RESOLUTTON

The Pennsylvania State Legislative Committee of the American
Association of Retired Persons, representing 1,700,000 members in
Pennsylvania and 40% of the voters in Pennsylvania, reaffirms its

position opposing the passage of House Bill 1105.

We cannot allow the rights of the citizens of Pennsylvania,
especially the elderly, to be jeopardized so that the
irresponsible and negligent actions of health care providers go
unnoticed.

We cannot allow our access to the Courts and the right to fair

and just compensation to be curtailed in any way.
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Banking on thé future

Before appiying far a loan, Timathy D. Hettman
prepared. I gave them all this data and explan

: &
PAUL TARINYAMNY

, MD, did kis homework. ' was really
ations as to why I would be good at this.”

Business sense helps

young MDs go solo
Banks scrutinize physicians seeking loans

By Paul Tarlni
AMN STAFF

Many new MDs are discov-
ering that realizing the dream
of sofo practice means devel-
oping some markst sense and
business savvy.

Intensifying competition has
made medicine subject 10 mar-
ket forces more than ever be-
fore. Banks that ance casily
made Joans to physicians just
starting out are these days sub-
jecting them 1o serious scruti.
ny.

"We are looking af them
mere closely than we did five
years ago,” says Lori Craig, g
medical banking specialist
with BankOne in Milwauokee,
“You used to be able to just
walk in with the potential in-
come that doctors [were] al-
most guaranieed and say, ‘T'm
graduating, I need money,” "

The changes have caysed
some brows to furrow. “We
are concerned about problems
with young physicians who of-
ten have difficulty getting fi-
fiancial backing, especially in
small ruraf areas and urban ar-
eas where competition is
tight,” says George E, MeGee,
MDD, chairman of the AMA"s
Young Physicians Section
(YPS). Al this is encouraging
younger physicizns to join ex-
isting groups because you

Y OUR CHANGING
£

PRACTICE = -

A weekly practica-trends fasture

don’t have all those start-up
expenses.”

The expenses mount quick-
Iy. The tally starts when an
MD picks a practice location
and rents space. Chances are
that remodeling will be need-
ed. Cutfitting the office re-
quires purchasing basic medi-
cal supplies, examining tables,
and other equipment partico-
lar {o the subspecialty. Add in
desks, chairy, and office equip-
ment, and don’t forget the first
liability insurance premiom,
#s well as the expense of hiring
and paying the office staff,

It can alf vary from “a cou-
ple thousand for a couch for &
psychiatrist to a couple hum-
dred t for a surgeon
with g laser,” says Mike Aj-
now, a certified public accoun-
tant in Milwaukes gnd a prac-
ticc management teacher.

Cash 2150 is needed to cover
renty, salaries, and the physi-
cian's own living expenses un-
til the practice starts Benarat-

ing accounts reccivables, “It
cosls & minimuen of $6,000 to
310000 2 month to run a
small medical office,” says
George Conomikes, president
of Conomikes Associates Inc.,
a Los Angeles-based health
care consulting firm,

The costs have had the YPS
toncerned for a while. The
YPS delcgate to the 1987
AMA Annual Meeting intro-
duced a resolution calling in
part on the AMA to “deposit
tts resources in financial insti-
tutions which will, in Tesponse
10 those deposity, make specif-
ic efforts to assist young physi.
cians financially.”

meastre never made it
lo the House of Delcgaies.
“We were told by various
sources that it was patenily il-
legal,” Dr. McGee 2ays.

Increasingly, physicians in-
lerested in going solo will have
19 Jearn something about busi-
ness,

PERHAFS the easicst thing
to learn is that some people
make a_business out of know-
ing business, “The key to suc-
cess is delegating responsibil-
ity to people who have
eaperlise,” says Timothy D,
Heitman, M}, “You're ing
1o pay in the beginning, but |

See SOLO, page 17
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e €0 thrsst of Malpractics surer "
“ majority of public fdgrass

Physician opinion: 1989

Pubks opinlen; 1989

Bource: AbLS, OfSck on laeus sl Comenurdcetons Resssrch

Fear of suits affecting
practice of medicine

Fuily three-quaniers of phy-
sicians surveyed said the
threat of malpractice lawsuits
has caused them 10 order clini-
cal tests that they “might oth-
erwise believe are not need-
¢d,” according (o & new Gallup
Organization poll commis.
sioned by the AMA,

The poll, which gauged MD
snd public opinion on issues
relating 1o professional liabil-
ity, indicated only & very slight
change from when the ques-
tion was last asked, in 1986,
That year, 78% of MDs polled
indicated they had ordered ad-
ditionsl tests, 18% said no,
and 4% were unsure or didn't
answer. In this year's poll, 22%
said no and 3% were unsure or
non-responsive.

In_the companion poll of
public opinion, 61% of the
public surveyed said yes, “doc-
tors do too many tesis because
of the fear of malpractice
suits.” Only 31% disagreed,
with 8% unsure, When this
question was last asked in

L986, 59% of the public said
yes, 33% said no, and 8% were
undecided.

While some MDs are react-
ing to liability fears by order-
ing tests, other MDs — a mi-
nority — are declining to take
on high-risk patients due 1o lj-
sbility concerns.

Seventy-six percent of physi-
cians continue to provide ser-
vices to high-risk patients de-
spite the fear of malpractice
lawsuits. The question specifi-
cally targeted the 12 months
prior to the survey.

Bul 14% said they had de-
clined service, for fear of law.
suits, 10 times or less, and 4%
said they had declined service
more than 10 times, Five per.
cent said the question didn't
apply to them because they
had not encountered high-risk
patients in the past 12 months,
and 1% were unsure.

When it came 10 saying who
was most likety to bring g sui,
39% of the MDs believed indi-

See SUITS, page 19

Banon pay to assistants
in cataract surgery upheld

g

The U.S. Supreme Court has
upheld a federsl law barring
Medicare patients from paying
for assistant surgeons in cata-
ract operations, a decision that
may force ophthalmologists 1o
pay assistants’ fees themselves.

The high court let stand
without comment 2 1985 law
that not only prohibits Medi-
care payments for assistant
calamaci surgeons, but aiso for-
bids patients from paying for
the assistants’ services out of
their own pockets — unless a
local Medicare review or-
ganization (PRO) rules that a
“complicating medical condi-
tion" exists ta Jjustify a second
sungeon's presence.

AMERICAN MEDICAI, NEWS/ JUNE 23/30, 1989

“I think this is a sign of de-
terioration in patient care,”
said Sherwin Sloan, MD, past
presideni of the California
Assm, of Ophthalmology, and a
plaintiff in 1he suil challenging
the law. “The ophthalmologist
will not be able to use the most
qualified person 1o assist him
at the catasact surgery, and the
paticnts won't have a say-so in
who assists in their opera.
tion.”

