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Lately, physicians are
being asked to talk with
their patients about more
than just medical concerns. Some agencies and
organizations say that the
physician’s office is the
only place where some
patients can get help and
information on a range of
issues related to the public
good, such as domestic
abuse, gun safety, keeping
prescription drugs away
from small children, anger
management, and bullying.
Physicians have told me
that they’ve been advised
to talk with patients about
backyard pool safety, the
importance of wearing seat
belts, other home hazards,
and more—all in the name
of public health.
Some physicians are
comfortable with this
expanded scope of responsibility. Others feel that
those subjects dilute the
doctor’s ability to focus on
health care. They also point
out that discussing these
additional topics is difficult

amid devoting time to
paperwork, quality reporting, productivity targets,
EHR checklists, complex
medical issues, and insurance claims.
As demands on physicians grow, the frustrations
and pressure are pushing
physicians over the top.
Dissatisfaction and burnout
are rampant.
A small percentage of
physicians have adopted a
concierge model that allows
them to practice medicine
the way they choose. This
concept has been evolving
over recent years and has
become more palatable
to some.
To see some of the
new ways that doctors
are running concierge
practices, take a look at our
feature article, “Concierge
Practice: Could the New
Models Be Right for You?”
And for more information
on this type of practice
and other ways to lessen
frustration and burnout,
visit medscape.com/businessmedicine.
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PHYSICIANS ARE SEEING MORE
PATIENTS AT WORKSITE CLINICS

MEDSCAPE NATIONAL PHYSICIAN BURNOUT
AND DEPRESSION REPORT 2018

Physicians may soon
have an additional work
option to choose from—
onsite medical clinics at
workplaces are making a
comeback, as employers
increasingly see this as a
cost-effective health care
option for employees.
Companies offering this
service typically include
primary care physicians
as well as specialists and
other health care providers.

HOW SEVERE IS PHYSICIAN BURNOUT?

Burnout continues to be a pervasive issue among physicians. This part of Medscape’s annual Physician Lifestyle
Report focuses on their responses to our survey questions about burnout and depression. How prevalent
are these factors and how do they affect physicians’ lives? More than 15,000 physicians from 29 specialties
responded. Check out the full report at medscape.com/2018-lifestyle-burnout-depression.

WHICH DOCTORS ARE
MOST BURNED OUT?
1. Intensivists (48%)
2. Neurologists (48%)
3. Family physicians (47%)
4. Ob/gyns (46%)
5. Internists (46%)
6. Emergency medicine physicians (45%)
7. Radiologists (45%)

WHICH SPECIALISTS HAVE THE
LOWEST RATES OF BURNOUT?
Plastic surgeons 23%

Dermatologists 32%

Pathologists 32%

Ophthalmologists 33%

SPEAKING OUT AGAINST CLINICIANS
WHO PARTICIPATE IN TORTURE

MAIN WAYS PHYSICIANS COPE WITH BURNOUT *

48%
38%

TOP 5 REASONS
FOR BURNOUT

Exercise 50%

Talk with family/close friends 46%

Sleep 42%

Isolate from others 36%

HOW MUCH ALCOHOL DO
PHYSICIANS DRINK?

14%

MEDSCAPE.COM/BUSINESS

Johns Hopkins School of Medicine and primary care physician,
and his colleagues in an analysis published in the BMJ.
The issue came to the forefront after a 2016 release by the CIA
of previously classified papers showed that the CIA conducted
experimental research to find out whether torture could break the
resistance of detainees being interrogated. Health care workers took part in
these experiments to define the torture
subjects’ thresholds of pain and suffering.

Eat junk food 33%

HOW MUCH VACATION DO PHYSICIANS TAKE EACH YEAR?
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It is unethical for health care professionals to participate in
torture, facilitate it, allow it to continue, or be present during
torture, wrote Zackary Berger, MD, PhD, associate professor at

*Note: Respondents could choose more than one answer

1. Too many bureaucratic tasks (56%)
2. Too many hours at work (39%)
3. Lack of respect from employers,
colleagues, or staff (26%)
4. EHRs (24%)
5. Insufficient compensation (24%)

1. Do not consume alcohol at all (22%)
2. Less than one drink a week (27%)
3. 7 or more drinks each week (8%)

More physicians have come out strongly against clinicians
who participate in torture for any reason.

