group of large
employers joined with two health
plans in an effort to foster consumer-
driven care, according to a statement
by Mercer Human Resource
Consulting in New York. The
employers want to change the cur-
rent approach to buying health care
benefits into one that focuses on the
quality and efficiency of health care
providers in what they call care
focused purchasing (CFP). The
employers believe that their current
plan designs and cost-sharing strate-
gies focus on the short term and fail
to solve the underlying causes of sig-
nificant annual increases in costs and
troubling issues about inconsistent
quality, varied outcomes, and unac-
ceptable error rates in the care
employees and their families receive,
the statement says.

Since they lack the information
needed to make informed choices
about which hospitals and physicians
to include in their networks, the
employers are hoping to use their
leverage to establish a more open and
rational health care market that
resembles markets for other goods
and services, according to the Mercer
statement. A health care market in
which performance measures and
price are available to users will
increase cost awareness, improve
quality, and raise the confidence of
consumers making health care deci-
sions, they add.

The CFP initiative involves 28
large employers that pay for health
care coverage for about 2 million
employees and their dependents. The
employer group is currently working
with Humana, in Lexington, Ky., and



CFEP Initiative Participants

he care focused purchasing initiative announced in March by

Mercer Human Resource Consulting consists of 28 employers and
two health plans. Humana and Empire BlueCross BlueShield. To date,
18 employers have agreed to be identified publicly:

e Adecco

¢ Analog Devices Inc.

e Assurant (formerly Fortis Inc.)

e BellSouth Corporation

e Capital One Financial
Corporation

e Corning Incorporated

e Edward Jones

¢ Hannaford Brothers Company

e J. C. Penney Company Inc.

e Lowe’s Companies Inc.

Empire BlueCross BlueShield, in
New York, to develop a list of activi-
ties for the next 12 months as part of
a three- to five-year plan. In the next
12 months, they plan to use existing
data sources to develop standardized
performance measures of quality and
efficiency for hospitals and physi-
cians. The employers also want to
unlock the hidden value of databases
that employers, insurers, and the gov-
ernment maintain by combining
them to produce detailed informa-
tion needed to measure quality and
efficiency among hospitals and physi-
cians without compromising patient
privacy, they say.

What’'s more, the employers
believe they should share with
employees performance information
in provider scorecards on physicians
and hospitals to help consumers
make more informed decisions. They
also want to contribute to efforts to
create a market demand for open and
accessible information about hospital
and physician performance.

“We think the current approach to
purchasing employer health care
benefits is not effective in delivering
quality care consistently at an afford-
able price,” says Sharon C. Leight,
benefits director at ]. C. Penney Co.,

e Marsh & McLennan
Companies Inc.

® Morgan Stanley

® The Pepsi Bottling Group Inc.

e Sears, Roebuck and Co.

e Sprint Corporation

e Texas Instruments
Incorporated

e VNU Inc.

e Xerox Corporation

a member of the group. “Increasing
costs that don’t result in improved
quality and more consistent out-
comes impacts our business success
and the compensation available for
our employees.”

Under the current health care sys-
tem, employers and employees do not
have the information they need to
make informed decisions about the
best providers, adds E. J. Holland, Jr.,
vice president of compensation, ben-
efits, labor, and employee relations at
Sprint  Corp., another company
involved in the initiative. “Employers
have to join together to encourage
the market to change,” he says.

The employers believe that by
using common quality and efficiency
measures to evaluate hospitals and
physicians, they will accelerate the
development of a new health care
market in which they will be able to
educate employees about how to seek
information about quality and effi-
ciency and how to make consumer-
based purchasing decisions. Having
such measures also will allow them to
adopt plan designs that provide the
financial incentives to consumers to
make smart choices about treatment
options and providers, the employers
say. They also plan to pool their pur-

chasing power and direct it toward
best-in-class health plans, physicians,
and other providers.

Clinical performance measures
from such sources as the National
Quality Forum, the National
Committee for Quality Assurance,
and the Joint Commission on
Accreditation ~ of  Healthcare
Organizations will be integrated into
the employers’ initiative, says Arnold
Milstein, MD, who has been advising
the employers in this effort.

