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Foreword

A Fateful Meeting

A year and a half ago, I was sitting at a conference listening to Ed Noffsinger speak, and

suddenly had the most profound ‘‘Aha’’ moment of my professional career. Here was

someone presenting a practical and tested solution to some of the most challenging

problems currently plaguing the US healthcare system, problems such as poor access to

primary and specialty care; the uncontainable and rising costs of healthcare; our nation’s

relatively poor quality outcomes; and finally, the sense of frustration, disempowerment,

loneliness, and disenfranchisement that patients and their families too often experience.

Dr. Noffsinger’s solution seemed deceptively simple—shared medical appointments

(SMAs) that afford the highest quality healthcare to be delivered in the highest quality

care experience—a group setting. Experience collected over a decade and involving more

than 100,000 patient visits throughout theUnited States, Canada, and parts of Europe has

demonstrated that SMAs, when used in primary care as well as in the medical and surgical

subspecialties, lead to increased access to care, enhanced quality of care, and improved

patient satisfaction. For physicians, the efficiency gains and team support from their

participation in SMAs translate into much needed relief and improved career satisfaction.

Dr. Noffsinger’s lecture was so inspiring that I waited in line over an hour after his

presentation for the opportunity to speak to him. Our conversation that afternoon ended

up lasting nearly 4 hours, at the conclusion ofwhich I hesitantly asked if he and his lovelywife,

Jan, would consider leaving their home in California and set up residence in Boston to join us

at Harvard Vanguard Medical Associates, an affiliate of Atrius Health. Atrius Health is a

multispecialty, ambulatory care practice of approximately 700 clinicians and 4000 non-

clinical staff providing medical care to approximately 700,000 patients across eastern

Massachusetts. By the end of our conversation that day, I was convinced that Ed’s unconven-

tional and creative approach to the delivery of ambulatory care had the potential to transform

not only our practice, but quite possibly the delivery of medical care in the United States.

A Bold Vision

What I proposed to Ed and Jan that day had two elements—the first part was somewhat

enterprising, but the secondwas audacious. First, I wanted Ed to join us atAtriusHealth, as

the Director of Shared Medical Appointments, and lead an organization-wide initiative in

implementing his two SMAmodels—theDrop-InGroupMedical Appointment (DIGMA)

for follow-up visits and the Physical Shared Medical Appointment (PSMA) for physical

examination visits. Second, Ed would create a world-class center of excellence for SMAs at

Atrius Health and establish an institute for the study, training, and dissemination of SMAs

to healthcare organizations across the country and around the world.

vii



The vision we crafted that afternoon was bold. It was apparent to me that the DIGMA

and PSMA models had profound implications for medical practice and patient care.

While listening to Dr. Noffsinger speak that day, the fundamental question in my mind

had quickly shifted from ‘‘Why should we offer SMAs to our patients?’’ to ‘‘How could we

not offer SMAs, not only for our patients, but also for our providers of care?’’ This rapid

shift may sound premature or even outlandish. But I can safely say that now, after a year

of working closely with Dr. Noffsinger to implement SMAs throughout our practice, I’ve

become even more convinced that the widespread implementation of SMAs in medical

practice has the power to significantly improve the delivery of healthcare in the United

States and across the globe.

The Physician’s Job Is No Longer Doable and the Situation Is GettingWorse

We, in the United States, are facing a perfect storm in healthcare delivery today.

Physicians, particularly in primary care and geriatrics medicine, are retiring and are

not being sufficiently replaced by a new generation of doctors. Simultaneously, the baby

boomers are about to enter theirMedicare years and will be requiring increasingmedical

attention. In fact, the aging baby boomer population, due to their increased prevalence

of obesity, will require more medical care than previous generations of similar age. And

finally, to complete this perfect storm, the most obese and morbid pediatric population

in our history will be entering adulthood and will also be requiring more medical

attention than their young adult predecessors. Completing this perfect storm are the

tens of millions of uninsured Americans to whom healthcare benefits are likely to be

extended in the not too distant future. The question is ‘‘Who will take care of these

people, and who will provide them with high quality, low cost, personalized, preventive

primary care?’’

Related to the critical issues of access and quality of care is the realization, based on a

growing body of evidence, that the daily clinical responsibilities and demands placed on

physicians are quite literally impossible to accomplish. A 2005 article in the Annals of

FamilyMedicine estimated that it would require primary care physicians 18 hours a day to

adequately and responsibly deliver evidence-based preventive and chronic disease man-

agement care to their patients (1). These 18 hours do not even include the diagnosis and

treatment of acute medical problems. A reasonable solution might be to increase the

number of primary care clinicians. However, in fact, the number of new entrants into

primary care medicine has precipitously declined over the past decade. At this point in

time—due in large part to the physician job doability issue mentioned previously—only 2%

of medical students are entering general internal medicine (2).

A recent report by Sg2 (a health-care think tank located in Chicago) predicts that by

2020, given the rapidly declining supply of primary care physicians and the increasing

primary care needs of our population, the typical primary care provider will be required to

manage a panel size of 10,000 patients— nearly a five-fold increase above the current

average panel size (3). Another recent report—this one from the Institute of Medicine—

cites a current ratio of one geriatrician for every 2500Americans who are 75 or older. They

predict that this ratio is expected to worsen to one geriatrician per 4300 elderly Americans

by 2030 (4). These scenarios are not vague predictions for some remote future. The impact

on patient access is already being experienced by patients as evidenced by recent data from

the Massachusetts Medical Society 2008 Physician Workforce study, which reveals that

nearly half (48%) of Internal Medicine physicians are not accepting new patients (this is

up from 31% only 2 years ago) and that the average wait time for an Internal Medicine

appointment is 50 days. This study also lists 12 medical specialties in severe short supply,

with nearly 75% of physician groups and hospitals reporting difficulty in filling their

physician vacancies (5).
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What Is Needed Is a Completely New Way of Thinking

About Healthcare Delivery

So, what are we to do about this critical and escalating situation? I would argue that what

is needed is not incremental change but radical and disruptive innovation—a substantial

departure from the current way of delivering healthcare services. TheDIGMAand PSMA

models represent such a change. Albert Einstein noted that the solution to a problem

cannot be derived from the same thinking or approach that led to the problem in the first

place. Henry Ford reflected that if he had listened to the experts of his day, he would

simply have built a better horse and buggy instead of developing the automobile. My

concern with many of the current attempts to solve our healthcare system’s problems is

that, instead of moving us in a new direction of building the next paradigm, they continue

to advance the horse and buggy of healthcare delivery. Professor Clayton Christensen of

the Harvard Business School defines a disruptive innovation as one that allows for greater

access and convenience to the public users of a product or service, at lower cost, and with

quality outcomes that are deemed relatively sufficient for the purposes at hand as

perceived by the consumers of that service or product (6). What I expect will become

apparent over the next few pages and throughout the chapters of this book is that the

DIGMA and PSMA models meet the criteria of a disruptive innovation and provide us

with a new paradigm, a new approach to healthcare delivery—one that is more efficient,

effective, and humane.

After Only 10 Months’ Experience, Numerous Benefits Are Already

Becoming Clear

It was with this hope for creating a better future that we at Harvard Vanguard Medical

Associates and the other medical groups of Atrius Health asked Dr. Noffsinger to join

our organization as Director of Shared Medical Appointments in December 2007.

Fortunately, our own early (10-month) experience in implementing SMAs at Harvard

Vanguard Medical Associates corroborates Dr. Noffsinger’s 12-year track record of

achievement. It is a testament to his success here that, within 1 year, he’s been promoted

to Vice President of Shared Medical Appointments and Group-Based Disease

Management.

We are actively collecting data on numerous metrics and hope to have substantial and

rigorous quantitative evidence of our success with SMAs. Our preliminary data and

experience—based on the implementation of over 15 different DIGMAs and PSMAs to

date—suggests that SMAs enhance: (1) the patient care experience and patient satisfac-

tion with the care they receive; (2) clinician efficiency and job doability; (3) the morale and

job satisfaction of the clinical and nonclinical support staff; (4) access to care for patients;

(5) physicians’ ability to increase their panel size and re-open their closed practices to new

patients; (6) the cost-effectiveness of care; and (7) most importantly, the quality and safety

of medical care that we are able to deliver to our patients.

The SMA Model Offers a Quantum Leap Forward

in the Patient Care Experience

We are currently conducting patient satisfaction surveys (using a standardized and widely

deployed assessment tool) and expect to have benchmarked data within a few months. In

the meantime, our internally developed SMA patient satisfaction survey (which we’ve

now had 120 patients complete) reveals that 96% of patients who have participated in a
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DIGMA or PSMA would schedule another one and 98% would recommend it to their

family and friends. One hundred percent of patients surveyed reported that the overall

visit experience was the same as or better than their prior individual visits, with nearly

70% indicating that the SMA was actually better. These are impressive data given that

many of these SMA visits were early experiences for the physicians and their teams, who

were still on a steep learning curve. This is also a completely new offering and experience

for our patients—a radical departure from the way they’re used to receiving care, which

makes the highly positive reception even more remarkable.

One major benefit to our patients, which we had not truly appreciated until recently,

stems from the group dynamic itself; having patients in a room together, listening to

and supporting one another. We are discovering that the social, psychological, and self-

management benefits of the SMA experience are particularly significant. The effect is

similar to a high performing sports team in which everyone’s energy is intensely focused,

with a strong feeling of intangible personal connection among the participants. This

unique group dynamic is qualitatively different from the individual visit experience.

Patients as well as the clinical team often come away from these SMA visits feeling

refreshed, renewed, and energized. Our group visit implementation team constantly

hears patients reporting on this specific aspect of SMAs. Comments gleaned from our

in-house patient survey include: ‘‘I had felt so alone before, but in that room I felt like I

was with family’’; ‘‘It helped me to hear the answers to other patients’ questions that I had

not thought to ask, but which are important to me’’; and ‘‘It’s nice to know that other

people are in the same boat and doing well.’’ From our perspective, this experiential

component is just as important as the more concrete and quantifiable benefits such as

improved access.

The healthful social benefits of group visits should come as no surprise. Recent

research in the treatment of obesity and diabetes has already demonstrated that

group-based interventions have tremendous efficacy in producing positive health

outcomes (7). Emerging understandings and concrete measurable results from such

diverse fields as behavioral neuroscience, business management, and the social sciences

are revealing that group-based interactions not only enhance an individual’s experience

but also lead to more efficient and effective outcomes. New terms such as social

intelligence, wisdom of the crowd, group genius, open sourcing, crowd sourcing, distributed

leadership, and wikinomics are being coined to describe the power of social networks and

social networking within our personal and professional endeavors. The rapid increase,

over the past decade, in the number of adults who are now using the Internet for

healthcare-related purposes—the so-called Health 2.0 movement—underscores

patients’ desire to network and be in community with one another. In fact, the Harris

Poll reported that in 2008, 66% of all US adults (or 81% of those who use the Internet)

participated in online healthcare list services, web-based health-related social network-

ing, and online patient communities (8).

We are so intrigued and excited by the interpersonal dynamics of group patient visits

that we are planning to engage social scientists to help us better understand these

phenomena and how they might translate not only into an enhanced patient experience,

but also improved health. Again, this should come as no surprise as there is already a rich

body of medical research that supports our observations and provides us with a theore-

tical framework. Dr. Arthur Kleinman, the noted Harvard medical anthropologist, has

written about the illness experience and described it as a sociocultural phenomenon—not

a technical or physiologic one (9). Our perception of illness is a social construct—formed

by our family, our friends, our culture, and our healthcare providers. These perceptions,

assumptions, and beliefs—all social phenomena—play a profound role in ourmotivations

and behaviors around illness and health—behaviors that include medication taking,

treatment follow-up, appropriate nutrition and physical activity, smoking cessation,

and reducing alcohol consumption.
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Over the past few years, there has been much emphasis in the medical literature on

patient activation and self-management. This emphasis is based on our growing under-

standing that the behaviors of the patient are just as important in determining health

outcomes—if not more so—than the activities or input of medical professionals (10). And

despite this growing awareness, we still continue to practice medicine and deliver health-

care in ways that fundamentally underappreciate, underestimate, and underuse the power

of social interaction and groups to create profound learning, action, and positive change

in patients’ health and well-being. It is in this space that group patient visits offer us a

quantum leap forward in healthcare delivery.

Another significant benefit of the SMA approach has to do with the very simple

act of a patient being listened to and being heard. Dr. Eric Cassell, a physician and

noted medical bioethicist, distinguishes physical pain from human suffering and

reminds us that a patient is a person, not a symptom, syndrome, disease, or list of

medical problems. He defines suffering as any perceived threat to the integrity of

one’s person—that is, to the identification with and relationship to one’s self, family,

social group, work, and play (as well as to the transcendent meaning of one’s life).

From years of observation and study of the patient experience, he has discovered

and eloquently described the critical importance of listening as a powerful therapeu-

tic tool in the alleviation of suffering in illness (11).

Empathic listening, he explains, is how one person can lend strength to another and

allow for the creation of meaning. Viewing medical encounters from this perspective,

the individual medical visit affords a patient the opportunity to be heard by one person—

the physician. We all recognize this to be a critical component of medical care. However,

the present day reality is that the amount of time a physician can actually listen is quite

limited—typically no more than a few brief minutes. More often than not, this time and

listening are diluted and disrupted by the physician needing to document the visit and/or

deal with any number of other concurrent clinic distractions. In contrast, the group

patient visit provides the patient with the opportunity to be heard by the physician,

who—in being assisted by a documenter (scribe) and multidisciplinary team—is able to

devote more of his/her attention and time to the patient. Furthermore, in the SMA visit, a

patient is also being listened to by a group of other patients, some of whom share his or her

specific illness experience. If what Eric Cassell has described is correct, the group patient

visit might actually be a much more powerful alleviator of patients’ suffering than the

individual one-on-one visit.

Numerous scholars have studied and described the experience of the patient, often

from a first-hand account, and have documented the vital need of the patient to be listened

to and heard. But, even more specifically, these scholar patients consistently report on the

powerful healing effect of having others hear their stories (12–16). The opportunity to tell

one’s story of illness (and recovery), and to hear others’ stories, may be one of the key

reasons that patients experience the group patient visit to be so comforting, renewing, and

meaningful.

In addition to being better listened to and heard, patients in the group visit also have

the opportunity to teach. Being a patient can largely be a passive experience, as patients

are acted upon. What we’re finding in the group visit is that patients are becoming

proactive participants in their healthcare experience as they begin to inform and teach

one another. After all, chronically ill patients live their daily lives with their health

problems and have, along the way, developed numerous strategies, skills, and resources

for better coping with their situation. More than any other intervention, this very simple

shift in dynamics—from passive recipient patient to proactive participant teacher—may

lead to profound transformations in motivation and behavior change for patients. Here

are two vignettes from recent SMAs at Harvard Vanguard Medical Associates that

demonstrate this point. The specific details have been slightly modified to protect the

anonymity of the patients.
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Two Vignettes: Engaging Patients as Teachers

In the first case, a woman in her early thirties was recently diagnosed with a chronic life-

long illness—an illness that will progressively impact her social interactions, particularly

interactions with her spouse and her ability to function at work. When she was given this

diagnosis (during the group patient visit), she immediately began to cry and talk about

how her ‘‘life was over.’’ The physician, as well as some of the other patients in the room,

began to comfort her and assure her that she would be able to overcome this adversity.

The response from the group was helpful, but one comment in particular was of tremen-

dous benefit. One of the other women in the group, a woman in her fifties, turned to the

younger patient and remarked that she should consider herself ‘‘lucky and actually quite

fortunate to be diagnosed with this problem.’’

This comment caught everyone’s attention. The younger woman asked why she

should consider herself lucky. The older woman stated that she had herself lived with

this problem for decades, but that it had gone undiagnosed for years. As a result, in

addition to the direct pain and suffering that this illness engendered, her experience was

overlaid with years of wondering if she was crazy; of her family and friends not under-

standing; of other physicians and clinicians not being able to help her; of doubt,

depression and solitude. The older patient went on to point out to the young woman

that she would be able to avoid all of this now that she had been properly diagnosed,

particularly because she was diagnosed in the context of a group patient visit, where she

could receive the understanding and social support of other patients and the clinical

team. The younger patient was noticeably relieved by these comments and thanked the

older woman for helping her.

In the second case, I received a phone call from a physician who had just emerged

from one of his first DIGMA sessions. He was extremely excited and told me that he had

already experienced a breakthrough patient interaction during the visit. He had been

caring for a patient who was suffering from a chronic illness for many years. From the

doctor’s perspective, the illness was deeply compounded by his patients’ recurring bouts

of depression. Despite years of advice and urging on the part of the physician, the

patient had refused to either recognize his depression or accept any medical treatment

for it. Upsetting to this particular physician was the knowledge that depression in

chronic illness not only is a common comorbidity but that it also, if left untreated,

frequently leads to worse health outcomes.

During the course of this patient’s first DIGMA visit, the patient courageously—

albeit rather sheepishly and reluctantly—raised the issue of being depressed. The

behaviorist in the room immediately picked up on it and began a brief dialogue with

all the patients present, the majority of whom shared that they had also struggled with

depression. A number of the patients described how their depression had held them

back from getting better. The breakthrough came when this depressed patient shared

that he had been struggling with depression for many years and had never realized it,

but that he was now ready to do something about it.