Dr, Sloan predicted that
ophthalmologists either witl
perform cataract operations
alone, with & nurse or other
“less qualified” assistant or —
when they want an assistaot
but can't ge1 PRO approval —
take a lower fee themselves to

See CATARACT, next page
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Reception

Continued from facing page

florists have a delivery service and will
provide a good-looking arrangement
every Monday, which will usually last
until the end of the week. Special floral
settings that have colors and flowers
associated with holiday times are also
available.

Many offices have unpleasani odors
that give the office the characleristic
medicinal smell. This can be alleviated
simply with an atiractive bowl contain-
ing potpourri. The potpourri aroma
can be enhanced with special scented
drops when the fragrance diminishes.
These bowls of potpourri can also be
used in the restroom and the exam
rooms for the samc purpose.

Pleasant background music for the
receplion area is available from Muzak
or by tuning in onc of the “casy listen-
ing" stations that are popular in most
metropolitan areas. If this is not avail-
able in your area, the same effect can
be accomplished by purchasing a com-
pact disc player that accepts five or six
discs and will play them in a random or
predetermined fashion.

MOST MEDICAL offices provide pa-
tients with reading material such as
Reader's Digest, People, and National
Geographic. However, today's patients
are very interested in their health and
are more well-read on health and well-
ness than ever before. It makes sense to
augment the usual reception area read-
ing fare with health-relsied magazines
and periodicals. Tt has been my obser-
vaiion that since I have staried provid-
ing such medically related reading ma-
terial in the reception room, most
patients prefer to read health maga-
zines than other general publications
frequently found in most offices.

1 supgest American Health, Preven-
tion, and Hippocrates, as well as Men's
Health if you have you a large number
of male patients. [ also suggest sub-
scribing to one or two medical newslel-
ters such as The Harvard Medical Ler-
ter or The Maye Clinic Medical Letter.

Suits

Continued from page 13

gent patients are more likely to sue for
malpractice. Thirty-one percent said it
made no difference whether the patient
was indigent, Twenty-two percent said
indigent patients were less likely to sue,
4% said they did not see indigeni pa-
tients and 5% were unsore.

*1 believe it is a critical comment on
the state of our legal system that even
one patient would not receive care be-
cause physicians feared being sued,”
said James H. Sammons, MD, AMA
executive vice president. “All of these
factors — declining high-risk patiems,
limiting their type of practice, and be-
licving indigent paticnts are more like-
Iy to sue — impact on the public’s abil-
ity to receive medical care.

“An even more damning indiciment
of our legal system is that almost balf
of the public surveyed believe that peo-
ple are just looking for an easy way to
make money when they sue,” said Dr.
Sammons, referring to poll results that
48% of the public believe “people who
sue physicians for malpractice are just
looking for an easy way to make mon-
gt

Only 27% befieve that malpractice
suits are usually justified. Twenty-five
percent are unsure, Since 1982, when
the question was first asked, the num-
ber who believed the lawsuits were jus.
tifiable has declined from 47%. Those
who stated the svils are an “tasy way
to make money"” increased from 43%

You can also provide vour
patients with a copy of the
daily local ncwspaper,

Il you have a particular
arez of interest in your prac-
tice or within your specialty,
you may want to inform your
patients by providing reading
material on this subject in
the reception room.

For example, | am interest-

A bulletin board can be an
cifective way (o markel your
practice. On this board you
can inform the patients of
any 1alks or programs or sup-
port groups that you will par-
ticipaie in or have recently
completed. This is also a
means to ioform your pa-
tients of community or non-
medical involvement. The

e o3 i Nafl Baum, MD, ;
i i e o, Wiioiogietin  ChC M SRT B, RRe UL
obtained articles from the Vo Practicein  opchpcni hobbies, or inter-
newspapers and non-medical N:: 0"“’."" ests. ’ ’
magazines that | have placed ’h ’l;m Bron 1 also provide a joke for
in a notebook with the sub- - P y.:.ua“ the day or a quote on health,
ject matter clearly written on ‘I;':us ng wellness, success, or motiva-

the cover. These articles are
placed in plastic protective
covers and we offer to make copies of
any articles for the patients.

It is also good to provide another
noicbook with generul medical infor-
mation even ilit is outside your area of
interest or specialty. Subjecis such as
wellness, nutrition, sports medicine,
scxually transmitted diseases, cancer
prevention, and smoking cessation are
of interest to nearly all patients.

tion, (These are available in
calendar form as “joke-s-
day"™ or “quote-a-day” from most
bookstores.) Another suggestion is to
place healthy and nutritious recipes on
the bulletin {oard and offer to provide
copies of the recipes for the patients.
These can be obtained in most wom-
en’s magazines ot from the dietitian in
your hospital.

Qur patients are impressed by any
articles that were written by their phy-

If you have a particular area of interest in your practice or
within your specialty, you may want to provide reading

material on this subject

in the reception room.

1t is nice 10 have your diplomas on
the wall for your patients to know your
medical background. However, most
offices do not provide a single area
where you can place your credentials
for all of your patients to see. That's
why 1 suggest you provide them with a

" current curriculum vitae in the recep-

tion room.

In the book containing the CV I also
recommend you list your continning
medical education courses. The pa-
tients not only want to know where you
were yesterday but what are you doing
today to stay currenl. It is also impor-
1ant that your staff be familiar with
your C¥Y and your CME courses.

in 1982, Those who were unsure
climbed from 10% in 1982,

More than hatf {54%) of the public
think the money awarded by juries in
malpractice cases is too much. This
compares 10 47% in 1982. This year 6%
said the amounts were nol enough, as
compared to 7% in 1982, Those who
thought the amounts were “about
right” feli from 38% in 1982 to 24% in
1989. The number who were unsure
rose from 8% to 17%.

Sixty-two percent of the public favor
a ceiling for “pain and suffering”
awards, down [rom the 6% who fa-
vored the ceiling in 1986. Twenty-six
percent oppose the ceiling this year as
compared to 23% in 1986, The unsure
percentage was virtually unchanged
(E1% in 1986 and 12% in 1989.)

““When you combine excessive
awards, no limits on ‘pain and suffer-
ing’ awards, and legally necessary, but
medically unnecessary tests, you sec
three major contributors to the rising
costs of medical care in the U.5.." said
Dr. Sammons.

