
Diagnosing the co n d i t i o n
D E R M A N . Insurance and reimbursement are
two big challenges. Part of the problem is that
reimbursement rates have dropped, thus
physicians need to see more patients, more
e f f i c i e n t l y, in the same period of time to cover
overhead. This is true even in an academic
environment. The days of external support for
the clinical-practice component of a hospital

linked to a medical school are gone. Physicians
have to carry their own weight by way of a
patient base. We work in an inner-city envi-
ronment and it requires a tremendous com-
mitment, given Medicaid reimbursement
rates, to attend to under-served populations.
Therefore physicians often need to modify
their base of patients so that they can pay their
bills. Additionally, with so many different
insurers and managed-care plans, the cost of
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having administrative
support just to handle
reimbursement takes
away what little profit
m a rgin there may be
from the bottom line. If
physicians were to devel-
op a system for cost con-
tainment, it would like-
ly not be a managed-care
system; it would proba-
bly be a PPO system
with some risk taken on
the part of clinicians.

L I V I N G S TO N . There is
a medical liability crisis
right now. Our liability
insurance went from
about $70,000 to about
$160,000. The insurance
companies that we were
with went bankrupt, and
finding another one was
difficult. Other special-
ties are incurring huge
increases, but not to the
extent that Ob-Gyns
have experienced. There
are complicated reasons
for the increases, mostly
due to insurance compa-
ny issues. The medical
insurance companies
c a n ’t increase their reim-
bursement to the physi-
cian. Consequently, we
now are having our
patients pay us out of
pocket, and they are
reimbursed by their
insurance company. The
reimbursements that we
were receiving from the
insurance companies
d i d n ’t cover our costs,
which were going up
h u g e l y, particularly the
malpractice insurance.
The bottom line is as a
participating provider,
the reimbursements
from the insurance com-
panies were not enough
to cover our expenses.
The option was to per-
form lots and lots of
births and not spend as
much time with our
patients, which we found

to be unsatisfying. Our
other choice was to
become a nonparticipat-
ing provider, so that we
could charge what we
c h a rge and presumably
we would have less busi-
ness. We are now in a
position to see if this will
work. Our other choice
was to move out of New
Jersey or go out of busi-
ness. We don’t know if
our current patients will
pay out of pocket or not.
The law provides for
continuity of care, thus
we can’t change mid-
stream. The preliminary
reaction has been mixed.
Some of our patients
have a straight HMO,
and don’t have an out-of-
network benefit. It’s very
difficult for them to pay
the whole amount,
because their insurance
company won’t reim-
burse them at all. Their
choice is to get another
insurance company. I
would estimate that
about one-third of
patients are not willing
to pay out-of-network
prices for standard Ob-
Gyn services. Patients
are stuck in the same
way we are, thinking
that they had insurance. 

U DW I N . For most prac-
tices, there are enough
patients out there. Man-
aged care has been cut-
ting back on what it
contributes to office rev-
enue, so the provider
must make up the dif-
ference by increasing
patient volume. This
creates additional strain
on an already very busy
office environment.

S T E R N . The nature of
the beast these days is
that the best care is
being provided by spe-
cialty-care centers, par-
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ticularly for chronic illnesses. In
other words if a patient has
P a r k i n s o n ’s disease, he or she is
going to go to a Parkinson’s dis-
ease center. If someone has can-
c e r, they are going to go to a can-
cer center. As a specialty center,
we are gatekeepers. We have
social workers, physical thera-
pists, nurses, research projects,
clinical trials, access to the latest
and the best data that most pri-
mary-care physicians don’t have
access to. It’s very costly to main-
tain this type of program, and
insurance doesn’t really help us.
For example when I see a patient
with Parkinson’s disease, the
center is reimbursed a certain
amount from Medicare. That
reimbursement doesn’t come
close to covering what the costs
are to operate a center like ours,
which provides comprehensive
care for a patient with a chronic
illness. Therefore, as director of
the  program, I spend a lot of my
time making sure that we have
the money to run the center.
That means that I have to go to
foundations, I need to write
grants, I need to spend a lot of
time to make sure my younger
colleagues are protected, and
have the financial resources to
continue doing what they do
best. 