As one might imagine, the physician almost fell off his chair—over 10 years of

individual visits and even referrals to mental health colleagues, and he had not been

able help this patient reach this understanding. And literally, within the first fewminutes

of a DIGMA session, the patient was able to arrive at this clear realization. Immediately

after the session was over, this patient smiled and leaned over to the behaviorist stating:

‘‘I helped all these other patients, didn’t I?’’ At a follow-up DIGMA visit 3 months later,

the patient reported that he had, in fact, followed up with the treatment plan for his

depression.
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SMAs Improve Patients’ Access to Care and Physicians’ Capacity

to Do Their Jobs

It is clear that SMAs offer patients and their families, as well as providers, the possibility

of a much more empathetic, respectful, supportive, informative, and empowering envir-

onment. However, at the time of this writing and for the foreseeable future, the most

critical drivers for SMAs as a mainstream modality of healthcare delivery are patients’

access to healthcare, and the related issue of clinicians’ ability to do their jobs, that is, their

ability—given the demands, stressors, and clinical responsibilities upon them—to provide

the type of care that is required.

As mentioned previously, fewer and fewer physicians are entering the field of primary

care medicine. A disturbing statistic from the Massachusetts Medical Society 2008 Phy-

sician Workforce Study highlights this problem by pointing out that 42% of physicians

are currently contemplating a career change because of the insurmountable challenges

and lack of support they are experiencing from the practice of medicine in a highly

bureaucratic and technocratic environment (17).

No doubt, what is required to solve these problems is a multipronged approach. Many

of these solutions, such as creating the incentive for more physicians to select primary care

as a career choice or creating the practice structures and supports to make the work more

doable, will require a long time to implement. One immediate and practical solution

would be the widespread implementation of DIGMAs and PSMAs. As an example of

the immediate improvement in access to care that these SMA models can provide, we

found that one of our highly respected and backlogged senior internal medicine physicians

was able to reduce the wait time for his ‘‘third available’’ return appointment from 160

days down to 42 days after only 3 weeks of implementing his DIGMA visits.

This increased access was a direct result of increasing his net capacity by ten additional

appointments each week. Each weekly DIGMA session created 13 follow-up visits with a

net effect of adding 10 visits to his weekly capacity (13 visits in the DIGMA minus the

3 visits the physician would have seen in those 90 minutes had he not been doing a SMA).

This increase of 10 visits (from the 29 follow-up visits he was currently offering to 39

follow-up visits per week) represented a remarkable 35% increase in this physician’s

capacity for follow-up visits. It was this dramatically increased capacity each week that

so rapidly improved patient access to his practice. Once this internist’s access was reduced

to 42 days, he realized that for the first time in years he was now able to follow his out-of-

control diabetic patients every 2 or 3 months, rather than every 5 months or longer due to

the previous constraints on his schedule. The improvement in this physician’s access led to

an almost immediate improvement in his ability to care for his patients.

What we’ve discovered is that one SMA per week increases a physician’s weekly

capacity by approximately 3 hours, literally creating an extra 3 hours of time for a

physician. How a physician uses this capacity is a function of the specific practice as

well as the physician’s specific needs. For example, this time can be used to see one’s

patients more frequently (as this doctor did), or the time can be used to see new patients

who have been unable to get into the practice (as some of our other clinicians have done),

or else it can be used to provide the physician with additional time each week to focus on

preventive care or other clinical duties such as checking labs, responding to emails, and

returning patients’ phone calls.

Given this remarkable gain in capacity, we are currently engaging some of our physi-

cians in the possibility of conducting five SMAs per week, one each day. This would create

15 hours of extra time per week for a physician. Imagine that! Although I’ve focused on

examples from primary care internal medicine, we’re implemented SMAs in various

medical and surgical specialties (as well as in pediatrics and obstetrics and gynecology),

and our early experience and data demonstrate an increase in access and capacity in these
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other specialties as well. As one example of this, one of our specialty gynecology centers

was experiencing a waiting list of approximately 400 patients—women who literally were

unable to get an appointment. Because of the highly specialized expertise involved in their

care, these women, for the most part, were unable to obtain care at all. Within 3 or

4 months of implementing a PSMA program within this subspecialty service, the waiting

list was rapidly decreased and is expected to soon be completely eliminated.

Related to access and capacity is the issue of encounter volume. From this perspective,

the DIGMA and PSMA models offer a tremendous advantage to healthcare organiza-

tions, as well as to the physicians who are the primary generators of revenue for those

entities. In our experience to date, we have discovered that, in a 90-minute SMA, a

physician will experience anywhere between a 200 and 350% increase in encounter

volume, with the average being approximately 250%. How can that be? In an average

90-minute period of clinic time, our primary care physicians are seeing approximately

3.5–4 patients, a number that includes follow-up visits as well as annual exams. They’re

typically scheduled to see more than that (i.e., during their 15–20minute appointments for

return visits and 30–40 minute appointments for private physical examinations), but once

you remove no-shows, cancellations, and some physician down-time, the actual figure is

pretty close to 3.5–4 on an average. In an average 90-minute SMA, the same physicians

are now capable of seeing 10–13 patients in a DIGMA (for follow-up visits) and 7–10

patients in a PSMA (for private physical exams), which represents an approximate overall

200–350% increase in their encounter volume.

We have found that the impact of having just one well-attendedDIGMAor PSMA per

week on a full-time physician’s schedule typically translates into a total encounter volume

gain of approximately 10%.What’s remarkable is that this increase is accompanied not by

physicians spending less time with their patients, but by their actually spendingmore time,

including a greater amount of quality time. The underlying reasons for this dramatic

increase in efficiencies are due to: (1) physicians being able to delegate much of what they

normally do, including most of their documenting, onto a multidisciplinary care team,

which translates into the physician needing to do only that which he or she alone can

uniquely do; (2) the ability to overbook sessions so as to eliminate the otherwise deleter-

ious impact that no-shows and late cancellations can result in—not dissimilar from what

the airlines do; and (3) the group setting itself, which leverages the physicians time and

effort through a reduced repetition of information, since all patients in attendance can be

addressed at once. As discussed in detail in this book, the DIGMA and PSMA teams

include a documenter (transcriptionist); a behaviorist (group facilitator); and a usually

both a medical assistant and a nurse or LPN.

This last efficiency gain is no small thing. Some of our surgical specialists have

predicted that they could save anywhere between 60 and 90 minutes per day from this

benefit alone. Physicians repeat instructions and health educationmini-lectures numerous

times throughout the course of a typical day. The SMA allows a physician to speak once

and reach a dozen or more patients simultaneously. This is not only an efficiency gain, but

because of the group dynamic and active patient participation, these mini-lectures and

instructions are typically more effective and robust than in a one-on-one encounter.

SMAs Translate Directly into Efficiency Gains and Cost-Effective Care

These efficiency and capacity gains can also be translated into bottom line financial

figures. Our finance department at Harvard Vanguard Medical Associates has con-

structed a pro-forma for the SMA program and conducted a number of sensitivity

analyses that reveal that DIGMAs and PSMAs have the potential to deliver a significant

financial return on investment.
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Let me be clear that, as a non-profit healthcare organization, our primary goal is not

profitability. However, it is also clear that the efficiency and capacity gains from SMAs

can be readily applied to remedying some of the major problems facing our healthcare

delivery system today. Implementation of the group patient visit model will allow physi-

cians and other clinicians to: (1) appropriately see their patients more frequently for

follow-up chronic disease management visits; (2) see new patients and, for the many

physicians with closed practices, to open up their panels and accept new patients (thus

providing access to care to those many patients who are unable to find a physician);

(3) devote more time to the very serious responsibilities of checking patient test results and

consultation reports; (4) be more available to return patients’ phone calls and emails;

(5) spend more time-practicing proactive preventive medicine instead of rushed reactive

care; (6) have time tomanage and lead their clinical teams (what our ChiefMedical Officer

has termed, ‘‘putting collaboration on the clock’’) and; (7) to also spend more time

coordinating their patients’ care across the very complex spectrum of our delivery system.

There is a growing opinion among some healthcare leaders, economists, and policy experts

that provider payment should not be primarily a function of the volume of encounters or

procedural activities (18), but should instead be coupled to what matters most—actual health

outcomes, appropriate cost-effective medical care, and patients’ experience of care (service

excellence) (19). My personal conviction is aligned with these proposed reforms. What’s

interesting and quite remarkable to note about the SMA models is that they add value in

any payment structure–i.e., the current fee-for-service and capitated models that we presently

function within, as well as in the proposed primary care payment reform models such as the

patient centered medical home (20) and episode based payment systems (18). In fact, group

patient visits are included as an integral component of many of the innovative care models

that are currently being piloted across the country (21,22).

Enhanced Quality of Care

Regarding the fundamentally critical issue of quality, we are currently putting into place

longitudinal analyses of the healthcare quality outcomes of SMAs in comparison with

those experienced by patients in individual visits. This analysis is somewhat flawed as we

have already begun to notice a halo effect. That is, that the enhanced quality of care being

provided in our SMA sessions is already spilling over into the care being provided to

patients in individual visits. This is not surprising as our clinicians and staff are intent on

providing the highest quality of care possible, and any intervention that appears to

enhance quality would, and should, be adopted quickly throughout the practice.

One example of how quality is being improved is that of preventive care. Almost from

the start, we’ve built quality in to the SMA visits. All of the preventive screenings (such as

mammography, colonoscopies, immunizations, and cholesterol screening) have been

programmed into the workflow of the SMA encounters; and therefore are not dependent

on the individual physician remembering or being prompted (as with an electronic

medical record) to complete these essential preventive functions. We’re also building a

number of back-up safeguards into the SMAworkflow to make sure that every patient we

see is assured the highest quality preventive care possible.

SMAs Can Create a More Transparent and Team-Oriented Medical

Delivery System

It is apparent that the SMA group visit model offers many advantages to patients as well

as to clinicians. However, there is another benefit that we have not discussed. Over the past

few decades, the medical encounter between doctor and patient (in the outpatient setting)
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has been hidden, for the most part, behind the opaque closed door of the exam room. I’d

like to suggest that this concealment has not been good for either the physician or the

patient, nor is it good for the delivery system in general. Behind the closed door, the

physician is alone and isolated, unable to be observed and thus less able to learn from

feedback. Behind the closed door, there is no shared learning with colleagues, thus limiting

clinicians’ professional growth and development. Also, behind the closed door, it’s difficult

for a physician to teach others and share the wisdom of their experience.

Within healthcare, from the patients’ perspective, there’s a swelling public demand

for, as well as a growing movement toward, greater transparency. I believe this trans-

parency should also include the encounter between patient and doctor. Conducting the

patient visit in a transparent group visit format affords physicians real-time feedback

about their performance and their collective teams’ performance. It also enhances the

efficiency and effectiveness of the care team and fosters camaraderie that, as we know

from the literature, leads to improved quality and safety of medical care. Our own

experience indicates that physicians and their teams are highly enthusiastic and ener-

gized by the group visit format. We have a waiting list of nurses, medical assistants,

psychologists, social workers, and administrators who are desirous of being a part of a

SMA care team.

Here are a couple of quotes from SMA teammembers that illustrate the point: ‘‘We feel

more connected and involved with the patients. The team venture is very different and

promotes a camaraderie among different levels of staff that flattens the hierarchy.’’ ‘‘These

meetings function like a well-oiled machine. We can each pick up where the other leaves

off during a session and support each other.’’ From my perspective, the SMA approach is

the most coordinated, team-oriented medical care I’ve ever encountered, outside of the

surgical operating suite.

SMAs as a Forum for Teaching

Another related advantage of the SMA model of medical care is that it also allows other

clinicians to attend the visit and learn. As one application of this, we’re planning to have

medical students and residents in training participate in the SMAs that their physician

teachers (attending physicians) are holding. From the perspective of the physician teacher,

it’s challenging to teach effectively and efficiently in the ambulatory care setting. This is

because it requires either that the attending physician be present during the entire time

that the student or resident is speaking with and examining the patient or else that the

attending physician review what the student or resident has done by listening to their

report—a sort of second-hand method of teaching. Given the time and cost pressures of

current day ambulatory care practice, it is very difficult for attending physicians to fully

observe their students and provide real-time feedback as well as demonstration of appro-

priate care.

The SMA, however, represents a highly efficient and effective opportunity for teaching

ambulatory care medicine. Imagine a physician teacher conducting a SMA with a couple

of residents, fellows, and/or students in the room. The attending physician could begin the

SMA and see the first two or three patients to get the group visit going, and then allow the

residents, fellows, and students, in turn, to each see two or three patients while the

physician is in the room. This approach would allow the attending physician full and

direct observation of the student or resident in training, as well as the ability to demon-

strate and teach their own approach and skills.

Another potential teaching application of SMAs, which we are planning, is to offer to

our general internists to sit in on and participate in subspecialty SMA visits, such as

geriatrics, nephrology, dermatology, otolaryngology, and orthopedics, to learn skills that

they can apply in their own practice. This type of learning not only is a highly efficient and
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cost-effective way to foster clinicians’ professional career development, it also can

improve the quality and cost-effectiveness of medical care by expanding the services

that primary care physicians can competently deliver.

How much more interesting and exciting would medical practice be if we opened our

individual visit sessions to a group format? And, isn’t this the way that we learned to be

physicians in the first place—not in isolation, but in a group (i.e., during morning and

afternoon hospital rounds) as part of a collective and multidisciplinary team? I, for one,

would much prefer this mode of continuous learning over the more traditional continuing

medical education (CME) training programs conducted in dark auditoriums with slide

presentations.

Given our experience to date, it is my belief that most physicians would experience the

open, transparent, and team-based group visit model as stimulating and liberating. It

would allow highly competent and caring clinicians to showcase and share their knowl-

edge, skill, and experience in an unprecedented way. In my own experience observing

these groups, I find myself repeatedly touched and impressed by the trusting relationships

and highly personal bonds that our physicians have formed with their patients and the

profound gratitude and respect that our patients feel for their doctors, many of whom

have cared for them and their families for decades. This is a lesson, something to be shared

and celebrated, that is just as important as the more concrete technical skills and knowl-

edge of our highly competent physicians.

Planning and Predictions

It is our hope, at Atrius Health, that our experiences and the lessons we’ve learned will

assist others in implementing and sustaining their own successful SMA programs. Our

experience is that the SMA represents a more organized, efficient, team-based, participa-

tory, personalized, informative, and accessible way to deliver high-quality ambulatory

medical care. It is for this reason that we, at Atrius Health, are planning to launch The

Noffsinger Institute for Shared Medical Appointments. Through this institute, we will

offer interested providers and medical groups all of the necessary training and support

materials that are required to successfully design, launch, support, and sustain their own

SMA programs. Our goals are to assist other organizations in avoiding the many begin-

ners’ mistakes that can so easily be made; to attend to the many predictable operational

hurdles that will likely be encountered; and to create a community and network of

learning and sharing among the many provider groups who will be deploying SMAs.

Predictions are always risky, but I believe that, given the current trends in healthcare,

SMAs will become the predominant and preferredmode of face-to-face visit encounters in

the ambulatory medicine setting and that the individual face-to-face visit will become

the exception. As more and more clinicians and healthcare organizations begin to offer

SMAs, we will begin to see medical schools and academic medical centers teaching SMAs

as a core part of their training curriculum. As mentioned previously, I believe SMAs to be

a tremendous opportunity for reinvigorating the practice of ambulatory medicine, parti-

cularly for primary care medicine. And, as SMAs gain traction around the country and

around the world, we will begin to see collaboratives forming to share best practices and

innovations in the implementation and delivery of SMAs.

Finally, with outpatient healthcare delivery increasingly shifting toward and leveraging

web-based applications and electronic modes of communication, I can imagine virtual

SMAs being offered to patients; that is, groups of patients being seen together online,

perhaps on their cell phones. The social networking design of the web links very well with

the group-based SMA format. For example, even at the present moment, we are con-

templating the idea of the SMA behaviorist being online during the SMA to utilize, in
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real-time, web-based e-health applications such as the checking ofmedication interactions

or looking up the answers to patients’ questions that the physician does not immediately

have at hand. From my perspective, the SMA is a real manifestation of the burgeoning

virtual, web-based e-health solutions movement. Time will tell; however, my belief is that

we will begin to see these predictions materialize within the next 5 years.

Why Read This Book

In this book, Dr. Ed Noffsinger presents the rationale behind SMAs and, most impor-

tantly, offers a practical, step-by-step approach to implementing DIGMAs, PSMAs, and

CHCCs (Cooperative HealthCare Clinics) for clinicians, staffs, and entire organizations.

In addition to presenting the accumulating body of outcomes data, common mistakes are

emphasized and the systemic operational changes that must be implemented are discussed

in detail. This book has been 8 years in the writing and over a dozen years in the making. It

contains innumerable pearls of wisdom from Ed, the most experienced and pre-eminent

expert in the area of group patient visits.

These pearls emanate not only from his 12 years of experience implementing literally

hundreds of DIGMA and PSMA programs but also from his 35-year experience as a

health psychologist conducting up to 15 group sessions each week, his intense analytic and

systems training as a professional physicist, and his life-altering experience as a patient

suffering with a serious illness. It is Ed Noffsinger’s unusual amalgam of intelligence and

experience, wit and wisdom, and perhaps most importantly, the dignity, respect, and

generosity that he affords his family, friends, colleagues, and patients that make this book

something akin to its author—unparalleled and one of a kind.

If I had to distill the ultimate value and meaning of Ed’s mission, as well as that of group

patient visits, I would have to say that it is to create a community of caring within each

patient visit and to change the story of the patient—from one of isolation, frustration, and

fear to one of hope, dignity, community, and empowerment. This is Ed’s unique contribu-

tion tomedicine and his gift to us all—patients, families, clinicians, and healthcare workers.