Sixty-one percent of the MDs sur-
veyed believe the professional liability
situation has become worse in the past
year, 33% said the situation is the same
as last year, and oniy 5% said the situa-
tion had improved. In the 1988 survey,
67% said 1988 was worse than 1987,
27% said it was the same, and again
only 5% said the situation was better
than the previous year. In both years,
1% of the MDs were unsure,

Thirty-five percenl of the physlc:ans
surveyed said there are areas of medi-

sician or that have appeared in the lo-
cal magazines or newspapers about
their physicians. Although patients
may not fully understand the technical
content of articles that appeared in
medical journals, they still enjoy seeing
their physician's name in print.

If you are delayed, have your officg
stafl inform those patients of the delay
and give them an estimate of when you
wil] be returning to the office.

Patients can be given 2n opporiunity
to reschedule their appointment or
leave and return when you are expect-
ed back in the office, If the patient
elects to stay, it is a thoughtful gesture
to offer him and his family coffee, tea,

or soft drinks. If you have a VCR and
there are children in the reception
room, ask them to come into the room
with the VCR and play an appropriate
video for them unitil you return 10 the
office.

Many reception rooms contain a
television, which can be used 0 pro-
mote you and your practice. B you
have been on television or have had a
seminar videotaped, you can play it
periodically in the reception room.
Also, there are a number of television
programs that deal with health care
subjects. These can be recorded and
shown in the reception room.

Consider also providing your pa-
tients with a courtesy phone tn the re-
ception area. 1deally, this should be a
separate line from your business
phones.

MANY BUSINESS and medical offices
have expressed their goals and their
purpesc in a2 mission statement or a
pledge. Our office pledge was created
by the staff and states, “This office is
committed to: 1) Excellence, 2) Provid-
ing the best health care, and 1) Persis-
tent and consistent attention to litlle
details because they make a BIG differ-
ence.”

This pledge is displayed in the recep-
tion room as well as in the office and
the empioye lounge, 1 think this com-
mitment is important for the patients
to see as soon as they enter the office, It
informs the patients what they can ex-
pect from the physician and staff.

Remember, one of the first impres-
sions that a patient will have of you
and your practice is the moment he
opens the door 10 your reception area.
This is an opporiunily for you to create
a positive image. The examples given
here are just a few of things that you
can effectively and inexpensively do to
enhance your reception arca.

The editors would appreciate vour
commenis, ideas, and suggestions.
Please write to the Business Editor.
American Medical News, 535 M. Dear-
born St., Chicago, Hl. 60610; or call at
(312) 645-4437.

cine they do not practice, despite being
qualified to practice, because of rising
lability insurance costs. Among gener-
al and family practice physicians, the
rate of practice-limiting MDs was 62%.

But 60% of MDs said that rising
rates have not caused them to alter
their practices, and 5% were either un-
sure or did not respond.

For the physician opinions, the Gal-
lup Organization surveyed 1,004 physi-
cians who work in the United States.
They were randomly selected from the
AMA's Masterfile, a computerized list-
ing of all physicians in the nation. The
sample was stratified by age and AMA
membership to ensure that the sample
contained the appropriate proportions
of both younger and older physicians

and members and non-members. The
interviews were performed by Gallup's
Linceln, Neb., office Jan. 19 through
Feb. 8, via telephone. The sampling
error may be plus or minus 3.5% at the
95% confidence level.

For the public cpinions, the Gallup
Organization surveyed 1,500 randomly
sefected U.S. residents age 18 and
above during the last week of January
and the first week of February. The
interviews were performed by Gatlup's
Houston office via telephone. The sam-
ple was drawn from Gallup's database
of 2 million households, which was de-
veloped and is updated annusily by
R.R. Donnelly. The sampling error
may be plus or minus 2.5% at the 95%
confidence level.

AMERICAN MEDICAL NEWS/JUNE 23730, 1909 19
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surance leveling off? The

most recent MEDICAL ECO-
NoMics Continuing Survey
shows that premiums have risen
more steeply over the past two
years than in the early '80s.
However, 1988’s rate of in-
crease was down 6 percentage
points—to 13.7 percent—from
the year before. And a study
published last year by Medical
Liability Monitor suggests that
the moderating trend is continu-
ing for 1989. In some states,
premiums have even been held
level or reduced.

All told, however, malprae-
tice premiums not only remain
the third biggest expense of of-
fice-based physicians, but take a
median 4.5 percent of gross
Practice receipts—the largest
proportion we've ever found. .

For quite a few doctors, Li-
ability insurance takes even a
larger bite. The overall median
bremium expense for surgical
specialists amounts to 7.4 per-
cent of gross. In some fields, the
bercentages run well above
that—10.1 for thoracie sur-
geons, 10.0 for OBG specialists,

I 8 the cost of malpractice in-

. 9.3 for neurosurgeons.

Even at the other end of the
Spectrum, where malpractice in-

THIS ARTICLE is copyright © 1989 and published b
Medical Econamics Company inc. ai Oradefi, N.J.
07649. All rights reserved. It may not be repro-
duced, quoted, or paraphrased in whole or in part
any manner whalsogver withaut the prior written
-Brmission of the copyright owner.

THE AUTHOR, formerly Professional Editor of MED)-
CAL ECONOMICS, is a free-lance writer.
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PREMIUMS?

They're taking the biggest-ever bite out of
gross incomes, our survey shows, But there
are signs that the worst may be over,

By Harry T. Paxton

surance costs come to around 3
percent of gross, premiums in
such low-paying—but low-earn-
ing—specialties as pediatrics
and family medicine are edging
up at the same pace as in some
high-risk fields,

For M.D.s as a whole, the me-
dian dollar outlay for malprac-
tice coverage last year came to
nearly $11,000, up from about
$4,200 in 1983 (see page 170).
That’s a 163 percent leap. By
comparison, median practice ex-
penses went up only 43.7 per-
cent from 1983 to 1987—the lat-
est year for which we have data.
Part of the explanation is that
physicians are buying more mal-
practice protection. Whereas
only two out of five had at least
$1 million coverage in 1983, al-
most two out of three do today.

How much you're paying con-

tinues to depend on your spe-
cialty, location, and type of
practice. The overall median
ranges from $9,940 in the East
to $12,000 in the South. Urban
physicians are shelling out 44
percent more than, and rural
doctors almost as much as, their
suburban colleagues. Florida
practitioners pay more than
twice as much as those in Texas
and North Carolina.

As for type of practice, the
contrast between incorporated
and unincorporated is especially
striking: a median of $14,060 vs.
$7,810. Doctors in higher-risk—
and higher-income—specialties
tend to practice in incorporated
groups. The groups themselves
often incur an extra premium
charge,

Are many doctors taking the .
risk of going bare? While some
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THE MEDIAN MALPRACTICE PREMIUM —
IS NOW FIVE FIGURES ;
= $9,630
; 5 ; $8,040
i e ._:;. o
$1,900
$1,300 PN
i 1974%E . 19757« » 19761 19814+ 1982 .7 1983 . | | 1988 1987 1988
Dollar figures ate medians for physicians in office-based practice. Unless  clude sicians with no malpraclice coverage. All figures have been
otherwise indicated, figures in this and other charis and tables ex-  drawn from the MEDICAL ECONGMICS Continuing Survey.