RU B I N O. The biggest challenge
right now is dealing with insurance compa-
nies, in terms of reimbursement. It’s time con-
suming, and I had to get an outside billing
service to handle this, rather than pay some-
body here. I try to get fees up front and stay
away from the insurance companies when I
can. I would say the insurance end of the prac-
tice is probably the most trying.

L I V I N G S TO N . We thought we were doing
something unusual, but we are hearing from
our obstetric patients that they are having diffi-
culty finding Ob-Gyns who will take different
types of insurance. If the insurance companies
d o n ’t reimburse well and match the costs of the
physician, more doctors, as a participating
p r o v i d e r, are not going to associate with those
insurance companies. This is something that
will even out over time in accordance with
market forces, but people get caught in the
crunch. We got caught in the crunch because

we had an additional $100,000 in insurance
expenses, which is a lot of money from our total
budget, and it comes directly out of our salaries.

LU BA R S K Y. Another vexing problem is deal-
ing with the myriad rules and regulations of
the government to submit a legal bill. Docu-
mentation takes an inordinate amount of effort
and attention, it detracts rather than improves
patient care, and it causes a great deal of physi-
cian dissatisfaction.

S T E R N . On the patient end, probably the No.
1 concern is the cost of medications. Patients,
such as those with Parkinson’s disease, are best
managed with small doses of different medica-
tions. Many of these patients are spending
$10,000 to $20,000 a year on drugs and there
a r e n ’t too many people who can afford that.
There are a number of potential solutions.
T h e r e ’s better coverage, government interven-
tion, better prescription plans for seniors, and
of course, there are cost efficiencies that the
industry could consider. Should the industry
be spending less on marketing and less on
research and development? I don’t have the
answers to those questions. However, those
marketing dollars play a very important role
in educating physicians.

LU BA R S K Y. One of my biggest challenges is
the recruitment of qualified attending anes-
thesiologists. There is a critical shortage of
anesthesiologists. Well-trained, English-
speaking recent graduates who are good teach-
ers/communicators are in particularly short
s u p p l y. There are thousands of open jobs, and
hundreds of open academic positions. 

B E R DY. The biggest, and probably most frus-
trating, challenge to me today is the lack of
information exchange. For example, if a patient
has been under the care of another doctor, I
would estimate that about 90% of the time I
either don’t get the records or get the records
three to six months after the fact. The same
problem exists with hospital information. It’s
weeks to months until that hospital record
reaches our office. If a patient was seen in the
e m e rgency room over the weekend or during the
night, we spend hours calling the emerg e n c y
room to get information as to what happened. 

U DW I N . Perhaps the greatest office challenge
centers around communication. Communica-
tion between providers and patients, providers
and pharmacies, providers and insurance com-
panies, and providers and laboratories. Com-
bine these complex encounters with even
higher patient volumes and the end result is
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heightened frustration. The end
result may be a delay in return-
ing a phone call, reporting a lab-
oratory result, phoning a pre-
scription to the pharmacy, or
processing an insurance claim.

H I E R . There are a couple of
problems that loom large. Med-
ical errors and medical malprac-
tice are two very big issues. We
worry about making mistakes.
Also the cost of insuring our-
selves against medical malprac-
tice is becoming prohibitive.
The errors that occur among
physicians tend to be not pre-
scribing the right drug, or not
getting to the right diagnosis.
To give you an example, as a
neurologist, I look at a lot of
cases in which tPA, tissue plas-
minogen activator, which is
approved for acute stroke, either
w a s n ’t prescribed, or the stroke
w a s n ’t recognized. We are faced
with: are we knowledgeable of
what the current therapy is, do
we get to the right diagnosis,
and do we prescribe the right
medication in a timely way? 

