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Going Solo: One Doc, One Room, One Year Later

This unorthodox practice, built on four "ideal" principles, is steadily proving itself a
SUCCeSS.

Gordon Moore, MD

Covered in FPM Quiz

SIFSERIEARG n Feb. 26, 2001, after nearly a decade of salaried practice
. L i ) Ji"l A PDF version of this

within alarge organization, | opened a solo office with no document is available.
» A_\_wm support staff and just 150 square feet. | took this radical step Download PDF now (5
sraalet e e lies because | believe our current health care system is so deeply pages/ 85 KB). More
maintained "open-access” f|awed that incremental improvements to current practice information on using PDF
scheduling. meaning he cannot possibly saveit. | wanted to create an office that would files.
can offer all patients an simultaneously deliver on what the Institute for Healthcare

appointment for "today"
when they call his office.

Improvement (IHI) hasidentified as the four themes for ideal practice: unbeatable accessto care
for patients, deep and personal patient interactions, the utmost reliability in clinical care, and
practice vitality in terms of finances, physician and staff satisfaction, and innovation.

>> By taking his own call
and reducing other In aprevious article ("Going Solo: Making the Leap," FPM, February 2002, page 29), |

access barriers, the . . . . . . .
author has heloed described the reasoning behind this unlikely leap. This article explores the results to date.

develop strong

relationships with his Four pillars of .
patients and simplify his success KEY POINTS:
work.

. The author's solo, idealized practice operates with

| was very nervous for much ; .
Y no support staff and just 150 square feet, making

»> Productivity-based of 2001. Wh“?' felt monthly operating expenses low.

compensation models comfortable with the . Patients of the practice can see their personal

and thin operating theOf]eS behind my new physician on the day they call the office with a

margins pressure practice - and had, in fact, health care complaint, and the practice reports

physicians to crank implemented many of them high rates of patient satisfaction and clinical

patients through the (such as open-access success.

practice, robbing them of scheduling) in my previous . When the practice reaches its full volume of

meaningful interactions. practice - | had never put all patients (just 12 per day), the author expects to
the components together in :akle hometmore th:r; $155,0Cr)]0 pder year, thanks

; ; . o lean systems and low overhead.

» The author's unique one office. Did the pieces Y

practice arrangement flt?_Were breakthroughs

allows him to keep his achievable across the board?

patient panel relatively Would my phone ring off the hook or not at all? Making the process even more complicated
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small and offer deep and
personal health care
interactions.

>> Thirty-minute
appointments are the
norm in the author's
practice, and his patients
spend the majority of their

time in the office with him.

> In his efforts to provide

more reliable clinical care,

the author understands
that strategies such as
trying harder and
attending more CME
events don't work.

>> Physicians will
continue to make
mistakes and omit
important care, but
information systems can
help support their clinical
efforts.

> Because the author
keeps a reqistry of
patients who have chronic

diseases and reviews
their data monthly, a high
percentage of his patients

are up to date on
recommended treatment

goals.

> Without intending to do

so, physicians have
created extremely
expensive offices based
on complex policies and
procedures, which must
be supported by hiring
numerous staff members.

>> By questioning long-
held assumptions and
eliminating tasks and
positions that do not offer
value from the patient
perspective, an office can

reduce its overhead
significantly.

» Using technology and
lean systems, the author
is able to manage his
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was the fact that | was pursuing my new practice only part-time. (I hold a part-time
administrative position with Strong Health, my previous practice's employer, based in
Rochester, N.Y ., where | assist other practicesin developing lean and ideal systems of care.)

Let me describe the strategies | embraced and the results my practice achieved in terms of the
IHI's four themes for ideal practice:

1. Access: Patients have unlimited accessto the care and information they need, when they
need it. To achieve unlimited access, | have taken several steps. First, | have maintained "open-
access' scheduling from day one. What that meansis that, when | am in town, | offer an
appointment "today" to every patient who calls my office, regardless of the perceived urgency
of their complaints. The benefits of this are plenty: My patients are delighted that they can see
me on the day their needs arise, | spend very little time on the phone negotiating appointments
or assessing the "urgency" of the problem, and tomorrow's schedule is free for whatever might
come up. Also, if, say, my children are sick, | can stay home with them without great upheavals
as | have at most one or two pre-scheduled patient visits to cancel.

Another step | have taken is
simply to do without an
answering service and pager.
Instead, | give out my home and
cell phone numbers, asking
patients to use their best judgment
regarding after-hours calls. | take all call myself (meaning | have been on call continuously
since Feb. 26, 2001). | have been called after 10 p.m. an average of once per month, and |
receive just one or two calls per weekend.

Interaction is not the price we pay to
submit a claim. It is the very essence
of what we do.

In my former practice, when | was part of a"call group,” | received many more calls than this -
and often spent call nightsin the attic so as hot to ruin sleep for the rest of my family. The
paradoxical effect of barriersto accessis that we increase unnecessary demand (e.g., "l just
assumed there was a doctor in some call center awaiting my 2 am. call about hemorrhoids") and
we create a more difficult process (e.g., "I don't know these patients calling me; therefore, |

have to work harder to make sure I'm doing the right thing").

True and unfettered access results in less unnecessary (and uncompensated) work for me as well
as better care for my patients. Now, every call | receive is about a patient | know personally.
The calls are much shorter. | always agree with what the on-call doctor said. And | don't need to
sort and fax a bunch of call dipsin the morning. Patients have not abused their direct accessto
me. If anything, they have honored my trust with respect and consideration. When we remove
the barriers and give patients direct access to their persona physician, their health care
experienceis enriched, our connection to them and understanding of them is enriched, and our
work iseasier.

2. Interaction: Interaction
between the patient and care
team isdeep and personal. The
careteam has" memory" of the
patient. Interaction is not the
price we pay to submit aclaim. It
isthe very essence of what we do. It isthe vehicle for all that occursin health care. Productivity-
based compensation models and thin operating margins put severe pressure on time, thereby
robbing patients and physicians of the meaningful interaction that is the core ingredient in good
care. But an ideal practice has the time for patients to speak uninterrupted, for shared decision
making, for sensitivity to cultural and community context, and for listening to patients stories.

In safety, the strategy of exhortation,
"Try harder! Read one more article!
Check one more time!" is bankrupt.

Interaction with the people who come to my practice is often my deepest reward as | participate
in the big and small things that compose their lives. Because my practice is relatively small (my
goal isjust 1,350 patients), deep and personal interaction is the norm. | know each and every
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