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EDITORIAL

Going Solo Continues to be an Attractive Option

For well over 20 years, health care policy experts have advised physicians
seeking to be successful in a changing market to practice in larger groups.
The experts say solo practitioners will be a dying breed in markets in which man-
aged care dominates.

But recently, we have written about how physicians in solo and small-group
practices have continued to succeed, despite the advice from experts. In speak-
ing with physicians in these solo and small group practices we have learned that
they cherish their independence. They also seek a deep personal relationship
with their patients while working hard to reduce overhead and use information
technology wisely.

Gordon Moore, MD, a solo family physician in Rochester, N.Y., has only one
staff member: a nurse. He uses computers to make referrals, verify co-payments,
and document patient care. He suggests using an electronic medical record sys-
tem with voice recognition software to help reduce transcription costs.

On the other end of the spectrum from Moore is David Lawrence, MD, chair-
man emeritus of Kaiser Permanente. In his widely acclaimed book, From Chaos
to Care: The Promise for Team-Based Medicine, Perseus Publishing 2002,
Lawrence said solo practice was dying because one doctor, acting alone, could
not meet the demands of medicine in America today.

Lawrence said a solo practitioner does not have the time, money, or organiza-
tion to be a high quality physician. “For the simple and routine illnesses, he pro-
vides a valuable service. But for more complex and chronic conditions, neither
he nor his colleagues in other solo or small group practices are prepared for what
medicine now requires and patients demand,” Lawrence wrote. “The forces are
too strong and the changes too profound.”

Using data from the 2003-04 National Ambulatory Medical Care Survey (the
latest data available), the federal Centers for Disease Control and Prevention in
Atlanta said there were 311,200 office-based physicians practicing in an esti-
mated 161,200 medical practices in the United States. The survey showed that
about 35.8% of office-based physicians were in solo practice. The survey involves
nonfederal physicians who see patients in offices and excludes radiologists, anes-
thesiologists, pathologists, and physicians who treat patients solely in hospital,
institutional, or occupational settings.

Clearly, solo practice continues to be attractive and some physicians in these
practices are finding ways to make such practices successful. Perhaps such prac-
tices are attractive to many physicians because, like Moore, they are interested
in eliminating barriers between patients and doctors and in making time for
meaningful interactions with patients.
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STRATEGY

Billing and Coding Strategies
Crucial for Practice Success

hysicians can find it challeng-
P ing to tend to practice man-
agement concerns while
focusing on providing high-quality
care to their patients. By spending
some time each week on establishing
processes to ensure careful billing,
coding, and other practice manage-
ment functions, however, physicians
can ensure that their practices will
run smoothly and successfully.
“Physicians today face a number of
external pressures, including declin-
ing reimbursement, increased gov-
ernment regulation, an increasingly
savvy patient base, and increasing
costs,” says Kenneth T. Hertz, CMPE,
a senior consultant with the Medical
Group Management Association
(MGMA) Health Care Consulting
Group who has worked with many
medical practices to improve their
business functions. “All of these fac-
tors together are resulting in signifi-
cant economic pressures on medical
practices across the country. Focusing
on the performance of the practice is
necessary to ensure that the practice
remains viable and able to serve
patients into the future.”

Compliance Integrity

Improving practice finances is one of
several reasons physicians should
focus on management. “Practices
must be very careful with regard to
compliance,” Hertz notes. “Both gov-
ernmental and private payers main-

tain specific rules and regulations
about what services a physician prac-
tice may and may not bill for and how
these services must be documented
and coded. Furthermore, physicians
also have an obligation to their
patients in terms of providing an accu-
rate recording of the clinical transac-
tion that occurs between the practice’s
clinicians and the patients. It is
extremely important that physician
offices operate with integrity with
regard to their business functions.”

Large medical groups face similar
challenges and can consider similar
solutions regardless of practice size,
although the challenges may be on
a different scale. “For a small prac-
tice, good business management is
important because it means the abil-
ity to keep the doors open and con-
tinue to serve patients,” Hertz says.
“A larger practice may have more
flexibility, but at the same time it is
more likely that business functions
can escape control.”

There is no silver bullet in good
practice management, Hertz contin-
ues. “Rather, it is a matter of being
attentive to details, investigating,
and paying attention to the group’s
core business processes in the context
of continuing to provide high-quality
patient care,” he adds.

How practices structure their
accounting and reporting is very
important, Hertz continues. “All
practices, regardless of size, need

accurate, meaningful, timely, and
trended reporting of various perfor-
mance indicators,” he notes. “For
example, financial statements should
be produced quickly following the
end of the month. If they are exces-
sively delayed, the opportunity for
improvement is also delayed.”

Benchmark Data

Practices also should track key per-
formance indicators and benchmark
the data both among members of the
practice and externally as well, Hertz
says. MGMA performance and cost
surveys offer excellent data for this
purpose. “For example, practices
should monitor their accounts
receivable days each month,” he
adds. “If a trend analysis indicates
that accounts receivable days are
growing, then the physicians know
they have a problem.” Physicians
should pay particular attention to the
portion of accounts receivable that
are 90 days and older. “If accounts get
that old, they are obviously not being
worked,” he explains. “And the older
an account gets, the more difficult it
is to collect.” When accounts
become older than 90 days, physi-
cians can expect to collect only on
about 10% of these accounts.

“The billing process needs to be
systematized and calendarized,” Hertz
asserts. “Practices should have a regu-
lar schedule for running credit bal-
ance and accounts receivable reports

(Continued on page 4)

Good practice management is a matter of being attentive to details
and paying attention to the group’s core business processes while
providing high-quality patient care, says consultant Kenneth T. Hertz,
CMPE, of the Medical Group Management Association.
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STRATEGY

(Continued from page 3)

and other performance indicators.
Furthermore, the practice should set
goals and expectations for physicians
and staff performance and then work
toward those goals using carefully
defined strategies that are communi-
cated practice-wide.”

Practices also should monitor
denied claims closely. “Many insur-
ance companies believe that medical
practices won’t work the denials,”
Hertz says. “But practices should
quantify denials, understand their
causes, develop solutions to reduce
them, and track them over time.
Working denials must be done daily
and constantly monitored.”

Coding and Documentation
Physicians face several challenges
with regard to billing. “When physi-
cians leave medical school, they typ-
ically have not received any formal
training regarding coding and docu-
mentation,” Hertz notes. “Therefore,
the physician will not know how to
effectively and properly code for ser-
vices. Given ongoing changes to cod-
ing and documentation regulations,
even experienced physicians may
code improperly.”