B E R DY. Red tape is bogging down the physi-
c i a n ’s office and consuming all the time that
should be available for patients. There is a
tremendous amount of red tape involved in
accomplishing anything, from getting autho-
rization to see the patient, to writing a pre-
scription for the patient, or referring the
patient for treatment or evaluation. 

H I E R . If you ask most physicians, the biggest
challenge they have is time management.
Most physicians are busy, they’re being forced
to see more patients in less time, and there are
two things at work here. One is, what is the
most efficient way to see a patient? And two,
i t ’s well-recognized that for every minute a
physician spends with a patient, there is time
that has to be spent sorting out non-reim-
bursed functions related to patient care.
Whether it’s looking at medical records, or
calling people, or communicating with other
physicians, or documenting care, or reviewing
x-rays, or filling out insurance forms, or doing
billing — these are all of the “non-patient
care” tasks that physicians face. For every hour
of direct patient-care time, there’s another
hour of back-room time. We’ve got to make
ourselves more efficient in terms of time spent

seeing the patient, as well as making the back
room more efficient. I think physician pro-
ductivity is one of the biggest challenges we
f a c e .

D O B RO. There are at least three issues that I
believe need to be addressed. One is work flow.
This entails a host of things, but in general it
is the office work load, including patient man-
agement, coding, billing, and collections —
information management issues that have to
be dealt with in the office. With HIPA A
becoming more real, there are more and more
documentation requirements. The second is
patient education. Do we have the right mate-
rials, and are we giving out the right informa-
tion to patients so we can maximize their com-
pliance of, and understanding with, the
program they are supposed to be on, whether
i t ’s diagnostics, medications, exercise, or diet?
Then there’s the issue of assimilating informa-
tion for my own use. There is the need to
access medical records, and keep up to date on
medication lists and drug interactions. Do I
have enough access to information about the
p a t i e n t ’s disease? About new indications?
About newly reported data?

S T E R N . I run a large Parkinson’s disease clini-
cal and research program at the University of
Pennsylvania. Predominantly we see patients
with chronic neurological disorders. These are
patients who often are on multiple medications
and who have a number of healthcare concerns.
These also are patients whose illness not only
affects them, but their entire family. One of our
biggest challenges is access to healthcare — we
have trouble meeting the demand.

D E R M A N . Patients, as well as our colleagues in
medicine, are looking for answers on patient-
management issues and counseling issues.
There needs to be a real focus on the concept of
primary and secondary prevention, if we are to
avoid bankrupting the U.S. healthcare system.

Tapping into te c h n o l ogy
D O B RO. From my perspective, most of what
medicine is about is collecting and processing
information, and that is what computers do.
This should be a natural transition for physi-
cians. But I don’t think an IT transition is going
to happen very fast. Docs are slow to trust infor-
mation to any computer database that’s out of
their own practice. And, technology is expen-
sive. I think there’s a ‘show me’ attitude now,
and rightly so after the last five years of all the
hype. I used to manage a national practice man-
agement company, with a thousand docs coast
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to coast. We were constantly looking for differ-
ent types of technology solutions to help

improve the efficiency in the
practice and to reduce errors. The
last time I looked, about two
years ago, the solutions were not
cost effective, user friendly, or eas-
ily integrated into the whole
database. These are major hurdles
to overcome but I look forward to
that happening. 

H I E R . I am a believer in informa-
tion technology, but the goal of
information technology should be
two-fold. One, to make medicine
s a f e r, which will help us on the
malpractice end. And two, to
make medicine more efficient,
which will make us more produc-
tive. The challenge over the next
five years will be to use technolo-
gy to make medicine safer and
more efficient; that’s where we
have to go. A lot of the technolo-
gy right now is demonstration
projects; there are a lot of toys and
systems that are experimental. 

