P.S.O.T.Bulletin
	 

	Request for Procedural List

	 


Question:

Do you have a source where you could direct me to identify the top ten (doesn't have to be ten) office procedures that either return the greatest financial benefit and/or are the easiest to incorporate into a family practice?  Thanks for your advice. 


Reply:

Funny you should ask. We just completed a validation study describing all services performed in a family medicine group for 30,048 visits and 349 deliveries occurring in year 2004. This is similar to the study we published in the JABFP June 2002. see www.psot.com for reprint. Following these 17 slides there is a list from Dr. Greenberg which is correct as a curriculum guide, but it does not address the issues or prevalence [how common] and financial viability in an office practice.

 

Our study has grouped diagnostic and therapeutic procedures into service groups [basket of services] such that common community needs are addressed [health home for each patient ala FFM]. HERE ARE SOME OF THE SLIDES I PRESENTED IN TEXAS THIS WEEKEND.

 

       1.  Objectives April 8, 2005 John Peter Smith-Ft. Worth, TX.
Present the case that procedures are essential for the mission and prosperity of Family physicians
Share published and unpublished data defining needed procedures and their financial impact. Suggest easy to install curriculum changes.
Explain barriers to maintaining a procedural curriculum in residencies and fellowships. 
Encourage involvement with the upgrading of our educational system because the health of our patients and the credibility of our specialty depends upon it.
Others

 

    2. Impact of the Educational Environment-Bibliography
Rodney WM, Beaber RJ:  Maximizing patient care services to improve funding in a family medicine residency.  J Med Ed 1984; 59:567-572. 
Rodney WM, et al.  Enhancing the family medicine curriculum in deliveries and emergency medicine as a way of developing a rural teaching site.  Fam Med 1998; 30(10):712-719.
 Rodney WM, Hahn RG. The impact of the limited generalist (no procedures, no hospital) on the viability of Family Practice.  J Am Board Fam Pract, May-June 2002;15:191-200
Dresang LT. Rodney WM, Dees J. Teaching OB ultrasound to family medicine residents. Fam Med 2004; 36: 98-107. 
Dresang LT, Rodney WM,  Leeman L, Dees J, Koch, P, Palencio M. ALSO in Ecuador: Teaching the Teachers. J Am Board Fam Practice. 2004;17(4): 276-282. http://www.jabfp.org/cgi/content/full/17/4/276
Rodney WM, Hahn RG, Deutchman M. Advanced procedures in family medicine: The cutting edge or the lunatic fringe. J Fam Pract 2004; 53:209-212.
Others…………….The hand that rocks the cradle,……………

 

 

 

3. Central Questions to the Procedural Debate
Which procedures add value to the physician’s practice? Possibility or Probability?
Why aren’t procedures uniformly taught to all physicians in an accountable system of residency training?
Where’s the financing?  For the average physician, will procedures help patients without a financial penalty to the practice?
Where can physicians receive training without interrupting their practice?
Are privileges a political hassle?


4. Transfer of Technology Projects 

Rodney WM, Beaber RJ:  Maximizing patient care services to improve funding in a family medicine residency.  J Med Ed 1984; 59:567-572. 


Minor Surgery in the Office
ECG-CXR in the Office
Simple Lab in the Office
Flexible Sigmoidoscopy 1979-established
ENT Endoscopy 1984-established
Colonoscopy 1986-contested
Colposcopy/LEEP 1984- established
OB-Gyn Ultrasound 1984- varies
ACLS,ATLS, NALS, ER services
Others

 

6. Maintain Procedural Services in Primary Care by realizing that:
    a. the tree of Family Medicine has been lost in the forest of primary care. It was not an accident. Form follows finance.
    b. Generic primary care is procedurally destitute and unattractive to over 90% of young physicians. The public has spoken [repeatedly]. Learned helplessness needs to be resisted.
    c. Most of the planet will be best served by a return to Family Medicine-er-ob as the foundation for a rational health care system. Procedural training and competence must be rewarded. 

    d. These data demonstrate that financial rewards exist, and demonstrate that academic leaders need to address the disastrous impact of lowered expectations.
    e. As opposed to the Vioxx-Viagra brigade, family medicine teachers should be able to perform or manage most of the procedures discussed here. Family Medicine has much smoke but little fire in this area. Let’s reform this. 

    f. Create an enterprise zone. If publicly funded programs will not train the next generation, market forces will develop a private system of training. NPI and AAFP are examples

 

9. Revenue Projections by Specific Service Group 1997; office visits 30,422; deliveries 252

	
	Medicaid 40% Allowed

Total Net $ 
	80% Allowed

Total Net $ 



	Add X-ray, ECG[408], Skin Surgery
	72.1                                     
	155.5

	Add Flex Sigs[n=73]


	6.2


	11.7

	Add GI Endoscope[n=215]


	69.8


	167.5



	Add Colposcopy [n=123] 


	19.6


	38.1



	Add Pregnancy (US = 533, NST)
	81.9


	162.9



	
	$249,600/year                      
	$535,700/year


     
                                                            

 

Charges for procedural services 1997 approximately == $622,500; ACTUAL COLLECTIONS WERE APPROX $280,000 for the procedural service groups. This was a worst case scenario with an inner city practice. This was the last year that the department had control over its billing. Things went downhill from there.