The next challenge practices face
is the fact that most patients do not
truly understand their insurance cov-
erage, Hertz continues. “This means
that the practice staff must under-
stand each plan, and be ready to
explain the plan’s stipulations to the
patient,” he notes. “The practice’s
billing staff must have detailed
knowledge about all the payer con-
tracts and plans that cover their
patients. Furthermore, this knowl-
edge must be kept up to date, given
ongoing changes in coverage and
contract stipulations. All of that
information affects how the practice
bills, the amount of the bill, where to
send the bill, what services should be
coded, which laboratories must be
used for which patients, and a host of
other factors.”

Such challenges exist for all groups,
because all groups work with different
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Dedicated Staff Specialists
Boost Group Collections

Nepbrology Associates of Kentuckiana, a 16-physician medical group
in Louisville, Ky., dedicates specific staff to certain billing and col-
lections processes. Doing so has helped the practice earn the designation
of “best-performing practice” in accounts receivable and collections
management. The Medical Group Management Association in
Englewood, Colo., has bestowed the designation on the practice in its
MGMA survey of Performance and Practices of Successful Medical
Groups each year since 1999.

“For example, the sole assignment of one staff person in the billing
office is to examine every claim that is rejected, and to collect it,”
explains Janet M. Connell, the practice administrator and chief operat-
ing officer.

A second individual is responsible for working the aging list of
accounts with insurers. “We often have claims that have not been reject-
ed, but that have not been paid either,” says Connell. “Maybe payers
want to see additional documentation, maybe they say they never
received the claim, or maybe they are just slow to pay and need prompt-
ing. These claims can easily fall through the cracks if they are not vigi-
lantly tracked and pursued.”

A third staff member enters and checks patient demographics and
calls insurers to verify payer information, coverage, and claims submis-
sion processes.

Two years after these staff positions were designated, accounts receiv-
able aging was reduced from 72 days to less than 40 days.

Connell points out that identifying the right people to fill these posi-
tions is central to the success of this strategy. “The people who fill these
positions should be extremely focused, detail-oriented, patient, thick-
skinned, and tenacious,” she states. The group seeks to hire seasoned
professionals with extensive experience.

“A third factor that contributes to success is that we work as a team,”
Connell says. “Everyone in the clinical area, the billing office, and the
front office understands that we have to collect payment to keep our

doors open and continue to provide excellent access, service, and clini-
cal quality.” —DJN

payers and see patients in different
plans. “However, the challenge can
be especially acute for small practices,
which have fewer administrative per-
sonnel,” Hertz says. Small practices
with fewer than three physicians may
not be able to dedicate staff to billing
and coding. “In a small group, staff
members are multitasking. For exam-
ple, the office manager may be the
person who files the insurance claims
and posts the charges and payments,
because there is no real billing staff. In

contrast, a larger practice has a dedi-
cated staff to handle those tasks.
These practices will have people who
can focus on these activities and who
will be much more knowledgeable
and facile at handling billing and
insurance issues.”

All practices must ensure that staff
members involved in billing are
trained appropriately. “Not only the
billing staff, but all the physicians
should be properly trained and
coached so that they understand the



coding and documentation rules and
regulations,” Hertz explains. “The
staff should attend Medicare and
Medicaid seminars and ensure that
physicians and staff share informa-
tion regarding coverage changes.”

In addition, Hertz suggests that
practices audit billing, coding, and
documentation processes once or
twice annually. “An external auditor
can examine how charges align with
visit notes to ensure that the charges
and services billed accurately reflect
the services rendered,” he explains.

Improving Collections
Many practices spend a large amount
of time on billing but relatively little
on collecting, Hertz comments. “The
billing part is actually relatively sim-
ple, while collecting is much more
difficult,” he says. “Practices must col-
lect from several different insurance
companies as well as from patients.
Rather than treating insurers like the
enemy, practices should develop a
good working relationship with each
one. Only through ongoing and civil
communication can a practice under-
stand the problems and issues regard-
ing collections and increase the
likelihood of collecting successfully.”
One important issue involves
ensuring that the payment posted
matches the contracted rate. “A
common problem we see is that an
explanation of benefits comes into
the practice, the payment is posted,
and the balance is written off,” Hertz
explains. “But the practice never
checks whether the amount that was
paid equals the amount allowed
under the contract.” Practice man-
agement systems can flag such dis-
crepancies. “Many of the more robust

systems allow the practice to enter
allowables for several payers, so that
when a payment is posted, the system
will flag that payment if it is less than
the contracted amount,” he says.
“Both large and small groups should
actively compare these amounts so
they can avoid significant losses.”

Collecting from patients also can
be difficult. “Sometimes practices are
unsure about how to communicate
with patients, and how long to let
delayed payments go,” Hertz says. He
suggests that all practices collect
copayments at the front desk at the
time of service, and that staff fully
understand each patient’s bill. “It is
critical that bills be patient friendly,
and that the balance due should be
clearly allocated to the services ren-
dered,” Hertz comments. “In addi-
tion, staff should be trained to under-
stand insurance issues so that they
can explain the bills to patients who
have questions.”

Expense Management
Yet another business challenge for
physicians is expense management.
“It is hard to believe, but most prac-
tices do not have a budget,” Hertz
marvels. “Their budget is their check-
book. But practices that do not have
a budget do not set goals each month,
and cannot plan for future needs. By
managing expenses, practices can
ensure that they make the proper
investments in labor and technology
that will enhance care quality and
access for patients.” Practices should
develop a plan first, and then design a
budget to allow the practice to meet
its planned expenses.

Most practices develop a budget by
looking at their financial statements

from the previous year and making
new estimates, but Hertz suggests tak-
ing a zero-based budgeting approach
instead. “Physicians should start with
a clean slate, and build a budget based
on a careful consideration of what
they really need to spend,” he offers.

Once practices design a budget,
they can take steps to ensure that
expenses are managed accordingly.
“Physicians should compare their
actual expenses to the budget and
trend them over time, preferably
graphically,” Hertz says. “They can
benchmark their performance to out-
side statistics to get an idea what sim-
ilar types of practices are spending in
certain categories.”

Next, physicians and office man-
agers should carefully assess each
expense line item. “For example, con-
sider health insurance for the prac-
tice’s employees,” Hertz poses. “Does
the practice shop it around, and does
it work with an insurance agent to
determine the best plan? As the group
gets larger, it will have more leverage
in contracting for health insurance.
The practice can also review its
phone bills. Does the practice pay for
any extra lines it is not using? Are
long distance charges reasonable?
Also consider journal subscriptions.
Three physicians do not need to pay
for the same $800 journal. Perhaps
they can share the journal instead.
Can the practice join a buying co-op
for its office and medical supplies’
Many of these items seem small, but
when added together can be mean-
ingful to the practice.”

—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).