LU BA R S K Y. Our department is
committed to being a leader in
the field of high technology in
education. We have the larg e s t
anesthesia residency program in
the country, maybe the world.
We recently purchased Palm
Pilots for every one of our 125
residents and fellows, and con-
tracted with a software develop-

ment firm to work with us. We have begun
using PDAs for case logs and board review
questions and answers. We are translating the
most recent American Heart Association preop-
erative workup algorithm into an interactive
Palm-based application. We also tap ePocrates
since access to drug information is crucial in our
business. Furthermore, we are planning a full
s e r v e r-based electronic library, with books on
Palm Pilot cards for point-of-care access. We are
distributing computers to all of the major care
areas, and connecting the computers with our
anesthesia information system to the server-
based library. We expect our residents to be
fully acquainted with the use of the Internet.

B E R DY. The technologies to provide informa-
tion interchange and exchange all exist. But
most hospitals are still archaic, yet believe they
are current. Many hospitals resist using simple
technologies, such as e-mail, which are avail-

able to everybody today. There is concern
regarding privacy and transferring records
e l e c t r o n i c a l l y. The fact is, it’s more important
to save the patient’s life than to worry about
exacting compliance to all the rules.

D E R M A N . Most of us use our Palm Pilots to
download information when traveling. We
might use it for collection of data or as a guide
for communicating with a patient or doing a
call-back. But there are any other uses for tech-
n o l o g y. Because my practice is totally academic
based, we use such technology for literature
searches, obtaining information so that we can
apply competitively for grants, and preparing
for grand rounds as an educational vehicle for
our colleagues, residents, and medical students. 

S T E R N . I always feel face-to-face interactions are
more effective, whether it is a big conference, a
small roundtable, or a preceptorship where com-
munity physicians from the major educational
centers are brought together. This is where I
would spend my energ y. I would rather forego
the CD ROMs, audio cassettes, and give-aways,
and spend my time at face-to-face events. 

D O B RO. With new guidelines and articles
coming out all the time, it’s hard to keep up.
There are different technological aides that can
help us keep up with what’s going on, but they
certainly are not sufficient solutions. I have a
combination Palm Pilot/telephone that I use to
access information. Print is a waste of time dur-
ing the day, because I have to leave the exam
room, and it takes forever to look something up. 

U DW I N . For a while, we thought e-mail might
be the answer. However, security and privacy
concerns have dampened initial enthusiasm. We
briefly experimented with such an approach and
were suprised by the sheer volume of patient
enquires made via the Internet. There certainly
is patient interest in this form of communica-
tion. Perhaps as privacy and security concerns
are addressed and such systems are integrated
into an electronic medical record we will return
to electronic communication as a standard.

RU B I N O. I stick to the old-fashioned methods
with record keeping. I like to have written
documents. I am from the old school. When I
grew up we still had slide rules in college. I
still have a bit of distrust in terms of putting
any records on electronic media.

D O B RO. I t ’s too expensive to put a computer
in every office or put in the very extensive
types of technology tools that have been pro-
moted in the past. I teach at NYU, where we
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have electronic medical records that are so
cumbersome that it takes twice as long to see
a patient, because it takes twice as long to fill
out the electronic record than it did the paper
record. The docs sit down at a keyboard and
type out a whole medical record, which is dif-
ficult for most. The advantage is that we can
retrieve patient records more easily, but there’s
no sorting function or analysis program. It’s
just cumbersome.