Healthcare executives, clinician leaders, and administrators who want to see a DIGMA

and/or PSMA program implemented within their own healthcare system, as well as the

physicians and allied healthcare providers who are interested in launching a SMA program

within their own practices, will find this book to be indispensable. In addition, front-line

administrators and operations personnel (as well as anyone interested in learning how to

become a SMA behaviorist, nurse, LPN, MA, or documenter) will find this book to be an

invaluable asset to them in designing, implementing, and running a successful group patient

visit program. I have no doubt that this book will serve both as the definitive text and as the

operational manual on group patient visits for many years to come.

Newton, MA Zeev E. Neuwirth, MD

November 2008 Chief of Clinical Effectiveness & Innovation

Harvard Vanguard Medical Associates/Atrius Health
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Preface

How It All Began

‘‘The good news is that you scored higher on your exercise tolerance tests than anybody

we’ve tested except for our young residents,’’ I recall my renowned pulmonologist tellingme

as I apprehensively sat across from his desk to hear about my test results on that fateful day

in late 1991. ‘‘Unfortunately, your tests are abnormal and we believe that you have primary

pulmonary hypertension due to pulmonary vascular disease with a patent foramen ovale.

Your tests showed considerable dead air space in your lungs due to destruction of the

capillary bed, elevated pulmonary pressures, mild asthma, and what appears to be a cardiac

shunt.However, in order to confirm your diagnosis wewill have to redo the bubble study, as

we thought we saw air bubbles on the wrong side of your heart in your recent exercise

tolerance test—but the results were somewhat equivocal. If the follow-up test reveals a

cardiac shunt that opens under exertion, then our diagnosis will be confirmed.’’

‘‘What on earth is that?’’ I asked with concern as my wife sat silently by my side, ‘‘I

never heard of such a condition.’’

‘‘It’s a rare condition that is uniformly fatal,’’ he said. As I recall, he added something to

the effect that ‘‘Seventy percent die within two years of onset of symptoms, and nobody

has lived seven.’’

I could not believe what I was hearing. I was devastated, but clung to the remote hope

that the definitive follow-up study would prove this diagnosis to be wrong. He ended the

office visit by again stating: ‘‘If, in repeating the study, they find bubbles passing across

your heart under exertion that will confirm our diagnosis.’’

At that time, I had been sick for over 3 years with some sort of serious cardiopulmonary

condition that involved hypoxia, tachycardia, cardiac arrhythmias, profuse sweating,

shortness of breath, and hospitalizations. Previous diagnoses variously ranged from

bronchiolitis obliterans and pneumococcal pneumonia to suspicions that I had contracted

some sort of exotic, destructive pulmonary condition from the truckloads of mushroom

compost and various soil amendments that I had worked with over the years during

extensive gardening activities in my yard. Prior to this devastating 1988–1992 illness

episode, I had been a remarkably active, healthy, and fit 45-year-old man in excellent

shape, capable of jogging 4 miles in less than 25 minutes and taking 100+mile bike rides

in the coastal mountains of Northern California. My illness, arrhythmias, tachycardia,

and severe hypoxia had caused an all-too-rapid decline from being very healthy to

extremely ill, ultimately resulting in structural changes to my heart and lungs, and

eventually even a cerebellar stroke.

At my worst during these years, my highly variable blood oxygen level would drop as

low as 43% while my irregular pulse rose to over 160, which would leave me sweating

profusely, utterly fatigued, and panting endlessly while laboring to somehow catch my
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next breath. Throughout these years, I had undergone every imaginable pulmonary and

cardiac diagnostic and imaging test. And finally, this multitude of test results were being

drawn together by some of the best doctors in the country—especially my pulmonologist

and cardiologist—to capture my definitive diagnosis, which now appeared to be very

grim. However, I still clung to the hope that my upcoming definitive retest would prove

this initial diagnosis to be incorrect.

While at my worst during these anoxic episodes, my energy was completely drained,

and what little was left was spent in the sheer effort of breathing. Not infrequently, I was

bedridden, except for when I could muster the energy to go over and sit in my recliner for

an hour or so each day. Sometimes I lay listlessly in bed for days, with an irregular resting

pulse of 140–160 beats per minute, sweating so profusely that it seemed like I had just run

a marathon, and requiring my wife to change my soaking wet pajamas and bedding linen

as much a eight times a night. Along with my closest physician friends, I felt that I was at

death’s door and feared for the welfare of my beloved wife and children, who, at that time,

were only 5, 6, and 7 years old.

The Definitive Test

On the day of the fateful follow-up supine bicycle exercise bubble study, I lay downon the cold

gurney in that sterile surgical room, dressed only inmy exercise shorts, socks, and shoes—with

IVs in and EKG leads all over. With my cardiologist, a nurse, an ultrasound tech, and a

cardiology fellow present, the definitive diagnostic test—on the results of which my life

presumably depended—now began. Lying there strapped to the gurney, I followed instruc-

tions and began pedaling at low resistance while watching my fragile-appearing heart beating

on the small television monitor to my left side. ‘‘Go. . .go. . .go!’’ I kept thinking as I watched

the delicate image of my heart pumping, for it looked as if it could stop beating at any time.

With regularity each time the pedaling resistance increased, my cardiologist told the

nurse to inject another froth of air bubbles into the IV line, which she did immediately

while lifting and massaging my affected extremity, with all in the room intently watching

the TV screen in eager anticipation to determine if there was any evidence of bubbles

crossing over from the right atrium to the left. In the midst of this study, when I was asked

to do a Valsalva maneuver, all were witnesses to my heart’s immediate response: the shunt

opened up and the turbulent froth of bubbles unfortunately burst across the atrial septal

defect from the right to left side of my heart.

The Stark Contrast Between My Feelings and the General Excitement Over

a New Technology

Recognizing what this meant to me and my family in terms of confirming the dreaded

diagnosis, I lay there distraught and unable to speak. However, the room became a hub of

enthusiastic excitement. I remember somebody saying something to me like, ‘‘Do you

realize how fortunate you are—that before we had developed this new technique for

indirectly assessing pulmonary pressures, we would have had to intervene surgically in

order to directly assess your elevated pressures?’’ It’s not that I wasn’t appreciative of this

new technology, however, I was absolutely overwhelmed by the negative implications of

this study. In their excitement over this cutting edge medical technology, the cardiologist

and team asked if—because this was a teaching hospital—I wouldn’t mind repeating the

study so that their colleagues and residents could observe this remarkable new technology

in action. Group after group witnessed the amazing results of the test, nodding with

pleasure at its capabilities. In my numbed state, I wondered if I could die from someone
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injecting air bubbles into my bloodstream, although none of the excited witnesses to this

new technology seemed concerned about that. Although I agreed to keep repeating the

study, I was struck by how diametrically opposed my rapidly declining and disheartened

mood was to the professional elation and fervor that permeated the room.

The Worst Moment

As quickly as the excitement had begun, it suddenly ended. I heard my cardiologist say

that the test was over, and the entire team then promptly left the room, leaving me struck

by the contrast between the dead stillness filled with my melancholy mood and the noisy

hubbub of activity that had just occurred. As I lay there alone in that chilly room, I

reflected on what the results of this study meant to me and my family. How long would I

live? How would I die? Would I linger through a tortuous death of slow, progressive

suffocation—gasping to catch my breath? Would I ever experience any semblance of

energy again? What would I tell my wife, who was now patiently waiting in the adjacent

lobby area? And what would become of my 7- and 5-year-old sons and my 6-year-old

daughter? Devastated, I was overwhelmed and not thinking very clearly. It didn’t seem

fair. I suddenly felt cheated by God and I asked, ‘‘Why me?’’ I felt absolutely and totally

alone and in despair.

‘‘Well, they said the test was over,’’ I thought to myself, ‘‘so I guess that I should get up,

get dressed, and go home.’’ I began to sit up and pull the various EKG patches from my

chest, wiping the goop off from underneath them with my hand as best I could as I did this

and looked toward my pile of clothes I had previously placed on the chair against the far

wall when I came in for this study. As I got off the gurney to walk toward my clothing, my

foot slipped. I had just stepped into a small puddle of my own blood that had dripped onto

floor by the side of the gurney from my IV site. After slowly walking to the far wall, I sat

down and put my face into my hands, despondent about what I could possibly tell my wife.

Just when I thought that things couldn’t get worse, I looked up and could not believe

what I was seeing. There was nothing warm, soothing, or comforting in this silent and

dehumanized room, despite the excitement that had filled it just a few moments earlier.

Instead, I saw a Salvador Dali-like picture of a cold, sterile room, with pure white walls

and ceiling, a pewter-colored gurney in the middle, and a bloody, bright red footprint

walking right toward me.

Be Careful Not to Neglect the Human Experience

My head whirled. I thought about how things might have come to this, and how modern

medicine and technology could be so out of step with the human experience, so devoid of

feeling and compassion, despite the best intentions of so many who cared deeply. What

had gone wrong with the system?

I felt that I had the very best of doctors, especially my cardiologist and pulmonologist,

both kind and gentle men, who always tried to spend as much time as they could with me,

despite being overworked and somewhat harried. I had just undergone some of the newest

and most sophisticated tests that contemporary medicine had to offer, yet now found

myself feeling absolutely alone and in the depths of despair—right down to my soul.

Despite the presence of so many dedicated healthcare professionals, where was the

attention to the human spirit in all this and some basic empathy and emotional support

for the patient undergoing such an ordeal?

Even with my dedicated and caring doctors, it took months to get appointments with

them and their clinics frequently ran an hour or two late. To me, it seemed as if they were
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as tired out, pushed, and victimized by the system as I was. They tried to do the best they

could for me; yet it seemed that the healthcare system itself was somehow broken, so that

it was serving neither my physicians nor myself very well.

From Despair to the Earliest Beginnings of the Drop-In Group Medical

Appointments Model

Some months later, while at home acutely ill from another severe illness episode, I was

once again lying in bed one night and unable to sleep. Like so many times before, I was

dripping wet with perspiration, panting, short of breath, utterly fatigued, and exhausted. I

was also feeling more than a little anxious and depressed over my uncertain future. At that

moment I felt desperately alone and yearned for some human understanding and compa-

nionship. Although it was still fairly early in the evening, I absolutely did not want to

awaken my wife, as she had just gotten to sleep for some much needed rest after another

hectically busy day of tending to our children and to her father, who was dying at that time

from metastatic prostate cancer and advanced heart disease.

I got out of bed and struggled along into my boys’ bedroom, where I promptly plopped

down on the rocking chair next to their bed—the one that I had bought formywife on that

wonderful day when we initially found out that she was pregnant with our first child. As I

gazed at my sleeping sons (my daughter was sound asleep next to my wife in the adjoining

bedroom), I felt an unbelievably deep and foreboding sorrow. It simply wasn’t fair that

my children would be left to grow upwithout a father and that I wouldn’t be there to enjoy

playing with them through their childhood years, to watch them graduate from high

school and college, to participate in their weddings, and to eventually relish my

grandchildren.

Deep into despair, I telephoned my brothers, and then some old friends, hoping that

they would cheer me up. They each offered advice, but I didn’t find it helpful and just

didn’t feel that they understood. I wondered why these calls missed the mark and left me

feeling so let down. It occurred to me that my friends and family, who really had my best

interests at heart, did not seem to be supportive in the way I needed them to be because

they were used to seeing me as a strong and capable caregiver, not as a sick person in need

of caregiving. Seeing me so ill must have really scared and worried them.

I immediately began to reflect on the thousands of chronically ill patients that I had

been privileged to work with during the past couple of decades as Director of Oncology

Counseling and Chronic Illness Services in the Psychiatry Department at the Kaiser

Permanente Santa Clara Medical Center, which served more than 300,000 patient mem-

bers. I can’t count the number of timesmy patients toldme that, while they did not want to

burden their friends and family with their health problems and worries, whenever they did

in fact share their concerns they were often surprised at how unhelpful and unsupportive

their friends often turned out to be, sometimes saying things such as, ‘‘Oh, you have breast

cancer? My friend Mary had that also. Sadly, she died from it. I really miss her now.’’

Many times these patients told me howmuch they wished that they could speak with other

patients in the same boat because they felt that other patients could really understand.

Sitting there alone in my children’s room that night, I felt myself spiraling downward

emotionally and feeling evermore despondent. I told myself to stop complaining, buck up,

and try to focus on more positive thoughts. I began to ask myself: ‘‘What do you really

want?’’ In terms of my healthcare, what came through to me was very clear. First and

foremost, I wanted prompt and barrier-free access to high-quality care, and, most impor-

tantly, more time with my own doctors (plus a more relaxed and less pressured pace of

care). Despite having the best doctors I could have hoped for, I found that the system was

somehow broken—traditional individual office visits were simply too inaccessible and too
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rushed. In addition, I wanted to be with other patients as I felt that they could truly

understand.

Despite Having the Best of Doctors, Access and Service Were Poor

Although I was receiving my medical care in two major medical settings (a large HMO

and a prestigious academic medical center), I was tired of calling for an appointment and

hearing a recording say how important my phone call was, while at the same time forcing

me to listen to elevator music for 20–40 minutes as I waited for a scheduler to pick up the

line, and all this just to get a short appointment that was often several weeks away. Then,

on the day of the scheduled appointment, I would often wait in the lobby for 1–2 hours or

more for the nurse to call my name. I once waited more than 4 hours for a short office visit

and had to wait more than 3 hours on a couple of other occasions. And then, even after I

had been called in and roomed with vital signs taken, I would wait yet another 15–30

minutes in the exam room for the doctor to arrive. Finally, when the doctor did eventually

come in (often appearing exhausted from a busy day that had been crammed full of too

many patients), the visit frequently seemed all too pressured and rushed—with one of the

physician’s hands seemingly on the doorknob, while the other was busily writing notes in

my medical chart.

Then, immediately after the doctor had left, I would often find myself thinking: ‘‘Oh

no, I forgot to ask about this or that!’’ or ‘‘Did the doctor just tell me to take two pills or

three?’’ Afterward, when I got home and telephoned the doctor’s office to get an answer to

my question, I would again listen to a recording about how important my telephone call

was, waiting another 20–40 minutes for a live human to answer, only to have the entire

vicious cycle repeat itself. In other words, after one appointment, I would often have to

make yet another one just to get an answer to the question that would have been answered

if only there had been just a little more time available during the original visit, i.e., if only

the appointment had been just a little less rushed.

There Has Got to Be a Better Way

The entire system and appointment-making process seemed to not be patient oriented

(and full of waste), and ultimately appeared to be very hard on patients and physicians

alike. Indeed, the whole system supporting the individual office visit model of care seemed

to be inefficient, flawed, and obsolete rather than patient centered and service oriented.

‘‘What other business,’’ I wondered, ‘‘could survive with such pervasive waste and ineffi-

ciency built into it andwith such poor service to its customers?’’ I thought that if you called

a Toyota dealership about purchasing a car and (1) waited 20–40 minutes listening to

music on the telephone; (2) then had to wait an additional several weeks to be able to come

into the showroom; (3) still had to wait an additional hour or two in the lobby; (4) found

that the waiting was still not over as this was followed by yet another half-hour spent in a

separate room waiting for the sales person to arrive; and then (5) found out that you only

had 7–10 minutes of the sales person’s time—I wonder just how many people would end

up buying a Toyota, or would they instead simply go down the street and purchase a

Honda, assuming that their service was better.

The Drop-In Group Medical Appointments Model Begins to Take Shape

What I wanted most was prompt access and more time with my own doctors. When I

askedmyself howmuch time I wanted, what immediately came tomind (even though I still
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chuckle at the thought) was, ‘‘Ninety minutes seems just about right!’’ When I asked myself

how quickly I wanted to get in, I felt that a week would be about as long as I would be

willing to wait, giving birth to the idea of weekly 90-minute medical visits. Furthermore, I

was so fed up with the entire inefficient appointment making process that I never wanted to

go through it again. I was willing to call a day in advance to say that I was coming, but that

was about it. Hence, the ‘‘drop-in’’ component of the DIGMA model was born.

Finally, I was feeling isolated and alone and yearned to be with other patients dealing

with medical issues whom I felt could really understand. They did not have to be

experiencing the exact medical condition that I had, which would have been impossible

anyway due the rarity and swift lethality of my diagnosed condition. I felt like simply

having any sort of medical condition would be sufficient for there to be an adequate

degree of understanding and compassion. I was tired of waking up in the middle of the

night, unable to sleep because I was feeling cheated, alone, isolated, worried, and

depressed, yet not wanting to burden my family and friends with my problems (particu-

larly since they might not turn out to be as supportive as I would like anyway).

I Was Feeling Just LikeMy Chronically Ill Patients ToldMe They Had Felt

Interestingly, when I was at Kaiser, I had been working with many thousands of chroni-

cally ill medical patients over the years who had told me they were having the same types

of thoughts and feelings as I was now experiencing personally. I was convinced that other

patients could provide me with the warmth, support, and understanding that I craved and

that this could occur in a group setting where my dignity and privacy would still be

respected. Regarding how many other patients I would like to have present during my

medical visits, I felt that 10–15 other patients would be just about right—thus, the idea of

the group component of the DIGMA model was born.

In such a warm, compassionate, and supportive group setting, I would be able to have

my uniquemedical needs addressed individually—but in front of others, whowould be able

to listen, learn, interact, and share their ideas while the doctor wasworkingwithme. I would

similarly be able to learn as my doctor sequentially addressed the medical needs of each of

the other patients in turn. In such a setting, I would be able to freely ask questions, receive

emotional support, and exchange helpful information. It would be run very much like a

series of individual office visits, but with other patients and their support persons acting as

observers. Furthermore, I would get answers to important medical questions that I might

not know to ask because others would ask. As time went on, the Drop-In Group Medical

Appointment model was rapidly becoming progressively clearer to me.