Reforming the Market

It is significant that the employers are
working with health plans to develop
a new approach to purchasing care.
“We support efforts to develop stan-
dardized provider performance mea-
sures,” says Michael A. Stocker, pres-
ident and CEO of Empire BlueCross
BlueShield. “This initiative is consis-
tent with Empire’s vision to use avail-
able information to support our cus-
tomers’ needs.”

David Rahill, a Mercer consultant
who is acting as project leader, says,
“The participation of a number of
health plans is an early sign of the
leadership of this group and the inter-
est of many parties to solve the health
care dilemma of rising cost and incon-
sistent quality. This group of employ-
ers is committed to thinking about
health care differently and using their
combined market presence to create
positive change.”

From all indications, health plans
and employers are moving toward a
market-driven solution to some of
the thorny problems that plague the
current health care system. In addi-
tion, the federal government has
made HSAs available to a great num-
ber of Americans. Now those who
believe the free enterprise can work
in health care have to hope that
these steps are sufficient to fend off
the inevitable calls for universal, gov-
ernment-provided care.

—More information on physician practice
strategies is on our Web site (see page 16).
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OIG Warns Boutique Practices on Fees

hysicians could be fined or
P excluded from Medicare if they

treat and charge Medicare
patients additional fees for “boutique”
care, says the Office of Inspector
General of the federal Department of
Health and Human Services.

Acting Principal Deputy Inspector
General Dara Corrigan said in an
OIG Alert in March that physicians
participating in Medicare face poten-
tial liabilities for billing Medicare
patients for services already covered
by Medicare. A physician violated
his agreement with Medicare when
he presented to his patients—includ-
ing those who participate in
Medicare—a “Personal Health Care
Medical Care Contract” asking them
to pay an annual fee of $600, the
OIG says. Physicians have used such
retainer agreements in so-called bou-
tique or concierge practices.

While the physician characterized
the services to be provided under the
contract as “not covered” by
Medicare, the OIG alleged that at
least some of these contracted services
were already covered and reim-
bursable by Medicare. Among other
services offered under this contract
were the “coordination of care with
other providers,” “a comprehensive
assessment and plan for optimum
health,” and “extra time” spent on
patient care, the OIG says in its alert.

Seeking a Settlement

OIG alleged that each contract pre-
sented to this physician’s Medicare
patients constituted a request for pay-
ment for already covered services,
other than the coinsurance and
deductible, and was therefore a viola-

tion of the physician’s Medicare
agreement. The physician agreed to
pay a settlement to OIG and to stop
offering such contracts to Medicare
patients, the alert says.

“If participating physicians decide
they want to charge patients addi-
tional fees, they should be mindful
that they are subject to civil penalties
if they request any payment for
already covered services from
Medicare patients other than the
applicable deductible and coinsur-
ance,” Corrigan said.

Physicians  participating  in
Medicare can charge Medicare bene-
ficiaries extra for items and services
that are not covered by Medicare, the
OIG Alert points out. And partici-
pating providers may charge benefi-
ciaries for any Medicare deductibles
and coinsurance without violating
the terms of their assignment agree-
ments, according to the OIG. But
when participating providers request
any other payment for covered ser-
vices from Medicare patients, they
are liable for substantial penalties and
exclusion from Medicare and other
federal health care programs, accord-
ing to the alert.

Donald K. Bruce, MD, who is
developing a network of physicians
to be paid based on a retainer fee
arrangement, says the OIG is correct
to remind physicians that charging
for covered benefits is a violation of
Medicare rules and that retainer
medical models vary considerably in
the scope of services offered. Bruce is
the CEO of MD Information
Services (at www.md-is.com), a med-
ical software development company
in Pacific Grove, Calif.

Need for Change

The development of retainer-fee
models and boutique practices shows
that there is widespread discontent
among patients and physicians
regarding various aspects of the qual-
ity and efficiency of the current
delivery system, Bruce explains.

“Clearly, the federal government,
with its emphasis on allowing the
free market to deliver in the market-
place, does not want to be in the
business of constraining entrepre-
neurs who seek to serve the needs of
consumers with innovative solutions
and better service,” Bruce says. “The
ever-increasing complexity of medi-
cine in the hands of well-intended
and hard-working clinicians using
disorganized paper charts, indeci-
pherable notations, and personal
memory on side effects is a prescrip-
tion for disaster. The market can
solve these issues.”