H I E R . Technology has a role for the prescrib-
ing function. It’s clear for a lot of patients that
a typed prescription is better than a hand-
written prescription. Programs that contain
information on different medications are an
advantage. These might be whether a drug
comes as a tablet or as a capsule, or on dosages
whether the drug is 180 milligrams or 60
milligrams, and what typical dosages would
be. I actually write my prescription as a note
in an electronic medical record. This provides
several advantages. One, the note is legible.
Two, the prescription is automatically docu-
mented as part of an electronic medical
record. Three, when I see the patient again I
can bring the old prescription forward and I
d o n ’t have to rewrite it. There are disadvan-
tages as well, in the sense that the information
is not live. Suppose I order Dilantin 75 mil-
ligrams. I happen to know there’s no 75-mil-
ligram Dilantin, but I can type whatever I
want. There’s no checking going on, I’m just
writing a note. And, there’s no way to check
for drug allergies or drug interactions. The
goal would be to take the prescribing process
and not just make it electronic, but make it
smart prescribing. Just having a handheld
d o e s n ’t solve all the problems. I don’t want to
write a note stating Dilantin 100 milligrams,
three times a day, and then have to go to the
Palm Pilot to write that prescription. Ideally,
the prescription should become part of the
note. There are a lot of technology opportuni-
ties to make prescribing smarter and more
efficient. There are a lot of good companies
working on it, but they haven’t quite solved
it yet. I also use a PDA now to check the price
of a drug when I prescribe it. Drug companies
are going to have to face pricing at some
point. With so many physicians having
PDAs, it’s very easy to look up the dose of
drug as well as the price. I think there will be
some surprising responses to certain drugs
being priced higher than others. For example,
if a patient comes to me with high-blood
pressure, I can prescribe any one of several
products that basically have the same profile.
I would be more inclined to prescribe Drug X
for $75 a month than Drug Y for $115 a

month. I think more physicians are going to
catch on to this.

U DW I N . I use palm-based portable computer
devices in my capacity as an assistant professor
working with residents and students and in pri-
vate practice. Obstetrics and gynecology resi-
dents and medical students use PDAs to track
patient encounters, read medical text, and
review pharmacology data. In practice, our
provider group “beam” an up-to-date patient
database to one another at staff meetings ensur-
ing each of us has the most current information
on our patient population. The PDA also is used
to prescribe electronically via a wireless environ-
ment and to review pharmacology information.
And of course, the PDA is used
extensively for time management,
coordinating the busy schedules of
the providers in our group. 

D O B RO. The biggest problem
with all the systems that I know
about, is integrating different
databases for hand-held applica-
tions. I am not going to pay
somebody to enter the patient’s
name, insurance information, and
other information twice.
Although I understand there are
some programs that are in devel-
opment to solve this problem.

B E R DY. I do not use e-detailing.
I generally do not use CD ROMs.
I do occasionally look up drug
references on Netscape or
We b M D .

H I E R . I’ve done a little e-detailing
over the Internet, but I have to say
I’ve lost interest in it, even though
I like the Internet. To me e-detail-
ing is pretty dull. It’s obviously a
growth industry. I just wonder,
long term, whether it’s going to
make it or not. There’s something
to be said about a sales rep coming
and talking to me. The challenge
is doing it in a way that they get
their message across, and in a way
that doesn’t waste too much of our
t i m e .

Rep admissions
S T E R N . I really feel that the whole sales rep-
resentative system should be changed. The
field representatives should be more like con-
sultants and should do a better job of educat-

Daniel T.R u b i n o, M . D. I like to make ext ra time

for my pat i e nts and explain to them, in lay m a n’s te rm s,

just what we’re doing, w h at the findings are, and how

t h ey are going to be tre ate d. I try to make my pat i e nt s

feel like they’re part i c i p ating in their ca re and I find I get

a lot be t ter co m p l i a n ce doing it that way, and the

p at i e nt is much happier.
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ing physicians and not focusing so much on
direct sales. I know their job is to sell, but they
would be much more effective if they were

more like liaisons to medical
information. It is so obvious that
many of these sales representa-
tives are uni-dimensional and
purely come to the office to do
their best to sell their drug. I
believe they would be a lot more
effective if their primary role was
in serving an educational pur-
pose and they were better
trained in the particular disease
they were dealing with. We do a
lot of two- and three-day pro-
gram preceptorships and invite
sales representatives to come to
the center. They spend time see-
ing patients with us, and listen-
ing to lectures. When they leave
here they have a much better
understanding of the disease
they’re dealing with and, most
i m p o r t a n t l y, they have an under-
standing of where their drug is
not indicated, as opposed to
where it is indicated. The best
thing sales representatives can
tell a physician is that their drug
is not indicated for a condition,
or it’s not useful in certain situa-
tions, or that it has side effects.
This would enhance their credi-
b i l i t y. Some companies have had
the foresight to realize that their
salesforce should not be quota
based, but rather act as an educa-
tional force.