More than four weeks 18%

“Medical participation in torture has
taken place throughout the world and
was a prominent feature of the U.S.
interrogation practice in military and Central Intelligence
Agency (CIA) detention facilities in the years after the attacks of
Sept. 11, 2001. Little attention has been paid, however, to how a

Three to four weeks 49%

Two weeks or less 33%

of all physicians said
they are both burned
out and depressed.

SOME DOCTORS’ ADVICE ON
PREVENTING BURNOUT:
Count your blessings.
Don’t watch the news. Okay, maybe a little.
Don’t take your computer home.
Make yourself happy and do the job.

GETTY IMAGES

WHO IS
MORE
BURNED
OUT, MEN
OR WOMEN?

Larry Boress, head of
the National Association
of Worksite Health Centers,
said that a survey showed
that about 30% of U.S.
businesses of all sizes
offered medical care for
employees. In 2018, 50%
of companies will offer this
service, with an additional
11% saying they are considering opening an onsite
clinic by 2020, Boress told
The Wall Street Journal.

regime of torture affects the ability of health professionals to
meet their obligations regarding routine clinical care for
detainees,” wrote Dr Berger and his colleagues.
Finally, the authors urge professional associations of physicians, psychologists, psychiatrists, and other health care
professionals, as well as licensing authorities, to sanction health
care professionals who have participated in torture.

MEDICARE WELLNESS VISITS CAN
INCREASE PHYSICIANS’ REVENUE
Almost one half of physician practices may not
be taking advantage of an opportunity to
generate revenue by providing annual wellness
visits to Medicare patients, according to a new
study published in Health Affairs.
“Adoption of the
annual wellness visit
may benefit practices
financially, yet half of
them are missing out on
these benefits—particularly practices that
disproportionately care
for medically and socially
complex patients,” the
authors wrote.
The study, conducted
by Harvard Medical
School researchers
using national Medicare
data, found that in 2015,
about 51% of practices
did not provide annual
wellness visits, whereas about 23% provided
the visits to at least
one quarter of eligible
patients.
Practices that scheduled annual wellness
visits rather than the
typical problem-based

visits saw increases in
primary care revenue
because Medicare pays
more for such a visit, said
the study’s researchers.
The average reimbursement for an initial
annual wellness visit is
$172 per patient. For all
subsequent visits the
average reimbursement
per patient is $111.
Why are so many
primary care practices
missing out on the
wellness visit? One
reason may include the
wellness visit’s complex
and confusing requirements; other reasons
may be that for physicians with disadvantaged or high-risk
patients, the practice
may be busy caring for
patients with more
critical health needs.
BUSINESS OF MEDICINE //
MEDSCAPE.COM/BUSINESS
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PHYSICIANS ARE TALKING
THE MEDICAL BUZZ

TO HUG OR
NOT TO HUG A PATIENT?
PHYSICIANS DIFFER ON THE RIGHT BEHAVIOR
BY SANDRA LEVY

“

HUGGING THE PATIENT MAY COME BACK TO
HAUNT YOU. YOU’RE NOT A MIND READER. YOU
DON’T KNOW HOW THE PATIENT WILL REACT OR
WHAT THE PATIENT THINKS ABOUT YOU REACHING
OVER AND HUGGING THEM.

be ‘yes.’ However, it will be a threesecond hug and nothing more.”
—A PHYSICIAN

“I began hugging my HIV/AIDS massage therapy clients in 1995 when many health care providers
were terrified to touch them. That experience has made me a ‘hands-on’ physician today.”

“

—A FAMILY PHYSICIAN

SO NOW WE NEED ‘GUIDELINES’ FOR HUGS? THAT IS PATHETIC.
SO MANY OF OUR ELDERLY PATIENTS NEED AND ASK FOR HUGS
AS A GREETING OR, MORE OFTEN, A GOODBYE.”

8 \\ BUSINESS OF MEDICINE
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—A PHYSICIAN

—A NEUROLOGIST

”

“If my patient asks me, ‘Doc, can I give
you a hug?’ my answer will always

—AN OB/GYN

NO, WE SHOULD NOT
EVER HUG PATIENTS. IT IS
AN UNEQUAL RELATIONSHIP
AND CAN BE MISCONSTRUED.
SHAKING HANDS, SPEAKING
KINDLY, AND SPENDING
TIME ARE PROPER. AND
PRACTICING THE LOST
ART OF LISTENING.

”

–AN OB/GYN

I WAS ALWAYS TAUGHT
A HUG CAN BE MISCONSTRUED. I STILL STAND BY
THIS CONCEPT. IF SOMEONE
HAS A LOSS, I WILL TOUCH
THEIR ARM AND EXPRESS
MY SYMPATHY.