This year, MDiS is launching a
retainer model service based on deliv-
ering the information systems needed
for physicians in internal medicine to
practice evidenced-based outpatient
medical care. By giving the physicians
the electronic medical record and
supportive software they need, MDiS
hopes to reduce errors and increase
convenience to patients.

The AMA says distinguishing
what is covered and is not covered
under the Medicare program is diffi-
cult. Therefore, when physicians sign
contracts with patients, they should
separate special and “reimbursable”
services, the AMA advises.
—Reported and written by editor Joseph
Burns. More information on physician prac-
tice strategies is on our Web site (see page 16).

Physicians who charge patients additional fees could face civil
penalties for requesting payment from Medicare beneficiaries.
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‘Retainer’ Model Plan Needs [T,
Evidence-Based Support, Says Physician

Donald K. Bruce, MD,
is CEO of MD
Information Services (at
www.md-is.com), a med-
ical software development
company in  Pacific
Calif.  An
internist, Bruce opened an urgent care cen-
ter outside Boston that evolved into a prima-
ry care network of nine clinical locations and

Grove,

a 33-member internal medicine group prac-
tice. After the network was sold to the
Partners Community Healthcare Network
in Boston, Bruce served as an executive
director of the network. In 1998, he moved
to California and started MD' Information
Services. In this interview, he discusses
retainer-model plans with Editor in chief
Richard L. Reece, MD.

m What was your goal in starting

m MD Information Services?
A m As the leader of a large prima-

mry care and urgent care prac-
tice, it was disconcerting to me that
many of the finest physicians in the
clinic were, from a purely economic
perspective, failing in the practice.
As a result of managed care and other
reimbursement  pressures, these
excellent physicians had to face pay
cuts and other negative feedback
about their performance. Some of the
best physicians in the practice had
long waiting lists and fiercely loyal
patients and yet they could not suc-
ceed financially. The disconnect
between clinical excellence and busi-
ness “failure” resonated with me. I

wanted to build a different model of
primary care in which excellent clin-
icians are the ones who are rewarded.

m What do you believe is needed in
Q m a new model of patient care?
A mOne system that seems to

m work is “retainer medicine,” a
term coined by the AMA. Under this
model, physicians are paid a retainer
just as other professionals are paid
and they provide services and add
value to the service model by offering
noncovered benefits to the con-
sumer. Although this form of practice
is not yet very widespread, the retain-
er fee is attractive because it allows
medical practices to redefine the
value proposition between physicians
and patients.

Physicians should be able to deliv-
er to most patients the kind of service
they deserve in the context of the
information technology infrastruc-
ture that makes their care more effec-
tive, more efficient, and more conve-
nient. Health care providers must
move beyond the idea that the only
solutions we can create are those that
third-party insurers and the govern-
ment think are valuable.

Patients can identify value when
they see it, and the old-fashioned
notion of delivering value for dollars
is still valid. It’s the consumer—not
the large insurers or government pro-
grams—who needs to make that
choice based on his or her own value
and price decisions. A retainer model
in which patients pay a set fee of, say,

$25 or more per patient per month is
based much more on a traditional
market-based system than one in
which a third party pays for most of
the care and the consumer pays only
a fraction of the cost.

m Once physicians are collecting a
Q B fee from patients, what else do
they need to succeed?

A m Any new model of care must
mbe information technology
focused and use an evidence-based
medical practice approach that
allows physicians to increase their
revenue and reduce their patient load
while at the same time developing a
patient-focused practice. In other
words, physicians need information
systems, clinical software, and sup-
port to make a new model successful.
We also believe physicians will need
advertising and training because the
retainer model is a much different
approach than traditional medicine.
Therefore, to be successful, the
health care system needs to solve two
issues. The first issue is the severe
shortage of superior service to
patients due to a lack of adequate
time with physicians, a lack of ade-
quate feedback, and a lack of thor-
ough communication. The second
issue is the physician’s need to secure
an income that will enable him or
her to practice profitably. It is possi-
ble to deliver high-quality, evi-
denced-based medical care in an out-
patient clinical environment while
allowing both the patient and the
(Continued on page 14)

“Health care providers must move beyond the idea that the only
solutions we can create are those that third-party insurers and the
government think are valuable.”
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(Continued from page 13)

physician the time needed to con-
duct their affairs in a civilized and
thoughtful fashion.