H I E R . I’m at a large university, where we have
a large practice of neurologists and 10,000
patients — this is a very difficult environment
for pharmaceutical sales representatives. The
difficulty is there are 10, 12, or 15 companies
with products competing for my time. Yo u
can imagine how I feel when there are 10 or 12
different representatives pursuing me in the
clinic, where I’m supposed to be seeing
patients. I just don’t have time to talk to them.
If I’ve got 12 patients to see, do I really have
time to spend 20 minutes in the middle of my
clinic hours talking to a representative? 

D E R M A N . T h e r e ’s no doubt companies are
investing money in what is commonly referred
to as health-sciences advisors. Hiring more for-
mer Pharm.D.s who can talk to physicians
about labeling and in some cases even off-label-
ing when questions are asked is a major goal.

H I E R . If there were some kind of contract
between the sales representative and the doc-
tor that limited the visits, physicians would be
more likely to make time for them. For exam-
ple, if the sales representative were to say, ‘I
want to talk to you for 10 minutes and I want
to talk to you about Product Y. This is my
agenda and this is what I specifically want to
talk to you about. After I do that, doctor,
you’re not going to see me again for 6 months
or 12 months.’ A lot of us experience the sales-
representative hordes that descend on the
office. They want to spend as much time as
they can, they have a hard time focusing on
what message they want to get across, and
then no sooner are they gone than they are
banging on the door to come back. All of those
things, in my opinion, work to the sales reps’
d i s f a v o r. 

D O B RO. I used to see maybe three or four
sales reps in a day and spend 5 or 10 minutes
with them. But that took the place of seeing a
couple more patients in a day. 

RU B I N O. Reps come in on a regular basis and
they’re always cheerful and polite. There are a
couple of pharmaceutical companies I’d like to
hear from more. Even though I’ve made phone
calls to their headquarters I find it hard to get
certain sales representatives in here sometimes.
I like to hear the new innovations and the new
uses that are being found for drugs, such as off-
label information. 

LU BA R S K Y. Pharmaceutical reps can best
serve an academic department by providing
experts to educate our diverse and large group
of 300 anesthesiologists, interns, residents, fel-
lows, and CRNAs. They also disseminate
important information about advances associ-
ated with their products.

B E R DY. I happen to like the detail represen-
tatives, they serve me well. Not in terms of a
free lunch, but the information they can pro-
vide in a five-minute window. I find them to
be a tremendous source of educational infor-
mation. 

S T E R N .In my opinion, the best thing that the
pharmaceutical industry could do is educate
physicians in an unbiased format. CME cours-
es, educational programs, that’s where I’d like
to see the marketing dollars focused, with less
on the give aways.

The DTC dilemma
U DW I N . Knowledgeable and informed are
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David A. L u b a r s k y, M . D. , M BA . A vex i n g

p roblem is dealing the my riad rules and re g u l ations of

the gove rn m e nt to submit a legal bill. Doc u m e nt at i o n

t a kes an inord i n ate amount of effo rt and at te nt i o n ,i t

d e t ra cts rather than improves pat i e nt ca re, and it ca u s-

es a gre at deal of physician dissat i s f a ct i o n .
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two different issues related to patients.
Patients have a recognition of new products,
but often they may not necessarily know all
the subtleties and nuances of the medication.
DTC is good in that it brings patients into the
office who might not otherwise come. And it
brings up issues they might not otherwise
have thought about. However, it’s important
for the patient to discuss any new product
with the provider to ensure a more ‘balanced’
perspective before initiating treatment.

