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BACKGROUND AND OBJECTIVES: The study’s aim was to ascertain family
physicians’ suggestions on how to improve the commonly used US evaluation
and management (E/M) rules for primary care.

METHODS: A companion paper published in Family Medicine’s May 2014
journal describes our study methods (Fam Med 2014;46(5):378-84).

RESULTS: Study subjects supported preserving the overall SOAP note struc-
ture. They especially suggested eliminating bullet counting in the E/M rules.
For payment reform, respondents stated that brief or simple work should be
paid less than long or complex work, and that family physicians should be
paid for important tasks they currently are not, such as spending extra time
with patients, phone and email clinical encounters, and extra paperwork.
Subjects wanted shared savings when their decisions and actions created
system efficiencies and savings. Some supported recent payment reforms
such as monthly retainer fees and pay-for-performance bonuses. Others ex-
pressed skepticism about the negative consequences of each. Alighed incen-
tives among all stakeholders was another common theme.

CONCLUSIONS: Family physicians wanted less burdensome documentation
requirements. They wanted to be paid more for complex work and work that
does not include traditional face-to-face clinic visits, and they wanted the in-
centives of other stakeholders in the health care systems to be aligned with
their priorities.

(Fam Med 2014;46(6):470-2.)

n a companion paper (Young |ethods

I RA, Bayles B, Hill JH, Ku-
mar KA, Burge S. Family
physicians’opinions on the primary
care documentation, coding, and bill-
ing system: a qualitative study from
the Residency Research Network of
Texas. Fam Med 2014;46(5):378-84),
we reported what family physicians
like and don’t like about the existing
Evaluation and Management (/M)
system. In this paper, we report their
suggestions for improvement.
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Our methods were reported in the
companion paper.

Results
Documentation

Study subjects supported preserv-
ing the overall SOAP note structure.
They found the E/M rules to be ex-
cessively burdensome, not very in-
tuitive, and mostly unrelated to the
quality of care they provide. They

especially wanted to eliminate bul-
let counting.

[Clounting out official bullets, ...
needs to be dropped.

Coding

Some subjects wanted to be paid for
work that family physicians often
provide but are not paid for under
the E/M rules, including time re-
quired to care for complex patients
and non-face-to-face care. Time was
felt to be a valid metric to base these
new fees.

I would have some system that
codes based on time and ... allows
you to code or bill for the extra
work outside of an office visit.

Several subjects wanted to mod-
ify or abandon the American Medi-
cal Association’s Current Procedural
Terminology (CPT) system, because
it does not allow them to code or
bill for the number of issues they
address in a clinic visit or the com-
plexity of care.

From the Family Medicine Residency Program,
John Peter Smith, Fort Worth, TX (Dr Young);
and the Department of Family and Community
Medicine, University of Texas Health Science
Center at San Antonio (Dr Bayles, Mr Hill, Dr
Kumar, and Dr Burge). All authors represent
the Residency Research Network of Texas.
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I think that the three things [to
value] that I did are the complex-
ity of each problem, the number
of problems that I dealt with, and
the amount of time that it took to
deal with them, which are not re-
ally well represented [in the cur-
rent system].

Billing | Payment

There was no significant consensus
on a better payment system for pri-
mary care. In fact, there were a wide
variety of opinions, though a few pat-
terns emerged.

Work Effort

Many subjects felt that brief or sim-
ple work should be paid less; long or
complex work should be paid more.
Subjects said that taking extra time
was appreciated by patients, their
families, and even other stakehold-
ers in the health care system, but
that the lack of payment for this ex-
tra effort left the physicians caught
between the altruistic imperative to
provide the best care versus the op-
portunity cost of an unreimbursed
service.

I get the same amount as the two
local physicians who are very well
known ....[to not] really spend any
time with the patient.

Efficiencies of Family Medicine
Another common theme was that
family physicians wanted rewards
for creating systemic efficiencies.
One example was providing E/M ser-
vices and a procedure in the same
visit.

I think that we should be given
more credit for adding procedures
onto E&M stuff, ... because that
prevents the patient from having
to come back a second time.

Subjects also wanted extra pay-
ment for providing urgent care
services in their clinics more com-
miserate with the fees emergency
rooms and hospitals are allowed.
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[W]e saved last year more than
6,000 hospital days. On average,
each hospital day costs $2,000. So
6,000 hospital days savings times
$2,000 a day is $12,000,000. How
much do you think they paid me
for that? None. I should get some.

In all of these situations where
the family physicians complained
about their lack of reimbursement,
they also noted the inconvenience to
the patient to make multiple visits.
Subjects also called for reform in oth-
er special federal payment mecha-
nisms, such as rural health clinics.

Global Fees and Pay-for-
Performance

A few subjects expressed support for
payment concepts such as global or
monthly fees from patients/payers
and salaries for physicians. Howev-
er, many expressed skepticism about
co-existing negative consequences.

I think that having global fees for
management of hypertension or di-
abetes or some of the other things
is fraught with difficulties and er-
rors.

Subjects expressed doubt that any
risk adjustment system could ade-
quately correct for patient character-
istics and their impact on physician
work and payment. Characteristics
included patient comorbidities, men-
tal health status, social support, and
behaviors, especially adherence to
recommended treatment plans.

Why should I get paid a global fee
for Ms Jones’ diabetes treatment
and Ms Jones does nothing that I
ask her to do? I get penalized ... be-
cause she is so noncompliant.

Incentives for Other Stakeholders

Though all of our questions focused
on family physician work, many sub-
jects also mentioned other payment
reforms, including hospitals, insur-
ance companies, and patients, sug-
gesting that meaningful payment
reform for physicians required other
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types of payment reform at the same
time to be effective.

Patient Incentives
Subjects wanted patient incentives
aligned with physician incentives.

[Patients] have the incentive to try
and cram as much into [a clinic vis-
it] as they can because obviously
they have to take off of work..., and
they want to get their value out of
the visit.

Many subjects wanted shared
savings innovations that rewarded
patients for “good” behavior and dis-
incentivized “bad” behavior.

In fact, even a reward to [patients],
if they take good care of themselves
and they lose weight and so forth,
they get to share in the savings.

Discussion
We found that family physicians
wanted less burdensome documen-
tation requirements. They also want-
ed to be paid for complex work and
work that does not include tradition-
al face-to-face clinic visits, and they
wanted the incentives of other stake-
holders in the health care systems to
be aligned with their priorities.
Because the highest-cost Medicare
and Medicaid patients are those with
multiple chronic diseases, the lack of
incentives for family physicians to
provide comprehensive care to com-
plex patients should concern payers.
Studies have shown that for a most-
ly middle-age insured population, a
family physician addresses 2.5 to 3.1
issues in the average clinic visit.”®
The average number of issues per
visit grows to 3.9 to 6 for elderly pa-
tients and 4.6 for patients with dia-
betes.®!° Direct observation studies
have found that primary care phy-
sicians in clinic only spend 1 min-
ute on other patient concerns after
the chief complaint is addressed.?
This leads to reduced uptake of
quality chronic disease care ser-
vices when other patient concerns
are addressed.! Therefore, many of
our subjects wanted to be paid for
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addressing many issues in one vis-
it—and to eliminate incentives to
schedule the patient for multiple
visits for the same list of concerns.

Implications and Future
Research

Though many primary care enhance-
ment demonstration projects have
begun in the United States over the
last 5 years, our study provides fur-
ther insight on problems with the
existing E/M rules and payment sys-
tem that could inform future prima-
ry care payment reform efforts.

We hope that our findings will
stimulate payment reform experi-
ments that match the suggestions
we elicited from front-line family
physicians.
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