" percent of respondents said
...ey paid no malpractice insur-
ance premiums last year, only 1
percent said they had no mal-
practice coverage. The other 7
percent practice in entities that
pay for their insurance. For
doctors who start out in high-
risk specialties and don’t have
a lot of cash, joining such prac-
tices is the only way to get
coverage, because carriers de-
mand full payment up front.
And some physicians have privi-
leges at hospitals that pay their
premiums.

What’s ahead? Insurance in-
dustry experts say the slow-
down in premium increases is
due to a smaller number and
faster resolution of claims, al-
though dollar amounts haven’t
decreased. They also cite a ¢y-
clical trend in liability premiums

general, a “wait and see” atti-
tude on the part of carriers, in-
creased competition among in-
surers, and growing pressure
170 MEDICAL ECONOMICSJANUARY 16, 1982

from state insurance depart-
ments to hold premiums down.

“At this point, it’s difficult to
say how much of the downturn
in malpractice claims is due to 2
low point in the cycle and how
much is attributable to the
strides in loss prevention and
claims management made by
physicians and their insurance
companies,” says Peter Sweet-
land, president of the Medical
Inter-Insurance Exchange of
New Jersey, a doctor-owned
carrier. “If the picture stays
positive, you may not see sub-
stantial rate reductions, but
more of the successful compa-
nies may pay dividends to poli-
cyholders—an approach that
can maintain a stable premium
base if the cyele turns upward in
a few years.”

However, the picture for the
next few years isn't entirely
rosy. “Even though premiums
will stay level or increase only
moderately, there are still some

Y

trouble spots out there,” says
Carol Brierly Golin, publisher of
Medical Liability Monitor. “Ari-

‘zona got a 34.5 percent increase

for next year. Increases in the
20 to 30 percent range will prob-
ably be imposed in at least five
states next year. And all mal-
practice carriers face very big
tax bills under the 1988 ‘techni-
cal corrections’ law, which may
undercut their financial position
and trigger a new round of pre-
mium increases.”

And no matter which direc-
tion premiums take, the grow-
ing number of physicians who
have claims-made insurance will
face the increasingly expensive
problem of buying tail coverage
when they want to move,
change carriers, or retire.

Meanwhile, the accompanying
charts and tables, which include
breakdowns for 13 fields of prac-
tice, will give you a good ground-
ing in where things stand now—
and where you fit in.

Continued on page 172
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Malpractice premiums
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Malpractice premiums
PREMIUMS HAVE BEEN The dollar increases for surgical specialists
SOARING ACROSS THE BOARD  dwar those for non-surgeons, but when you
look at it from the standpoint of percentage in-
creases over the last five years, there’s little if
any difference. A
% increass
1983 $11,840 F
OBG specialists 189%
; $34.17
* Pediatricians | 180%
asgie o $16.000 E
L. [ Neurosurgeons: | 172%
e Bsmmaiogamie | $43,500
I $22,500
$32,860
$30,630
Dollar figuras are medians.
L
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Continued on page 176 Barih
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Malpractice premiums
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Less than $1,000

1

MEDIANS DON’T Just as there are wide variations among special-
GIVE THE FULL PICTURE ties, so there are big divergences within them. For
e $1100,000) o Mo fot s malprasticeinscearee Tas
Cardiovascular
surgeons FPs GPs
$50,000 or more 25% —2 1% o
40.000-49,999 9 2% 2 .
30.000-39,999 25 _2 3 ki
20.000-29,999 26 4 3 il
15.,000-19.999 9 1 6 B
10,000-14,999 3 21 15
8,000-9,999 -2 10 13
£.000-7.999 1 18 16
4,000-5,999 -2 23 21
2,000-3.999 1 17 17
1,000-1.999 1 4 4
Less than §$1,000 -2 - 1
Otolaryn- Plastic
gologists Pediatricians surgeons -
$50.000 or more 6% 1% 17% b
40,000-49.999 7 = 1 o
30,000-39.999 13 1 13 wh S
20,000-29,999 23 2 44 E
15,000-19,999 28 4 9 |
10.000-14,999 15 " 5 e
8,000-8,999 4 13 —2 b
6,000-7,999 4 13 _2 B
4,000-5,999 -2 29 —2 t
2,000-3,999 —2 20 —2 L
1,000-1,999 —2 5 1 -
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scial- year, one in 13 paid less than $16,000. One out of
. For 10 OBG specialists shelled out $70,000 or more,
1 out but an equal number spentless than $16,000.
: last
General Neuro- 0BG Orthopedic
surgeons Internists surgeons specialists surgeons
6% 1% 349 20% 219%
4 —=2 25 16 15
18 -2 20 25 15
31 1 ] 19 31
24 4 4 13 11
] 12 5 2 2
4 12 — 3 2
1 20 2 —2 1
—2 25 1 2 1
ra o O 20 2 2 we R
1 4 =2 -2 2
2 1 f -2 -2 1 |
| | ﬁ
Theracic | All surgical All non-surgical |
surgeons ‘ Urologists specialists l specialists'
e 4 I
15% | - | 14% | 42
19 | 2% ' 7 | =
26 5 ‘ 18 —Z
| 28 16 f 24 2 7
7 25 [ 17 6
] 2 31 ‘ 10 12
-2 6 6 12
1 8 2 17 ]
1 3 2 20
Bl 2 2 - 22
—_—
—2 2 -2 4
— 'Excludes FPs and GPs.
_2 “Less than 1 percent,
| 1 2 J 1

Continued on page 181
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Maipractice premiums

INCORPORATED PHYSICIANS SPEND MUCH MORE FOR COVERAGE

Incorporaied
Muiti- All
Premium range Solo physician incorporated
$50,000 or more 8% 10% 9%
40,000-49,999 5 2 3
30,000-39,999 7 12 10
20,000-29,999 13 14 14
15,000-19,999 11 11 11
10,000-14,999 16 1" 13
8,000-9,999 10 8 9
6,000-7,999 9 13 11
4,000-5,999 12 8 10
2,000-3,999 8 8 8
1,000-1,999 1 2 2
Less than $1,000 —* 1 —
Medians $13,500 $14,630 $14,060
Unincorporated
| Partnership All
Premium range | Solo or group unincorporated
350,000 or more 5% 6% 6%
40,000-49,999 3 6 4
30,000-39.999 4 4 4
20,000-29,999 l 8 11 8
15.000-1¢ 999 6 10 7
10.000-14,999 11 6 11
8,000-9,999 11 8 9
6,000-7,999 11 15 13
4,000-5,999 21 17 19
2,000-3,999 14 15 15
1,000-1,999 6 —* 4
Less than $1,000 — 2 —*
Medians $7.690 $8,500 $7.810

"Less than 1 percent,




Malpractice premiums

HOW PREMIUM
RANGES VARY
BY REGION...