 

10. Data from the Medicos para la Familia project 2004 indicate that each family physician loses $30,000 per year in procedural revenue and another $60,000 in obstetrically related services. These are conservative figures based on actual collections from a practice with 86% Medicaid/uninsured. In an environment where collection percentages are higher [areas where private insurance which allows balance billing exists] the amounts can double.

    This weekend resident survey data from a large procedurally oriented residency revealed that the average proceduralist earned over $225k per year which significantly outpaces average income figures from nonstratified data. This supports the hypothesis of the Medicos para la Familia project.

11.  Average Annual Procedural Revenue by specific procedural groups.

1997 Office Visits = 30,422 per year

	Clinical Volume

One Yr
	Avg Charge

$ 
	Allowed
	TennCare

$/Yr      
	Net 80%         

Allowed
	Net

$/Yr

	Xrays  1323              


	82


	28


	27.9


	66


	87.3



	ECG  408                  


	51


	23


	9.4


	40

	16.6


	Skin Surgery 265     


	243


	97


	25.7


	194

	51.5


	EGD  104                 


	838


	281


	29.2


	671

	69.7


	Colon  129                 


	947


	315


	40.6

	757

	97.7


	Flex Sigs 73             


	200


	85


	6.2

	160

	11.7


	Colposcopy 161         


	296


	122


	19.6

	197

	38.1


	Ultrasound 525


	320


	130


	68.3

	256

	134.4


	NST/AFI 95                 
	376
	144
	13.7
	300
	28.6

	Subtotals
	
	
	$249.8k
	
	$535.6k


12. MEDICOS PARA LA FAMILIA The bilingual market is open to whichever specialty chooses to address this need. Family Medicine has the inside track, but…………….. 
UN MODELO PARA COMUNIDADES QUE NECESITA CALIDAD ALTA CON PRECIOS MAS BAJOS
WMR 1999 www.psot.com
Tecnologia en el Consultorio: Medicina General en el Siglo 21


13. Real Revenue by Specific Service Groups Medicos para la Familia-Memphis 2004 

                    visits = 30,048; Deliveries = 349
                                                                                           Annual Volume  $ collected     

 

 X-ray, ECG    817/219                                                             27,972+5798
 Skin Surgery    645                                                                  75,765
 Flex Sigs         5                                                                       486 
 GI Endoscopy       41                                                               9,512
 Colposcopy/LEEP     33                                                           3,552
 Pregnancy Ancillaries(US, NST)* (804/173)                            115,736
  IUD/circumcisions   120/99                                                      22,810

                                                                      $262,681/year 

Avg delivery collect $ 1487*                    349                          518,844
Avg newborn care collects $71*              259*                         22,387
Undelivered prenatal care visits              3893                         55,963
                                                                   
                                                                       $ 597,194 /year 

 14. Hospital and Procedural Services Opportunity Costs, Overhead, and Charges
“In all analyses, deducting costs of equipment, opportunity cost for lost visits, and training costs, these services provided additional revenue for physicians’ time spent in these activities. Even when equipment is purchased totally in year one, there is a net positive impact on the practice.”

15. Clinical Charges, Collections, and Cost for Common Medical Problems

Each diagnostic tool improves the intellectual foundation of early and rapid diagnosis. In this example, even those practices with an unfavorable case mix (uninsured, TennCare, Medicare), revenue was more than sufficient to justify the expenditures.

16. Clinical Charges, Collections, and Cost for Common Medical Problems

CONCLUSION: Although other preliminary studies have suggested the same result, 2002 was the first comprehensive study specifically addressing the negative professional and financial impact of the limited generalist model. The null hypothesis is not supported. In addition to the scientific and educational value of these services, there is a vital financial contribution for the funding of the mission.

17. Impact of the Limited Generalist Model on the Future of Family Medicine
Lowered expectations for role in the community
Fragmented care and diminished access for patients
Persistence of ineffective training models
Decreased ability of students’ to repay loans and invest in building their own practice
Continued decline of the profession’s ability to serve.
Decline of Family Medicine as a career choice.

18. The 2004 Data Suggested Some Directions for the Future of Family Medicine
a. For each MD, the limited generalist model of family medicine loses $35,000 per year in procedural collections and $60,000 per year in Ob collections. 
b. Reward procedural productivity. Physicians receive $300 for each delivery and $700 for each Cesarean. The OB component sustained many other previously undescribed procedural services such as ultrasounds, circ, etc
c. Insist on financial accountability. Despite an unfavorable case mix, gross collections increased to 59%. In the same state, University A obtained 32% and University B obtained 45%. Family Medicine needs to reclaim control of its own practice management. 
d. Define limits in accordance with community needs. Construct a business plan. Geriatric services were fewer in the 2004 bilingual practice, because demand caused the practice to focus on families with children. 
e. Develop open access to increase the amount of acute ortho and minor surgery. This recaptures part of the FP heritage, and gives the FP a competitive advantage in overdoctored markets. This practice is full, and opened a second office after 5 years.
f. Expect patients to spend face to face time with their physician. Rarely prescribe narcotics and almost never refill a prescription by phone. This improves continuity, enhances quality, and reduces administrative costs. After hours phone calls nearly disappear.