“

“The cons include
the following: The
recipient calls the
police and files
charges of sexual
battery. The DA
chooses to prosecute.
The patient files a
lawsuit. The medical

board revokes the
doctor’s license. The
doctor becomes
bankrupted from
the costs of his legal
defense, plaintiff’s
award, loss of income,
and restriction from
practicing medicine.”

—AN EMERGENCY MEDICINE PHYSICIAN

—A HEALTH CARE PROVIDER

“I hug every
one of my
patients and
kiss most.
That’s my
culture. It’s
what ‘feels
right’ to me.
That’s my
expression
of sympathy/
empathy—of
‘I am in this
with you.’”
—A PHYSICIAN

“YES. TOUCHING THE PATIENT
APPROPRIATELY IS THERAPEUTIC.
SIDE HUGS ARE HIGHLY ADVISED,
AND NEVER BELLY HUGS.”
—A GASTROENTEROLOGIST

GETTY IMAGES

T

here is a new caution
affecting personal
interactions in the
physician’s office. Given
the numerous recent high-profile
accusations of alleged sexual
harassment and inappropriate behavior, people are concerned that
formerly “acceptable” behavior
could now land them in trouble.
Doctors care about their
patients, and a hug is a common
physical expression of caring. But
is it appropriate to hug a patient?
Hugging patients comes naturally
for some physicians, especially
when the patient has a terrible
disease, is grieving, or is lonely
and needs moral support. A recent
Medscape article titled “Should
Doctors Hug Their Patients?”
asked this question and generated heartfelt responses.

“I offer hugs in appropriate situations, and I have many long-term
patients for whom this is a natural gesture of greeting or farewell. It
is common for me to encounter patients who share enormous pain
. . . marital infidelity, aging parents, deaths in the family, job stress,
errant teenage children . . . during the course of their appointment . . .
patients who feel comfortable being honest and vulnerable with me.”

“

”

“

I SHAKE HANDS OR SAY A
TRADITIONAL ‘NAMASTE’ WITH
BOTH HANDS TOUCHING AS
IN PRAYING, WHICH CONVEYS
ALL OF MY GOOD FEELINGS,
THOUGHTS, AND WISHES TO
MY PATIENTS EFFECTIVELY.
—A HEALTH CARE PROVIDER

”

“

I TRY NOT TO HUG
ANYONE WHEN I AM IN
A PROFESSIONAL SETTING. I TRY NOT TO EVEN
SHAKE HANDS IN THAT I
CONSIDER THAT ACTION
A BUSINESS-TO-BUSINESS
RELATIONSHIP (SEALING THE
DEAL WITH A REALTOR, FOR
EXAMPLE).

”

—AN INFECTIOUS
DISEASE SPECIALIST

“I have grappled with this question over the
years, but I mostly settled on total avoidance
of embrace. An occasional hug when there
has been a death in a patient’s family, but I
recall this as once every few years.”
—A DERMATOLOGIST

BUSINESS OF MEDICINE //
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CONCIERGE
PRACTICE
CONCIERGE
PRACTICE
COULD THE NEW MODELS BE
RIGHT FOR YOU?
BY LEIGH PAGE

M

GETTY IMAGES

ANY PHYSICIANS WHO
ARE FRUSTRATED WITH
THE PRESSURES AND
DEMANDS OF MEDICINE
HAVE AT LEAST CONSIDERED CONCIERGE MEDICINE. While most
have decided that it’s not right for them,
changes are in the wind.
Over the past two decades, concierge
medicine has become a modestly popular
alternative for physicians who are overloaded with work and want to do what
they feel is a better job serving a smaller
set of patients.

BUSINESS OF MEDICINE //
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COVER STORY
CONCIERGE PRACTICE

Specialists, large group practices, and hospital-employed
physicians are offering concierge relationships for some of
their patients; the rest retain a traditional arrangement.
Other physicians have reduced the membership fee,
dropped insurance altogether, and created a less expensive
practice model that can appeal to patients with less money.
Start-up companies are repackaging the membership model,
pairing it with high-deductible insurance, and selling it to
employers as a more effective way of covering their workers.

Some proponents envision this consumer-based
model as a way to replace our insurance-based system
with a consumer-based system and save health care
from escalating costs. With the degree of discontent
many physicians feel toward the health care profession, these “new, improved” models may appeal to a
growing number of doctors.