West
{including Alaska
and Hawaii)

LOCALE MAKES A BIG DIFFERENCE

West Midwest South East

$50,000 or more 6% 8% 7% 10%
40,000-49,999 4 2 3 4
30,000-39,999 4 10 7 9
20,000-29,999 13 8 15 9
15,000-19.999 g 12 11 8
10.000-14,999 16 14 13 10
8.000-9.999 v 6 10 11
6,000-7,999 12 10 9 16
4,000-5.999 14 14 10 13
2,000-3.999 14 11 12 8
1,000-1.99% i il 4 3 1
Less than $1,000 ' 1 1 — 1

Medians $10,100 £11,330 $12.000 $5.940

. - - AND BY TYPE OF COMMUNITY

Urban Suburban Rural

$50.000 or more 10% 7% 2%
40,000-49.999 3 3 3
30,000-39.999 9 6 8
20.000-29,999 13 9 11
15,000-18.999 10 8 14
10,000-14,999 13 12 17
8,000-9.989 10 8 7
' 6.000-7.999 8 14 18
4,000-5,999 12 15 8
2,000-3,999 9 14 10
1,000-1.999 2 4 1
Less than $1,000 1 -— 1

Medians $12,620 $8.780 $11,800

“Less than 1 percent,
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DOCTORS ARE BUYING MORE COVERAGE

These doitar figures are for basic malpractice
coverage per claim. In some policies, this also
is the maximum the insurer will pay for all
claims within a year. More often, the doctor's

total protection is two or three times that
amount. The most common policy limits—pur-
chased by 46 percent of the surveyed doc-
tors—are $1,000,000/3,000,000.

Basic coverage % of M.D.s carrying it
$2,000,000 | 4% |: [ 1983 |+ [ 1088
Or more SD_O e EPAN o Bikatmind 3
36% |-
1,000,600 7% |-
e T L e Ao T e T T N T T P ST T oo o e T e R T e o
5%
500,
Ba0 7%
8% |-
300,000 Sqrm_.].:
200,000 e
' 10% |
27% |:
100,000 goy, i it ok Wb S0X T oo e e i d
Less than 7M.
$100,000 2
9%
R
Othe 557
Py . i E L TR i ey e

'Less than 1 percent. >"Other” apphes o survey respondents wha specilied palicy imns not listed above. and may include physicians who have
coverage intermediate beiween those amounts. The 5200,000 and $100.000 lgures include Imits of $250,000 and $150.000, respectively.

EXCESS COVERAGE:
AFIVE-YEAR COMPARISON

Although doctors have increased their
amounts of excess coverage, fewer of them
appear to be buying it. Among those who an-

%% of M.D.s carrying that amount

swered questions concerning excess cover-
age. anly 51 percent said they carried it in
1988, compared with 61 percentin 1983.

$10.000,000 +-1% | 1983 | [ 1988 |

Qr more —+13%

5,000,000 10% |

9,999,999 m—

3,000,000- 10%

4,999,999 15%,

DT |

2.000,000- 11%

2,999,999 ——

1,000,000- 64% |-
1,999,999 ] ‘“.,..mjm
Less than A%, [ I A i e el
$1,000,000 5% 1t
r Al i Tl et S e e 8 P e ol

Figures are medians
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Malpractice premiums

:ﬁsulggso BVYE g:EGCE' ALTY Cardiovascular

surgeons FPs GPs

$2,000,000 ar more 14% 4% 2%
1.000.000 47 52 43
500.000 7 5 12
300,000 2 4 6
200,000 12 13 13
100.000 7 13 16
Less than $100,000 -2 1 2
Other® 11 8 8

Otolaryn- Pedia- Plastic

gologists tricians surgeons

$2.000.000 or more 4% 8% 3%
1,000.000 55 57 58
500,000 6 8 9
300.000 5 2 3
200,000 7 7 10
100,000 8 8 6
Less than $100,000 2 .- ; 92
Other® 15 10 11

\Exciudes FPs and GPs. “Less than 1 percent. *'Other” applies to survey respondents who specified
policy limits not kisted above. and may include physicians who have coverage intermediate between those
Smolnts. The $200.000 and $100,000 figures include limits of $250,000 and $150.000, respectively.
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General

Neuro- OBG Orthopedic
surgeons Internists surgeons specialists stirgeons
3% 4% 8% 6% 6%
Bb 59 56 55 59
10 8 7 5 8
2 2 2 2 2
8 9 6 13 10
9 9 9 12 6
1 -2 —2 _z 2
12 9 12 7 9
Thoracic All surgical All non-surgical
surgeons Uralogists specialists specialists’
4% 5% 5% 5%
59 59 55 63
6 6 7 5
5 1 3 3
10 11 10 8
9 8 9 8
1 _2 2 _ =2
6 10 11 8
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Practice expenses

WHERE PRACTICE RECEIPTS GO

Payroll, office space, and malpractice premiums have all
been absorbing larger shares of gross income; they got
12.8, 5.0, and 3.5 percent, respectively, in 1982. So has the
category of “other tax-deductible costs,” which took only 2.5
percent of gross five years earlier. Expenditures in each of
the other categories have decreased by 1 to 2 percentage
points of gross.

Pre-tax profit
61.7%

Other tax-deductible costs*
7.4%

Office payroll
- 14.1%

Office space

Malpractice insurance premiums 4.5%

L—— Drugs and medical supplies 2.5%

L Professional-car upkeep 1.6%
Depreciation on medical equipment 1.6%

————— Continuing education 1.0%

Includes olfice supplies, utilities, dues, subscriptions, travel, and legal, accounting, and
management fees.

.
SPENDING RANGES [foR

" The proportion of doctors

whose non-physician officz
help cost $50,000 or more an-
nually almost doubled in the
five years following 1982. And
the proportion paying at least
$15,000 for malpractice insur-
ance quadrupled. But a note-
worthy change also occurred at
the bottom of our expense
scales: Compared with 1982,
twice as many physicians n
1987 paid nothing for malprac-
tice coverage and profession-
al-car upkeep. The number
getting a free ride on the other
items (courtesy of hospitals,
group practices, HMOs, etc.)—
or perhaps doing without—has
expanded by 21 to 38 percent.