 

19. I still have to tabulate the lab data which is a vital and financially sustaining service group.

 

 

 

Wm MacMillan Rodney MD
Adjunct Professor of Family Medicine
Professor Surgery/Emergency Medicine
Meharry/Vanderbilt School of Medicine

Medicos para la Familia
Memphis and Nashville, Tn.
www.psot.com
 

LIST FROM MAURY GREENBERG. THIS IS WHERE I WAS 25 YEARS AGO. THIS IS A GREAT LIST FOR RESIDENCY DIRECTORS WHO MUST COMPLY WITH RRC ESSENTIALS, BUT IT DOES NOT ADDRESS THE SITUATION FACING  FAMILY PHYSICIANS WHO WISH TO HAVE THEIR OFFICE IN A COMMUNITY.FOR EXAMPLE THERE IS  MINIMAL PREVALANCE FOR SKILLS SUCH AS VASECTOMY, SUBLINGUAL FRENOTOMY, CHEST TUBE INSERTION, BREAST MASS ASPIRATION, lumbar puncture, and others. AFTER SURVEYING 260,000 VISITS IN 5 PRACTICES, THESE APPEAR ONCE OR TWICE A YEAR. THEY ARE GOOD SKILLS, BUT NOT "TOP TEN" OR TOP FIFTY. STILL THIS IS A GOOD HOSPITAL LIST FOR FAMILY MEDICINE-er-ob, IT IS USEFUL IN DEMONSTRATING THE DIFFERENCES OF PERSPECTIVE ON THIS COMPLEX TOPIC.
 

Well infant/child care, immunizations and developmental evaluation
Newborn nursery care including management of jaundice, hypoglycemia
Initial management of preterm newborn
Resuscitation of newborn including umbilical vein catheterization
Circumcision and repair of common complications of circumcision
LP in infants, children and adults
ACLS/running a "code"
Peripheral IV placement, arterial puncture, arterial line placement
CVP (central line placement, subclavian,Int Jug, Fem or all)
Foley insertion
NG tube placement
Trachel intubation in infants, children and adults
Cricothytrotomy (and maybe tracheostomy)
Needle decompression of tension pneumothorax
Chest tube placement
Rapid Sequence Intubation
Conscious Sedation
Vasectomy (maybe?)
Colposcopy, cervical biopsy, ECC, endometrial biopsy
LEEP Conization (maybe?)
Dilation and Curretage for 1st Trimester incomplete/missed AB
Biopsy of skin lesions including appropriate margins for suspicious lesions
Excision of skin lesions (lipoma, seb cyst)
Tonail removal
I&D of abscess, paronychia, hematoma
Aspriation of cyst including breast cyst
Needle biopsy (FNA) of mass inclding breast mass
Abdominal paracentesis
Diagnostic peritoneal lavage
Performance of FAST ultrasound in trauma patient
Limited OB ultrasound (for fetal life&number, biometrics, AFI, dating, position)
Limited Biophysical profile (ie: AFI and NST)
Fibrinolytic therapy for Acute MI (rTPA, reteplase etc)
Initial ventilator settings and management
Casting of nondisplaced fractures
Application of splints/Jones Dressings
Evacuation of subungual hematoma
Corneal exam for abrasion and foreign body and simple removal
Treatment of non-critical burns and initial management of serious burns
Repair of lacerations (simple & layer)
Obstetrical delivery, episiotomy, repair of lacerations (1,2,3,4)
Use of induction and augmentation agents (pit, cytotec, cervidil, laminaria, foley)
Amniotomy
Amnioinfusion
Management of dystocia of labor
Managment of shoulder dystocia
Vacuum assisted delivery (low forceps?)
Management of first, second and third trimester bleeding and PP hemorrhage
Interpretation of EKG
Anoscopy
I&D of throombosed external hemorrhoid
Flexible sigmoidoscopy
Flexible nasoparyngoscopy
(Colonoscopy/EGD) - maybe?  I wish??
Sublingual frenotomy
Removal of skin foreign body
Removal of impacted ear wax and ext ear foreign body
Removal of FB from child's nose!
IUD insertion/removal
Diaphragm fitting
 

Anything I missed?
 

I'll let someone else make up the optional/advanced list and add/subtract to the above list.
Maury J Greenberg, MD
Clin Associate Professor
Dept of Family Medicine
Stony Brook University
TEL: 631 751-5550
FAX: 631 689-5472
--- You are currently subscribed to clinical as: wmrodney@aol.com To unsubscribe send a blank email to leave-clinical-962P@lyris.aafp.org 
