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Moving Toward an Ambulatory
Model in Healthcare
Despite the fact
most of us receive
about 90% of our medical care in a doctor’s office, clinic or at home,
as healthcare executives we have historically
viewed the business as hospital-centric. It’s
as if the hospital, with all its frenetic activity, high-tech gadgetry and life-and-death purposefulness, is the irresistible magnet for all
medicine, the home base for everything
from a sniffle to the most complex neurosurgery, whether or not we actually need to
go there.
Starting about 20 years ago—kicking and
screaming, some might say—the hospital
began loosening its grip on the industry as
financial incentives began to shift toward the
ambulatory sector, spurring capital investment in free-standing surgicenters and
imaging centers, among other therapeutic and
diagnostic modalities. As forces of efficiency
and quality have begun to converge, a
patient-centered focus has emerged to
replace the hospital and physician-centered
model. This has resulted in a shift in the
center of gravity of the healthcare industry
to the ambulatory sector—the place where
the patient “lives” most of the time.
This issue of Information Edge explores
more specifically why and how the industry
is moving toward new ambulatory models—
and how the information flows in this area
that constitutes nine-tenths of patient care.
We interview executives from Alegent Health
System in Omaha, Neb., the Austin Regional
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Clinic in Austin, Texas, Geisinger Health
System in central Pennsylvania and Partners
Healthcare System in Boston. We also talk to
First Consulting Group and EPIC Systems
Corp., a vendor of ambulatory clinical
systems.
The shift to a more patient-centric,
ambulatory healthcare model requires a shift
in both focus and resources. Naturally,
healthcare delivery systems are at different
points in their progress on this journey. And
even though healthcare is a huge ship to turn,
it’s clear that it is turning—and turning away
from the hospital.
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A burgeoning business
When John Glaser, VP and CIO at Bostonbased Partners Healthcare System, meets
with the finance and information systems
committees of the board this month, he plans
to raise a key issue: outpatient clinical IT. It’s
clear why. While the inpatient sector at
Partners is growing 1% to 4%, the outpatient
sector is growing 8% to 12%. And Partners’
160,000 annual inpatient admissions pale
numerically speaking compared to its 3
million outpatient visits.
“Outpatient care is the fastest growing
sector because of the aging of the population,
advances in technology, managed care
pressure and the greater prevalence of
chronic disease,” says Glaser. Five years ago,
outpatient care constituted about 30% of
Partners’ revenue; today it’s 39%.
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Upcoming Events:
Conference Calls,
Meetings,
Collaboratives, Surveys
November 6, “Santa
Barbara Community
Collaborative“, Mike
Schrader, CIO, Santa
Barbara Regional Health
Authority and Lori Evans,
Care Science
November 8, Cerner
Collaborative Group:
“Creating the
Dynamic Learning
Lab: Considerations

“Our outpatient
business will grow
faster than our inpatient business for the
next 10 years. It’s a
fiscally problematic
John Glaser,
situation because
VP and CIO
you can make money at outpatient care
but lose money on hidden medical errors.
Maintaining the quality of ambulatory care is
difficult,” he says. Recent Partners’ data tells
the story. For every one patient who experiences an error as an inpatient, approximately four do as outpatients. Although the
rate of known errors is lower in the outpatient
sector, the sheer numbers dwarf those of the
inpatient sector.

and Solutions”

Plenty of problems

November 15, Home

Research at Partners also found myriad
ambulatory-related opportunities for improvement:
• For every 100 people who come in for care
to its facilities, 5.5 come there as the result
of an adverse drug event.
• A quarter of those are serious or lifethreatening.
• For every 1,000 who come in for care, 3.4
are admitted to the hospital.
• For every 1,000 outpatient prescriptions, 40
are medically incorrect.
• Women with marginally abnormal pap
smears or mammograms should have
follow-up visits six months later. However,
with 36% of those patients there is no
evidence of follow up.
The bottom line, says Glaser, is that care
is moving to the outpatient sector, it’s “all
screwed up,” and there is interest in coming
up with IT solutions, including order entry and
reminders and alerts. “But there’s not a lot of
evidence that the IT remedies work,” he adds,
a fact that further complicates the issue.