THE HYBRID MODEL

Physicians have been tinkering with the concierge model
for a long time. For example, many of them keep patients
who won’t convert to the membership model—either
because they don’t want to lose those patients or because
they can’t find enough memberships to replace them.
According to a 2016 survey, only 30% of physicians
who take any kind of membership fee have all of their
patients under that model.
This approach, called “hybrid concierge,” is now being adopted by specialists who have been shut out of
the concierge phenomenon, according to Wayne Lipton,
CEO of Concierge Choice Physicians, a concierge care
consultant in Rockville Centre, New York.
Seeing only concierge patients on a long-term basis
is impossible for specialists, who provide episodic care
12 \\ BUSINESS OF MEDICINE
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to most of their patients.
But many specialties do
see some patients on a
long-term basis and function in many ways as their
primary care provider,
Lipton says.
These specialties include
cardiology, gastroenterology, pulmonology, rheumatology, and endocrinology.
Lipton says that cardiologists became interested in
concierge as a new form of
income, as reimbursements
have declined in the past
two years or so. “We’ve also
seen more interest among
gastrointestinal [GI] docs,
who are shifting from scoping to doing ongoing GI
issues,” he says.
These specialists
convert a small but
significant portion of their
patients to concierge—
something like 2%–3%,
Lipton says. According
to a recent assessment by
the editor of Concierge
Medicine Today, specialists
make up almost 10% of
concierge practices, and
interest in concierge is
growing “moderately”
among specialties.
According to a 2015
study, direct primary care
(DPC) practices charged patients an average of $77.38
per month, compared with
$182.76 for concierge
practices. DPC practices
use a retainer model.

them up after they start.
Some DPC companies
offer full-time employment
for physicians. Paladina
Health, for example, pays
“a flat salary and incentivized through bonuses on
health outcomes, patient
engagement, and patient
satisfaction,” according to
its website.
Others actively recruit
new doctors who then
set up DPC practices. For
example, MedLion has reportedly been helping new
primary care providers start
their own practices with
incentives like helping them
pay back student loans and
choose a location.

THE ACA EFFECT
DPC OPTIONS

DPC practices can reduce
expenses by eliminating
insurance reimbursements. Even though this
means giving up another
form of income, it actually
saves a great deal of money
because billing operations
are very expensive—from
coding to compiling bills
based on codes and dealing
with insurers.
Dr Forrest says DPC doctors can potentially get discounts of up to 30%–60%
for malpractice coverage
because closer relationships
with patients lowers the risk
of being sued. He adds that

GETTY IMAGES

CHARGING MEMBERSHIP FEES OF MORE THAN
$100 A MONTH WHILE STILL GETTING INSURANCE
REIMBURSEMENTS, the classic concierge practice
allows mostly primary care physicians to provide more
comprehensive services to a relatively small panel of
50–1,000 patients.
Now, however, new groups of physicians are changing the original concierge model and recreating it in new
ways. For example:

electronic medical record
systems can be much simpler because DPC physicians aren’t using them to
bill insurance.
Some doctors start a
DPC practice but diverge
from the standard model.
For example, they don’t
want to dismiss longtime
patients who won’t convert
to DPC, or fire staff who
aren’t needed in direct care.
Also, as in Dr Wood’s case,
they may not be able to find
enough patients to support
a pure DPC model.
Such practices become
hybrids, serving two
groups of patients—those

paying through membership fees and those billed
through their insurance.
Hybrid DPCs may not
be a good business model
for individual physicians,
but they have turned out to
be a great business model
for DPC companies, which
match employers who want
DPC coverage with clinicians who can provide it.
Physicians who had
no interest in DPC may
consider setting up a DPC
hybrid or working fulltime in DPC. A company
will educate them and
their staffs on how to
provide services and back

Dr Forrest says removal of
the ACA mandate to buy
health insurance, which
was part of President
Trump’s tax bill passed in
December 2017, will be a
boon for DPC.
In 2019, when the ACA
mandate ends, insurers will
be allowed to offer policies
that don’t comply with the
ACA’s mandate for minimum essential coverage,
which requires coverage of
a standard set of services,
Dr Forrest reports.
When that happens,
insurers can offer
stripped-down policies
that cost about one
quarter of what they cost