RS T
' Drugsand::”
% medical supplies
e s % of MD.s
$30,000 or more 5%
20,000-29,599 4
15,000-19,999 5
10,000-14,999 11
8,000-9,999 5
6,000-7,999 6
5,000-5,999 8
4,000-4,999 5
3,000-3,999 8
2,000-2,999 8
1,000-1,999 8
1-899 74
None 22
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FOR MAJOR ITEMS IN 1987

$1 00 000 or more 6% $50,000 or more $50 Q00 or more 4%
80,000-89,999 4 40,000-49,999 2 ] 40,000-49,999 3
70,000-79,999 3 30.,000-39,999 & 30,000-39,999 5
60,000-69,999 4 25,000-29,899 3 25,000-29,999 6
50,000-59,999 7 20,000-24,999 9 20,000-24,999 6
40,000-49,999 9 15,000-19,999 12 15,000-19,999 8
30,000-39,995 13 10,000-14,999 18 10,600-14,999 13
20,000-29,999 14 5,000-9,939 19 8,000-9,999 7
15,000-19,999 6 3,000-4,999 4 5,000-7,999 17
10,000-14,999 2,000-2,999 2 3,000-4,999 13

5,000-9,999 1,000-1,999 3 1,000-2,999 10
1-4,999 1-999 2 1-899 -

None 22 None 17 None 8

H . e o : P BN

Profle';sll‘:::l car mle,:!:::i::::?:l:: nt . :‘conhnl.ung\‘ ﬁgﬂ%g!?“
% of M.D.s . % of M.D.s TR AR R %% ofMD.s

$15,000 or more 2% $15,000 or more 7% $15,000 or more 2%

10,000-14,999 < 10,000-14,999 7 10,000-14,999 2
9.000-9,999 1 9,000-9,999 1 9,000-9,999 -
8,000-8,999 3 8,000-8,999 3 8,000-8,999 1
7,000-7,999 3 7,000-7,999 2 7.000-7,999 1
€,000-6,999 6 6,000-6,999 3 6,000-6,998 3
5,000-5,999 g §,000-5,999 7 £,000-5,999 &8
4,000-4,999 9 4,000-4,999 3 3,000-4,999 19
3,000-3,999 i1 3.000-3,999 6 2,000-2,999 21
2,000-2,999 11 2,000-2,999 8 1,000-1,999 21
1,000-1,999 12 1,000-1,995 9 500-999 8
1-899 5 1-999 10 1-499 6
None 23 None 34 None 8
‘Lessthan 1 percent.
T —
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Practice expenses - :
——
HOW EXPENSES COMPARE Of every dollar taken in, the typical FP spends
IN 17 SPECIALTIES about 20 cents on office personnel. But psychi-
atrists, cardiovascular surgeons, anesthesiolo-
gists, and thoracic surgeons spend less than 10
cents. With the biggest five-year spending in-
crease (60 percent) of any field for which we
have comparative data, plastic surgeons main-
TR Malpractice
.. Office: insurance
. payroll premiums..
RSN AT TAs % As % As %
In$ 2] ofgross of gross In§ of gross
Anesthesiologists $23,500 9.0% 1.0% $19,670 7.8% F =
Cardiovascular surgeons 52,190 8.8 3.7 31,550 5
FPs 41,890 204 6.4 7.030 3.4
GPs 33,710 18.4 10,320 6.0 8,740 4.3
General surgeons 29,350 11.0 12,650 4.7 22,200 7.9
internists 32,740 163 12,500 6.3 5,640 28
Neurosurgeons 46,550 11.3 15,860 39 40,600 9.3
OBG specialists 41,000 13.2 15,730 5.5 32,350 10.0 o]
Ophthalmologists 51,670 14.0 18,750 58 10,670 3z
Orthopedic surgeons 55,400 13.6 21,880 54 32,830 8.2
Qtolaryngologists 53,130 15.1 20,290 6.8 19,790 5.8
Pediatricians 34,320 17.2 12,560 6.4 5,750 3.1 g
Plastic surgeons 50,650 12.3 24,020 6.6 26,510 6.8 -
Psychiatrists 16,750 7.9 9,000 6.0 3,230 2.4
—
Radiologists 35,000 12.9 8,000 1.9 8,710 3.4
— e, W
Thoracic surgeons 29.670 9.7 12,950 4.0 31,300 101
Urologists 32,580 2.2 15,180 5.4 15,800 5.6
—""—“-—.._
All surgical specialists 38,700 12.7 15,600 53 23,740 7.4
All non-surgicai
specialists* 31,510 13.7 11,440 5.7 5,620 2.7
—
AllM.D.s 34,280 14.1 12,650 5.8 9,850 4.5
*Excludes FPs ang GPs.




'S g tained their lead in the office-space category.  medical suppiies, with a five-year increase of
i- Malpractice coverage, as a percentage ofgross 126 percent—more than triple the increase for
1 income, s just as much of a burden to thoracic  M.D.s overall. A probable consequence of the
0 surgeons as it is to OBGs. However, premiums outpatient-surgery trend: Claims for deprecia-
1- went up the most for pediatricians (213 percent)  tion on medical equipment shot up 88 percent
2 and FPs (207 percent) since 1982. Also, pedia- among all surgeons combined. The jump was
1 tricians were the top spenders on drugs and  only 35 percent among non-surgeons.
=5 apz=ct - & oA
: ‘Deprecigtion - | | .o
Professional-car | | - onmedical - . Continuing
1  vpkeep .. - | | .‘equipment ' education .
AR R | iR T asw
In§ - .| ofgross - - In§ mong ok “lof gross
$1,750 0.7% $3,500 1.4% $2,200 0.5% $3,000 1.2%
3.280 0.7 5,420 1.1 5.030 0.8 4,860 0.9
. 8,460 4.3 3,110 1.5 3,940 2.0 1,500 0.9
6,610 3.8 3,280 20 2,700 1.5 1,430 0.8
4,160 15 4,480 1.8 3,000 1.1 3,000 1.1
4,830 24 4,050 1.9 3,300 1.5 1,500 0.8
] 2,140 0.4 4,480 1.0 4,060 0.9 3,800 1.0
! g 7,330 2.2 4,540 16 5.330 1.7 3,000 1.0
- 5,100 1.6 4,110 1.0 8,500 27 3,000 0.9
| 10,100 2.6 4,580 14 6,130 1.4 3,840 1.0
6,330 22 4,100 13 6,300 1.8 3,000 0.9
B 12,000 6.1 3,280 1.9 2,950 1.4 1,500 0.9
] 11,600 3.2 5,250 12 6,170 1.7 5,030 1.2
| 1,380 0.6 4,130 2.1 2,060 1.0 1,500 1.3
] 4,000 0.8 4,190 1.6 5,000 2.8 3,000 1.2
i 2,520 0.8 5,320 1.8 3,940 1.0 3,000 {1
| 6,830 2.6 4,250 1.6 4,120 1.3 3,000 1.4
N 5,830 2.0 4,290 1.5 5,420 1.6 3,000 1.0
5,030 24 3,750 1.8 3.120 1.4 2,000 1.0
._.—-——“’""‘-._
R 5,750 25 3,850 1.6 3,980 1.6 2,000 1.0
—_—
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Practice expenses