To solve these two core problems,
physicians need an efficient informa-
tion system and they need a reim-
bursement model that pays them
adequately and quickly without the
need for a lot of paperwork. First, let’s
address the information system issues.
One of the most cost-effective infor-
mation systems is a Web-based inter-
face to an electronic medical record.
Such an interface allows the patient
and the physician to have a compre-
hensive messaging and management
console that they can use to manage
the relationship and facilitate care. It
is not meant to replace the personal
relationship, but rather to enhance it.
For example, a patient could log on to
a secure and personal Web server to
review his or her personal informa-
tion, care plan, reminders, health cal-
endar, and test results. Additionally,
the patient could authorize family
members to conduct business on his
or her behalf and allow children who
live remotely to participate in the
care of a parent.

The reimbursement issue can be
resolved through a retainer-based
financing model. Patients can pay a
modest annual subscription fee, and
the price may range from $25 to $60
per patient per month. In addition,
physicians can be financially rewarded
for superior customer service and clin-
ical quality. The physicians receive
the majority of the subscription fee for
participating in the information man-
agement system, and they could get
significantly more when the consumer
satisfaction and other scores exceed
certain thresholds.

In addition to the information sys-

tems and the streamlined reimburse-
ment, new models of health care
delivery also must guarantee patients
same-day access to care and at least a
half-hour appointment if necessary.
By doing so, new models of care will
be able to attract patients who are
tired of waiting for appointments in
traditional systems that are not
friendly toward consumers.

m So you believe that it is impor-
Q | tant to have a consumer-focused
approach to care?

A m Yes. Most innovations are dri-

m ven by consumer demand. In
the absence of consumer-driven ini-
tiatives, change can be glacial and
often not very appropriate.

m Many experts believe that evi-
Q m dence-based guidelines and clini-
cal reminders need to be embedded in the
systems physicians use. Do you agree?
A m Yes. The current elements of

m evidence-based medicine that
some systems are delivering to physi-
cians include reminders to clinicians
about taking specific history and a
physical exam as well as indications
and contraindications of therapeutic
approaches. Physicians should be able
to turn on or turn off these reminders
depending on their preferences.

In addition, information systems
must include a comprehensive set of
database triggers that allow physi-
cians to automate messaging, such as
reminders for Pap smears, cholesterol
testing, liver function testing, and
warfarin sodium blood tests. All of
these processes are traditionally han-
dled by telephone or by mail or some-
times, unfortunately, not at all. These
reminders should be automated so
that physicians can count on the fact
that the patient will receive appro-
priate testing on a regular basis.

m Corp. indicates that patients
received appropriate care only about
55% of the time.

A m That's a disturbing statistic,

m and it is a manifestation of the
complexity of the typical 11-minute
patient-physician encounter during
which so many issues need to be
managed—economic issues, health
plan issues, complex emotional issues
as well as the physical issues the
patient is facing. As a result of con-
straints on visit time, preventive care
processes are being jeopardized, and
in fact are being squeezed out.

High-quality care depends on
mandating that physicians adopt
information technology and other
process tools so that appropriate care
can be automatically offered to each
patient. Given the trends and com-
plexities of care, which will not get
any simpler, I believe that trying to
manage patients in the absence of an
information technology infrastruc-
ture will be tantamount to malprac-
tice in the next decade.

m One criticism of electronic med-

m ical record systems is that they
address mostly back-office issues but are
not clinically relevant. Is clinical rele-
vance growing among EMRs?

A m Definitely. EMR vendors have

m been trying to make a finan-
cial case for their products by address-
ing back-office inefficiency. Most of
them have done a pretty good job.
Now, the next agenda involves
bringing clinical reminders and
guidelines into the process at the
point of care.

For EMRs to be one of the primary
solutions for providing quality care,
the business design surrounding infor-
mation technology must be in place.