I wanted this to be an additional healthcare choice (one that integrated the help and

support of other patients into each patient’s healthcare experience) that would always be

voluntary to patients and physicians alike. I reasoned that a recipe for a disastrous group visit

would be to force a physician who does not want to do one to have to run such a program. In

addition, I always believed that patients should have freedom of choice when it comes to their

healthcare options and that—for many—group visits would offer a refreshing option to the

traditional individual office visit. I also felt that having a behaviorist—a mental health

professional, such as a health psychologist or medical social worker—to manage the group

and help patients with the emotional concomitants of their illness, would be an added benefit.

Since these original conceptualizations of the DIGMA model, I have subsequently

found that having someone present to document the majority of patients’ chart notes

offers many efficiency benefits while also freeing the physician up to look at, enjoy, and

interact in a more meaningful way with patients. I have also found that expanding the

nursing and behaviorist roles to their full potential adds quality to the visit, as does having

a nurse call patients a couple of days beforehand to confirm their appointment, conduct a

med reconciliation, go through the HEDIS checklist, and ensure that all pre-visit labs
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have been completed. From the very beginning, my goals were to max-pack visits, to

create a one-stop healthcare shopping experience for patients, to integrate the help and

support of other patients into each patient’s healthcare experience, and to better serve our

patients by making their medical visit everything that it could be.

Why Would the Same Model of Care Be Best for Both Acute

and Chronic Care?

I began to think about how the traditional individual visit model of care had evolved over

centuries of acute care—prior to the development of antibiotics, when people suffered

from a wide variety of deadly acute infectious illnesses—an era when patients were well

yesterday, sick today, and dead tomorrow. But now we are living in an era of chronic

care—with chronic illnesses absorbing the vast majority of our healthcare dollars—where

patients were ill yesterday, are sick today, and will likely be coping with their illnesses for

decades and possibly even for the rest of their lives. Such patients are trying to eke out the

best possible quality of life that they can, despite struggling with the disastrous impact that

chronic illness can have on them, their jobs, and their families.

So why would we think that the same model of care would be optimal for both types of

circumstances—acute and chronic care? Although I have found DIGMAs to be appro-

priate for many types of acute care issues, they truly excel in the treatment of chronic

illnesses, geriatric patients, and patients with psychosocial issues—areas where my profes-

sional experience (plus my personal story as a discouraged, chronically ill patient) has

taught me that traditional care often falls short.

The DIGMA Model Crystallizes into Its Final Form

Thus it was that, in the muddled confusion of a frustrating 4-year illness episode from

which I only very gradually improved (the medical impact of which has lingered through-

out the subsequent decade and a half), I experienced first hand many of the frustrations,

inefficiencies, and problems inherent in our modern healthcare system. It was out of these

difficult personal medical challenges—combined with my professional experiences—that

the basic elements of the Drop-In Group Medical Appointment (DIGMA) model gradu-

ally evolved and became clearer to me: That is, a highly accessible, weekly, 90-minute

group medical appointment with the patient’s own doctor that offered drop-in conve-

nience (and had an ideal group size of between 10 and 16 patients)—run with the

assistance of a behaviorist to better attend to group dynamics and psychosocial issues.

In DIGMAs, the focus from start to finish would be upon the delivery of medical care

that sequentially addressed the unique medical needs of each person individually in a

supportive group setting where all present could listen, interact, ask questions, and learn.

Although the drop-in feature would be highly recommended due to its convenience in better

servicing patients, I never considered this to be an essential feature of the model—so that

physicians who preferred to have all patients pre-scheduled could do so if they so desired.

DIGMAs were always meant to be nothing more than an additional healthcare

choice—and an added tool in the physician’s black bag to better manage chronic illnesses

and large, busy, and backlogged practices—a tool that would be voluntary to patients and

physicians alike. One substantive change that has happened to the DIGMAmodel during

the intervening years has been the strongly recommended addition of a documenter,

especially in systems that are using electronic medical records—but only for those physi-

cians who agree to consistently see an additional patient or two in their DIGMAs in order

to cover the added cost of having a documenter.

Other changes have included expanding the nursing and behaviorist roles to achieve their

full potential—such as having a nurse call patients a couple of days beforehand to confirm
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appointments, conductmed reconciliations, go through theHEDIS checklist, and ensure that

all pre-visit labs were completed. Also, for nurses to update all routine health maintenance

and injections during every visit, and for patients to get all appointments and referrals

recommended by their doctor actually scheduled during the DIGMA visit—plus receive an

after visit summary to take home with them which contains important parts of the chart note

that the physician wants them to have, such as the treatment plan. My goal for the DIGMA

model has always been to max-pack visits and better serve our patients by making their

medical visit everything that it can be during each and every session.

My Recovery Begins

My slow path to recovery began one day in 1992 after I tried—for the first time in years—to

take a walk outside with my children. On that morning, I awoke to find myself for some

reason feeling surprisingly well and much like my good old pre-illness self. First thing that

morning, I asked my kids (who were 6, 7, and 8 at the time) if they would like to go for a

walk with daddy, thinking that I would take them on a mile or so long hike along the roads

by my house in the coastal mountains of Santa Cruz, CA. What I had in mind was taking

part of a 4-mile course on local coastal mountain roads that I used to jog on an almost daily

basis prior to the beginning of this illness episode in 1988. My kids greeted this offer with

glee and immediately got dressed with anticipatory excitement over the promised hike.

So off we went, on a hike that I expected would take approximately a half-hour to

complete, but a hike that I felt confident I could do because I was feeling so good after so

many consecutive days of feeling bad.However, what I discovered that day both shocked and

frightened me. After walking down my driveway and perhaps the equivalent of a relatively

level city block, I quickly became so profoundly fatigued that words fail, even now, to fully

convey how utterly worn out and done in I felt. I was seeing flickering white and black spots

all over the place, felt like I was about to black out, and had an extremely rapid and erratic

pulse. My heart was fluttering with all sorts of missed beats and unusual feeling arrhythmias

that seemed to be radiating strange sensations into my carotids (and with a peculiar pressure

behind my eyes that made me feel as if they were about to explode right out of their sockets).

Because of all the spots and visual disturbances I was experiencing, I couldn’t even get my

vision focused enough on my wristwatch to be able to take my pulse. Utterly exhausted and

unable to go even one step further, I plopped down at the edge of the road and putmy head in

my hands for what seemed like an hour and a half, simply dreading the thought of somehow

having to get enough energy to walk all the way back home. I no longer had any energy left to

take even onemore step. I sat there completely fatigued, despondent, feeling faint, and unable

to catch my breath. My racing heart was absolutely pounding in my chest—racing erratically

in excess of 180 beats per minute and I was clearly in A-fib.

When I finally didmanage to get back homewithmy concerned children some time later,

after making several rest stops along the short return journey, I could barelymake it back to

my bed, after which I immediately fell asleep for over 3 hours. Later that afternoon, my

heart still raced and pounded irregularly, and I was still soaking wet with perspiration from

the exhausting ordeal that I had just been through. I called both my pulmonologist and

cardiologist to tell them about what had just happened and to relate a plan that had been

hatching in my mind. I asked if it would be OK with them if I was to start an exercise

program by trying to walk a little each day, hopefully going a little further and perhaps even

a bit faster each day. After they each called me back and we had discussed my situation, I

told them that—if I was going to die—I would prefer to have it happen out on the road

while I was trying to do something to help myself, rather than passively giving up and just

waiting around inmy bed or in the hospital. They both agreed tomy plan saying, as I recall,

something like, ‘‘Why not give it a try? What do you have to lose?’’

Now, as I look back at it, that is the day to which I attribute the beginning of my

recovery. Yes, I was taking several inhalants and high doses of prednisone andmany other
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medications that undoubtedly helped, but now I had a plan and better yet, it was a plan

that I was prepared to start just as soon as I felt able. It is hard to put into words what a

wonderful feeling it was to actually have a plan, one that gave me hope, could improve the

quality of my life, andmight possibly even offer the chance that I could eventually begin to

feel better (and possibly even have some slight chance at recovery).

Then, I actually began my walking program. I started with the same single city block

walk that I had just completed with my children, but took just a few extra steps each time.

Every day that it was possible, I took thiswalk, going just a little further each day despite the

myriad of serious cardiopulmonary symptoms that I continued to experience throughout—

but trying to do it in the same amount of time as the previous day, so that I would be going

just a little bit faster. I can still clearly remember how I would feel during those walks,

especially during the early days of late 1992 and early 1993. I chronically felt exhausted and

extremely short of breath. I frequently felt light headed, and feared that I was going to faint.

I experienced strange sensations in my throat and carotids, extreme pressure behind my

eyes, and often felt like I would pass out or throw up. My heart would pound in my chest

and beat very rapidly, but irregularly. I had missed beats, strange feeling runs and arrhyth-

mias, and occasional episodes of atrial fibrillation that lasted for many hours or days.

During these years, as I continued to carry out my walking recovery program, I

continued to have recurrent episodes where I became seriously ill and bedridden with severe

cardiopulmonary symptoms. Still, my lovely wife remained concerned, attentive, and

supportive throughout, and I grew to love and appreciate her most profoundly. It was at

this time that we even took what I told my children was to be a family vacation to North

Carolina and Tennessee—the true purpose of which was to find an inexpensive homewhere

we could relocate to a mild climate, a move that would financially enable my wife to stay

home with the kids during their growing up years in the event that I did pass away.

Fortunately, as it turned out, this move was to eventually prove unnecessary. Ever so

gradually, I began to feel better. I was slowly beginning to succeed in my exercising efforts

until finally, some 2 years later (in 1994), I was even able to combine some light jogging with

mywalking throughwhat had by this time become a 7-mile course in the coastal mountains.

So despite my poor prognosis, I slowly began to improve and to gradually feel better. My

pulmonary pressures slowly remitted over these years and my energy level began to incre-

mentally increase, although never fully back to baseline. My bouts with anoxia, arrhythmias,

tachycardia, fatigue, night sweats, and shortness of breath gradually became fewer and of

shorter duration. Ever so slowly, my pulmonary and cardiac functioning began to improve,

and various objective tests show that this increased functioning still continues.My physicians

seemed to be as surprised as I was and had no explanation for why I recovered.

Although I still struggle with some negative reminders of this devastating illness

episode (such as decreased energy, edema in my ankles, various cardiac arrhythmias,

atrial fibrillation, occasional night sweats, the impact of a cerebral stroke, and profuse

sweating with any exertion), my pulmonary pressures are now within the normal range,

my right and left atria are no longer enlarged, and the thickness of my left ventricle has

now returned to normal. All in all, I can only thank God for every added healthy day of

life that I am able to experience. I am exceptionally pleased with this unanticipated (but

most fortunate) outcome. Although my exercise program and the medical care that I

received undoubtedly helped, to this day I am struck by the fact that out of the worst

period of my entire life, something as good as the DIGMA model ultimately emerged,

which is something that I can only thank God for. Other than this, I have no adequate

explanation as to why I recovered, but am most grateful that I could somehow use this

terrible personal experience in a helpful way to the benefit of others. The way that I look at

it, I have already been blessed by having these 17 years of additional days—days that have

allowed me to enjoy and raise my children, to see them all graduate from high school and

college, to thoroughly enjoy and fully appreciate my cherished wife of 36 years, and to

fully develop, implement, and test the DIGMA model.
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By 1996, My Health Eventually Improved Enough to Implement

12 Weekly DIGMAs

Finally, by 1996, my job situation had changed. I had moved from the Kaiser Permanente

Medical Center in Santa Clara to their medical center in San Jose, CA, and I was feeling

well enough to put the DIGMA model that I had conceptualized to the test. Within the

next 2 years, I successfully launched 12 different weekly DIGMAs (in oncology, nephrol-

ogy, endocrinology, neurology, rheumatology, and family practice), in which I continued

to act as the behaviorist until I took an early retirement package from Kaiser Permanente

in 1999. Both during that time and ever since, I have tried out countless different iterations

of the DIGMA model through efforts of continuous process improvement—some of

which have been successful while others have not, as I explain in this book.

I went on to launch 18 different DIGMAs and Physicals Shared Medical Appointments

(PSMA) per year during my 3 years of working half-time as SMA Champion and Director

of Clinical Access Improvement between 2000 and 2003 at the Palo Alto Medical Founda-

tion, which is where I developed the PSMA model. I am now enjoying my new job

responsibilities as Vice President of Shared Medical Appointments and Group-Based

Disease Management at Harvard Vanguard Medical Associates/Atrius Health, where I

am also President of theNoffsinger Institute for Group Visits. I plan to have approximately

50 different DIGMAs and PSMAs in both primary and specialty care up and running

throughout the various medical centers of our organization by the end of 2009.

These experiences, when coupled with the numerous DIGMAs and PSMAs that I have

been privileged to help launch as a consultant working withmedical groups nationally and

internationally, have enabled me to participate in the launching of DIGMAs and PSMAs

with more than 400 providers to date and to have personal experience with more than

20,000 patient visits in these two group visit models that I originated.

I can safely say that there is hardly any beginner’s mistake that I have not already made at

one time or another, yet every one of these experiences has provided a learning opportunity

and some hard-earned pearls of wisdom that I amnow able to pass along to the readers of this

book. However, what is most important in understanding my passion for group visits—and

the wonderful quality as well as service benefits that these SMA models can offer to our

patients when they are properly designed, supported, and run—is to understand their humble

beginnings as one frustrated patient’s attempt to try to deliver healthcare in a way that could

be better for patients, physicians, organizations, insurers, and purchasers alike.

I Thought that I Understood What My Patients Were Going Through,

But Now Realize I Did Not

Looking back on this turbulent period of my life, I must admit that I am surprised at how

much I have learned about health, illness, doctors, healthcare innovations, the medical

system, and being a patient. When I originally experienced this 4-year illness episode, I

had not only studied chronic illness, but had actually been working with chronically ill

patients for more than a decade. I had received my first Ph.D. in psychology with a

certificate in psychoanalysis and my second Ph.D. in counseling psychology at UC,

Berkeley with my dissertation being on stress and illness.

As Director of Oncology Counseling and Chronic Illness Services at Kaiser Permanente,

I had probably counseled more than 10,000 chronically ill patients with advanced disease

(and their families), set up countless treatment programs for the medically ill, and felt that I

truly understood my patients. I consider myself an empathetic person, and my wife and

friends do as well. Given the unique perspective and understanding that my background

and professional experience provided, if anyone should have recognized and truly
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appreciated the magnitude of such a life-altering experience as receiving a devastating

medical diagnosis (and the emotional significance of then having to live with this horrible,

life-threatening disease), I certainly should have, and I sincerely believed that I did.

Yet, looking back at it now in the light of my subsequent illness experiences, I realize that, in

fact, I did not fully appreciatewhatmypatientswere experiencing. I know that there are doctors

throughout the country (and undoubtedly around the world as well) who probably feel every

day of their professional lives very much like I did and truly believe that they understand the

illnesses they are dealing with and know what their patients are actually experiencing. While

they might understand the diseases and organ systems they are treating, I doubt that they truly

understand what’s really going on inside of the patients they are caring for any more than I

did, i.e., their innermost thoughts and feelings; worries about children, spouse, and

family; wondering ‘‘Why me?’’; feeling alone and cheated; experiencing the devastation

to self-esteem that accompanies lingering illness and no longer being able to carry out

one’s normal roles and functions; and the anxiety, depression, and deathlike exhausting

fatigue that so often grips the seriously ill. I believe now that to truly understand what

our patients are experiencing, we must ourselves have faced serious illness.

DIGMAs Continue to Be a Work in Progress

It took many years for me to fully develop the DIGMA model (a work that is still in

progress) and to feel well enough and have the opportunity to actually begin designing,

implementing, and evaluating the very first DIGMAs in 1996. The basic elements of this

model, as well as the reason that I am such an avid proponent of group visits, have been a

direct result of my personal experience as a frustrated, gravely ill patient facing the

shortcomings and limitations of individual office visits and traditional medical care in

our broken healthcare system. The DIGMA was not originated, as some might believe

(especially because I first implemented the DIGMA model in a large, staff model HMO

setting), as a way to make doctors work harder by seeing even more patients or as a means

for managed-care organizations to make more money by leveraging existing resources,

containing costs, and improving their bottom line.

Providing patients with improved service and a better, higher quality healthcare experi-

ence has always been my first priority and ultimate personal objective. The remarkable

efficiency and cost savings benefits of the DIGMA model were simply serendipitous side

effects of this model. Only now am I able to look back to fully appreciate andmarvel at how

Godwas able to helpme turn such a devastating personal tragedy into something as positive

and beneficial to patients as properly run DIGMAs (and later, PSMAs).

Someday, when I am lying onmy deathbed and reflecting back onmy life’s work, it is the fact

that these shared medical appointment models—as they were originally conceived—provide

patients with a better, more comprehensive, and more accessible healthcare experience (one

that can increase both patient and physician professional satisfaction) that will make me the

most proud. It will not be the fact that they happen to provide ameans for physicians to bemore

productive or for a stronger bottom line to be realized. The enhanced productivity and cost

savings provided by DIGMAs and PSMAs are serendipitous and nice and might even be a

necessary prerequisite to economic viability and for continued growth and expansion. However,

of primary importance are the improved service, care, andhealing benefitswhich these group visit

models can offer to our patients, i.e., rather than their direct efficiency and economic benefits.