Great Lakes
states

New England
states
Mid-Eastern
Rocky states
Mountain
states South Atlantic
states
e EXPENSE BREAKDOWNS
Far Western statas BY REG'ON
(including Alaska
and Hawaii}
. Offiice Office- . . insurances:;
+ payroll | SPOCOs - -« premiums;;
Sy i As% 3 ’rig'i:":i , AS % . BE5 SN S A‘S%‘Av
oS L of grogs o In$hr | of gross . - In§ | ofgross:
WEST $36,070 14.7% $15,000 £.2% $10,410 4.4%
Rocky Mountain states 34,170 13.0 14,500 5.9 12,710 5.1
Far Western states 37.000 15.5 15,130 6.3 9,520 4.1
MIDWEST 33,870 14.2 12,040 5.0 10,040 4.9
Great Lakes states 33,260 14.3 11,600 5.1 9,620 4.9
Plains states 36,000 13.9 12,250 47 11,130 4.9
SQUTH 36,960 13.9 12,750 8.5 9,130 39
South Atlantic states 39,620 13.9 12,630 5.3 10,440 4.2
Mid-Southern states 34,640 14.3 12,280 5.6 8,140 3.8
Southwestern states 34,770 13.8 14,200 6.1 7.670 3.5
EAST 30,860 13.5 12170 5.8 10,610 54
New England states 34,690 15.8 12,560 6.3 8,000 45
Mid-Eastern states 29,610 12.9 12,000 586 11,000 5.6
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Some of the more striking developments be-
tween 1982 and 1987: Median costs for depreci-
ation on medical equipment rose 173 percent
among New England practices, 111 percent in
the Rockies; Mid-Southern and Southwestern

physicians held median payroll expenses below
the inflation rate; doctors in the Plains states
kept a similar lid on the costs of office space, de-
preciation on medical equipment, and drugs and
medical supplies.

..hAs% .

+ —t .' 4 9!_9[283“,,, ~;:In$ | “ofgross | T gross:h Sl 407 gros:

$5,810 2.5% $4,230 1.7% $4,320 1.5% $2,000 1.0%

5,600 23 4,100 18 5,110 1.6 2,000 1.0
_'____ 5,870 25 4,260 1.7 3,910 1.5 2,000 1.0
L_—_—.

5,900 2.6 3,430 1.5 3,710 1.5 2,000 1.0
| B 5,780 25 3,400 16 3,630 15 2,000 1.0
_r____ 6,430 2.8 3,560 1.4 3,830 19 | 2,000 0.9
| -
_i____d.-.k 6,300 26 3,590 1.6 4,570 1.6 2,000 0.9
| 6,000 24 3,680 1.6 4,500 16 2,000 0.9
 — 6,200 2.9 3,250 1.5 3,750 14 2,000 0.9
e 6,900 2.8 3,800 1.7 5,270 1.7 2,000 0.0
_‘_..———-'“i__;
4+ —1 5,260 2.3 4,050 1.8 3,550 1.5 2,000 140
—;—-——-*';_ 4,560 1.8 3,330 15 5,000 16 1,500 08
L — 5410 25 4,150 1.9 3,390 1.4 2,030 1.0
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Practice expenses

THE TYPE OF PRACTICE
MAKES A DIFFERENCE Office
space
e LA As%
: In$ of gross
ALL INCORPORATED $41,180 13.5% $14,440 5.3%
Solo 38,460 13.2 14,930 5:5
Multiphysician 45,130 14.0 13,500 49
ALL UNINCORPORATED 28,280 151 10,800 6.3
Solo 26,800 14.8 10,740 6.6
Expense-sharing 29,580 15.0 10,560 57
Partnership or group 36,000 17.1 12,230 5:2
Mulprachce
" insurance:” Professlonul-cur
2 upkeep :
R R e & As % %
v In$iE00 ) of gross j 1ns o gross !
ALL INCORPORATED $12,790 4.6% $6,410 2.4% $4,200 1.5%
Solo 12,520 4.5 5,850 2.3 4,290 1.6
Multiphysician 13,040 4.6 7,800 2.6 4100 1.4
ALL UNINCORPORATED 7,480 4.3 5,220 2.7 3,290 1.9
Solo 7,330 4.4 4,820 2.6 3,340 2.0
Expense-sharing 6,400 3.7 5,600 3.2 2,900 1.5
Partnership or group 9,500 48 7,000 36 3,320 1.B
Depreciation:.
on medical: Conhmung
€ “education:
5 oAs%
“In§ of gross
ALL INCORPORATED $4,880 1.5% $2,580 0.9%
Salo 4,630 1.5 2,870 1.0
Multiphysician 5,130 1.6 2,290 0.9
ALL UNINCORPORATED 3,310 16 2,000 1.0
Solo 3,540 1.7 2,000 0.9
Expense-sharing 2,720 1.5 2,000 1.0
Partnership or group 3,500 1.5 2,000 1.0
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HOW
OUTLAYS
VARY BY
TYPE OF
COMMUNITY
: As %
S Ing of gross
Urban $32,390 13.2%
Suburban 37,300 14.7 14,250 59
Rural 35,130 15.5 10,260 4.9
Malpractice Drugs and R
insurance medical Professional-car
premiuvms supplies upkeep
C As% As % foAs%
Ing of gross In$ of gross In$’ of gross
Urban $10,680 4.7% $5,080 21% $4,070 1.6%
Suburhan 9,570 4.3 6,120 27 3,860 1.7
Rural 8,770 4.3 6,820 3.0 3,400 17
Depreciation
on medical
equipment
As % 2 A8%
ing of gross In§ of gross
Urban $3,710 1.5% $2,020 1.1%
Suburban 3,890 1.4 2,600 0.8
Rural 5,090 1.8 2,000 0.9
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THE WAY | SEE T

TOO MANY OF US

ARE JUST PLAIN GREEDY

An angry surgeon says so many physicians routinely overcharge that
the medical profession may deserve its mercenary reputation.

By George B. Markle IV, M.D. g&&sve™

e all know the popular
stereotype: Doctors
are interested mainly

in money; we charge what the
traffic will bear; we bend or
stretch the rules to enrich our-
selves; we've got a “public-be-
damned” attitude.

Yes, our years of training, long
hours, the strain of responsibil-
ity, the constant need to keep
abreast of new developments en-
title us to a good life. And the
considerable price of malpractice
insurance and of defensive
medicine drives up charges.