Health Outcomes
Improvement Group:
“Best Practices and
Lessons Learned” (based
on data collected by and
shared with SI members)
November 20, “Beyond
CPOE: Integrating
Technologies to Reduce
Prescription Error“, Pam
Bennett, Patient Safety
Coordinator, Veteran‘s
Administration, Salt
Lake City
For information on any
of these programs, please
contact the Scottsdale
Institute office at
952.545.5880.
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Glaser believes that the fourth Leapfrog
Group criteria will “go after this area.” But that
doesn’t make it an easier task, he says.
“We know how to fix it. We’ve put the EMR
into 58 practices with 1,800 physicians. But
it’s a fight. It’s still a bear getting the medical
record in place. And it’s expensive. There are
very few fiscal incentives for quality. We need
a payment model that rewards for using
these things.”

Live from Danville, Pa.

Joe Bisordi, associate CMO for Danville,
Pa.-based Geisinger
Health System, can
finally see the Promised
Joe Bisordi, MD,
Land. After eight years
Associate Chief
of planning, designing
Medical Officer
and implementing an
IT strategy to become integrated in more than
just name, Geisinger expects to complete
implementation of its ambulatory EMR
throughout the delivery system by the end of
2002. The system will link Geisinger’s 50
“community practice sites,” which provide
largely primary care, but also some secondary care like general surgery and ENT.
Although they previously shared financial
information, they didn’t share clinical information, which meant they weren’t truly
integrated. “We were looking for a way to
bring ourselves together,” says Bisordi. The
idea was to make it possible for patients to
be cared for appropriately whatever Geisinger
site they happened to visit.
Geisinger had had years of experience
with a unified medical record at its Danville
Medical Center and management realized how
the tool fostered communication among
physicians. “It was the way we learned about
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each other,” says Bisordi. With the added
needs to become more efficient and to
improve quality using clinical decision support, the organization chose to expand the
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• Allow patients to interact with their
physicians electronically;
• Extend the EMR to non-Geisinger physicians.

EMR model across the delivery system,
especially to outpatient sites.
“It was clear to us that ambulatory was
where we could do preventive care and where
the bulk of our patients were,” he says.
“We said we can do an EMR for the hospital
or for ambulatory, and ambulatory meant
for the whole health system. We chose
ambulatory because it was and is the trend.
People were then beginning to focus on the
population of patients rather than on acute
episodes of care.”

Oops. We need a wide
area network.
Despite initiating rollout of the system in
1997, outside factors, including a merger and
demerger, delayed implementation of the
ambulatory clinical system from EPIC
Systems Corp. However, before it could even
begin implementation, the organization had to
build a wide area network to link the organization’s 58 sites dotting 31 counties and crossing nine separate telephone systems.
The clinical system will cost between $30
million and $50 million over five years and link
nearly 10,000 hardware devices, mostly PCs.
With only a few specialized departments left
to link, all Geisinger’s 600 ambulatory physicians use the EMR for transcriptions and
laboratory results and nearly 500 of those use
it full time for all outpatient documentation
and orders for the 1.5 million to 2 million outpatient visits the organization serves yearly.
Bisordi already has his eye on the next
stage in evolution of their ambulatory IT
strategy. “We’ve made a significant investment
and we’re considering how best to leverage
that investment,” he says, adding that the next
objectives will be to:
• Make the EMR available to patients;

Asking the customer
To achieve the first two goals, Geisinger
realized it first had to survey its patient
population to determine how connected
they were. Despite the fact most of Geisinger’s
patient population is rural, it reflected the
larger U.S. population in terms of online usage
and desire for more electronic communication
with physicians.
The survey found the patient population
wanted the following capabilities, in order of
priority:
1. View laboratory results
2. Schedule appointments
3. Communicate with doctors
Geisinger plans to use EPIC’s MyChart, a
personal record for patients that gives them
access to their list of medical problems,
immunization history, alerts and reminders for
such tests as Pap smears, review of medication lists, ability to request renewals and the
ability to scan the results of several diagnostic tests. So far, 1,600 patients are actively
using MyChart, with nearly 200 more joining
each month—and that rate is accelerating,
according to Bisordi.
To leverage the EMR as a link with referring physicians, the organization developed
Internet-based GeisingerConnect, which
allows physicians secure, read-only access to
key information about the patients they refer.
The technique is much more efficient than,
say, sending a letter through the mail about
those patients. GiesingerConnect also gives
referring physicians access to services like
Lonesome Doc, a medical library link.