“Physicians should compare their actual expenses to the budget and
trend them over time, preferably graphically. They can benchmark
their performance to outside statistics to get an idea what similar
types of practices are spending in certain categories,” Hertz says.
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QUALITY MANAGEMENT

Physicians Urged to Get Involved

fforts to measure and reward
E high quality have been gaining

momentum in both primary
and specialty care. Encouraged by
this trend, the American College
of Rheumatology (ACR) in Atlanta
has embarked on an initiative
to develop quality indicators for
the specialty.

While the effort is important to
rheumatologists, it also has implica-
tions for other specialists interested in
quality indicators. What’s more, it’s
important for physicians from a
variety of specialties to participate
in developing quality measures
because a multidisciplinary approach
improves the accuracy of such mea-
sures, says Kenneth Saag, MD, MSc,
professor of medicine and epidemiol-
ogy and director of the Center
for Education and Research on
Therapeutics of Musculoskeletal
Disorders at the University of
Alabama at Birmingham.

A Multidisciplinary Approach

“A multidisciplinary approach is often
required to define high quality care in
a particular clinical scenario,” Saag
asserts. “Working together, physicians
can ensure that indicators are based
on clinical evidence and represent
standards of care. Across specialties,
there is increasing recognition that
the quality rather than the quantity of
medicine should drive the way we
practice. Both governmental and pri-
vate payers have begun to implement
measures to pay physicians for perfor-
mance. Ultimately, it is very clear that
adherence to certain standards of

quality will impact reimbursement.”

The primary aim of quality indica-
tors or performance measures is to
establish standards based on clinical
evidence, Saag says. “These are not
high bars to clear, but rather reflect
minimal acceptable standards of
care,” he states.

Accepting a Dual Role

The co-chair of the ACR’s
Quality Measures Committee’s
Subcommittee on Quality of Care,
Saag notes that all physicians
(including allergists, oncologists, and
pulmonologists) should be involved
in helping to improve the quality of
care patients receive. “Many of us
have been conducting research over
the years, collecting evidence that
will help us define what constitutes
high quality,” he says.

Elizabeth Tindall, MD, past presi-
dent of the ACR says, “Developing
quality indicators will have far-reach-
ing implications for our specialty
with regard to both private practice
and hospital care. The development
and use of quality indicators will hap-
pen with or without us. Therefore,
we want to make sure that the spe-
cialty is proactively participating in
all of these projects rather than
watching the government or another
specialty area define quality measures
for theumatologists.”

Over the past few years, many spe-
cialty physicians have become
increasingly involved in defining
and measuring quality of patient
care. The ACR’s efforts have been
similar to those of other specialists.

In addition to the ACR, the
Arthritis Foundation also has been
engaged in the quality movement by
funding the Quality Indicator
Project, a joint project of the
Arthritis Foundation in Atlanta, the
University of California Los
Angeles, the University of Alabama
at Birmingham, and the RAND
Corp. in Santa Monica.

The ACR has defined a dual role
for itself regarding quality indicators,
Saag explains. First, it seeks to devel-
op quality indicators, and second it is
aiming to gather high-quality mea-
sures related to rheumatology that
other organizations have already
developed. As a result of these
efforts, members of the ACR Quality
Measures Committee and the Sub-
committee on Quality of Care have
put together a starter set of quality
indicators that address minimally
acceptable standards for certain
aspects of rheumatology care.

Care of Older Patients

Saag and other physicians involved
in these efforts hope the indicators
will play an integral role in highlight-
ing quality practices and promoting
better care wherever shortfalls
exist. One measure, for example,
indicates that post-menopausal
women who suffer a fracture should
receive either testing or medical
treatment for osteoporosis.

“Only around 20% of older women
receive care for osteoporosis after a
fracture,” Saag notes. “In contrast,
80% of patients receive aspirin or
beta blockers following myocardial

“Only around 20% of older women receive care for osteoporosis

after a fracture. In contrast, 80% of patients receive aspirin or beta
blockers following myocardial infarction.”
—Kenneth Saag, MD, MSc, University of Alabama

6 Practice OPTIONS/APRIL 2007



infarction. The limited consideration
of osteoporosis risk after a fracture
represents a significant national
health problem, given that subse-
quent fracture rates can reach up to
20% in the year following the first
fracture. So there is definitely room
for improvement.”

Suboptimal performance relates
to increasing challenges in manag-
ing an older, sicker patient base, says
Saag. “There are many preventive
health care measures we should pur-
sue  aggressively,” he  adds.
“Regrettably, as an example, frac-
tures are often not viewed as a clear
marker of osteoporosis or a harbin-
ger of future fractures. Many
patients with hip or wrist fractures
are treated in the emergency room
or cared for by an orthopedist and
receive very appropriate acute care.
But there is little additional interac-
tion between those caregivers and
physicians who might initiate pre-
ventive measures later. By defining a
quality indicator that measures post-
fracture osteoporosis care, we are
hoping to highlight the risk and
improve patient outcomes.”

Another indicator tracks whether
hematocrit and hemoglobin are
tested at baseline and at one year
in patients treated with daily non-
steroidal anti-inflammatory drug
(NSAID) therapy who are at
risk for gastrointestinal bleeding.
“Many specialty societies agree that
patients at risk of gastrointestinal
bleeding should be given gastropro-
tective agents, such as a proton
pump inhibitor, if they are also tak-
ing a nonsteroidal anti-inflammato-
ry drug or a COX-2 inhibitor,”
Tindall says. “Still, we have seen
that these guidelines have been
largely ignored.”

Indeed, defining quality is not
easy, Saag observes. “Developing
quality measures is a time- and
resource-intensive  process that
involves systematically reviewing
the medical literature, usually in

Variety of Sources Contribute
to Quality of Care Measures

he American College of Rheumatology’s Quality Measures

Committee and its Subcommittee on Quality of Care put together a
starter set of quality indicators from a variety of sources. Among those
organizations that contributed to the set are the Quality Indicator
Project, the British Society for Rheumatology/Royal College of
Physicians, the National Committee for Quality Assurance (Health Plan
Employer Data and Information Set (HEDIS) measures), the Assessing
Care for Vulnerable Elders Project, and the University of Alabama at
Birmingham’s Centers for Education and Research on Therapeutics.

The starter set includes 16 quality indicators addressing drug safety
(six indicators); and the diagnosis, treatment, and monitoring of rheuma-
toid arthritis (three indicators), osteoporosis (three indicators), and
gout (four indicators). The full set of indicators is available online (at
www.rheumatology.org).

“The starter set includes performance indicators that seek to assess how
well physicians and health care systems are meeting acceptable standards
of care,” says Kenneth Saag, MD, MSc, of the University of Alabama at
Birmingham. One measure tracks how many patients with an established
diagnosis of theumatoid arthritis are treated with disease modifying anti-
rheumatic drugs.