Interest in Group Visits Continues to Grow

When I initially wrote the first article on DIGMAs and submitted it for publication

in the Journal of the American Medical Association in 1998, they sent it out to two

reviewers who came back with a split decision as a result of having diametrically
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opposing views on group visits in general and DIGMAs in particular. As I recall,

one reviewer was rich in praise and thought that DIGMAs represented a remarkable

healthcare innovation that had the potential to change healthcare for the better by

offering benefits to doctors and patients alike and thought that the article definitely

should be published. The other reviewer thought it was a terrible idea, was scathing

in his criticism of group visits, and concluded in the strongest of terms that the

article should not be published. I immediately recognized what a controversial issue

group visits might become, and how divisive an issue they could prove to be in the

medical community at large. After all, they involve a major paradigm shift and a

great deal of change—and how many of us can truly claim that we are quick to

embrace change, especially radical and disruptive change?

Furthermore, group visits can be perceived as threatening bymany because, at first glance,

they appear to chisel away at today’s gold standard of traditional medical care and the very

foundation bedrock of modern medicine, i.e., the individual office visit. I say ‘‘at first glance’’

because I see group visits as being very compatible with the judicious use of individual office

visits, as DIGMAs, Cooperative HealthCare Clinics (CHCCs) and PSMAs were always

meant to complement, and never to completely replace, individual office visits.

There is something that can be very healing about groups, where people are able to reach

out and touch one another–and connect and support each other in a positive way. When

properly designed and conducted, group visits can bring these healing properties into

the medical appointment and into each patient’s healthcare experience. That is why I

sometimes say that DIGMAs and PSMAs are individual office visits plus, with the plus

being the help and support provided by other patients and a multidisciplinary care delivery

team—as well as the improved access, additional time with one’s own doctor, greater

patient education, and more relaxed pace of care delivery that these models offer.

Immediately after this rejection by the Journal of the American Medical Association, I

submitted the original article on DIGMAs to the American Medical Group Association

(AMGA) for consideration in their publication—which, upon thinking about it, I felt was

a better venue anyway because Group Practice Journal tended to reach the high-level

executive leadership of many (if not most) of the larger medical groups in the country.

After the article was accepted for publication and the brown envelope containing the

author’s copies finally arrived atmy home at the very beginning of 1999, I hadmywife and

children gather around it and say a prayer to the effect that it was well done and not filled

with typos, inaccuracies, and errors that might prove embarrassing and result in irretrie-

vable damage to the DIGMA concept.

What I found, to my absolute astonishment, was that AMGA felt so highly about this

new healthcare innovation and its potential benefits to patients, physicians, and health-

care organizations alike that—for the first time in their history—they published an issue

ofGroup Practice Journal with an author’s face, rather than a graphic design, on the front

cover—along with the words: ‘‘Dr. Ed Noffsinger Explains How To Take Care of Your

Patients & Your Bottom Line’’ (Fig. 1).

The rest, as they say, is history. Immediately after this initial article was published,

I got the following phone message from Dr. John Scott, the originator of the Cooperative

HealthCare Clinic group model: ‘‘Noffsinger, this is John Scott out at Kaiser in Colorado.

I’ve been reading your article, and this is great stuff! I do have one question, though: How

the heck do you do it? Give me a call sometime and let’s talk.’’ This was the beginning of a

lengthy and enduring professional friendship.

Interest in group visits has continued to grow steadily over the subsequent decade,

during which time they have been the subject of numerous presentations and articles in

medical journals. In 2002, while acting as Director of Clinical Access Improvement as

well as the head of the Shared Medical Appointment Department at the Palo Alto

Medical Foundation, I developed a group visit model for the efficient delivery of private

physical examinations, which I called the Physicals Shared Medical Appointment
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(PSMA) model. Like the DIGMA model before it, the PSMA model is also a multidisci-

plinary, team-based approach to care that offers several key benefits to patients and physi-

cians alike, and it also garnered considerable attention in the press and medical community.

Group visits have also received a great deal of positive press from the mass media, i.e., from

television, radio, magazines, and newspapers. In addition, AMGA has continued to publish

19 of my articles during the past 9 years and recently told me that they were the most

successful series of articles that they have ever published—as they have continued to receive

requests for reprints of the entire series throughout the past several years.

AsDr. John Scott and I have continued to give numerous presentations over the years (both

together and separately) to local, regional, national, and international audiences, we have

noticed a tremendous growth in the number of attendees at our talks. Where there used to be

15–20 in the audience, it is no longer uncommon to have 100, 200, ormore in attendance.While

there has been an amazing growth of interest in sharedmedical appointments over the past few

years, there is still much room for group visits to grow in the future. Gone is the not infrequent

hostility thatDr. Scott and I used to receive frommedical audiences during our presentations in

those early years, which has been largely supplanted over time by ‘‘We know that we need to

change by doing group visits, so please just show us how to do them correctly.’’

This book and accompanying DVD are designed to do just that—as they are not only

intended to be a definitive treatise on group visits, but also a comprehensive how-to toolkit

for doing them correctly. Group visits now appear to be on firm footing and should

continue to grow rapidly throughout the coming years because of the multiple benefits

Fig. 1 For the first time in its history,Group Practice Journal put an author’s photograph on the cover when they
published Dr. Noffsinger’s first article on DIGMAs because they believed so strongly in the concept of group
medical appointments
(Courtesy of Group Practice Journal, American Medical Group Association, Alexandria, VA)
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they offer to patients, physicians, healthcare organizations, insurers, and corporate

purchasers alike—that is, assuming that they are properly designed, supported, and run

(and barring some unforeseen future negative turn of events regarding the issue of

reimbursement, which is currently not completely resolved).

Edward Noffsinger, Ph.D.

Vice President of Shared Medical Appointments

and Group-Based Disease Management

President, Noffsinger Institute for Group Visits

Harvard Vanguard Medical Associates/Atrius Health

Boston, MA
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Disclaimer

The views expressed by Dr. Edward Noffsinger are based on his best available knowledge,

both as the originator of two of today’s three major group visit models and as a result of

approximately 20,000 patient visits in DIGMAs and PSMAs with over 400 different

providers that he has been involved with in developing their group visit programs during

the past 12 years. Nonetheless, onemust keep inmind that group visits are still an evolving

and comparatively new phenomenon and that much about them is still unknown or

changing. Based on his extensive experience in the field, the author is expressing his

personal knowledge and viewpoint to the best of his ability in this book; however, no

guarantees or warrantees exist or are implied. Therefore, it is not only prudent but also

incumbent upon readers to do their own independent research and due diligence—i.e., in

addition to reading this book and studying the attached DVD—before proceeding with

any group visit program.

Although it contains a remarkable amount of information, the attached DVD is not

meant to stand-alone, but rather to be utilized in conjunction with the muchmore detailed

information contained in this book. The reader must keep in mind that the medical grand

rounds presentation—as well as the behaviorist and mock DIGMA training sessions—

depicted in theDVDwas, in the interest of time and available storage space, heavily edited

from its original format by Northern Health. Also, whereas the author spent 8 years in the

writing of this book, the events depicted in the videos on the attached DVD transpired

over just 1 week’s time.

The reader should find all of the forms and promotional materials included in theDVD

to be very helpful; however, they are meant as templates and examples for illustrative

purposes only. It is imperative that each system not only develop its own specific look for

their SMA program but also develop—and have their medical-legal team review—all of

its own SMA forms to best meet their own particular organizational needs, regulatory

demands, billing requirements, confidentiality requirements, etc.
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Part I

Group Visits: The Next Step in Medical Care



Chapter 1

Introduction to Group Visits

It’s called a group visit, and it’s the latest twist on themost fundamental encounter in medicine: the doctor–
patient relationship. Health clinics across the country, from a Mayo Clinic affiliate in Wisconsin to
Stanford University School ofMedicine in California, have recently introduced programs. . .Some doctors
set up their group visits around patients with specific chronic ailments—such as diabetes, arthritis or
hypertension, or for routine pediatric or geriatric complains. Fallon Clinic Inc., Worcester, Mass., has
such visits, and its medical director, Jonathan Harding, praises their efficiency. Rather than saying the
same thing 20 different times to 20 different patients, he says, the doctor only has to say it once. Though it
seems paradoxical, both doctors and patients maintain the arrangement reclaims the closeness of the
doctor–patient relationship that many argue has been eroded in the era of managed care.

Martinez B. Now it’s mass medicine—doctors start seeing groups of patients to save time;
one-on-one vs. one-on-12. Wall Street Journal Monday, August 21, 2000; p. B1.

Would you be interested in a care delivery model that could

simultaneously: (1) increase productivity, access, and effi-

ciency; (2) improve patient education, prevention, and

chronic disease management; (3) enhance quality, clinical

outcomes, and the patient’s healing experience; (4) more

closely attend to mind as well as body needs—psychosocial

needs that are known to drive a large percentage of all

medical visits; (5) control costs while max-packing visits

and providing patients with a one-stop healthcare shopping

experience; (6) deliver consistently high levels of patient and

physician professional satisfaction, and bring some joy back

into the practice of medicine; (7) increase job performance

by optimally off-loading as many provider responsibilities

as possible onto less costly members of a multidisciplinary

care team; (8) provide a value-added service that offered

more time with the provider and a more relaxed pace of

care; and (9) make use of the greatest untapped resource in

every healthcare system (i.e., the patients themselves, not

only in their own disease self-management, but also in the

more altruistic sense of helping, encouraging, and support-

ing each other)? If so, then read on.

First and foremost, group visits are medical appoint-

ments in which multiple patients are seen simultaneously

by the physician in a supportive group setting—i.e., the

focus is upon the actual delivery of medical care. However,

they also bring a great deal of patient education and

emotional support into the appointment by integrating

the help and support of other patients as well as an entire

multidisciplinary care delivery team into each patient’s

healthcare experience. Confronted by today’s qualityman-

dates and multiple healthcare challenges, the potential of

group visits (also referred to as shared medical appoint-

ments [SMAs], shared visits, shared medical visits, group

medical appointments, group appointments, etc.) to both

redesign the physician office practice and enhance care for

the chronically ill is just beginning to emerge. Managed

care demands for increased productivity, when coupled

with reduced reimbursements and dwindling bottom

lines, have sliced the time pie into ever smaller pieces and

led to shorter, more pressured appointments. The eco-

nomic imperatives of today’s managed care environment

and the fast-paced treadmill of outpatient care has

impacted physicians’ practices in that it has increased

their roles as gatekeepers, diagnosticians, documenters,

and technicians fighting disease—and has decreased the

amount of time they have to comfort, console, educate,

emotionally support, and get to know their patients.

By off-loading as many duties as possible onto the

multidisciplinary team, group visits provide an innovative

alternative to the trend of putting evermore responsibil-

ities onto the shoulders of the physicians so that they are

able to look at, and have more direct contact time with,

their patients. Group visits are particularly helpful in

better managing busy, backlogged practices and in

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_1,
� Springer ScienceþBusiness Media, LLC 2009
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meeting the complex needs of the chronically ill, patients

with mind as well as body needs, and elderly patients and

their families.

Three Major Group Visit Models

Three major group visit models are currently in wide-

spread use: the drop-in group medical appointment

(DIGMA) and physicals shared medical appointment

(PSMA) models originated by the author, and the coop-

erative healthcare clinic (CHCC) model developed by

Dr. John C. Scott. DIGMAs and CHCCs focus primarily

on follow-up visits, but PSMAs (as the name implies) are

specifically designed for increasing the efficiency of deli-

vering complete private physical examinations in primary

care as well as in the various medical and surgical

subspecialties. Table 1.1 summarizes the unique and dif-

ferentiating features of today’s three major SMAmodels.

In a 2004 article on SMAs, Private Practice Success

presents the case for group visits as follows: ‘‘Imagine

Table 1.1 Unique features of the three major group visit models

Drop-in group medical appointment Cooperative healthcare clinic
Physicals shared medical
appointment

Primary focus Follow-up visits (sometimes intakes) Follow-up visits only Physical examinations (new and
established patients)

Target patients Most patients in provider’s practice or
chronic illness program needing a
follow-up visit (or sometimes an
intake)

Same 15–20 high-utilizing,
multi-morbid geriatric
patients for monthly
follow-ups

Most patients in provider’s
practice or chronic illness
program needing a private
physical examination

Same or different
patients

Different Same Different

Formal educational
presentation

No Yes No

Is run like a series of
individual office
visits?

Yes No Yes

Medical care from
start to finish?

Yes No Yes

Patients come on a
regular basis (or
just when they need
to be seen)

Only when medically necessary Regular (typically monthly) Only when medically necessary

Ideal group size 10–16 patients 15–20 patients Primary care:
7–9 males;
6–8 females

Medical and surgical
subspecialties:
10–13 patients

SMA team members MD, 1–2 nurses, documenter,
behaviorist, dedicated scheduler

MD, RN/MA, guest speakers as
needed

MD, 2 MAs or nurses,
documenter, behaviorist,
dedicated scheduler

Other personnel (in
larger systems)

Champion and program coordinator Program coordinator Champion and program
coordinator

Frequency of sessions Weekly (or twice weekly, daily, etc.) Monthly (or per best practice
guidelines for Specialty
CHCC)

Weekly (sometimes twice a week)

Typical length of
sessions

90 minutes 2½ hours (1½ hour group
followed by 1 hour of
individual care to about one-
third of patients)

90 minutes

Unique benefits æ Productivity

æ Access
æ Practice & disease management
FFS billing

Reduced nursing home,
emergency room, and
hospitalization costs; intense
patient bonding

æ Productivity

æ Access
æ Practice management
FFS billing

Drop-in convenience Yes No No

Subtypes of model Heterogeneous, homogeneous, and
mixed

Specialty CHCC (same format,
but formedical subspecialties
and meets irregularly)

Heterogeneous, homogeneous,
and mixed
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providing 20 of your hypertension patients the care they

need, but only having to offer advice about behavior mod-

ification once. Physicians who use shared medical

appointments swear these appointments help themprovide

better care, see more patients, and rekindle the joy

of practicing medicine . . .‘Doctors who have backlogs to

physical exams will want the physical shared medical

appointment (PSMA),’ says consultant Edward B. Noff-

singer, PhD. ‘Doctors with access problems to return visits

will want drop in groupmedical appointments (DIGMAs).

And if their primary problem is that they have a small

group of very costly patients, they’d want to start with

the cooperative healthcare clinic (CHCC)’’’ (1).

Group Visits for Better Managing Busy
Practices and Chronic Illnesses

Group visits or SMAs—terms that are used interchange-

ably throughout this book—can address many of the

critically important economic challenges facing health-

care delivery systems today. They can be used as practice

management tools for better and more efficiently mana-

ging large, busy, and backlogged practices as well as tools

for better managing both chronic illnesses and geriatric

patients. Group visits can offer remarkable benefits in

today’s integrated healthcare delivery systems by addres-

sing many of the most important healthcare challenges of

our time: double digit annual increases in the cost of care;

ongoing access problems; inadequate attention to perfor-

mance measures and health maintenance updates; the

lack of job doability; increasing demands from today’s

informed patients; the growing medical needs of an aging

patient population; decreasing reimbursements and

stressed bottom lines; and the rising dissatisfaction of

patients and physicians alike.

In addition, because so many healthcare dollars go

toward the treatment of chronic illnesses, highly produc-

tive and efficient group visits can enhance quality and

help to contain the rapidly rising cost of providing care

to the chronically ill. These high-risk medical patients

have the potential for both poor outcomes and high cost

to the system and often have extensive mind as well as

body needs, complex needs that are difficult or impossible

to meet in the brief amount of time available during

traditional individual office visits. Group visits offer the

additional benefits of not only a multidisciplinary health-

care delivery team, but also of the help and support that is

provided by other patients, which represents one of the

greatest untapped resources in healthcare today.

See Chapter 7 for an in-depth discussion of a high

quality, cost-effective chronic disease management para-

digm developed by the author thatmakes full use of group

visits—one which is not just theoretical, but has already

been successfully utilized in actual practice. This para-

digm can be used with equal benefit for virtually any

chronic disease (diabetes, CHF, depression, asthma,

MS, hypertension, etc.), and excels when there are large

volumes of patients whose illness needs to be successfully

and cost-effectively managed—such as ten or more thou-

sands of diabetic patients. Group visits can benefit all of

our patients (i.e., those with acute as well as chronic

needs); however, by providing accessible, high-quality,

and high-value medical care to some of our most challen-

ging and costly patients, SMAs offer a creative new

approach to the effective management of high-risk,

high-cost patients with chronic conditions and the poten-

tial for reduced medical costs in both fee-for-service and

capitated healthcare delivery systems (as well as in the

Veterans Administration, Department of Defense, and

public health sectors). Also, because (when properly

run) they have the ability to increase capacity and reduce

demand, SMAs can be used to treat underserved popula-

tions, i.e., the uninsured, disenfranchised, underserved

Table 1.1 (continued)

Drop-in group medical appointment Cooperative healthcare clinic
Physicals shared medical
appointment

Much medical care
conducted in group
(in front of others)

Yes (almost all, except private
discussions and examinations)

No (most care is provided
individually and in private)

Yes (during interactive group
segment only)

Greatest weaknesses Maintaining census Not being seen as a class; FFS
billing

Maintaining census

Common patient
benefits of all 3
SMA models

æQuality;æ patient education;æ attention to psychosocial needs; reduced repetition;æ compliance;æ lifestyle
medicine; æ self-efficacy; æ disease self-management skills; help and support of peers; multidisciplinary,
team-based care; enhanced continuity; closer follow-up care; improved outcomes; immunity to no-shows by
overbooking sessions; cost containment; æ patient and physician satisfaction; better management of elderly
and chronically ill patients; extra treatment choice

FFS, fee-for-service; SMA, shared medical appointment
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minorities, urban poor, patients currently falling between

the cracks, and so forth.