“It was clear to us
that ambulatory was
where we could do
preventive care and
where the bulk of
our patients were.”

Don’t bank on it
When the organization surveyed its referring physicians in 1999, it found that half the
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“Web-based tools
are not yet robust
enough to do the
thousands of intensive transactions,
the interactivity
with data required
by EMR functions
like decision
support. There are
models, but it isn’t
there yet.”
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physicians were regular Internet users. More
recently, those numbers have risen to 75%,
according to Bisordi.
However, connecting referring physicians with the EMR is a complicated issue.
How, for example, does the organization
share information with physicians who do
only 5% or 10% of their business with
Geisinger? “We’re still struggling to find
the right model. But clearly they want the
information,” says Bisordi.
Another question: How good is the Web
as a medium for the EMR for patients or
referring physicians? Says Bisordi, “People
have talked for a number of years about
Web-based medical records. The problem is
that Web-based tools are not yet robust
enough to do the thousands of intensive transactions, the interactivity with data required by
EMR functions like decision support. There
are models, but it isn’t there yet.”
In contrast, a successful Web-based
model such as online banking, which also
involves thousands of transactions, requires
only a few data elements such as name and
account number. “Healthcare has a very,
very complex data model that is continually
changing. You may look at one item in a
patient record at a time, but at thousands of
versions of that item as it changes over time,”
he says.
Yet another area targeted for improved
communication in the ambulatory sector: the
relationship between primary care physicians and specialists. A Geisinger program
dubbed “Referral Effectiveness” aims to help
primary care doctors understand better when
a patient should be referred to a specialist,
eliminating visits by patients who really don’t
require specialists. For example, the program
might instruct a primary care doctor on five
steps to treat a skin condition before referring
them to a dermatologist.
Such a strategy improves access by
reserving a medical specialist’s time for those
who truly need it.
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An idealized model
Geisinger is also trying to improve access
to care by adopting the idealized clinical
practice model from the Boston-based
Institute for Healthcare Improvement, which
supports open access allowing patients to get
same-day appointments. “To do today’s work
today” is the guiding mantra of the strategy,
in contrast to the traditional scenario of overbooked physician offices with patients who
had to make reservations months in advance.
While there may be no payment incentive
for clinical quality, Bisordi says that many of
the things Geisinger has done, such as
open access, not only improves the patient
experience but improves throughput and
efficiency—and makes the provider more
attractive to patients. He notes that an EMR
can also reduce transcription costs, eliminate
wasteful duplicate orders and cut the cost of
paper medical records.
“It costs $2.50 just to buy a file folder,” he
says, adding that Geisinger Medical Center
in Danville uses almost 6,000 charts a day.
“Last year we produced 372,000 fewer paper
test result messages as a result of converting
to electronic records. We actually produced
many fewer pieces of paper than that when
one considers physician notes and other
items, but the big savings from the 372,000
fewer paper results came from not having
to match them with a paper record and
file them.”
Another case in point for an automated
clinical system, Geisinger found, involved
patients with vascular disease, who could
dramatically cut their chance of recurrence by
taking an aspirin a day. A third of those
patients, the study found, were not taking the
aspirin, and when their doctors were notified
with the patient’s name and demographic
information, nothing happened. However,
when a pop-up alert was incorporated in the
EMR for those ambulatory physicians, 80% of
those patients began taking their daily aspirin.
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The result, says Bisordi, was prevention of 20
to 60 cardiac events over the course of a year.

care we refer to the central hospitals,”

