MICROMANAGEMENT

Doctors Think Small
To Revive Solo Role

For Primary Care

By Gautam Nam

ROCHESTER, NY.—After ecight
vears as & staff doctor at a hospital-
owned medical practice, Gorden
Moaore began to really dislike his joh,

To increase revenue, the hospital
pressured him to see more than 30 pa-
tients aday, usually for 15 minutes each.
Many patients couldn’t get appoint-
ments for weeks, Dr. Moore determined
it took 19 separate actions and 253 feet
ofcorridor-walking to ordera prescrip-
tion refill, He savs he was so rushed he
often failed to provide the best medieal
care, and once mistakenly prescribed a
blood-pressure drug for a toddler.

So in early 2001, Dr. Moore took a
risky step. He horrowed about $15,000
to start a solo medical practice in a
tiny space with no nurse, receptionist
or waiting room. He bought computer
software to help him track patients’ ap~
pointments, illnesses and medica-
tions, and to process insurance claims.

Patients at his “micropractice” can
call or email to get appointments the
same day, Visits last 30 minutes. Dr.
Moore can be reached day or night on
his cellphone. To refill a prescription,
he walks “zero feet,” he says, and taps
afew keys on his laptop. “T was able to
build a Norman Rockwell practice with
4 21st-century information-technol-
6gy backbone,” he says,

Dr. Moore belongs to a small but
growing number of physicians convert-
ing to high-tech, low-overhead prac-
tices to try to préserve a disappearing

style of care often provided by Jone |

family doctors. They are working to

counter a sustained decline in primary-

care medicine, long the mainstay of
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Prlmary care doctors—family phy-
sicians, general practitioners, pediatri-
cians and obetetnmanr»adarpsq pa-
tients’ heaith comprehensively and
usuaily over aiong period of tims, aim-
ing to catch problems early on. Their
numbers have dropped by half in the
past decade, according to a series of
surveys by the American Academy of
Family Physicians.

A sertes of survevs of several thog-
sand doctors by the Center for Study-
ing Heaith SyStem Change, a nonparti-

Please turn to pa,aw A8

IOA -~ LOOT TET AYVOEAHY AVOING

¥ CON XITHDD




Continued from Page One

san Washington, D.C,, group, found
that primary-care physicians made
about $121,0600 in 2003, about a third
less than most specialists, and were
losing ground.: Their inflation-ad-
Justeci average income dropped by 10%
in the previcus eight year s, the survey
¢ found, while specialists’ income was
stable. Today, only ahout a third of doc-
torsinthe U.S. are primary-care physi-
cians, compared with roughly half in

most other industrialized countries.

Studies have shown that primary care
tackles many medical problems early
on, before they turn into difficult and
expensive-to-treat conditions. That
paltly explains why other countries
spend far less per patient, often get-
ting similar health results.

Harnessing Technology

Some physicians and institutions
are’ trying to harness technology to
make family practices more manage-
able and profitable for doctors. In
April, the American Academy of Fam-
ily-Physicians attracted 300 appli-
cants when it offered to put 20 pri-
mary-care physicians in a pilot project
to help better manage patients and
their ilis. In Washington state, a dozen
f; amxiy-health practices have lmked up
ona private high-speed network. They
aliuse electronic records, give same-
day appointments, and offer patients
erail consuitations for a $7 monthly
fee;

“n a blog called Solo Pracmzonez,
Vincent Pedre exhorts fellow micro-
practice owners to “automate, auto-
mate, automate! That is the name of
thegame, Make everything automatic,
in¢luding billing.”

‘Going solo isn't always an easy sall.
Some doctors aren't keen to-give up
thé finaneial security of belongingtoa
larger, salaried practice. Many aren’t
tech-savvy or good at organizing
things for themselves. Most who take
the plunge initially find it hard to sign
up@patients, and many make less
meney than they did before.

Gary Seto, author of the blog So-
loDoc, quit his job at Kaiser Perma-
nente three years ago and started a
one-man practice in South Pasadena,
Calif. After losing money for two
vears, he scaled back to part-time and
only makes a fraction of what he used
to,In a recent blog, he writes, “That’s
the tradeoff. But it’s much more enjoy-
able to me and miy patients.”