Q m A recent report from the Rand

“High-quality care depends on mandating that physicians adopt
information technology and other process tools so that appropriate
care can be automatically offered to each patient.”
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“A small cadre of physicians is ready today to make substantial
changes in how they practice. The level of emotional stress is high
enough that they are willing to step forward and take a chance.”

If physicians are driven to treat 30 to
35 patients a day because the eco-
nomics of the practice environment
require volume for financial viability,
it will be difficult for them to use an
EMR fully. They can certainly use a
“bare bones” system, but to leverage
that tool with maximum benefit to
patient care, physicians need ade-
quate time and resources to dedicate
themselves to that process. So, an
EMR is a central component, but not
the only component, to that solution.

m Are doctors ready to implement
Q m information technology more
fully within their practices?
A.The idea that physicians are

m techno-phobic is very much
overstated. About 95% of physicians
access the Internet for personal use.
So they understand how to use a
computer and how to use a browser.
But it doesn’t make sense for them to
use their computer when the only
thing they are paid for is running
from room to room 10 hours a day.
They do not see the validity of an
information technology solution
because it slows them down. We
need to find an economic model that
brings physicians to the desktop for
one of their fundamental functions,
which is coordination and manage-
ment of patient care.

m Do you believe that models such
Q  as the one you describe will bring
stability to the primary care profession?
A. In the absence of other solu-

W tions, new models of care are

going to give us a pathway to change.
If nothing changes, the number of
primary care physicians in many
regions of the country will either
decline or become nonexistent over
the next decade. The exodus of pri-
mary care physicians due to the ero-
sion of their quality of life and income
has become significant, particularly
here in California. Patients will suffer
if they can go only to specialists or
clinic services for the kind of compas-
sion and understanding that primary
care physicians attempt to deliver.

Surveys suggest that many primary
care physicians over age 50 are con-
sidering a change of profession or
early retirement as options over the
following three or four years. They
also show that some physicians
would not recommend their profes-
sion to their own children. Those sta-
tistics highlight the level of disen-
chantment and professional dissatis-
faction that is present in many mar-
kets. This dissatisfaction is probably
fairly prominent in many other urban
communities, where primary care is
suffering as the cost of living esca-
lates. It also exists in rural areas
where older physicians are retiring,
new physicians are not opening prac-
tices, and existing physicians are sim-
ply overwhelmed.

m Does it concern you that older
leatients have fewer choices as
physicians leave the Medicare program?
A m Absolutely. New models of

| care must be suitable to those

who are over age 50 because older
people face chronic conditions of a
complex nature. Physicians need to
spend an incredible amount of time
with these patients to understand the
issues, deal with families, and pre-
scribe medications safely and appro-
priately. Family practitioners who
require high patient volumes for
financial success drop Medicare
patients because those patients take
an enormous amount of time, atten-
tion, and focus. The predominant
reimbursement scheme prompts a
volume agenda in most practices. But,
in general, the elderly have the most
expendable cash and have the most
vested interest in finding a physician
to spend the time and attention they
need to live a more fruitful life.

a How much time do you think it

muwill take to implement such a
new model broadly across many states?
A m A small cadre of physicians is

mready today to make substan-
tial changes in how they practice.
The level of emotional stress is high
enough that they are willing to step
forward and take a chance. Physicians
are ready to make changes in the way
they provide care and in the way they
are paid, and patients are looking for
new forms of care as well. I believe we
will see dramatic changes over the
next 12 to 36 months.
—Edited by Deborah J. Neveleff, in North
Potomac, Md. More information on physician
practice strategies is available on our Web site
(see page 16).

“New models of care are going to give us a pathway to change.
If nothing changes, the number of PCPs in many regions of the

country will decline.”
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OPTIONScom

Our FREE online resource includes:

v Strategies and tactics to build your practice
v A complete database searchable by keyword, subject, or issue
v Interaction with experts on all aspects of the Business of Medicine™

v Links to business resources, such as practice management,
marketing, and CME

v E-mail updates on the latest developments in the Business of Medicine™

E-MAIL UPDATES

Let CardiologyOptions.com come to you! CardiologyOptions.com

can keep you up to date automatically on the latest developments in the
Business of Medicine™. You can sign up at CardiologyOptions.com or fill
in your name and e-mail address below and fax it to us at 973-682-9077.
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