Building an ambulatoryfriendly hospital

High-tech, high volume

says Lawonn.

clinic. While it will feature a full emergency

Lakeside, which will open in July 2004,
will eventually expand to 72 beds, with the
opening of an additional 32-bed nursing floor.
In addition to the large surgery suite it
will have labor and delivery. A physician office
and a wellness center will also inhabit the
care campus.
Alegent Health has hired Siemens
Medical Systems to develop a fully electronic
medical record incorporating CPOE and
wireless devices. A full PACS (picture
archiving and communication system) will
provide digital radiology images across
the enterprise.
“It’s everything you see in a small hospital, but highlighting primary care. We’re
trying to appeal to the market,” says Lawonn,
adding that the market trend is toward highvolume diagnostic procedures. The population
Lakeside will cater to is affluent suburban
families with higher-than-average income for
the Omaha area. “It has to be a very consumerfocused model,” he says.
Lakeside will provide an IT model for
Alegent Health’s other facilities, including
Bergan Mercy, the larger and more urban and
complicated hospital. “It’s intended to be our
model for the future,” in order to achieve
more patient-centered and efficient care,
says Lawonn.

room, the facility will also emphasize

Lakeside, which will cost $69 million, is

outpatient services, for instance OB-GYN and

part of a larger, five-year, $170-million effort

non-invasive cardiac procedures. It will have

called “New Era,” begun last year, that

a large surgical suite but with an outpatient

Alegent Health is undertaking in new con-

emphasis; a diagnostic center with medical

struction and remodeling aimed at becoming

imaging but also with wider diagnostic

more patient-focused. The effort also involves

options. Customer-friendly features include

investment of $150 million with Siemens for

the registration of patients in treatment

products and services over 10 years in

rooms.

medical technology, including new diagnostic

Ken Lawonn, VP of IT at Omahabased Alegent Health System, has the rare
opportunity of watching a new hospital being
built. While that may seem to contradict the
trend toward an ambulatory-centric model,
Alegent Health’s strategy for its new alldigital Lakeside Hospital is based upon primary care as opposed to a more traditional
academic or specialty model.

“It’s part of what
we call our community-hospital strategy,”
says Lawonn, adding
that

Lakeside

is

Alegent Health’s ninth
facility in the Omaha
area, including two
Ken Lawonn,
VP of IT

tertiary hospitals in
the metropolitan core.

The community hospitals act as primary-carebased satellite facilities to the two centralized
ones, which have a more traditional, inpatient
and specialty focus.
Indeed, the new hospital, with only 40
beds initially, is almost a hybrid hospital and

“We’re trying to bring care to the patient
using a patient-focused model. For specialty

Lakeside, which will
cost $69 million, is
part of a larger, fiveyear, $170-million
effort called “New
Era,” begun last year,
that Alegent Health is
undertaking in new
construction and
remodeling aimed
at becoming more
patient-focused.

scanners, IT and overhaul of existing lighting
and building controls.
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The patient-centered strategy includes
making Alegent Health’s hospitals into diagnostic and procedure centers while making
them more appealing to patients.

INSTITUTE

into a single group and building a center, thus
taking billings and business away from
hospitals. The range of services provided by
these centers is narrower, less acute and likely
to be more profitable on a procedure by

More specialty outpatient
centers
“More and more procedures can be done
as an outpatient,” says Norman Chenven, MD,

“There have

Executive VP of the Austin Regional Clinic

been many mini-

(ARC) in Austin, Texas, and a family practi-

successes with IT,

tioner. ARC is a for-profit, 140-physician
multi-specialty group that is predominantly

but the problem

primary care. The medical group has 13 clin-

is that those

ical locations including family practice, internal medicine, pediatrics, OB-GYN, general

organizations can’t

surgery, E&T, allergy and endocrinology. The

hook up to anyone

clinic sees 750,000 outpatient visits a year, has

outside themselves.”

a patient population of 200,000 in the Austin
metropolitan area and provides 24-hour hospitalist care at two hospitals that receive the
majority of ARC’s admissions, 450-bed Seton
Medical Center and 250-bed Seton Northwest.