today, he says. With these
savings, employers and
people who have to buy
their own insurance easily
have enough money to buy
DPC memberships.
These memberships
will give consumers access
to primary care that they
can’t get with their highdeductible policies—unless, of course, they reach
their deductible, which
may never happen unless
they get very sick, given
the current stratospheric
amounts of deductibles.
Lipton, the concierge
consultant and an outspoken critic of DPC practice,
feels a little unsettled
by these changes in the
health care market.
“Obamacare was all
about getting people on
insurance, but direct pay is
all about reducing your use
of insurance and relying on
your own personal funds
to cover your health care,”
he says. “That works for
wealthier people, such as
concierge members, but it
doesn’t work for people who
don’t have any money to
spend on health care.”
As deductibles go yet
higher, DPCs are expected
to be even more attractive
to consumers. “We’re going
to see more of this growth,”
predicts George Claassen, an
employee insurance expert
in Methuen, Massachusetts.
BUSINESS OF MEDICINE //
MEDSCAPE.COM/BUSINESS
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WOULD YOU REPORT AN
IMPAIRED PHYSICIAN?
MANY WOULD NOT
THE COMPLEX REASONS WHY
PHYSICIANS ARE RELUCTANT TO
REPORT THEIR PEERS
BY SHELLY REESE

I L L U ST R AT I O N S B Y: A L I S O N S E I F F E R

O

N THE SURFACE, PHYSICIANS SEEM
TO BE IN AGREEMENT: 4 OUT OF 5 SAY
THEY WOULD REPORT AN IMPAIRED
COLLEAGUE, according to Medscape's
most recent ethics survey.
But listen a little harder, and you'll hear discordant
undertones that include a lot of questions and caveats. In fact, research shows although most doctors say
they'd report an impaired colleague, when confronted
with the situation, many fail to do so.
“There are complicated reasons why people don’t
report,” says Catherine DesRoches, DrPH, an associate professor at Harvard Medical School. In a 2010
survey published in JAMA, Dr DesRoches and her
colleagues found that one third of physicians who
encountered an impaired physician in their group or
hospital did not report them.

BUSINESS OF MEDICINE //
MEDSCAPE.COM/BUSINESS
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FEATURE STORY

WOULD YOU REPORT AN IMPAIRED PHYSICIAN? MANY WOULD NOT

HELPING PHYSICIANS
COME FORWARD

HY ARE SO MANY PHYSICIANS
RELUCTANT TO REPORT THEIR
IMPAIRED PEERS? It’s complicated by the fact that many physicians feel that they are taking
the positive and more helpful
course of action by not reporting.
More than 10% of physicians will develop an addictive disorder over the course of their career, and
approximately one
third will have a
Many physicians at
condition that could
impact their ability to
some point in their
practice with reasonable skill and safety
careers will encounter
at some point in
their career, accorda colleague whose
ing to the Federation
performance is impaired of State Physician
Health Programs.
Given those high percentages, there’s a high probability that many physicians at some point in their
careers will encounter a colleague whose performance
is impaired by drugs, alcohol, or illness. Would they
report them? Nearly 4 out of 5 (78%) of the 7,500
physicians responding to Medscape’s most recent ethics report say they would. Another 18% aren’t so sure.
A small minority (4%) say they would not.
Doctors who say they might not report a colleague
provided a number of reasons.

HOW IMPAIRED IS IMPAIRED?

Many doctors imply there would be some sort of calculus to their decision: “How impaired?” “How occasionally?” “Has he or she produced harm?”
Still others note that their decision would be based
on their own professional assessment of a colleague’s
impairment. “Depends on their ability to perform as
required,” writes an anesthesiologist.
A mental health professional says that the decision
depends on how it “impacts their professional capacity
to function.”

16 \\ BUSINESS OF MEDICINE
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“Depends on my confidence level in their impairment,” notes a pathologist.

CAUSE OF
IMPAIRMENT

Many physicians tell
Medscape that their decision
to report a colleague would
depend on the cause. “Drugs
or alcohol, probably, but if it
was related to mental health,
I won’t report them,” writes
one pediatrician.
“Mild impairment by
illness is one thing, but

gross impairment by drugs/
alcohol should be reported,”
writes another.
“Definitely for alcohol or drugs; for illness,
I would first encourage
them to take time off and
get treatment,” says a mental health professional.
That distinction is
troubling, says Lisa Merlo,
PhD, an associate professor in the department of
psychiatry and the
University of Florida
College of Medicine and re-

I L L U ST R AT I O N S B Y: A L I S O N S E I F F E R

Even though a majority of Medscape respondents
say they would report an impaired colleague,
chances are that if the situation occurred, many
would not, speculates Dr DesRoches.

search director for Florida’s
Physician Health Program.
“I think there is still some
lack of understanding
about what is impairing,”
says Dr Merlo, who says
that training pertaining to
substance-use disorders
should be incorporated into
medical education.