B E R DY. I believe DTC confuses the issue. I
d o n ’t find patients very educated, I find them
informed, which often means misinformed. I
find also that DTC creates a lot of conflict in
the office between the patient and the doctor.
Not in the sense that the medication is inap-
propriate, but in the sense that it might not
be covered by the insurance company. The
patient tends to assign the blame for that to
the physician rather than the insurance com-
p a n y.

D O B RO. I don’t mind the idea of patients
being really educated and asking me questions
about everything they’ve heard. I’m a little
resentful that some of the direct-to-consumer
ads that I’ve seen are a bit manipulative. I
think they try to oversell the benefits of a
drug. It may just be a perception because I
know what the risks and benefits of most of
the drugs are. 

H I E R . I think DTC is a positive in the sense
that when we do suggest a new drug, the med-
ication is accepted faster by the patients
because they have some familiarity with it.
And we spend less time educating the patient,
which is another plus. That goes back to sav-
ing us time, less salesmanship on the part of
the doctor.

Pat i e nt ca re
RU B I N O. I like to make extra time for my
patients and explain to them, in layman’s
terms, just what we’re doing, what the find-
ings are, and how they are going to be treated.
I try to make my patients feel like they’re par-
ticipating in their care and I find I get a lot
better compliance doing it that way, and the
patient is much happier.

U DW I N . The availability of online resources
has significantly improved the care I provide.
Patients may be given a ‘homework’ assign-
ment before the visit. Then, in the office we
may discuss the finer points of a diagnosis or
treatment rather than simply basic informa-

tion. Patients leave the office with a higher
level of satisfaction and a deeper understand-
ing of their situation. Of course it is important
to know where your patient is coming from
before instituting this approach.

LU BA R S K Y. At Jackson Memorial Hospital,
with 1,450 beds, the second-largest indigent
county hospital in the nation, we see a broad-
spectrum of individuals. We must tailor our
conversations in terms of both complexity and
language to the individual.

S T E R N . Either you’re born with a certain
empathy and ability to address cross gender
and cultural lines, or you’re not. It’s always a
challenge. What I say to one patient may be
completely different from what I say to the
next patient, depending upon
their educational background or
ability to understand. Of course,
that is a significant challenge to
us and one that some physicians
deal with better than others.

U DW I N . To d a y, patients have a
keen understanding of the reali-
ties of managed care. They realize
that we can’t spend an hour
addressing 14 items when there’s
a waiting room filled with
patients. Patients readily accept
that we can address the two or
three most pressing items on the
list and return to the office to
review the remainder. 

D O B RO. In my experience of
doing disease management and
case management, most people
do not have a good understand-
ing of their disease. I am finding
that patients are at least starting
to ask better questions. Patients
have access to the Internet, and
magazines and newspapers are
writing slightly more accurate
articles about different diseases. I
find that I have more patients
coming in with a file of questions
and articles that they’d like me to
read. I don’t mind. I can’t take up
a long time in an exam doing that, but I can
answer their questions or get back to them. I
often use e-mail to get back to them with an
a n s w e r. ✦

Ph a rm a Vo i ce we l comes co m m e nts about this

a rt i c l e. E-mail us at fe e d b a c k @ p h a rm a l i n x . co m .
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Jack B e rdy, M . D. Red tape is bogging down the

p hys i c i a n’s office tod ay and consuming all the time that

should be available for pat i e nt s.Th e re is a tre m e n d o u s

a m o u nt of red tape invo l ved in accomplishing any-

t h i n g, f rom getting authori z ation to see the pat i e nt, to

w riting a pre s c ription for the pat i e nt, or re fe rring the

p at i e nt for tre at m e nt or eva l u at i o n .