AUSTIN
REGIONAL
CLINIC
SM

“The shift to outNorman Chenven,
MD, Executive VP

patient procedures
has occurred in the

last 20 years, especially with the growth of
ambulatory surgery centers and outpatient
diagnostic centers. The last 5 years have seen
a further evolution going beyond what we saw
in the 1980s with outpatient surgical centers,
which took day surgery out of the hospital,”
he says.
“Now outpatient centers are more and
more specialty-focused. We’re seeing lateral
physician group consolidations such as two
6

or three gastroenterology groups combining

procedure basis,” Chenven says.
Such single-line facilities, such as endoscopy centers, are beginning to proliferate in
the Austin area. These are highly efficient with
high patient throughput. “Whether you have
a mixed inpatient and outpatient facility or a
pure outpatient one, it’s a lot less efficient
doing a variety of different procedures
throughout the day than doing 100 colonoscopies or LASIK procedures one after the
other. We’re seeing a lot of that going on in
this community,” says Chenven.
Are these the “focused factories” Regina
Herzlinger talks about in her book of the same
name? “Yes, it is that sort of thing. Her
argument is that ‘focused factories’ will lead
to better care and less expensive care. I think
that the jury is still out in regard to those
judgments. It’s certainly leading to increasing
fragmentation of the medical profession and
health care industry.”

Linear architecture
The market may become saturated with
too many facilities. And ultimately,
“Somebody’s got to take care of complex
patients such as diabetics with multiple
organ failure. The trend might be a flash in the
pan,” says Chenven. “If you are simply doing
colonoscopies that would be one thing. The
problem is that colons are attached to the rest
of the body. You can’t drive from one focused
factory to another toting a sick patient in the
back of your pickup.” He acknowledges he
has imagined what the architectural embodiment of this trend might be—a linear hospital with all the focused factories lined up along
a light rail track.
Chenven views a unified and universally
available electronic medical record as poten-

INFORMATION

tially a key component in facilitating continuity of care and patient safety should the
trend toward single service outpatient centers
continue to grow. Having said that, he
acknowledges that neither ARC nor most
medical groups are very far down the road in
developing an affordable and efficient IT
infrastructure to make this possible. “It is
happening, but only very incrementally.”
Despite the hype about IT, he believes that
the vast majority of healthcare delivery organizations are similarly behind. “You read any
healthcare management magazine and it will
feature a half-dozen inspirational IT success
stories. Yet pick any hospital or physician
office and just walk with the clinicians and
you’ll decide that substance lags behind the
storyline. There have been many minisuccesses but the problem is that those organizations can’t hook up to anyone outside
themselves.”

Costly parallel systems
At the moment, ARC is moving from its
12-year-old, proprietary, homegrown system
to the EPIC practice management system. But,
in contrast to an organization like Alegent,
ARC is circumspect about investing in new
ambulatory clinical IT. “We’re not ready for an
EMR. We don’t want to get too far out ahead
of our fiscal comfort zone,” says Chenven.
Again, like many other healthcare executives, he says that part of the problem is that
there’s no financial reward for giving higher
quality of care. “Your only reward as a doctor
comes from turning out more units. You get
paid on a piecework basis. And an EMR takes
a number of years to populate to get the
promised economies of scale. With 750,000
outpatient visits a year, it would take us three
years of running dual systems—electronic and
paper. We’d be adding overhead. In a lowmargin business, can I afford the risk? Plus it
takes docs a long time to get up to speed. My
fear is: would I make it through the next three
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years having to carry a higher overhead and
potentially lower production?”
The economies of scale that justify IT
investment in other businesses don’t apply to
healthcare. The complexity of installing a
system for 140 doctors is enormously more
difficult than doing so for 4 doctors, says
Chenven. While part of that is training, a more
basic reason is the lack of standardization.
“There’s no such thing as a standard
product in healthcare. Starbucks can make a
latte the same every time and everywhere. You
see a patient for a sore throat and you’ve seen
that patient for a sore throat. The next time
you see him, even for a sore throat, it is a
whole new service. This is a business that
requires customization of every service.”
That’s not to say ARC isn’t forging ahead
with some innovative IT strategies. For
example, it has implemented MyDocOnline,
a Web-based tool to facilitate communication
between physicians and patients. MyDocOnline helps cut overhead by putting online
tasks that previously required a phone call,
visit or faxing. The efficiencies possible are
significant, when you consider that 20
patients, for example, can now simultaneously
access a system that previously would have
required them to call in at 15 minute intervals
all day long.