PROFESSIONALISM
AND DISTRUST
OF THE SYSTEM

Many physicians say they
would hesitate to report a

colleague out of concern
that the colleague would
be severely punished or
would not receive the help
they needed.
In a similar vein,
many physicians say they
don’t trust the system
to address a colleague’s
impairment fairly and
effectively. A general
surgeon refers to formal
reporting as “unleashing
the hounds,” and an
internist states that “the
system is too punitive
as it stands without me
adding to physician
suicide numbers.”
Even some physicians who have reported
impaired colleagues in
the past lament that they
did not feel they could
predict the consequences
of their actions. “The
problem is the jeopardy in
doing this. The problem
is the authorities and how
they handle it,” writes an
orthopedist who reported
an impaired colleague.
An emergency medicine
physician agrees: “I have
[reported an impaired
colleague]; however, I
feel the physician’s problem was poorly handled
by the state board. He did
not get the treatment he
needed, and he lost his
license. Very sad case.”

“When you ask people
a hypothetical question,
you’ll often get an idealized
answer,” Dr DesRoches says.
One third of the physicians she
surveyed for the 2010 JAMA
study who had direct personal
knowledge of an impaired
colleague during the previous
three years failed to report
them because they:
+ Believed someone else
was taking care of the
problem (19%)
+ Didn’t think reporting the
problem would make a
difference (15%)
+ Feared retribution (12%)
+ Felt it wasn’t their responsibility to report (10%)
+ Worried that the physician
would be excessively
punished (9%)
“What surprised me was
how few physicians said they
felt prepared to deal with this
situation,” she says. “Normally, physicians are a very
confident group, but only
two thirds of respondents felt
they were prepared to deal
with the situation, so it seems
like there’s an opportunity
to start early and prepare

physicians in residency and
medical school to help them
understand their responsibility and to act on it.”
Thomas Gallagher, MD,
associate chair of the department of medicine and a
professor in the department
of bioethics and humanities
at the University of
Washington, says that
means reframing the
definition of professionalism
to better focus on patient
safety. Medical schools
need to train students to
speak up, and health care
institutions need to improve
their peer review processes.
“If we could communicate
how peer review works,
physicians will have fewer
reservations about coming
forward,” Dr Gallagher says.
Peer reviewers also need to
communicate results, says Dr
DesRoches. In today’s rapidly
changing health care environment, physicians “feel under
siege,” she says. “They’re
burned out and fatigued, and
the perception that reporting
an impaired colleague
amounts to ‘unleashing the
hounds’ plays into that sense
of feeling under siege.”

TO SEE MORE ABOUT DOCTORS’ ETHICAL DILEMMAS, SEE MEDSCAPE’S
PHYSICIAN ETHICS CENTER: MEDSCAPE.COM/RESOURCE/ETHICS

BUSINESS OF MEDICINE //
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MALPRACTICE MATTERS

AN IN-DEPTH LOOK AT IMPORTANT LEGAL ISSUES

WHEN MISSING A ‘ZEBRA’

COULD LAND
YOU IN COURT
BY MARK CRANE

though a disease might be
rare, the results of a delayed or wrong diagnosis
can be devastating or lethal. Juries have awarded
millions of dollars in cases
involving both primary
care physicians and specialists. The doctors and
hospitals not only missed
the right diagnosis, they
did too little to find out
why the patient failed to
improve after their early
treatment.
“We just don’t get a
lot of these claims,” says

William S. Kanich, MD,
JD, chief medical officer
for MagMutual, a Georgiabased medical malpractice
carrier. “It isn’t usually the
rare diseases doctors get
sued for. It’s the common
ones—missing heart attacks, appendicitis, cancer,
pneumonia, etc.”

MISDIAGNOSIS IS
COMMON

“The standard of care in
rare disease cases, frankly,
is to miss them,” says Dr
Kanich. “Juries tend to give
Continued on page 21
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ALISON SEIFFER

O

ne of the most famous axioms in medicine is, “When you hear hoofbeats, think
horses, not zebras.”
Every medical school student is taught
that most diagnoses are more likely to
involve common conditions and diseases
than rare ones. Focus on the likeliest possibilities rather
than the obscure ones.
That makes good sense—except when the physician is
confronted with a patient who may have one of 7,000+
rare diseases listed by the National Institutes of Health,
each disease affecting fewer than 200,000 people in the
United States. Together, rare diseases affect almost 30
million Americans or about 1 in 10 people. Globally, an
estimated 350 million people have rare diseases.
Physicians are generally unlikely to face a malpractice suit for misdiagnosing a rare disease. However, even