Efficiency is enhanced because sessions can be over-

booked to compensate for patient no-shows and late

cancellations, because physicians can delegate much to a

multidisciplinary team, and because repetition can be

avoided. Meant to be voluntary to patients and physicians

alike, group visits are also designed to provide individual

one-on-one time with the physician on an as-needed basis

to all patients.

Although the term physician is used throughout this

book, all providers of medical care are included (i.e.,

providers of follow-up visits and physical examinations),

such as nurse practitioners, podiatrists, pharmacists,

Pharm.Ds, and physician assistants, who would set up

their group visits in exactly the same manner, using the

same types of staffing, facilities, and promotional

materials.

The Many Benefits of Shared Medical
Appointments

Representing a biopsychosocial and multidisciplinary

team-based approach to medical care, SMAs are meant

to enhance quality and outcomes, improve patient–

physician relationships, increase productivity and access

to care, and enhance both patient and physician profes-

sional satisfaction. Carefully designed and properly run

group visit programs can offer a multitude of benefits to

doctors, patients, healthcare organizations, third-party

payors, and corporate purchasers alike. They can also

be an integral component to new healthcare innovations

such as the patient-centered medical home—in which

group visits could not only be an access, quality, and

satisfaction enhancers, but also an economic driver help-

ing to improve the bottom line. It is because of these

multifarious benefits that so many articles have been

published on group visits and that such an extensive

body of literature has already been generated (e.g., see

Suggested Readings at the back of this book).

The DIGMA model for return visits and the PSMA

model for private physical examinations have emerged as

revolutionary access solutions in both primary and speci-

alty care. Unlike the CHCC model, which is not designed

to improve either physician productivity or access to care,

increased physician productivity and improved access are

hallmarks of the DIGMA and PSMA models. DIGMAs

and PSMAs efficiently provide extended medical

appointments with the patient’s own physician, which

can not only improve access but also increase both con-

tinuity of care and time spent with one’s own physician.

First and foremost, SMAs are medical appointments;

therefore, they are not support groups, health education

classes, behavioral medicine programs, or psychotherapy

groups (although they are inclusive rather than exclusive,

and canwork well together with any such group programs

as well as with individual office visits). DIGMAs have

been demonstrated to be extremely effective in solving

access problems at both the individual physician and

departmental levels (2,3).

DIGMAs and PSMAs reverse the trend that has been

occurring in medicine during recent years in that, rather

than adding evermore responsibilities, they reduce physi-

cian responsibilities to an absolute minimum and place

these duties instead on the shoulders of a less costly and

specifically trained, multidisciplinary care delivery team.

Even a documenter can be provided to assist the physician

in documenting chart notes. This leverages the physician’s

time by enabling the physician to focus on patients and

doing that which the physician alone can do—i.e., deliver

high-quality, high-value, and individualized medical care

to each and every patient in the room.

DIGMAs and PSMAs Resemble a Series
of Individual Office Visits with Observers

Among all group visit models, DIGMAs and PSMAs

stand alone in that they so closely resemble traditional

office visits, i.e., by delivering medical care from start to

finish, and by being run just like a series of individual

office visits with observers. DIGMAs and PSMAs are

similar to individual office visits in that: (1) the physician

sequentially attends to the unique medical needs of each

patient individually (i.e., without any preplanned class-

type presentation); (2) the same medical services, and

often more, are provided (history, examination, risk-

assessment and reduction, medical decision-making,

counseling, treatment, etc.); (3) the physician is present

throughout the entire session; (4) a comprehensive and

individualized chart note is documented on each patient;

and (5) the focus from start to finish is on the delivery of

medical care through a series of one doctor–one patient

encounters (but in the supportive group setting where

all can listen, learn, interact, and benefit). In fact, these

two unique group visit models are best envisioned as

a sequence of individual office visits with other patients

as observers and in which as much medical care as

appropriate and possible is provided in the supportive

group setting (Fig. 1.1). For these reasons, patients

never confuse a properly run DIGMA or PSMA with a

class, support group, behavioral medicine program, or

psychotherapy group.
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Much about group visits is counterintuitive. Because

of this, their many frustrating beginner’s mistakes can

easily be made (which are more fully discussed later in

this book) and initial development facedmany challenges.

While many physicians initially viewed group medical

appointments as just another unwanted change in their

routine, most now recognize their multifarious benefits

and just want to know how to implement them (4).

Cooperative Healthcare Clinics Follow
the Same 15–20 Patients Over Time

Whereas the DIGMA and PSMA models represent two

of today’s three major group visit models currently in

widespread use, the third model—the CHCC model—is

used to follow the same group of high utilizing, often

multi-morbid geriatric patients over time through struc-

tured group sessions containing a formal educational

presentation with some care delivered followed immedi-

ately afterward by individual care for those patients who

need it. This model, which differs dramatically from (but

works well together with) the DIGMA and PSMA mod-

els, is discussed in greater detail in Chapter 4. Unlike

DIGMAs and PSMAs, which focus on most if not all

patients in the physician’s practice or the chronic illness

management program (and closely resemble individual

office visits), CHCCs focus on the same group of 15–20

patients over time and have a different structure from

traditional office visits. CHCCs—as well as the related

Specialty CHCC subtype of the CHCC model—do not

necessarily increase physician productivity or improve

access to care in physicians’ practices. However, CHCCs

and Specialty CHCCs represent great care for those

patients fortunate enough to receive it, and they have

been shown to reduce hospitalization, emergency depart-

ment, and nursing home costs for these costly, high-risk

patients (5–10).

Other Applications for Shared Medical
Appointments

In addition to being ideally suited to the treatment of

geriatric patients and the chronically ill, SMAs can play

equally important roles in

� Improved physician management of busy, backlogged

practices
� Better meeting the medical needs of most patients—

those with routine, acute issues as well as patients with

chronic conditions
� Providing improved access benefits to both follow-up

visits (DIGMAs) and physical examinations (PSMAs)—

and therefore in helping to achieve the goals of advanced

access
� Reducing patient phone call volume
� Effectively managing difficult patients (such as

psychologically needy patients; extreme information

seekers; angry, high-using, or noncompliant patients;

and those with diagnoses often seen as difficult to treat

in the traditional office visit setting, such as chronic

pain, headache, fibromyalgia, and irritable bowel)

The wide-ranging applications for group visits are much

broader than one might at first envision. Personally,

I believe that the majority of the medical care that we

currently provide in ambulatory outpatient settings could

be as well (or better) provided in the group visit paradigm.

When most people think about group visits, they think

about them in the more limited sense of just treating the

chronically ill, the elderly, or high utilizers—all applica-

tions for which SMAs are admirably suited. However,

what most do not realize is that SMAs can play an equally

important role in managing busy and backlogged prac-

tices, in outpatient ambulatory care settings for virtually

all medical subspecialties in both primary and specialty

care, in training residents and fellows in academic

settings, and in some inpatient, urgent care, and nursing

home settings as well. When carefully designed, ade-

quately supported, and properly run, SMAs have the

potential to offer many advantages, which can include

benefits to patients, physicians, healthcare organizations,

insurers, and corporate purchasers of medical care alike.

Fig. 1.1 DIGMAs and PSMAs are run as a series of individual
office visits with other patients as observers, where all present can
listen and learn. The author is shown (left, back to camera), serving
as behaviorist in a large DIGMA (courtesy of American Medical
Group Association and Dr. Lynn Dowdell, the Kaiser Permanente
Medical Center, San Jose, CA)
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Positive results have been achieved in both primary and

specialty care in a wide variety of healthcare delivery

systems in the commercial (fee-for-service, capitated,

profit, not-for-profit, PPO, HMO, IPA, etc.), public, and

governmental (Department of Defense and Veterans

Health Administration) sectors. Despite the multiple

potential economic and productivity benefits that properly

run SMAs are able to offer, it is the service, quality of care,

patient education, and disease self-management benefits

that they can offer to our patients that is of greatest

importance to the medical community and is the source

of greatest satisfaction to me, personally.

Today’s major group visit models work well not only

with each other and other types of group programs, but

also in combination with traditional individual office

visits, which they are meant to complement and not to

completely replace. It is anticipated that both group and

individual visits will play an important role in the future

of healthcare delivery. The challenge facing us now is how

to optimize the use of both types of appointments so that

we can best match the type of service offered to the actual

needs of the patient.

Use in Medical and Surgical Subspecialties

Although group visits are still relatively new, it is worth

noting that they have already been successfully employed

not only in virtually every medical and surgical subspeci-

alty, but also in many ways within each subspecialty. For

example, in cardiology DIGMAs and PSMAs have been

used in numerous ways: general cardiology, CHF, arrhyth-

mias, atrial fibrillation, post-MI follow-ups, cardiovascu-

lar disease, pacemaker interrogations, etc. In dermatology,

these group visit models have been used for general

dermatology, acne, skin cancer, cosmetic dermatology,

eczema, psoriasis, sun damage, etc. In oncology and hema-

tology, they have been used for all types of cancer, auto-

logous bone marrow transplants, breast cancer, prostate

cancer, etc. In nephrology, DIGMAs and PSMAs have

been designed for all of the nephrologist’s kidney patients,

dialysis patients, pre-dialysis patients, kidney stones, end-

stage kidney disease, hypertension, etc.

In internal medicine and family practice, DIGMAs

and PSMAs have been used in countless ways: for most

or all of the primary care provider’s patients; diabetes;

endocrine syndrome; cardiopulmonary patients; women’s

health; GI patients; stress, anxiety, and depression; high

utilizers; geriatric patients; morbid obesity; cardiovascu-

lar disease; etc.—to name but a few. Do keep in mind,

however, that you must always design your group visit

programs in such a way that all sessions can be

consistently kept full—which means designing DIGMAs

and PSMAs around patient demand rather than simply

around physician interest.

Why Group Visits?

Many physicians view the individual office visit model in

which they have been trained and practicing as the gold

standard of care, i.e., the best possible form of care that

they can offer to their patients. Although many physi-

cians might like to maintain the status quo, this option

may no longer be viable—due to the decreasing numbers

of primary care physicians, closed practices, increasing

costs, declining reimbursements, large practice sizes,

increasingly large backlogs, dwindling patient as well

as physician professional satisfaction, the brief and

rushed nature of care, and the inability of patients to

secure the timely appointments that are commensurate

with good care. In addition, there are many benefits

inherent in the group visit that simply cannot be

matched by individual office visits—such as a multidis-

ciplinary team. More time, and the help and support of

other patients being built into each patient’s healthcare

experience. It is clear that our healthcare system is

increasingly stressed (some would even say that it’s bro-

ken) and in need of positive innovations that can offer

the multiple benefits that group visits do.

In a June 2000 Modern Healthcare article, the case

is stated this way: ‘‘Advocates for group medical appoint-

ments claim that the quality of care is improved while

both patient and doctor are more satisfied’’ (11).

Improved Access to Care

Maintaining excellent access to both follow-up appoint-

ments and physical examinations through use of existing

resources represents a major contemporary healthcare

challenge because many care delivery systems have a

marked mismatch between capacity and demand. All

too often, when efforts are made to improve access to

follow-up care, physical examinations get pushed out

even further and vice versa. Group practices and health-

care organizations recognize that there simply is not

enough money in the system (nor the number of physi-

cians and professional staff available) to hire the required

numbers of physicians and support staff to solve existing

access, service, economic, and quality of care problems

through traditional office visits alone, i.e., by throwing

still more doctors at the problem. For both return
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appointments and physical examinations, a tool is needed

that will dramatically increase productivity and effi-

ciency, improve access and quality of care, and contain

costs while strengthening the bottom line.

Despite being amore expensive form ofmedical care to

deliver (due to their additional personnel, promotional,

and facilities requirements)—costs that can be more than

offset by the remarkable productivity gains that these

models offer—DIGMAs and PSMAs are the right thing

to do for our patients because of the multiple benefits

they offer. SMAs offer patients an additional healthcare

choice, one that not only enhances quality and perfor-

mance measures but also integrates the help and support

of other patients and a multidisciplinary care delivery

team into each patient’s healthcare experience.

Patient Benefits

From the patient’s point of view, DIGMAs, CHCCs, and

PSMAs offer patients what they most want (Table 1.2).

DIGMAs are successful because they offer effective med-

ical treatment at a reasonable cost, while also addressing

(with the assistance of the behaviorist and the group itself)

the problematic psychosocial and lifestyle issues that

impact the patient’s health and use of healthcare services,

often better than can be accomplished in the brief time

span of an individual appointment. This is especially

important because a large percentage of all medical visits

are driven by behavioral health and psychosocial issues,

rather than true medical need. Because of the extensive

amount of time that the patient is able to spend with

the physician and care delivery team, patients receive a

great deal more information about healthy lifestyles and

disease self-management strategies during each and every

DIGMA, CHCC, and PSMA session than could possibly

be worked into a relatively brief individual office visit

(Fig. 1.2).

DIGMAs, CHCCs, and PSMAs offer their own

unique quality of care benefits, as they can offer better

care, not just more efficient care. The presence of a

specially trained behaviorist (typically a psychologist or

social worker, but occasionally a nurse, diabetes nurse

educator, Pharm.D., nurse practitioner, or other specially

trained professional) is one of the hallmarks of the

Table 1.2 Benefits to patients of drop-in group medical appointments and physicals shared medical appointments

� Prompt access to care

� Extra time with their own physician and a more relaxed pace of care

� Answers to questions they might not have thought to ask (because others ask)

� Like CHCCs, they provide greater patient education and attention to psychosocial issues

� Max-packed visits, a one-stop shopping healthcare experience, and multiple quality of care benefits

� Mind as well as body needs are met

� Professional skills of a behaviorist to better address psychosocial needs

� Like CHCCs, they integrate the help and support of other patients into each patient’s healthcare experience

� Personalized care (as each patient’s unique medical needs are addressed individually)

� Appropriate privacy is maintained at all times—private time with physician is available as needed

� A means of reaching out to the underserved and patients who might be falling through the cracks

� Enhanced physician–patient relationships

� Helpful information for family members and caregivers

� Like CHCCs, high levels of patient satisfaction

� Closer follow-up care

� Like CHCCs, an additional healthcare choice

� DIGMAs offer patients drop-in convenience

� Like CHCCs, they are meant to be fun for patients, physicians, and medical staff

CHCC, cooperative healthcare clinic

Fig. 1.2 Because of the additional time available, there is an
opportunity for the physician and multidisciplinary SMA team
members to deliver a great deal of patient education about healthy
lifestyles and disease self-management skills during every SMA
session (courtesy of Dr. Thomas Morledge, Men’s Primary Care
PSMA, Cleveland Clinic, Cleveland, OH)
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DIGMA and PSMAmodels. The behaviorist can bemost

helpful in addressing patients’ behavioral health and psy-

chological issues, which often go under-diagnosed and

under-treated in the primary care setting, because beha-

viorists are often better able to address these mind needs

than physicians. These group visit models provide more

time with the physician, the help and support of the

behaviorist and group itself, and a means for addressing

many of the lifestyle and psychosocial issues that are

affecting patients’ quality of life and utilization of health-

care services. This benefit is especially important given

the substantial under-diagnosis of depression, anxiety,

and substance abuse that is known to occur in the primary

care setting (12,13).

Patient Satisfaction

Time and time again, the level of patient satisfaction with

DIGMAs has been demonstrated to be very high. The

author reported high levels of patient satisfaction in a

6-week pilot study at Sutter Medical Group in Sacramento

(14), in a 1-year study involving all three neurologists in the

Neurology Department at the Kaiser Permanente Medical

Center in San Jose (plus improved patient–physician

relationships) (3), and in the first 12 DIGMAs that the

author ran between 1996 and 1999 (15,16). I have also

found the level of patient satisfaction to be consistently

high in the more than 50 DIGMAs and PSMAs that

I launched as SMA champion and Director of Clinical

Access Improvement at the Palo Alto Medical Foundation

(and in the more than 50 DIGMAs and PSMAs that I

have launched as SMA champion and Vice President of

Shared Medical Appointments and Group-Based Disease

management at Harvard Vanguard Medical Associates/

Atrius Health), and in the more that 300 DIGMAs and

PSMAs that I have helped launch between 1999 and 2007

as a healthcare consultant specializing in group visits to

healthcare systems both nationally and internationally.

Dr. John Scott (the originator of the CHCC group visit

model) has also found patient satisfaction with DIGMAs

to be very high. He relates that when Kaiser Permanente

conducted a 1-year pilot study on DIGMAs in their

Colorado region, they found that (1) over 90% of the

patients who attended reported being satisfied with the

DIGMA visit and (2) more than 60% of patients stated

that they would not have preferred an individual office

visit (John Scott, personal communication, 2005). This

latter finding is especially remarkable when one considers

that the majority of these patients were attending a

DIGMA for the first time and that they previously had

a lifetime of expecting a traditional individual office visit

when they went to see their doctor.

Many other healthcare organizations have reported

similar findings regarding the high level of patient satis-

faction with SMAs. For example, as reported in Chapter

9 on outcomes, Cleveland Clinic found that (1) 85% of

patients attending a DIGMA rescheduled their next visit

into a future DIGMA and (2) that the percentage of

patients rating their overall satisfaction with the visit

as excellent was much higher for DIGMAs and PSMAs

(74.67%) than for either individual office visits with the

same providers (59.17%) or for Cleveland Clinic Regional

Medical Practice providers on average (63.00%).