The starter set also includes indicators that are not only meaningful
from a quality-of-care standpoint, but also are realistic and practical to
measure. The complexity of developing indicators for specialty care is one
reason the use of indicators has been common in primary care and less so
in specialty care.

The ACR starter set also includes measures for rheumatoid arthritis
care that are relatively easy to track, such as data from joint exams, func-
tional status assessments, acute phase reactants, pain measurements, and

physician and patient global assessments at three-month intervals.

combination with some sort of a
process to achieve consensus by a
multidisciplinary group of expert
reviewers to validate the indicators,”
he explains.

Since the ACR set of rheumatol-
ogy quality indicators is simply a
starting point, the ACR intends to
broaden its indicators in the future,
as additional measures are deemed
appropriate. In addition, the mea-
sures within the set will be expanded
over the next two years to include
more detailed specifications for use.

Certainly, performance measured
against quality indicators will affect
the business side of rheumatology

— DN

practice. Already, report cards on the
performance of many hospitals are
being posted on the Internet, and
some physician performance data
are available online as well. In the
coming years, more organizations will
post physicians’ quality scores.

In particular, defining quality mea-
sures will not only improve care, but
also may affect physician reimburse-
ment. “Recent pay for performance
initiatives have illustrated how we
are beginning to link the quality of
care we provide with the reimburse-
ment structure,” notes Saag. In 2005,
the federal Centers for Medicare &

(Continued on page 8)
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QUALITY MANAGEMENT

(Continued from page 7)

Medicaid Services (CMS) selected
10 medical groups of 200 or more
physicians to participate in a pay for
performance demonstration program.
Employers and commercial payers
have instituted similar initiatives.

Contract Implications

Experts also speculate that quality
indicators may eventually affect
contracting and referral decisions, as
payers and consumers demand to
see data on physician perform-
ance. Using quality indicators to
evaluate patient care could affect
a physician’s accreditation status if a
physician does not perform well
against such indicators.

“A health plan could pull physi-
cians’ charts as part of a review,”
Tindall notes. “Quality indicators
can have big implications for physi-
cian practices if health plans choose
to micromanage care based on
such indicators.”

Given such important repercus-
sions, experts suggest that physicians
should willingly participate in the
development of quality indicators.
Some physicians, however, are naive
or take a somewhat confrontational
approach to quality measurement,
Saag says. Despite these reservations,
Saag emphasizes that the quality
movement is gaining momentum.

“We are all busy,” Saag comments.
“Patient needs have become more
complicated and diseases are more
challenging to manage due to the
plethora of treatment options avail-
able. Physicians certainly will find it
challenging to have more yardsticks
by which they are assessed, but this
situation is inevitable. The idea
behind quality indicator develop-
ment is to provide better health
care. By regulating ourselves and by
participating in quality indicator

development, we will ensure that
the right indicators are used, there-
by preventing medical errors and
improving quality of care.”

Fortunately, quality indicators
typically reflect care patterns that a
majority of physicians are already
delivering even though many may
not be documenting that they do
so0. Once the minimal standards are
in place, physicians can begin
improving on the standards and
develop successive generations of
quality measures.

Getting Started
Initially, physicians involved in
developing quality indicators should
seek to define indicators that are
practical and easy to measure, not too
expensive to measure, and supported
by strong clinical evidence, Saag sug-
gests. “The idea is to pull in measures
that have been carefully developed
using standard approaches and that
cover the key areas of care,” he says.
Next, physicians should dissemi-
nate the indicators broadly. “We
need to make information very acces-
sible so that physicians who might
not be expert in managing a particu-
lar condition can quickly reference it
and ensure they are providing good
care,” he adds. The ACR has made a
strong effort to publicize its quality
indicators, for example. The indica-
tors have been disseminated via the
ACR Web site, seminars at the annu-
al meeting, and newsletters.

Forward Thinking

Nevertheless, Saag is uncertain about
how many rheumatologists use the
rheumatology starter set. “We hope
that all rheumatologists and other
physicians involved in the care of
rheumatic diseases are generally
following these guidelines and prac-

ticing medicine at a high level,
whether or not they are referring
specifically to the quality indicators,”
he says. “But as payers begin to imple-
ment pay for performance initiatives,
indicators will play a key role. More
physicians will need to become aware
of quality standards and the care they
should be offering to satisfy payer
requirements consistently.”

Therefore, another important
consideration is to determine how to
facilitate indicator use among physi-
cians. The ACR will develop check-
lists, for example, to help physicians
pursue quality measurement more
easily and cost effectively. Tindall
says, “One of our goals is to make the
process of complying with these indi-
cators and documenting compliance
as painless as possible, so that any
rheumatologist can comply easily.”
The ACR recently put out a request
for proposals to develop tools that
might be used to collect data related
to the starter set.

The growing use of electronic med-
ical records will facilitate quality
measurement,  tracking,  and
improvement, Saag adds. “Currently,
the huge challenge nationally is that
only a relatively small proportion of
physicians are using electronic med-
ical records and thus can easily and
systematically capture data on their
care quality,” he says. “The health
care quality movement highlights
the need for a rapid departure
from antiquated pen-and-paper
record-keeping toward a more uni-
form nationalized electronic medical
record. This will allow us to
better track our progress and quantify
care in a formalized way.”

—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).

Quality indicators can have significant implications for physician
practices if health plans choose to micromanage care delivery.
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EMRs Enhance Patient Care

ome physicians are unsure
s about whether electronic

medical records (EMRs) will
generate significant cost savings.
Other physicians, however, have
adopted EMRs with a different goal:
improve care quality.

Leveraging the efficiencies of EMR
technology can improve the quality
of care by enabling access to com-
plete patient data at the moment it is
needed. An important quality-relat-
ed feature of EMRs is clinical deci-
sion support, which alerts physicians
to provide appropriate care based on
a patient’s condition.

Clinical Decision Support
“There is a lot of clinical logic built
into many EMRs. By prompting physi-
cians to consider certain elements of
care, EMRs help increase care quality
and reduce errors,” says Scott
Zakarian, owner of EMR Consulting,
LLC, a firm in Eugene, Ore., that helps
physicians select and implement EMR
systems. Zakarian also offers technical
support after implementation.
Clinical decision support is typical-
ly built on evidence-based guidelines,
and some systems can be tweaked to
reflect the physician’s own practice
patterns, Zakarian says. Such support
mechanisms can check for drug-drug
and drug-allergy interactions to iden-
tify potential adverse events.
“Clinical decision support is not a
replacement for the physician,” he
adds. “Rather, it functions as a
reminder to ensure that aspects of
care do not fall through the cracks.”