“If you can move
100 of those calls
online, you can reduce
FTE staffing,” says
Chenven. “If it’s a
question of sending
lab work to the
Kirk Schueler,
CEO
patient, isn’t it more
efficient to put in an electronic mailbox with
protected security? MyDoc is all about
increasing efficiency in outpatient encounters
and using information in a more effective
way.”

Two-thirds of care
is still delivered
in small singlespecialty offices
and the economic
justification for
automating those
is still not
feasible yet.
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“We’re seeing more
team-based care
centered around
homecare or
a clinic.”

Kirk Schueler, CEO of MyDocOnline, says
what the company does for healthcare is
analogous to electronic banking, which eliminated the restrictive banking between
10:00am and 3:00pm in favor of an online, 24hour-a-day system. Besides easing access to
care by making it easier for patients to do such
tasks as schedule appointments and request
prescription refills, MyDocOnline makes it
possible to integrate third-party services
such as medical libraries and doctor-specific
education materials in its Web service.
The company is also piloting a system for
Horizon Blue Cross Blue Shield in New
Jersey which would enable online doctor
visits—and allow physicians to get paid
for them—as long as those visits involve
long-term physician/patient relationships and
ongoing care.
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recognition over the last few years is that
more and more of high-intensity care is
being provided in the ambulatory setting.
While the primary driver is that it’s more costeffective, patients prefer it because it’s more
comfortable,” he says, adding that the shift is
more of an ad hoc, gradual evolution, as
opposed to a dramatic overnight change.
“We’re seeing more team-based care
centered around homecare or a clinic. A focus
on the outpatient sector means having to get
more personnel involved, including families
and patients themselves in the homecare.
That’s another area where technology can play
a role, to ensure that the same, correct patient
information is being used and that it is
accessible to the patient and family themselves,” says Eichhorst.

Touching the patient
A few slices of inpatient
Some traditional IT vendors have already
staked out the ambulatory space. “We’ve been
saying for a long time that the longitudinal
[over a period of years rather than, say,
episodes of hospital care] stretch is where
most care is given,” says Brad Eichhorst, MD,
VP of clinical informatics at Madison, Wisc.based EPIC Systems Corp. He says the
company’s approach is visually captured in a
timeline of a patient’s life that is all ambulatory “except for a few slices” that represent
inpatient care.
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In the late 1980s,
EPIC shifted focus
to outpatient systems
after determining,
from the perspective
of the patient’s life,
Brad Eichhorst, MD,
that nearly 90% of care
VP of Clinical
Informatics
is in the ambulatory
setting. “One of the things that has fueled