Continued from page 18

physicians the benefit of
the doubt in most cases.
The key question for the
doctor is: How do you
know what you don’t
know? In the first two years
of medical school, we’d
often hear about pheochro-

diagnoses,” he says.
“Autopsies have virtually
disappeared. Doctors
don’t get high-quality
feedback. Often, you’ll
never even hear if you
injure a patient, who
may go see someone
else after you.
health care
“A doctor isn’t required Few
organizations
are measuring
to know everything.
the incidence of
diagnostic error
That’s impossible.
in their own
But you need to know practices.”
It takes an avwhere to go when you erage of 7.6 years
for a U.S. patient
don’t have the answer.” with a rare disease
to receive the
mocytoma, a malignancy
proper diagnosis, the 2013
on the adrenal gland, and
Shire Disease Impact Reother rare diseases. But in
port found. Such patients
15 years of practice, I’ve
typically visit up to eight
never seen one. It’s difficult
physicians before they get
to diagnose a disease like
the right diagnosis.
that. If the patient isn’t reThe biggest mistake
sponding the way you think physicians make is not lishe should, that’s when doctening to the patient or his
tors have to ask themselves, or her family when they
‘What am I missing? What
say something is wrong,
else could it be?’”
say the experts we asked.
“When the family tells
DOCTORS MAY THINK
you something isn’t right,
THEY HAVE IT RIGHT
listen carefully,” says Dr
No one is exactly sure how
Kanich. “If a parent tells
often physicians misdiagme their child isn’t well,
nose or are late to diagnose
I tend to believe them.
medical conditions. “In
Nobody knows their child
most diagnostic errors,
better than the parents.”
the physician was pretty
Dr Graber agrees. In
sure of what was going on,
the cases he’s studied,
except it turned out to be
parents “kept insistsomething else,” says Mark
ing that something was
Graber, MD, founder of the wrong and that the asSociety to Improve Diagno- signed diagnoses didn’t
sis in Medicine.
seem correct,” he says.
“Most doctors don’t
“We hear this over and
even think about their
over from patients—that
track record in making
they weren’t listened to.”

RULE OUT THE WORST
POSSIBILITIES

a plaintiff ’s attorney in
Philadelphia who specializes in inborn errors
of metabolism: “If the
problem is most likely to
be A, but B or C can kill
you, you have to rule them
out. A doctor isn’t required
to know everything. That’s
impossible. But you need
to know where to go when
you don’t have the answer.
If you don’t know, don’t
just assume. Know your
own limitations and get an
expert to help you.
“Defense attorneys always argue the hoofbeats
theory, and it’s often effective with juries. While
doctors were taught
about hoofbeats and
horses, they were also
taught that if you hear
hoofbeats but also see
stripes, it just might be a
zebra. I speak at meetings for several rare disease organizations. Many
parents wear T-shirts
that say ‘Think Zebras.’”

ENLIST AN EXPERT

HELPFUL RESOURCES:

“We don’t take malpractice
cases just because a doctor made a mistake,” says
Malcolm McConnell, a
plaintiff ’s attorney in Richmond, Virginia. “Doctors
are human. But was the
mistake a reasonable one?
Did the doctor do a proper
differential diagnosis, prioritizing according to the
likelihood and severity? A
doctor had a duty to rule
out potentially lethal or
life-changing conditions.”
McConnell represented
a patient who died from
hemochromatosis, a condition in which too much
iron is absorbed, builds up
in the skin and liver, and
can lead to cirrhosis of the
liver, cancer, and death.
“This patient went to
his primary care doctor for
routine blood tests at least
once a year for 12 years,”
he says. “On every single
study, his liver enzymes
were elevated. I don’t say
that the doctor had to
diagnose hemochromatosis, but he needed to
follow up on why the liver
enzymes were elevated,
which he never did. When
the diagnosis was finally
made, the patient had
cancer and died. If he’d
been diagnosed earlier, the
condition could have been
managed. A confidential
settlement was reached.”
As the other attorneys
suggested, physicians must
consider the “worst first,”
says Charles P. Hehmeyer,

The National Organization
for Rare Disorders
The Genetic and Rare Diseases
Information Center
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ONE ON ONE

EXPLORING CONTROVERSIAL ISSUES PHYSICIANS FACE

DR ERIC TOPOL AND DR EZEKIEL EMANUEL

appointments, no weekend
work days, no extended
hours, 12 slots a day per primary care doctor), you have
more than enough slots to
handle the billion appointments we have every year in
the outpatient setting.