Shared Medical Appointment Reception
in the Popular Press

Because of the many patient benefits that properly run

and supported group visit programs can offer, they have

created quite a stir in the popular press—from Time

Magazine, U.S. News & World Report, WebMD, The

Minneapolis Star Tribune, and The Wall Street Journal

to Good Housekeeping, AARP’s Modern Maturity, The

Washington Times, and The Boston Globe. In addition,

they have been featured both locally and nationally on

CNN, PBS, National Public Radio, and numerous local

radio and television stations. Because of the pushback

that one would normally anticipate with any new innova-

tion requiring so much change, I have been surprised at

the overall positive tone of the mass media coverage.

I believe that it is because, at least to date, of the consis-

tent emphasis on group visits always being for the benefit

of our patients. There are many reasons that group visits

are so patient centered, especially because of the enhanced

quality, time, access, education, support, and follow-up

care benefits that they offer to patients.

Also, it is important to always remember that I origin-

ally developed my two group visit models as a result of

being seriously ill in order to give patients more rather

than less—i.e., out of personal frustration with traditional

medical care as it was being delivered—and this despite

having the best doctors that one could hope to have. It is

extremely important that the focus of SMAs always

remain on our patients and that extreme caution be

taken to ensure that group visits are never perceived

(or used) as a means for physicians and healthcare orga-

nizations to extract more money out of their patients in

order to spend less time at work and more on the golf

course, which is how one newspaper editor put it to me.

This is but one of many reasons why it is imperative that

our patients always come first and that group visits never

be abused, which is a subject to which our attention will

return later in this book (see Chapter 8).
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An article in Good Housekeeping magazine points out

that sessions are voluntary: ‘‘Imagine a doctor who never

keeps you waiting. Your appointment lasts at least an

hour, with time to get in all your questions. The catch?

You’re one of a dozen or more patients vying for the

physician’s attention. Welcome to the group visit, a

trend that’s spreading at healthcare centers across the

country’’ (17). AARP’s Modern Maturity has reported

on DIGMAs as well (18). In a front page article,

The Boston Globe reported that thousands of groups

have been started, including at institutions such as

the Department of Veterans Affairs and Dartmouth-

Hitchcock Medical Center in New Hampshire, and

Harvard Vanguard Medical Associates and Boston

Medical Center in Massachusetts (19).

Physician Benefits

In addition to the benefits they offer patients, DIGMAs,

CHCCs, and PSMAs also offer significant benefits to the

physicians running them—benefits that physicians must

clearly understand if they are expected to embrace these

group visit models. Many physicians may at first be reluc-

tant to initiate SMAs for their practices due to a variety of

concerns with these innovative new models as well as a

certain comfort level with the status quo and perhaps even

a deep-seated belief that the individual treatment model in

which they were trained and have been practicing is simply

the best form of providing medical care. Naturally, such

concerns must be balanced against the many real benefits

that properly run DIGMAs, CHCCs, and PSMAs can

offer to patients and physicians alike.

Unlike individual office visits, where physicians must

do almost everything themselves, SMAs offer physicians

real and meaningful help—both from the treatment team

(nurse, behaviorist, documenter, dedicated scheduler,

champion, program coordinator, and support staff) and

from other patients. Due to the greater amount of time

available and their inherent efficiencies (because group

visits provide a multidisciplinary team-based approach

to care, because the same information does not need to

be repeated to different patients individually, and due

to the ability to overbook these SMA sessions to nullify

potential physician downtime from no-shows and late-

cancels), SMAs offer a more informative and relaxed

pace of care, unlike comparatively rushed and brief indi-

vidual visits (Fig. 1.3).

Because they are less intuitively obvious than the

CHCC model (in which the same group of high-using,

multi-morbid geriatric patients is followed over time),

physician acceptance is critical to the ultimate success of

any DIGMA and PSMA program, which requires that all

physician questions and concerns be addressed and that

the many real physician benefits that they offer be made

clear (see Chapter 6). When establishing a new group visit

program, great attention must be directed toward extract-

ing every possible benefit from the group visit, especially

those most important to the individual physician for

whom the DIGMA or PSMA is being customized. By so

doing, the physician will become aware of the multiple

physician benefits that the customized DIGMAor PSMA

will offer—which can range from better managing busy

and backlogged practices and the opportunity of doing

something interesting and different, to seeing dramati-

cally more patients in the same amount of time and

experiencing greater professional satisfaction (Table 1.3).

Organization Benefits

DIGMAs, CHCCs, and PSMAs can also provide a

multitude of benefits to healthcare organizations

(Table 1.4). Through SMAs, the organization can

achieve the benefits of increased productivity, improved

access, reopened practices, enhanced job doability, the

leveraging of existing resources, more satisfied patients

and providers, and a stronger bottom line. Further-

more, happier patients and providers should ultimately

translate into retained patients and providers. The

increased productivity and efficiency provided by

DIGMAs and PSMAs can be used to solve access pro-

blems, to enable physicians to better manage their large

practices, to better address the needs of the elderly and

Fig. 1.3 SMAs and PSMAs offer a more informative and relaxed
pace of care, a benefit to both patients and physicians (courtesy of
Dr. Holly Thacker, Women’s Health Physicals SMA, Cleveland
Clinic, Cleveland, OH)
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chronically ill, and to improve the customer focus of the

organization. In addition to the competitive advantage

of offering a positive new service, SMAs can also

improve the quality of care offered by the organization

through max-packed visits, expanded nursing and beha-

viorist roles, and greater attention to performance mea-

sures, disease self-management skills, and prevention.

Properly run DIGMAs, CHCCs, and PSMAs are

highly productive and efficient, which certainly represents

a benefit to healthcare organizations. They provide a

team-based paradigm of care that leverages physician

time by enabling many physician responsibilities to be

appropriately delegated to less costly care providers. In

DIGMAs and PSMAs, the nursing role is greatly

expanded beyond normal clinic duties, and a behaviorist

is introduced into the care delivery process to better

address the behavioral health and psychosocial needs of

patients (needs known to drive a large percentage of all

office visits).

The MA or nurse can also do some previsit work a

couple of days prior to the SMA session by doing the

medication reconciliation, checking for injections and

health maintenance due, and updating the HEDIS mea-

sures on each patient when the confirmation phone call is

made for the upcoming SMA visit. In addition, once the

MA’s duties have been completed during the DIGMA or

PSMA (i.e. on all patients at the front end of the DIGMA

or PSMA session), the MA can then act as a ‘‘Care

Table 1.3 Benefits to physicians of drop-in group medical appointments and physicals shared medical appointments

� An effective tool for working smarter, not harder

� An important tool for better managing both physicians’ practices and chronic illnesses

� An opportunity for physicians to do something different, interesting, and fun

� They can enhance quality, outcomes, and the patient’s healing experience

� They can contain costs and increase physician income

� They are able to leverage existing resources to increase physician productivity by 200–300% or more

� They can solve access problems to physician’s practices and chronic illness treatment programs

� Physicians enjoymore time with patients, a more relaxed pace of care, and a temporary reprieve from ongoing clinic
demands and distractions

� SMAs offer backlogged physicians the opportunity to provide closer follow-up care

� A chance to get to know their patients better

� Consistently high levels of patient and physician professional satisfaction

� An opportunity to get off the fast-paced treadmill of individual office visits

� Reduced patient phone call volume and patient complaints about poor access

� Decreased need to work-in or double book patients

� Documentation support can be provided

� Real help from the multidisciplinary team (nurse, behaviorist, documenter, dedicated scheduler)

� Additional help from the patients themselves

� Enjoyment of collegiality with the entire SMA team (especially the behaviorist)

� The SMA program is customized to the physician’s particular needs and practice

� Reduced repetition of information

� Increased opportunity for providing patient education and addressing psychosocial needs

� A helpful tool for managing difficult, time-consuming, and psychosocially needy patients

� SMAs help physicians to optimize their master schedule and appointment mix

SMA, shared medical appointments

Table 1.4 Benefits to organizations of drop-in group medical appointments, cooperative healthcare clinic, and physicals shared medical
appointments

� Improved quality of care (max-packed visits, improved health maintenance, etc.)

� Improved access at both the individual physician and departmental levels (DIGMAs and PSMAs only)

� Increased efficiency and the leveraging of existing resources

� Dramatically increased physician productivity of 200–300%, or more (DIGMAs and PSMAs only)

� Better physician management of busy, backlogged practices

� An important tool in chronic illness population management programs

� High levels of patient and physician professional satisfaction

� The competitive advantage of a new service and an additional healthcare choice

� Improved customer focus for the organization

� Potential for increasing revenues and RVUs, leveraging existing resources, containing costs, and
improving the bottom line

DIGMA, drop-in group medical appointments; PMSA, physicals shared medical appointments
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Coordinator’’ for the group (as they do at Harvard

Vanguard Medical Associates/Atrius Health)—i.e. by

calling each patient out of the group room in turn once

the physician has finished working with them and their

SMA chart note has been completed. The care coordina-

tor then schedules all of the patient’s upcoming appoint-

ments, tests, referrals, and procedures that the physician

has ordered during the SMA—and then gives each patient

a copy of their ‘‘after-visit summary’’ (which is that

portion of the patient’s chart note preselected by the

physician to give to the patient towards the end of the

session to take home with them). DIGMAs and PSMAs

often also introduce a documenter to handle the majority

of documentation responsibilities for the session, with the

documenter being trained by the physician, using the

physician’s own chart note template so that a superior

chart note is generated that is both contemporaneous and

comprehensive. The documenter is also trained by the

organization’s billing and compliance officer so that all

elements impacting billing are certainly entered into each

patient’s chart note—which should optimize the billing

process. Also, these models often use a dedicated schedu-

ler to top-off census and ensure that all group sessions are

consistently kept full. However, because, of all the group

visit models, DIGMAs and PSMAsmost closely resemble

traditional office visits, be certain to run these from start

to finish like a series of one doctor–one patient encounters

with observers—while giving other patients the opportu-

nity to listen, learn, and interact as you sequentially

address the medical needs of each patient individually

(Fig. 1.4).

Organizations also benefit from the multitude of

patient benefits that well-run SMAs can offer. DIGMAs

and PSMAs are designed to enhance the patient’s care

experience by providing patients with the benefits of

prompt access, more time, max-packed visits, and a one-

stop shopping healthcare experience. Here, the various

healthcare needs of each patient are addressed, injections

and routine health maintenance are brought current,

greater patient education and attention to psychosocial

issues is provided, and the help and support of other

patients is built into the care experience—and all this

is accomplished with a minimum outlay of physician

time. In addition, DIGMAs and PSMAs are efficient

because the physician gets real help from the entire

SMA team—nurse(s), behaviorist, documenter, and dedi-

cated scheduler—as well as from other patients in the

group.

Interestingly, patients do not abuse the improved

access that DIGMAs and PSMAs provide. In a study at

the Kaiser Permanente San Jose Medical Center in which

all three neurologists in the Neurology Department

simultaneously started a DIGMA for their practice in

order to solve their serious access problems both indivi-

dually and departmentally, it was found that despite

the remarkable accessibility that these patients now had

to care with their neurologists (patients with headache,

stroke, multiple sclerosis, Parkinson’s disease, dementia,

etc., who were often quite needy both medically and

psychologically), they did not abuse this privilege. In

fact, those neurology patients who attended the

DIGMA program only came to the Neurology DIGMA

an average of 2.0 sessions during the entire year of the

study (i.e., despite high levels of patient satisfaction with

the program) (15).

Are There Applications in Which DIGMAs
and PSMAs Will Not Work?

Because these models have proven to be so robust and

have worked well in such a wide variety of different

medical subspecialties and settings (provided that they

are designed in such a manner that sessions can be con-

sistently filled), I began to wonder what the limits of these

models might actually be. I began to ask: ‘‘Are there

applications where DIGMAs and PSMAs simply will

not work?’’ In an effort to determine what these limits

might be, I set up and ran a DIGMA and a PSMA that

I felt would have a very high likelihood of failure and,

when they were in fact launched, watched very carefully

to see if they would fail.

Fig. 1.4 With DIGMAs and PSMAs, there are efficiency and
patient education benefits to running the entire session as a series
of one doctor–one patient encounters, but with as much medical
care as possible and appropriate being conducted in the group
setting where all can ask questions, share experiences, and learn
(courtesy of Dr. John Lu, Physiatry DIGMA, Palo Alto Medical
Foundation, Palo Alto, CA)
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Homeless Patients

One DIGMA that I felt would test the limits of the model

and have a high likelihood of failure was designed for

homeless veterans on the east coast. Because much of

the previous social interaction that these patients would

have had would have been distinctly negative (i.e., with

people often looking down on them and humiliating

them), I believed that this DIGMA would likely not

prove to be successful. Furthermore, it was felt that

many of these patients would have mental health, sub-

stance abuse, and hepatitis C issues—and that they would

have limited personal resources and interpersonal skills.

For all of these reasons as well as others, I felt that these

patients would not be very favorably disposed toward

receiving their medical care in a group visit format. There-

fore, I went to the east coast and assisted in setting up

such a DIGMA for the homeless. One hour before the

session was to start, the group room was empty and we

sent the vans out to the streets, soup kitchens, flop houses,

and the emergency department to find if any such patients

were in the lobby waiting for care. Our hope was to find

enough homeless patients willing to participate to

promptly fill the group session at the last minute.

What I found was that, far from being the failure

that I had anticipated, this homeless patients’ DIGMA

was not only a success, but also an absolutely touching

and heartwarming experience for all. These patients were

extremely appreciative of the care we were offering to

them. They simply could not believe that anyone would

care enough about them to reach out and provide them

with such a high-quality healthcare experience. Not only

was this DIGMA no failure, but was one of the most

successful DIGMAs that I have ever been privileged

to witness. The heartfelt warmth and support that these

patients shared (both with each other and with the medical

staff), the deep appreciation that was shown for everything

that was provided, the amount of acute care needs that we

were able to meet, and the upbeat atmosphere in which

much healing laughter was shared by all left me both

humbled and with a deep sense of satisfaction—and with

more than one tear in my eyes. Furthermore, this finding

was recently replicated when I helped to set up a DIGMA

for impoverished, street involved aboriginal people in

Canada, which, again, turned out to be a successful

and heartwarming experience. As a result of such experi-

ences, I am a firm believer that group visits are a wonderful

way to reach out and provide care to the medically

underserved.

However, there is one important word of caution to

anyone considering setting up DIGMAs or PSMAs that

reach out to such needy and underserved populations: Be

certain to be organized and have everything possible done

during the session, which includes getting lab test results

back before the session is over, as you would not want to

find out that the patient has a HbA1C of 12 after they are

back out on the street and cannot be located. Similarly,

diabetic foot lesions will need to be cleaned and dressed

before patients leave the session and disappear back into

the streets. Nonetheless, for those who feel such a calling,

I cannot encourage you enough to apply the increased

capacity and multiple benefits that properly run SMAs

can offer to such underserved and needy patient popula-

tions, and then see if you are not also as moved as I was

through this satisfying experience.

Digital Rectal Examinations for Elderly Hermits
Living in the Bush of Alaska

As a result of the high-risk Homeless DIGMA actually

turning out to be such a success, I was even more resolute

about making yet another attempt to determine the limits

of applicability of these models. How about digital rectal

examinations for elderly hermits living in the bush

of Alaska, especially one provided by a young female

urologist? Would you feel that such a PSMA could ever

succeed? Here we have elderly patients, most of whom are

living alone in remote areas of Alaska with an absolute

minimum of social contact, and we are going to give them

a group medical appointment focused upon digital rectal

exams, prostate problems, erectile problems, and male

incontinence—I don’t think so! Certainly this could not

succeed. So off I went to Alaska to assist in setting up a

Urology PSMA program that would largely include just

such patients.

There were 10 patients originally scheduled to attend

the initial session of this PSMA, all of whom came. In

addition, there was one support person in attendance, as

the wife of one of these patients insisted on staying despite

my diplomatic attempts to dissuade her—i.e., out of

concern that she would further dampen the likelihood

of discussing personal matters during the session. In addi-

tion to all 10 of the originally scheduled patients actually

attending (surprisingly, there were no late-cancels or

no-shows), another elderly patient (who had driven over

300 miles from his remote cabin in the bush) dropped in

unannounced. This patient had arrived a couple of hours

early for his individual medical appointment with the

urologist and decided to simply drop-in at the last minute

on hearing about the group when he registered. Now

we had 11 male patients (plus a female support person)

in attendance for the first session of this Urology Prostate

PSMA. My initial feelings regarding the high likelihood

of failure for this PSMA were now even stronger.
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However, far from not working, what we found was

that this group was actually quite successful in practice.

The urologist came in wearing an ‘‘Ask me about ED’’

button to encourage discussion about such personal

topics as erectile dysfunction. There was a great deal of

warmth, camaraderie, and shared emotional support,

plus much laughter throughout the session. This included

many humorous comments from these elderly patients,

such as, ‘‘As I’ve always said, there’s no Niagara without

Viagra.’’ Tomy surprise, even the presence of the assertive

wife worked out quite successfully as the various male

patients seemed to make an extra effort to make her feel

welcome. Everyone received their digital rectal exam in

the privacy of the examination room; however, as is

typical of PSMAs, almost all of the discussion was

deferred to the subsequent interactive group room

setting—where we discussed such serious medical issues

as prostate cancer, benign prostatic hyperplasia, erectile

dysfunction, male incontinence, and so forth (but in the

context of the urologist working with each patient indivi-

dually in the supportive group setting, rather than as a

class-type presentation). Others have similarly found that

DIGMAs and PSMAs can be successfully implemented in

urologic practices, and with high levels of patient satisfac-

tion, despite the sensitive nature of many of the issues

discussed (20).