But in my 34 years of practice
I have seen such out-and-out
greed that it makes me wonder
if we don't deserve our reputa-
tion for being mercenary. While
most doctors would no sooner
steal money from the govern-
ment or an insurance company
than from a blind man's cup, a
few don’t have such scruples.
They poison the well for the rest
of us,

I was furious when I learned of
this case: A 26-year-old man
called his primary physician on a

]

weekend, describing what sound-
ed like typical appendicitis. The
doctor met him in the emergency
room, and confirmed the diagno-
sis. Then he called in a bright,
aggressive young surgeon, who
agreed with the diagnosis and
took out the bad appendix the
same day.

The primary doctor whistled
a little when he heard that the
bill for the surgery was $865.
But he gagged when he learned
that the surgeon charged anoth-
er $125 to see the patient in the
ER and then had the monumen-
tal gall to bill 395 on top of
that—for admitting the patient.
The primary doctor knew full
well that the ER consult and the
admitting process hadn’t taken
more than 15 minutes together,
and he also knew that he himself
had charged only $45 for meet-
ing his patient in the ER and
making the diagnosis in the first
place.

Here's another example: A
well-trained surgeon, just start-
ing out, was sent a patient with
acute abdominal pain believed

to be due to an obstruction of
some sort. The surgeon treated
the “obstruction” conservative-
ly for several hours with no im-
provement. Then he operated,
and discovered that he'd failed
to detect a perforated ulcer.

Of course, the peritoneal cavi-
ty had to be cleaned out and irri-
gated. As the surgeon did so, it
seemed to him that a loop of
small intestine loocked inflamed
and dark, so he resected a few
inches of it and stitched the ends
together. And, naturally, the
ulcer perforation had to be sewn
closed.

Was this eager beaver satis-
fied to charge for treating a per-
forated ulcer? Don't bet on it.

For that little bowel resec-
tion, probably unnecessary in
the first place, he charged the
same price as for a radical colon
resection for cancer. Not con-
tent with this, he went looking
for more. Of course, there was
the charge for the abdominal ex-
ploration, then there was the
fee for washing out the perito-
neum. And you wouldn't want

MEDICAL ECONOMICS/FEBRUARY 6,198 23
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THE WAY | SEEIT

the patient to walk around with
a hole in his stomach, would
you? That’s right, another sepa-
rate charge for sewing that up.

The patient died, but for
some reason beyond my ability
to comprehend, the surgeon is
still the favorite of the referring
physician he served so poorly.

Or how about another sur-
geon, who operated on a young
woman for appendicitis? He
found a normal appendix, so the
operation suddenly was labeled
an exploration, for which he
could charge a bit more. Natu-
rally, he removed the healthy
appendix as a routine precau-
tion—but billed for both the ex-
ploration and the appendecto-
my, getting roughly double
what he should have,

I know an orthopedist who
charges for an ER visit even
when the patient goes directly
to surgery. His surgical fee
doesn’t include any workups,
and he bills extra for visiting his
patients in the hospital after
surgery. If you add in all the
charges he shouldn't be billing,
his OR time comes to $1,200
an hour. Is it really worth
that much? Sometimes Medi-
care knocks him down on these
extras, but he always bills the
patient for the balance if he
thinks he can get away with it.

I once saw an orthopod set a
bimalleolar ankle fracture. It
needed some aligning and a cou-
ple of screws. When he found a
24 MEDICAL ECONOMICS/FEBRUARY 6, 1989
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chip of bone knocked out of
place, he did what any surgeon
would do—pinned it with a little
piece of wire. Noting a small
tear in a ligament, he put in a
couple of stitches. Look at what
he itemized: open reduction of
the fracture, which commands a
goodly fee; repair of the torn lig-
ament, also well-paid; and a
“bone graft”—which pays more
than the rest put together.

A gynecologist greatly upset
one of my patients with a bill of
$1,413.13 for removing a tube
and an ovary. True, he charged
only $475 for that, but he added
$700 for the laparotomy. I'm
still waiting for someone to tell
me how anyone could do the
first without the second. Let’s
not forget that he snipped a few
adhesions, which allowed him to
add $188.13 to the hill. I wonder
what the 13 cents was for.

Surgeons aren’t alone in
gouging patients a la carte. I
sent a self-paying patient to an
internist because of moderate
hypertension. In one 20-minute
office visit, he managed to item-
Ize enough services—including
an ECG—to run the bill up to
$134. That may not sound like a
lot of money by big-city stan-
dards, but try telling that to a
woman of ordinary means who
has no insurance.

I 'know a GP who manages to
get twice as large a percentage
of his patients into the hospital

as any of his colleagues with
similar practices. I wonder
whether his patients are really
that much sicker than anybody
else’s—or is it that each patient
he keeps in bed is just pumping
out dollars like a successful oil
well?

In case you're wondering,
this doctor occasionally gets
taken to task by his hospital's
utilization review committee
and the PRO reviewers, but
most of the time he manages to
get by them.

As might be imagined, the
physicians I've described here
have net incomes more than
three times that of the typical
American doctor.

Physicians aren't entirely to
blame for this sad state of af-
fairs, We're required by Medi-
care and private insurance com-
panies to itemize our services
according to standard codes and
modifiers. But what started out
as an attempt to control ex-
penses and keep us honest has
become a license to steal for un-
scrupulous physicians,

These “creative billers” can
vastly increase their incomes by
misusing the perfectly legiti-
mate books and computer pro-
grams that tell doctors exact-
ly which codes to use, in what
order, to get correctly reim-
bursed.

Many doctors feel they're not
hurting anyone with these prac-
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tices, because some large insti-
tution such as the government
Or an insurance company pays
the bills. But it’s only a matter
of time before the doetor who’s
willing to cheat an insurance
company starts to chisel his own
patients. As far as I'm con-
cerned, we need to be as honest
with the government and insur-
ance companies as we are with
an individual sitting across the
desk from us. .

Consumerists, industrialists,
labor leaders, politicians, and re-
tirees have been pointing their
artillery at our profession for a
long time now, and abuses like
the ones I've described paint a
target onall of us, -

The majority of doctors, who
work hard, car'e, and are doing
their best completely above-
board, are being hurt by those
who are out to make their mil-
lions as fast and as long as soci-
ety will permit. Abuse of the
system by a greedy minority is
eating away at our marvelous
profession, and we will have
only ourselves to blame if we
continue to put up with it.

Medical schools should take a
role by talking about the ethics
of money as much as the ethics
of medicine. But we can start
solving the problem by not re-
ferring any more patients to
these crooks. And then we can
stop playing golf with them on
Wednesdays. m 4
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