In particular, patients with chronic
conditions benefit from EMRs
because these systems provide
reminders about follow-up care and
monitoring needed at specific inter-
vals. “For example, clinical decision
support features can help a physician
ensure that patients with diabetes
receive all of the elements of care
they need, such as an annual check-
up, periodic blood work, and ongoing
foot care,” Zakarian says.

Many practices use EMRs to track
care for a population of patients so
that quality initiatives can be imple-
mented. “We can gather large quan-
tities of data and perform detailed
analyses,” says Jeff Weintraub, CEO
of Southwest Kidney Institute. “For
example, looking at our population
of chronic kidney disease patients,
how many are getting appropriate
follow up? How many are receiving
anemia management! How many
have hemoglobin levels of 11 or
greater! By establishing physician-
developed, nurse-driven protocols for
care, our practice manages our
patients much more effectively,
allowing physicians to focus on the
more subjective areas of care and
patients in need.”

These systems also ensure adequate
preventive care. A study published in
the May 2001 issue of the Delaware
Medical Journal examined the effect
of EMR implementation on recom-
mended preventive care interven-
tions. The researchers found that
intervention rates were higher
following EMR implementation for

all outcomes studied. The largest
increases were found in mammo-
grams (28.7% to 52.5%), varicella
immunizations (29.6% to 55.9%),
glycosylated hemoglobin levels
(53.0% to 80.3%) and influenza
immunization for patients with dia-
betes (29.7% to 55.1%).

Specialist physicians who use
EMRs also have improved care qual-
ity. In a study published in the
American Journal of Medical Quality
(September-October), researchers
examined the effect of an EMR-
generated reminder on physician
prescribing behavior in a community
oncology practice. The reminder
was generated during the patient visit
and flagged patients with low hemo-
globin (anemia). The researchers
found that patients with low hemo-
globin were almost twice as likely to
be treated with erythropoietin when
the reminder system was used.

Improved Record Access
An EMR also enhances quality of
care simply by allowing quick, easy
access to complete patient informa-
tion. In stark contrast to paper charts,
which can be cumbersome, incom-
plete, or easily lost, electronic records
are always accessible. “One of the
most straightforward ways an EMR
improves quality of care is that with
an EMR, patient information is
always available when patients need
care,” Zakarian says.

Cardiologist Arthur McDowell,
MD, agrees. McDowell is one of eight
physicians with Middlesex Cardiol-

(Continued on page 10)

In a study, researchers found an EMR-generated reminder system for
physicians in a community oncology practice identified patients with
low hemoglobin, and these patients were almost twice as likely to be
treated with erythropoietin when the reminder system was used.
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(Continued from page 9)

ogy Associates, in Middletown,
Conn. “The main benefit of an EMR
is quick and easy access to complete
information from any location,” he
says. “This is very important in a spe-
cialty like cardiology, where access to
testing information can dramatically
influence  treatment  decisions.
Specifically, we need information on
stress test outcomes, echocardiogram
outcomes, and cardiac catheteriza-
tion results.”

In addition, many providers can
review a chart simultaneously. “The
chart is not just in one room
anymore,” Zakarian notes. “It is elec-

tronically available to the physician
in his or her office, the nurse who is
with the patient, and the billing
staff. The chart can also be electron-
ically sent to a consulting physician.
Alternatively, the practice can
print copies of the chart and fax it to
other physicians.”

EMR sharing among clinicians will
be facilitated with the development of
the Continuity of Care Record
(CCR), an international standard
designed to organize and make trans-
portable a set of basic information
about a patient’s health. Developed
by the American Society for Testing

and Materials International (ASTM),
the CCR will allow an electronic
snapshot of the patient’s chart to be
transmitted among providers using
different EMRs.

The fact that patient information
can be accessed from locations out-
side the practice is another way these
systems improve quality. “When
physicians are at the hospital treating
inpatients, or if they are on call and
must advise a colleague’s patient,
they can simply log into the system
and review the information needed,”
Zakarian explains. “Furthermore,
physicians do not need to carry paper

Physicians Match Systems to Group Goals

hysicians interested in adopting an electronic med-

ical record (EMR) system should first identify their
goals and expectations for the system, says Scott
Zakarian, owner of EMR Consulting, LLC, in Eugene,
Ore. “Those expectations and goals will drive the
decision about which vendors to consider.”

Many practices new to EMR adoption already have a
practice management system in place, but do not have
an EMR. “These physicians need to consider how the
system will communicate with the EMR,” Zakarian
explains. Optimally, scheduling and billing functions,
and demographic and clinical information should be
integrated. “Physicians should ensure that the proper
interfaces can be created, especially if the systems are not
from the same vendor,” he adds.

Another important consideration involves the stabili-
ty of the vendor. “Physicians should ask how long the
company has been in business,” he adds. “If the compa-
ny fails, there will not be any future updates to or support
for the system.” Also, companies providing specialized
EMRSs may not be as well established as companies that
provide systems to primary care practices. Therefore,
physicians should assess the vendor’s experience and ask
how many practices are using the software.

Security features also are significant. “Patients are con-
cerned that their records remain secure,” Zakarian
explains. “In addition, federal law requires that all
patient information be kept confidential, so physicians
must be able to prove that security is in place. Physicians
should ask about the audit trails created within the EMR,
so that they can tell who made changes to charts.
Physicians should be able to delineate which staff mem-
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bers will have access to specific parts of the system.”

Finally, physicians should consider the specific features
that interest them. Clinical decision support and com-
puterized physician order entry are important features
that can alleviate or reduce administrative hassles.
“Using computerized physician order entry, physicians
can transmit orders for lab tests and submit prescriptions
easily and accurately,” Zakarian says.

An important feature is a task system that enables
communication with staff. “A task system is like an e-
mail substitute,” Zakarian says. “However, all the tasks
requested will be automatically entered into the patient
chart so there is a record of care and who provided it.”

EMRs vary in the amount of free-text entry they allow.
“The mix of free-text entry and template entry is a
personal preference that physicians can consider,” he
says. “But the EMR will provide less coding support
when more free-text entry is used. In contrast, when
physicians use templates, the EMR tracks all the different
services provided, helping physicians to avoid overcod-
ing and undercoding. This step provides proof that for
every visit, all of the elements of care were covered to
justify a certain code.”

Some physicians look for a system that is specific to
their specialty, while others find a more general system
that can be adapted to their particular specialty. “Given
the high number of EMR vendors, physicians might
want to find an EMR that is general but can be adapted,
and determine whether it can be adapted to meet their
needs,” Zakarian explains. “Then they can compare it to
a system that is more specialized.”
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charts from location to location,
which would increase the risk of mis-
placed or lost information.”