EZEKIEL EMANUEL, MD, PhD, oncologist and chair of the department of medical ethics and health policy at the
University of Pennsylvania, speaks with ERIC TOPOL, MD, editor-in-chief of Medscape, about how he feels the
physician shortage issue could be solved.

DR TOPOL: Another

THE PHYSICIAN
SHORTAGE SOLUTION
don’t you give us your
own sense about a physician shortage in the
United States?

DR EZEKIEL EMANUEL:

If you look through history,
everyone is always predicting that we will have this
terrible physician shortage. Yes, there are lots of
problems—delays in getting an appointment and
spot shortages in certain
specialties, especially some
pediatric subspecialties.
But if you look at the issue
EZEKIEL EMANUEL,
of primary care doctors, I
MD, PhD
think the notion of a shortage is greatly exaggerated.
My intuition is that we are
just bad at managing time.
First, we are not
maximizing our
Wait time is not
doctor time. We
have doctors doing
a function of doctor
a lot of things that
they should never
supply; it is a function be doing. They are
filling out paperwork
of how you manage
and arranging tests
and treatments that
doctor time.
do not need an MD
with at least three
years of post-MD training
to do. Second, we have a lot
of doctors seeing patients
who do not require apERIC TOPOL, MD
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pointments for things like
follow-up visits.
When I was training to
become a breast oncologist,
I was told that for women
with early-stage breast cancer, you remove the lump,
give them six months of
chemotherapy, and then
bring them back every
three months for followup. Where did that come
from? Right after finishing
chemotherapy, the cancer
should probably be at the
lowest risk for coming
back. Every three months
sounds like overkill to me.
There are no data, no evidence that is the right time
sequence, etc. We ended up
with this general overkill
for a lot of sequences.

DR TOPOL: The 2017

Association of American
Medical Colleges (AAMC)
report zoomed in on three
things: the aging population; the aging of doctors
and the fact that half of
doctors are well over 50–55
years and are retiring or
burned out and are reducing their effort; and the
issue about lengthy work
hours and how that is just
unsustainable. You underscore that the number

of medical schools in the
United States has increased
from 125 to 145, and the
number of medical trainees
has increased almost
30% in recent years. How
do you square away the
AAMC’s assertions with
your math and views?

DR EMANUEL: Wait time
is not a function of doctor
supply; it is a function of
how you manage doctor

DR EMANUEL: First of

all, we have had an aging
population for a long time
now. We have learned that,
yes, the population ages,
and they have more chronic illness. But the best way
of attacking chronic illness
and managing it may not
be with more doctors but
rather with more chronic
care coordinators who take
responsibility for reaching
out to patients.
When you look at the
aging of the doctor population, I do think the AAMC
has a point. A lot of doctors
in the older generation
used to work like maniacs.
With my father, a 70-hour
work week was normal, but
the current generation does
not want to work so much.
Even when you do the
math under very conservative estimates of not
overworking the doctor
(30-minute primary care

TABITHA SOREN

DR TOPOL: Zeke, why

metric used a lot is wait
times. Since wait times
have been creeping up, the
idea is that we do not have
enough doctors. What are
your thoughts about that?

time. I went around the
country looking at places
that provide high-quality,
low-cost care, and one of
the things I noticed is that
they have “open-access
scheduling.”
At the start of the day,
between 20% and 50% of
the physicians’ slots are open
and unscheduled so that patients can walk in or call and
say, “I have some free time.
Can I see my primary care
doctor and get my annual
exam?” That management
style, ironically, opens up additional free time in doctor
schedules because you have
fewer no-shows.

DR TOPOL: You have

made a really good argument here that goes against
almost every point in the
AAMC report. Would you
say that the AAMC has a
conflict of interest?

DR EMANUEL: They

do represent medical
schools, and they want
more of them, so they
have increased authority. But a lot of medical
schools, like the University of Chicago, have
actually been shrinking. I
think we really do need to
be much more critical of
their position.

It’s not just medical
schools but also postgraduate training—internships
and residencies. Do we need
all of those slots? We have a
lot of slots. Those slots are
not always geared toward
the trainees; they are often
geared toward satisfying
hospital overnight coverage
situations and services.
We need to rethink this.
Not only do we train the doctors we graduate here, but
we bring in foreign medical
graduates to fill other residency slots. Is that a good use
of our resources? We ought
to think about overnight
coverage in different ways.