EPIC’s focus is patient-centric, aimed at
incorporating any system that touches the
patient, including ambulatory, registration,
EMR, scheduling and billing. That perspective
has resulted in EPIC moving into the inpatient
arena, developing ADT, registration systems
and an inpatient EMR with CPOE. EPIC will
release its pharmacy system this fall and laboratory and radiology systems next spring.
Eichhorst predicts a continuation of the
trend of more and more complex care moving
to outpatient settings, driven by cost and
advanced technology, the latter ranging
from new high-tech sensors to information
technology.
Second, he says, providers will use technology a whole lot more than they have, even
today. “CPOE is still only used by less than
10% of hospitals, and less than 10% of physicians’ offices use clinical systems like EMRs.
We’ll see a dramatic increase in providers
using technology.” Finally, consumerism will
continue to drive patients to be much more
involved in their own care, encouraged by the
Internet and consumers’ increasing access
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to healthcare information. “The Web in particular, offers extraordinary self-service
opportunities,” says Eichhorst.
Two-thirds of care is still delivered in
small single-specialty offices, he notes, but the
economic justification for automating those
is still not feasible. “We thought a few years
ago that ASPs [alternate service providers, a
way of providing sites with software
applications remotely] would proliferate in
this area. That’s falling by the wayside due to
concerns about control of data.”
So far, there’s been no replacement
solution, although, “the connectivity the Web
provides will be part of the answer, but that’s
just a piece of the puzzle,” says Eichhorst.
Still, companies like EPIC are pushing
ahead with efforts to link up patients with
their physicians. MyChart [see Geisinger], for
example, is EPIC’s personal patient record
that allows patients to learn about their
diseases, communicate with providers and
request prescription refills online, a sort of
personal corollary to the EMR. MyChart
provides a filtered view of the EMR, free of
the unnecessary detail that clogs most patient
records used by clinicians. The provider
organization determines what stays in and
what’s filtered out. A patient’s problem list and
lab results data, for example, would likely
remain, while text of all progress notes
would probably be screened out.

Patient-centric care in the
ambulatory practice
Keith MacDonald, senior research manager for First Consulting Group’s Emerging
Practices unit in Boston, says part of the trend
toward a more ambulatory-centered healthcare environment stems from the recognition
that a large number of a health delivery
organizations’ interactions with patients occur
in the ambulatory setting—creating a need
to “meet patients where they’re at” and offer
them more flexibility in how they receive
their care.
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He cites the idealized ambulatory practice model developed
Keith MacDonald,
by the Institute for
Senior Research
Healthcare ImproveManager
ment and adopted by
Geisinger Health System among others as
reflective of this trend. Such a patient-centric
focus includes same-day appointments,
patient access to more information online,
shared care management and email communication between patient and physician.
“Technology can support patient-centric
communication by allowing patients to make
appointment requests via the Internet,”
says MacDonald.
But the broader story to tell, says

MyDocOnline is
piloting a system
for a payer that
would enable online
doctor visits—and
allow physicians to
get paid for them—
as long as those
visits involve longterm physician/

MacDonald, is the impact on healthcare
delivery organizations of a more consumer-

patient relation-

centric economy. The challenge before physi-

ships and ongoing

cian organizations is to better understand

care.

patients’ needs and determine new ways to
communicate with them—which ultimately
affects the physician’s role. “Consumers are
demanding more in all parts of their lives,
more from retailers and more from physicians,” he says.
A new patient-centered focus has also
driven other changes in the ambulatory
sector as well. Physician practices are trying
to better meet patients’ needs by offering
more evening and weekend hours, for example, and by paying more attention to customer
satisfaction at the office. And as patients
pay more for co-pays and deductibles, they’ll
naturally expect better service.
“If you’re paying only $10 a visit, you
might not expect superb service. As patients
begin paying more, though, they’re less likely
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to wait for an hour to see the doctor,” says

INSTITUTE

Conclusion

MacDonald. However, while some might

The ambulatory sector of healthcare is

assume such a scenario would drive compe-

growing due to an aging population, contin-

tition to improve service among physician

ued cost pressures, advances in technology

practices, that doesn’t appear to have

and the greater prevalence of chronic dis-

happened yet to a large degree—probably

eases. For healthcare executives this trans-

because healthcare consumers do not switch

lates to a shift from a traditional hospital and

physicians as easily as they do retail products.

physician focus to a more patient-centric one.

In some small ways, though, competition

As we get a better handle on the information

may be increasing. So-called boutique

flow in the ambulatory setting, several things

medical practices are beginning to pop up

will happen, including the likely identification

in which physicians limit their patient panels

of a significant number of previously hidden

to far fewer patients in order to provide

medical errors. That, of course, will be the

higher levels of personalized service. In

necessary first step in eliminating those

exchange, these physicians charge an annual

errors and improving the quality and effi-

fee and eliminate much of the hassle—and

ciency of outpatient care. With ambulatory

reduced reimbursement—of managed care

care constituting 90% of the continuum of

contracts.

care, our greatest challenges will lie ahead.
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