The greater efficiency of care asso-
ciated with EMRs has a quality impli-
cation as well. First, because the
patient’s record is easily accessible,
physicians may be able to address the
patient’s needs more quickly, which is
especially important in urgent care.
Over time, EMR use can improve
practice efficiency, perhaps enabling
the physicians to reduce wait times
for appointments or increase access
for new patients. Furthermore, an
EMR can give nurses quick access to
patient data and eliminate the need
for time-consuming chart pulls.

More thorough documentation of
care is also possible using an EMR.
“Many EMRs have templates, which
include all the elements of care the
physician might provide during a spe-
cific kind of visit for a certain
patient,” Zakarian says. “Templates
serve as a reminder to ask specific
questions and perform certain tests.
Then, the templates automatically
populate the note for that visit. Not
only do templates ensure that the
physician covers everything needed
in the care of that patient, but they
ensure that the final documentation
is readable and organized for refer-
ence during a future visit.”

Patients who observe physicians
using an EMR may have greater con-
fidence in the quality of care they
are receiving, although this benefit
depends heavily on the way the
physician uses the EMR. “Physicians
using EMRs who simply stare at the
screen and never make eye contact
with their patients are actually ham-
pering interaction and conversation
and will ultimately hurt the relation-
ship,” Zakarian says. “It is important
to keep in mind that patients still
need that personal connection.”

Questions to Ask
Once physicians identify an EMR
to purchase, Zakarian recommends

Implementation Requires
Deliberate Steps

A s many practices have discovered, it can be difficult to get all physi-
cians in a practice to support a plan to adopt an electronic medical
record (EMR) system. [t may be that older physicians will be more reluc-
tant to use an EMR than younger physicians, for example. For this
reason, browser-based systems may be perceived as user-friendly because
the interface is already familiar.

Staff support for EMR use is also crucial to successful implementation.
“Nurses, billing staff, and front-office staff are the ones that can make
the system work or not,” explains Scott Zakarian, owner of EMR
Consulting, LLC, in Eugene, Ore. In addition, a significant amount of
training should be built into implementation to ensure proper use and to
minimize frustration. “The human aspect of implementing an EMR can
easily be overlooked,” he adds. “Many EMR implementations fail
because the practice did not ensure sufficient training and staff involve-
ment ahead of time.”

One factor that is often overlooked is the network and hardware infra-
structure required to support the EMR system. “Many vendors will try to
lowball physicians on the server and the network purchase because the
software itself is so expensive,” Zakarian comments. “But if sufficient
infrastructure does not exist, the EMR will be slow and cumbersome, and
users will not like it.”

Some practices implement the EMR gradually, either by starting with
simpler functions or with a subset of users. Other practices may choose
an all-at-once strategy.

“Phased implementation is probably preferable,” Zakarian says. “The
practice can begin by using electronic prescription transmission, task
orders, and the lab interface, and then expand from there. By starting
with functions that are easy to learn and generate an immediate benefit,

users will build enthusiasm for the system.”

conducting reference checks and
going on site visits. “Physicians
should visit a practice in the same
specialty and that has a similar work
flow to assess how the EMR func-
tions,” he says. “Physicians might
also want to visit another practice
in a different specialty or with a dif-
ferent workflow in order to deter-
mine the system’s flexibility and
potential uses.”

As with any new system, consider
the learning curve. Conventional
wisdom holds that physicians face
a tradeoff. If the system is simple,
the physicians will start using the
system quickly, but functionality

DN

may be lacking. A system that is
more complex, however, may take
longer to master, but ultimately will
prove more useful.

“This is true to a point, but many
EMRs with extensive capabilities
also have basic core functionality
that is very simple to use,” Zakarian
observes. “The bottom line is that an
EMR should not be difficult to use
just because it is more flexible. If it is
cumbersome and difficult to use, it is
probably a poor choice.”

—Reported and written by Deborah ].
Neuveleff, in North Potomac, Md. More infor-
mation on physician practice strategies is

available on our Web site (see page 16).
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PRACTICE MANAGEMENT

Finding Success in Small Groups

any physicians dissatisfied
with working in large groups
wonder about the viability

of practicing in a smaller setting.
A solo or small group practice can
certainly afford opportunities for per-
sonal empowerment, but an indepen-
dent setting also can be challenging.

Successful practices of all sizes must
balance patient care with rising
insurance costs, complying with reg-
ulations, and managing administra-
tive requirements. It stands to reason
that such factors are exacerbated in a
small or one-person practice. Can a
small practice be successful under
such circumstances?

The Business of Medicine
The consensus among experts is that
solo and small-group physicians can
survive as long as they understand
that they’re running not just a medical
practice but a business enterprise.
“Often 1 ask physicians whether they
read the monthly or quarterly reports
their accountants give them, and they
rarely do,” says Gary Matthews, presi-
dent of Physicians HealthCare
Advisors, LLC, in Atlanta. “In the
past, it's been okay for physicians not
to be good business people, but those
days are over.” Matthews has more
than 30 years of experience consulting
with physicians on the administrative
side of their practices. It’s difficult for
some doctors to appreciate the impor-
tance of sound business tenets, he says.
One physician who believes
strongly in focusing on improving the
efficiency of his business operations is
solo practitioner L. Gordon Moore,
MD. The founder of Ideal Micro

Practices, an online collaborative
that helps physicians improve the
efficiency of their operations, Moore
serves on the faculty of the Institute
for Healthcare Improvement in
Cambridge, Mass. A leader in the
movement for systemwide redesign
in medical practice, Moore operates a
one-person family practice in
Rochester, N.Y.

Moore has one nurse on staff, no
clerical help, and no billing vendor.
For most physicians, staffing is costly
and unnecessary, he says. “They take
on staff to handle the administrative
trivia of dealing with insurance com-
panies, regulation, and reporting
functions and billing, but in doing so,
they drive up the costs of their prac-
tices,” Moore says of most physicians.
“To support that, they boost patient
volume, which then has a negative
impact on efficiency. | wanted to see
if it was possible to run a practice on
the cheap. [ wanted to get off the
hamster wheel, and get back to car-
ing for patients in a way that made
me feel proud of the work 1 was
doing.” Since Moore established his
practice in 2001, he says it has been
financially viable.

Cutting Overhead

After the physician’s own salary,
salary and benefits for staff are the
most significant portion of overhead.
When physicians analyze what steps
staff take to accomplish each task,
Moore believes they will find ways to
cut costs. A pediatric group in North
Carolina cut its daily phone call
volume by 66% by handling all pre-
scription refill requests within one

hour each day, he says. The group
then was able to cut staff as well.