Dr, Moore, 46 years old, says he has
persuaded about 60 physicians to offi-
cially adopt his model, He doesn’t
charge doctors to use his idea, but a
vear ago he received a two-year,
$850,000 grant from the Physicians’
Foundation for Health System Excel-
lence in Boston to promote the aps
proach. A local business group in St.
Louis has been pushing his modei to
doctors there.- As his evangelizing
takes up more time, he has cut his own
practice down to part-time,

-Dr. Moore never intended to go

solo. Inthe early 1990s, he started at 2 -

Ms, Arazy during her appoiniment with Dr. Moore.

physicians group practice owned by
Highland Hospital in Rochester. Two
vears later, he says, the hospital asked
the doctors to increase revenue by
scheduling 32 patients a day, up from
an already high 28.

“We were given monthly sheets
showing how much meney we werelos-
ing individually and collectively,” re-
calls Dr. Moore, noting that other hos-
pitals adopt similar measures. “It felt
extremely uncomfortable.”

The practice wasn’t a big financial
success because it was inefficient, he
says. For example, if a patient called
and asked for an appointment, three
separate staff members—reception-
ist, nurse and then doctor—would of-
ten have to be consulted on the ur-
gency of the complaint before a date
and time could be set. He figured out
that medical files were stored in 39 dif-
ferent places.

The Highland-owned practice, like

‘many others, also paid 6% or mere of

its gross revenue (o an outside firm to
precess medical bills—and still wrote
off alarge number of claims that insar-
ance companies rejected.

Taking a Toll

Doctors at the Highland practice
agreed to see more patients, but things
gotworse, The phonesrang constantly.
Though Dr. Moove worked 12-hour
days, he says, hispatients beganto com-
plain about being hurried through ap-
pointments. He sometimes dispatched
patients with minor ailments to the
hospital’s emergency room.

One day Dr. Moore intended to give
a fluoride supplement to a toddler but
instead prescribed a blood-pressure
drug called Florinef. A pharmacist
caught the error, But the incident rat-
tled Dr. Moore, who took responsibil-
ity for the mistake but felt the con-
stant rush of patients was taking a toll,

The. doctors’ compensation plan
changed from a guaranteed salarv to a
shareofthe practice’s revenue, making
it less secure, “It seems that all of the

conversations inour office were about
money,” Dr. Moore later wroteina med-
icalmagazine, Family Practice Manage-
ment. “A good doctor, it seemed, was
one with high visit volume,”

The network to which Highland be-
longs, Strong Health, acknowledgesin-
efficiencies Dr, Moore pointed oat and
says computerizing records has
helped address them. “Is microprac- _
tice a way to further simplify? We
agree it's a concent worth testing,”
Raymend Mavewski, director of the
Center for Primary Care at Strong
Health, said through a spokeswoman.’

Inthe sumimer of 1998, Dr: Mooreat-
tended a tatk on how technology could
be used to improve medical “work
flow,” and another by a Massachusetts
Institute of Technology professorwho
taiked about how a local bike shopgot
lean by cutting its area by75% andg still
thrived, The professor suggested simi-
lar stripping of overhead would work
in other fields.

Inearly 2001, after cons1derable any-
iety about the decisiofi; D1, Moore
opened a solo practice in ah_airless
150-square-foot room in a small office
building. By keeping a tight iid on over-
head costs, he hoped to see fewer pa-
tients—no more than about a dozen a
day— and provide them better care,
and still earnadecent wage foradoctor,

On his first day, the office phone
rangin the middle of a patient appeint-
ment. He says he didn’t know whether
to answer or let it ring. In his lunch
hour he ran cut and bought an answer-
ing machine.

Biggast Worry

The early days were tough. To keep
things simple, he even considered be-
ing a cash-only business. Neither of
thoseaddressed hisbiggest worry: Busi-
ness was slow, even though the over-
loaded practice at Highland was happy
tosend his former patients over. “There
were days in that first year when the
phoné wouldn't ring,” he recalls. I
would wonder: What have I done?”




br. Moore says his overall income
after overhead costs was about
$80,000 that first year—half of it from
his quality-of-health projects. That
compares with about $110,000 he
made. in the group practice.