For practices seeking to cut staff,
consultants advise doing so whenever
a staff member resigns. At that time, it
might be possible to divide the former
worker’s duties among remaining staff,
they say.

Survival Strategies

Moore believes his success is due to
the use of information technology
and carefully controlling overhead.
“Be thoughtful about what you ask
others to do for you,” he advises. “It’s
very easy to fall into the trap of
paying a premium for what may not
actually be good work. That’s some-
thing you can end up losing your
practice over.” By keeping the number
of staff low, Moore has dramatically
reduced his overhead, and thus the
number of patients he needs to see
to support what he calls a “Norman
Rockwell practice.”

Billing is one example of an out-
sourcing cost that can be reduced with
careful management. While billing is
commonly outsourced because it’s a
complex process, Moore says, many
doctors are taking billing back into
the office setting. “It’s not easy to do,
but I've seen doctors actually take on
billing themselves to learn the ropes,
then hand it off,” Moore says. “When
they do, revenue goes up and costs
drop. That approach makes it possible
to survive in what would otherwise be
an impossible environment.”

Small practices should seek cost
savings by analyzing all operations,
Moore advises. Use technology to
make referrals, to verify co-payments,

“It’s not easy to do, but I’ve seen doctors actually take on billing
themselves to learn the ropes, then hand it off. When they do,
revenue goes up and costs drop,” says L. Gordon Moore, MD.
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and to document patient care, and
consider how an electronic medical
record system with voice recognition
software might help reduce transcrip-
tion costs, he adds.

Sound Management

Matthews agrees that practices must
conduct a thorough assessment of
their operations to find ways to cut
costs. One area that is particularly
important is cash flow management.
Offices must carefully control all
aspects of the process, from proper
coding and optimization of fee sched-
ules to following-up on claims and
collections. “You absolutely cannot
slide through operations of the prac-
tice, and the practice has to be willing
to change systems when it’s appropri-
ate,” he says.

Physicians should review all
accounts at least monthly, Matthews
adds. The practice’s accountant
should establish a regular reporting
system and deliver accounting data in
a clear, comprehensive format that
physicians can understand. “You
should know what you bill, what you
adjust, what you collect, what you
deposit, what’s in the checking
account, and what’s in account receiv-
ables,” he says. When a number
doesn’t seem right, the physician
should ask about it, he adds. “It’s no
longer possible for a physician to think
that if you practice good medicine,
good things will follow,” he com-
ments. “It just doesn’t happen that
way anymore because medicine is too
complex now. In addition, small group
practice is getting more competitive,
and that’s not going to change.”

Consultant  Steven  Peltz  of
Physicians Healthcare Aduvisors,
LLC, agrees. “When physicians don’t

look at their practices as businesses
because they'’re too busy, or because
they don’t know what to look for,
they’re vulnerable to sales people,
insurance companies, hospitals, and
government,” he comments. One of
the most important areas to monitor
is collections, he says.

Financial Principles
First, practices should collect all co-
payments during visits to eliminate
the expense of sending bills to
patients after the fact. Second, prac-
tices should concentrate on collect-
ing funds within the first 90 days, he
adds. “The longer money sits uncol-
lected, the less valuable it becomes,”
he adds. “You don’t want to spend
time and money chasing a small
claim. Put all your efforts into col-
lecting money in the first 90 days.”
Third, practices should analyze
their top 10 billing codes each year to
compare reimbursement by payer. By
doing so, practices may find it’s not
feasible to continue participating with
some payers.

Health Savings Accounts

One other way physicians can suc-
ceed is to build their practices on
patients who use health savings
accounts (HSAs), says Donald
Copeland, MD, a former primary care
physician in Mooresville, N.C., who
later moved to a rural group practice
in Clinton, N.C. He retired in 2001,
and now sees patients as a public
health physician for the Lincoln
County Health Department.

Since he left private practice, HSAs
have become more popular among
patients. “If I were a young doctor
now, I'd open an HSA practice,” he
says. “Physicians need to understand

how HSAs work, particularly if
they’re going into a solo practice.”

Usually linked with high-deductible
health insurance plans, HSAs are tax-
deferred funds established to pay med-
ical bills. Using HSAs, patients typi-
cally pay for most health care expens-
es, such as doctor visits, out-of-pocket.
Since patients pay cash, HSAs help
physicians keep billing costs down,
Copeland says. When he started prac-
ticing medicine, most patients paid
cash, he adds. “Nobody had insurance,
so they paid out-of-pocket for medical
care,” he comments. “There was no
co-pay, there was no billing, and there
was no problem.”

In addition to keeping payment
costs to a cash basis whenever possi-
ble, Copeland believes a successful
solo practitioner also must establish
good coverage and referral bases.
“You can’t be available 24/7, but
you have to take care of your
patients,” he says. “You can’t be a solo
physician unless you set up a good
system to work with other doctors in
your community.”

Most important, physicians should

remember that practicing medicine
goes beyond delivering clinical
care, Copeland adds. “In reality, you
have to deal with everything that
goes on, unless you want to work
without being paid,” he says. “Know
what'’s happening in the front office.
[ put my office manager in a room
across the hall from me, and nothing
went on that [ wasn’t aware of.
The physician needs to be fully in
control of everything from patient
care to finances.”
—Reported and written by Judith Reppucci in
Cotuit, Mass. More information on physician
practice strategies is available on our Web site
(see page 16).

“It’s no longer possible for a physician to think that if you practice
good medicine, good things will follow. It just doesn’t happen that
way anymore because medicine is too complex now.”

—Gary Matthews, Physicians HealthCare Advisors
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Group Pursues Retail Strategy

Jack Reed is the chief executive officer of
ProHedlth Physicians, Inc., in Farmington,
Conn. ProHedlth is the largest group practice
of primary care practitioners in Connecticut.
The group includes approximately 165 physi-
cians and about 45 mid-level practitioners in
75 offices throughout Hartford, New Haven,
Litchfield and Middlesex counties. Specializing
in internal medicine, pediatrics, and family
practice, the physicians have more than
725,000 patient encounters each year. Reed
spoke with Editor-in-Chief Richard L. Reece,
MD, about the group’s growth strategies.

m Please tell use about how and
Q m why your group opened retail
health clinics.

A m We view the retail clinic strat-

m egy for ProHealth as furthering
a commitment to our patients and
payer/femployer relationships to pro-
vide more efficient, cost effective
health care services. QOur first site
opened in a Price Chopper grocery
store in Putnam. We are planning as
many as six to eight retail clinics over
the next couple of years. We have
learned a number of lessons from the
first six months of operating that busi-
ness. Given that we're a physician-
driven and a physician-owned compa-
ny, we have the clinical model which
enables superb clinical oversight on
what we provide within our new retail
locations.

Frankly the issue that has proven to
be the most challenging for us involv-
ing retail clinics is gaining consumer
adoption. We have to persuade con-
sumers that they can get the same ser-
vices within a drug store or a grocery
store that they can get from more tra-

ditional offices, urgent care clinics, or
hospital emergency rooms.

To a large extent our retailing
lessons during this period have been
intense in terms of what kind of mar-
keting we need to do to make con-
sumers aware of the service. And we
are learning about the scope of services
we should provide in these retail clin-
ics. We're starting to see, for example,
that there may be an opportunity to
provide some chronic disease manage-
ment in these sites. We will, for
instance, work with patients who have
asthma or diabetes. Alternatively, we
could use these sites as wellness centers
or work with area employers to do
employment physicals.

There may some product line
expansion that was not obvious when
we first started the program. At the
same time, we may have to be more
nimble than health care providers
might normally be within this particu-
lar space.

Since we installed an electronic
health record system in these retail
clinics, we have the ability to
communicate electronically with
these sites and with all ProHealth
offices. We are also learning that
these retail clinics allow us to be in a
much stronger position than we were
previously to guarantee same day
appointments.

m [n addition to the retail clinics,
Q m does ProHealth have other facil-
ities besides physician offices?

A m We also have one of the state’s

m largest clinical laboratories,
and we have physical therapy units
and imaging centers. We believe we

can provide any diagnostic service
more efficiently and with a higher
degree of cost effectiveness, service,
and quality than others can. The lab
that we created a number of years ago
has proven to be one of our most suc-
cessful ventures. The data from the lab
system enable us to match lab test
results with clinical outcomes. It has
allowed us to pursue clinical programs
such as diabetes management. This
program is a success because the lab
services provide us with data we might
not get otherwise.

We also have looked aggressively at
building our imaging division and at
providing physical therapy services.
We have an ADHD center and just
opened a sleep lab in one of the hotels
in greater Hartford.

As we build new facilities, most
of them have diagnostic centers
attached to them. That allows our
physicians to use these diagnostic cen-
ters for their patients. It’s
somewhat like a hub-and-spoke busi-
ness model in which our physicians
can refer their patients there for differ-
ent levels of diagnostic testing. This
model has proven to be of value not
only for us but also for our patients and
for the payers we do business with.

m Do these services create other
Q B advantages with your managed
care clients?

A. Undoubtedly these services

m create significant advantages
in our relationships with the payer
community. First of all, we have
always maintained a customer-first
philosophy with regard to managed
care. That means we view them as

“We are learning about the scope of services we should provide in
these retail clinics. We’re starting to see, for example, that there
may be an opportunity to provide some chronic disease management

in these sites.”
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customers of ProHealth. As a result
we are highly focused on the value of
the services that we provide to them.
We have to demonstrate to the payers
on a consistent basis that we can
provide our clinical services and prod-
ucts in a cost effective manner.
Furthermore, by using our diagnostics
and clinical performance initiatives
to their fullest extent, we are able to
better meet P4P targets and identify
other areas for clinical and cost
improvements. A major benefit of
using our diagnostic services lies in
how we can access and use data.
Q m Do the hedlth plans appreciate

m that you offer them an integrat-
ed group of services?

m Yes. We offer an integrated

m product and that creates value
because they know that we can get a
higher degree of compliance from our
patients on what the doctors pre-
scribe. When the patients follow
through on the advice of their physi-
cians, that creates a better health
product in terms of wellness, and
that’s an important part of a primary
care program. Also a major compo-
nent of our overall clinical program is
based in prevention and maintaining
the overall health of our patients.

m How was ProHealth Physicians
Q m formed and how is it different
from an independent practice associa-
tion (IPA)?

m ProHealth started in June 1997

B in an effort to organize primary
care more effectively. At that time,
130 primary care physicians fully inte-
grated their practices into a common
group practice. In part this was a
response to capitation, and for physi-
cians in adult medicine, there were
opportunities to participate in man-
aged Medicare. The core business of

the company is to work with commer-
cial and governmental payers on fee
for service and other contracts.

The difference between ProHealth
and an IPA is that we are a single
group practice. ProHealth is a stock
corporation that owns the assets of its
practices. The physicians are share-
holders within ProHealth and also
employees. Our doctors know that to
deliver health care effectively, you
have to constantly look to offer value
to the companies you contract with
whether they are employers or insurers
or governmental entities. As a compa-
ny, our goal is to provide a measurable
difference in the quality and the cost of
the care that we offer to our patients.

In an IPA, you don’t necessarily
have the same level of commitment
on behalf of the providers to produce a
common and consistent service. We're
always coaching the physicians that
we have to play according to what the
market wants, and if the market is
looking at clear differentials in terms of
cost, quality, and service, we're in a
much better position to do that as a
single entity as opposed to an IPA
which is made up of perhaps hundreds
of independent entities. That is the
fundamental difference.

m Do patients have high deductible
Q m hedlth plans and health savings
accounts?
A. We're seeing an increase in

m that volume within our prac-
tices. In the past few years, we have
seen an increase in more cost con-
scious behavior among consumers
and our patients. Today, they ask
more questions about the cost of ser-
vices than they did in the past and
they frequently ask about the need for
referrals to specialists as opposed to
having the service being provided by

primary care. That means we need
systems to verify the eligibility and
the availability of funds of patients
using HSA accounts as these pro-
grams become more popular.
Q m Do you foresee a day when a

m patient will simply swipe his or
her smart card to pay for services at the
point of care?

m That’s possible. It’s hard to

m predict when, but that tech-
nology has been around for a while.
But as smart cards become more
widespread and health savings
accounts become more popular, we
will have the technology to support
those services.

a How do you communicate with

m more than 200 providers in
offices all over central Connecticut?
A m We have alevel of consistency

®m among our providers about
how we care for our patients in the
marketplace. We have one informa-
tion technology platform for the
entire company. That means one
common billing system and one com-
mon scheduling system for all 75 loca-
tions. The connectivity among the
sites is generated through a common
location for internal e-mail and com-
munication between the offices.

But we also have very carefully nur-
tured consensus among the physicians
through a variety of board-appointed
committees that deal with such issues
as clinical performance. We have
teams of doctors go through our clini-
cal performance strategy to determine
how to improve the quality of the ser-
vices we offer and the cost of services
we deliver. So in essence, we are very
physician focused.

—More information on physician practice
strategies is available on our Web site (see

page 16).

“As a company, our goal is to provide a measurable difference in the
quality and the cost of the care that we offer to our patients. In an
IPA, you don’t necessarily have the same level of commitment on
behalf of the providers to produce a common and consistent service.”
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