His most expensive purchases for
medical egquipment were a new exam
table for $750, and an electronic ther-
mometer for $250, He paid $100 to buy
used furniture. While many doctors
spend hundreds of dollars on wall-
mounted eye- and ear-examining
equipment, Dr. Moore says he pulled
out hand-held versions that he usedin
medical school. His total outlay in that
area was $20, for a rechargeable bat-
tery. “T advise other doctors to buy the
minimum of what'they need,” he says,

Inifially, he didn’t waiit to handle his
own billing and insurance paperwork,
because it would reduce time with pa-
tients. But he decided to pay $250 a
month for five yearstouse software that
combines electronic health records; pa-
tient scheduling, and electronichilling,

He also bought off-the-shelf “dis- -~ ]
’ rentinga former storeroom next door

ease management” software; called” .
itients” -thathenowuses mainly fo examine pa-

DoeSite, to track how well his patients”

are doing onkey measures; suchaschg-
lesterol, blood pressure:sand blood

sugar levels. For example, the softiare:
easily generates g list-of patientswho

failedto foﬂowthrough oridblood-pres-
sure checkup,dlerting Bt Moore tocall
or emaﬂ ﬂmse patlents to come in.

A Head Stalt _
Onceor twace 3 yeaz Dr Mooreasks

his patlents to complete a free Web sur-

vey called “How’s Your Health.” Devel-
oped by JohrWasson of Dartmouth
Maedical School; the 10-minute survey

-is'a series of carefully formulated mul-

tiple-choice questions about the pa-
tients’ symptoms, medications, diet,
past tests, emotional issues and hab-
its, such as smoking and drinking, The

survey evaluates the answers and con- -

verts theminto a one-page snapshot of
the patient’s heaith. It also suggests
links to relevant-health Web sites, and
can tell the patient how to track blood
pressiire, cholesterol or weight.

‘'The snapshot gives Pr. Moore a
head start before the patient steps
into his office. The survey’s wording
leads many patients to indicate signs
of trouble that they often wouldn’t dur-
ing a face-to-face visit, Dr. Moore says,
giving him more clues to take action,

-When one heart patient wrote that he

had begun drinking heavily, for in-
stance, Dy, Moore referred him to a lo-
cal alechol-dependency center.

Abhout & vear ago, Susan Arazy
filled out the survey and scheduled an
appointment for a sore throat, Dr.
Moore knew that diabetes ran in her
family, and her latest health snapshot
indicated that she wasn’t following a
healthy diet or exerciging encugh. It
led to a discussion of her lifestyle and
habits, recalls Ms, Arazy, and
prompted her to join Weight Waichers
and lose 35 pounds.

Ms. Arazy has multiple sclerosis.
On a recenf January morning, she

emailed Dr. Moore to schedule an ap-
pointment and got it for the same after-
noon., She wanted Dr. Moore’s opinion
on whether early intervention with a
drugcalled Avonex would slow her dis-
ease. Some research—dug up on theIn-
ternet by Ms. Arazy herselfmsug-
gested it could.

Sitting across from Ms. Arazy, Dr.
Moore quickly confirmed her findings
by logging into several Web sites from
hislaptop, including one run by the Na-
tional Institutes of Health. That gave
his patient confirmation that herques-
tion was worth asking a specialist, Dr.
Moore then tapped out an electromnic
fax on his laptop and sent it to'a neuro-

- opthalmologist to arrange an appoint-

ment for Ms. Arazy

Inbr Moore S ofﬁce there arenopa-
per records: Letters from insurance

_companies.and other documents are
- scanned into the ‘electronic record,
Cther shrecided AN prescriptions are
_-d}spatched electronically to the phar-

acy. In 2004 Dr. Moore expanded by

ients. He also hired a nurse fo help
himwith.his practice and grant work,

‘but many mieropractice doctors man-
‘age their own records. '

Several years ago, Linda Lee quit &
grouppractice and started amicroprac-
tice in a one-room office next to Dr.
Moore, While she's happier now, Dr.
Lee says she makes about 10% less. She
also misses the paid vacation and free
trips from her previous job at a group
practice, which attracted more vendor-
sponsored junkets and paid expenses
for doctors to attend conferences,

When one of her.danghters became
iil, she fell far behind in her practice’s
paperwork. “I'was worried whether I
could keep it together,” says Dr. Lee.
Eventually, a patient who knew of her
backlog was so concerned she sent her
own daughter to help the doctor out,

Dr. Moore estimates that his over-
head costs make up 35% of his revenue.
That compares with a figure of about
60% for other small primary-care
group practices, according to Medical
Group Management Association, an
Englewood, Colo.-based professional
asscciation for doctors’ practices.

A few weelts ago, Dr. Moore asked
patients to rate the medical care they
receive by using the online survey,
“How’s Your Health.” About 450, or
three guarters of his patients, re-
sponded. About 70% said they had re-
ceived the care they wanted, and at the
time they wanied it, The national satis-
factionrate, based on the same survey,
is about 30%.