In the end, the success of these programs still leaves

me looking around for a type of DIGMA or PSMA

application that would simply not work in actual practice.

To date, I have not found one. Virtually all DIGMA and

PSMA failures to date have been because they were either

poorly designed or inadequately promoted to patients,

with the end result being that sessions could not be con-

sistently kept filled to targeted census levels over time and

were therefore not economically viable. Out of all the

hundreds of DIGMAs and PSMAs that I have helped to

design and launch to date, inadequate group census has

been the only reason for failure—never has it been

because either patients or physicians did not like them.

In short, despite having specifically designed some

DIGMAs and PSMAs to have a high likelihood of failure

in order to test their limits of applicability, those limits are

as yet undetermined.

The Ultimate Goal: Precisely Match the Type
of Care Offered to the Needs of Patients

As long as they are designed and promoted to patients in

such a way that predetermined census requirements can

be consistently met, the DIGMA, CHCC, and PSMA

models can continue to be successfully used in an

extremely wide variety of settings and applications. As

time goes by, and as more and more SMAs are implemen-

ted, we will undoubtedly find occasions where they will

not work. Although I have already had considerable

personal experience with these models (i.e., over 20,000

patient visits in DIGMAs and PSMAs to date, with more

than 400 different physicians and other providers in a

wide variety of healthcare settings), there will undoubt-

edly come a time when these SMA models will have been

used much more extensively—eventually for millions of

patient visits and thousands of providers in a wide variety

of medical subspecialties and healthcare settings. Once we

more fully understand where SMAs work and don’t

work—and where they do and don’t offer substantial

benefits over traditional individual office visits—we will

be better able to more precisely match the specific type of

care that we offer (i.e., particular types of group visits vs.

individual office visits) to the specific needs of our

patients.

Shared Medical Appointments Must Be
Carefully Planned, Adequately Supported,
and Properly Run

It is important to note that the full benefits of a DIGMA,

CHCC, or PSMA program will only be achieved with

optimal success when it is carefully designed, adequately

supported, appropriately promoted, and properly run.

This is because SMAs represent a major paradigm shift

from traditional office visits, are something that patients

and physicians are as yet largely unfamiliar with, and it is

very easy to make many beginners’ mistakes when setting

them up.WhenDIGMAs and PSMAs do fail, inadequate

census is almost always at fault; therefore, take particular

care when designing and promoting your SMA to ensure

that you will be able to consistently fill sessions over time

(see Part II for specifics on planning for new SMAs and

filling sessions).

Successful DIGMAs and PSMAs pose a multitude of

operational challenges, tend to stress the system and

exacerbate any pre-existing problems, and have many

support requirements (personnel, facilities, promotional,

and budgetary) that must be met for success—issues that

are fully explored throughout this book (see Part II for

detailed discussions). Although they provide a rare com-

bination of benefits that can be extremely beneficial to

patients, physicians, and organizations alike, as with all

other recent healthcare innovations, these SMA models

clearly cannot solve all of the challenges facing medical

groups today.
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Create a Culture of Excellence Around Your
Group Visit Program

It has never been my intention to convince others to do

group visits, especially those who do not have any desire

to run them in their practice. Rather, my intent has always

been to convince those who have chosen to start a group

visit program to do so correctly. It is my strong conviction

that there is so much benefit to be derived from a properly

run group visit program that there is simply no good

reason for not creating a culture of excellence around

SMA programs. Because so much good can come out of

a well-run DIGMA, CHCC, and PSMA program, be

certain that your group visits are carefully designed,

adequately supported, appropriately promoted, properly

run, and thoroughly evaluated on an ongoing basis. Do

not cut corners, fail to provide the necessary personnel

and facilities, launch prematurely without proper training

for all involved, or fail to take the necessary precautions

to prevent any potential for abuse. Use the best and most

appropriate SMA team members, not just the cheapest

and most readily available. In addition, build all possible

quality into the program—e.g., by updating injections,

routine health maintenance, and HEDIS measures on all

patients; by inviting patients to bring a support person; by

distributing high quality Patient Packets to all attendees;

by providing patients with max-packed visits and a com-

prehensive healthcare experience; etc. It is for this reason

that I want to discuss, right at the beginning of this book

and at the conclusion of the first chapter, how to create a

culture of excellence surrounding whatever group visit

program you might choose to initiate.

I personally feel that sometime in the future, when used

to the greatest possible extent, group visits could even-

tually account for as much as 60–80% of all outpatient

ambulatory care, plus make significant contributions to

other forms of medical care as well (urgent care, residen-

tial care, skilled nursing facilities, inpatient care, etc.).

Build Excellent Quality and Service into Your
Shared Medical Appointment Program

Be certain at all times to maximize the quality and service

that you build into all of your group visit programs.Max-

pack visits, optimize the nursing and behaviorist func-

tions, use quality promotional materials, serve snacks,

employ a documenter, ensure that everybody involved

receives appropriate training, and provide the best—

rather than the cheapest—SMA team members. In his

thought-provoking book, The Ice Cream Maker, Subir

Chowdhury underscores the importance of quality—and

makes several points that hold as true for group visits as

they do for corporate cultures (21). Never cut corners or

settle for less than what is optimal and constantly evaluate

what you are doing so that you can strive to improve the

product that you are delivering, i.e., through continuous

process improvement.

Focus on Maximizing Long-Term Benefit

In this country, we too often seem obsessed with profits

and the need to show quick results. The net result is a

tendency to focus on immediate benefit and the bottom

line—i.e., rather than upon quality, service, and process

improvement over the long run. I am very concerned that

the same thing could happen to the way we set up, sup-

port, and run our group visit programs. The old adage

about ‘‘Quality in, quality out’’ vs. ‘‘Garbage in, garbage

out’’ holds equally true for group visits. My hope is that

physicians and healthcare organizations will accurately

recognize the numerous benefits that SMAs can realistically

offer to patients, providers, and healthcare organizations

alike, so that they cherish and protect these benefits by

maintaining a focus on quality and service to our patients

that is long term in nature. Strive to build the quality into

your SMA program, to avoid the pitfalls of potential

abuses, to improve processes, to measure results on an

ongoing basis, and tomaintain a constant focus upon better

servicing our patient–customers.

Some Concluding Comments

Although the traditional one-on-one office visit has been

the bedrock of medical practice for over a 100 years, it is

now being eroded and threatened by rapidly expanding

new forms of medical care that are more efficient, less

costly, and better aligned to the specific needs of patients.

Increasingly, patients are being offered a menu of options

from which they can choose the particular form of med-

ical care they desire. Patients are increasingly able to

receive prompt medical advice through 24/7 telephone

and e-mail availability of their care providers, which

offers many advantages: immediate access; avoiding the

scheduling of appointments; no drive time and no need to

come into the office; not waiting in either the lobby or the

examination room; and not being exposed the germs of

many other sick people. The convenience of the highly

accessible ‘‘doc-in-a-box’’ at your local drugstore or

superstore is increasingly becoming an available option

for many patients. Internet-based medicine is also
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progressing on many fronts and is increasingly becoming

the preferred source of information and medical care for

many patients and conditions.

Team-based medicine (which includes SMAs) con-

tinues to emerge and expand and is transferring evermore

components of direct medical care from the physician to

less costly members of the multidisciplinary healthcare

team (Fig. 1.5). Group visits are continuing to proliferate

and to offer a viable, highly beneficial treatment choice

that is preferred bymany. This list of choices will continue

to grow rapidly as we move toward a future that increas-

ingly includes telehealth, automated triage, Web-based

care, and SMAs. Although traditional office visits will

always have a role to play in medical care, that role is

certainly changing and its predominance is decreasing.

Because many physicians view the traditional individual

office visit model of care in which they have been trained

and practicing for years as being the best form of care

(i.e., and thus the gold standard of care), they would simply

like to maintain the status quo. Unfortunately, the all-too-

common consequence of this sole focus on the individual

office visit and the current physician–patient dyad has been

increasingly large panel sizes, visits that often feel rushed,

backlogged practices with lengthy wait-lists, high costs, and

a level of accessibility that is not commensurate with good

care—problems that cannot simply be solved by throwing

more physicians and support staff at them. Group visits

provide a refreshing alternative that can leverage physician

time, improve access, increase productivity, max-pack

visits, enhance care, improve outcomes, strengthen the

patient–physician relationship, and increase both patient

and physician professional satisfaction.

Fostering group interaction and integrating the help

and support of other patients into each patient’s SMA

healthcare experience enables patients to help patients,

which also reduces the sense of isolation that patients

often feel. Medical patients leave the group visit session

recognizing that they are not alone, that their situation

could be worse, that there is still much that they can do

which others cannot, and that they can build on their

strengths rather than perseverating on the limitations

imposed by their illnesses. In SMAs, patients teach each

other by exchanging helpful information, sharing perso-

nal experiences, discussing successful coping strategies,

and providing one another with beneficial emotional sup-

port. In addition, patients appreciate the opportunity to

meet and talk with others dealing with similar issues,

frequently comment upon how they no longer feel alone,

and often refer to their group visit experience as being

like ‘‘Dr. Welby care.’’ Because of the greater amount

of time available, the pace of care in a SMA often feels

quite relaxed—especially relative to comparatively rushed

individual office visits.

Unlike traditional office visits, in which physicians

need to do almost everything themselves, in SMAs other

patients and an entire multidisciplinary care delivery team

provide help. In fact, one of the important overarching

goals of any successful DIGMA or PSMA program is to

remove everything possible and appropriate from the

shoulders of the physician and to place it instead on

less costly members of the SMA team. In this manner,

physicians are left with much less to do; however, that

‘‘much less’’ is what the physician alone can do—i.e., what

the physician has gone to medical school to learn and

typically most enjoys doing. However, because they dele-

gate so much and need to do less in the DIGMA and

PSMA settings, providers can efficiently see many more

patients in the same amount of time—yet emerge after the

group feeling energized rather than depleted, which is

how they would likely feel after another hour and a half

on the same old fast-paced treadmill of individual office

visits.

In addition, the fact that medical care is delivered in a

group setting also offers certain efficiency advantages.

For example, SMAs also eliminate the need to keep

repeating the same information over and over all week

long to different patients individually—instead, the phy-

sician can say it once to the benefit of the entire group,

often going into greater detail. In addition, the fact that it

is a group allows the physician to do like the airlines do by

overbooking sessions according to the expected number

of no-shows and late-cancels—thus eliminating expensive

physician downtime due to these problems, which can

prove to be so vexing and costly in the traditional indivi-

dual office visit setting.

Fig. 1.5 In DIGMAs and PSMAs, the physician delegates as many
duties as appropriate and possible, such as having the behaviorist
temporarily take over the group (focusing on behavioral health and
psychosocial issues) while the physician is documenting a chart note
or conducting a brief private examination (courtesy of Dr. Patricio
Aycinena, Diabetes DIGMA, Cleveland Clinic, Cleveland, OH)
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Why Not Consider Group Visits as Your
Primary Means of Delivering Care?

As you read this book, I would encourage you to think

about how you might use group visits, at least in certain

circumstances, as your primary care delivery modality.

I have often thought about, and sometimes advocated,

running group visits as a primary means of delivering

medical care, i.e., rather than as some sort of add-on or

extra service that is secondary to individual office visits.

All too often, healthcare organizations approach group

visits in a very limited way, with a singular focus on access,

productivity, patient satisfaction, patient education, emo-

tional support, practice management, or chronic disease

management. In so doing, they miss just how broad the

application of group visits could be throughout all areas of

the organization, as well as the many benefits that SMAs,

when fully utilized, could provide to patients, physicians,

and the healthcare organization.

Whereas the individual office visit model of care was

developed long ago, during an era when acute medical care

needs were predominant (and prior to the introduction of

antibiotics and most of today’s modern therapeutic inter-

ventions), we are now in an era of chronic care—i.e., in

which the majority of patient demands upon our medical

services, as well as healthcare dollars spent, are in the area

of chronic disease management. It is with chronic illnesses

that group visits truly excel. During this historic focus on

acute care, patients were well yesterday, sick today, and

dead tomorrow. Yet, in today’s era of chronic care,

patients were often sick yesterday, sick today, and will be

sick for the rest of their lives, so the question often becomes

how to live life as fully as possible despite having a chronic

illness. So why would we think that the same model of

healthcare delivery would be best in both situations?

While the individual office visit model has heretofore

been the gold standard in acute care settings, my experi-

ence has been that properly run DIGMAs and PSMAs

are equally capable of addressing many acute care

needs—and that they are often much better at addressing

the multifarious, complex medical needs of our burgeon-

ing geriatric and chronically ill patient populations. As

will be seen in this book, group visits—especially properly

run DIGMAs, CHCCs, and PSMAs (as well as other

SMA models yet to come)—offer a practical and refresh-

ing solution to many of today’s healthcare woes.

In 1996, I had the privilege of being involved with

Kaiser Permanente’s Regional Planning Committee for

Adult Primary Care Redesign. Although it was still too

early in the development of today’s major group visit

models for this suggestion to be taken seriously at that

time, as we examined how to optimally redesign adult

primary care, I often thought about a radically different

approach to delivering medical care—one that did not

just offer group visits, but put them into a salient position

of predominance. If we were going to go to a concept of

modules for a specific number of covered patients (some-

times referred to as teams, units, or pods by various health-

care systems) that involved not only a particular number

of providers, but also specific auxiliary personnel—such

as a certain number of nursing personnel, a behavioral

medicine specialist, and a part time physical therapist—

then why not take a couple of these modules and measure

the impact of a completely different paradigm of care

delivery?

Specifically, why not take one or two such modules

(i.e., in which all providers are in agreement with this

concept, as group visits are meant to always be voluntary

to patients and providers alike) and have them focus on

DIGMAs and PSMAs as their primary, frontline modal-

ity of delivering medical care, i.e., rather than relegating

these SMA models to secondary, add-on status? It would

then be a comparatively simple matter to measure their

efficiencies, costs, satisfaction levels, and outcomes vs.

those of the other modules delivering standard individual

office visit care alone. While such thoughts were only a

personal dream back in 1996, group visits have subse-

quently advanced to a point where this approach could

certainly be implemented and tested in larger integrated

delivery systems today. If you decide to try any type of

related approach within your own healthcare system, and

you take care to incorporate the suggestions in this book

to ensure that your DIGMA and PSMA programs are

properly designed, supported, and run, then be sure to

contact me at TheDIGMAmodel@aol.com as I would be

most interested in hearing from you about your findings

and results.
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Chapter 2

The Drop-In Group Medical Appointment Model: A Revolutionary
Access Solution for Follow-Up Visits

The group appointment may seem like a tall order: See twice as many patients per hour while raising the
quality of care, boosting patient satisfaction, and improving physician job satisfaction. But at several large
group practices that have launched group appointments in recent years, many physicians have become firm
believers in the efficiency of this unusual format. . . .The physician saves time by not having to repeat basic
medical information or shuttle between exam rooms. . . .But physicians report that thousands of patients
are participating because they appreciate the extended appointment time and the opportunity to exchange
ideas with other patient. Moreover, patients often can be scheduled sooner for a group appointment than
for an individual appointment. . . .Reimbursement has not been a problem, despite the unconventional
format of group visits. . . .Further, there are no separate CPT codes for group visits, so insurers are
obligated to pay for them at the same level as individual patient visits. . . .Although group visits are
voluntary for physicians as well as for patients, officials report that many doctors are enthusiastic
about the new approach.

Internal Medicine News, October 15, 2001, p. 39, Practice Trends, Leigh Page, ‘‘Group Visit Format
Raises Efficiency and Eyebrows.’’

Today’s rapidly changing managed healthcare environ-

ment has had a dramatic, and often negative, impact on

the practices and professional satisfaction of physicians

in both primary care and the medical and surgical

subspecialties. While working as hard and efficiently as

possible, many find themselves barely able to keep up

and struggling with diminishing bottom lines. Physicians

feel ill-equipped to handle any further increases in their

already jam-packed caseloads, yet many feel that this is

inevitable and just a matter of time. Capacity is decreas-

ing just as patient demand is increasing—i.e., with the

number of geriatric and primary care physicians declin-

ing dramatically just as the baby boomers are retiring

and the most obese pediatric population in history is

reaching adulthood. What is needed is a completely

new paradigm for delivering medical care—a tool for

working smarter, not harder—which is something for

which the DIGMA model is particularly well equipped.

DIGMAs enable providers to see dramatically more

patients in the same amount of time (often three times

as many), but accomplish this while simultaneously pro-

viding improved accessibility, max-packed visits, greater

attention to patient education and psychosocial issues,

and higher levels of patient and physician professional

satisfaction. All three of today’s major group visit

models (i.e., the DIGMA, CHCC, and PSMA models)

provide new, innovative medical care delivery systems

that are intended to be voluntary, efficient, holistic,

interactive, cost-effective, and highly satisfying to

patients and physicians alike.

Overview of the Drop-In Group Medical
Appointment Model

Throughout the entire DIGMA session, the physician

attends sequentially to each patient’s unique medical

needs individually in a supportive group setting. In

DIGMAs, physicians manage, advise, and treat each

patient individually, but in front of others (except for

brief private discussions and examinations that require

disrobing, which occur with the physician in the privacy

of a nearby examination room). This avoids repetition

and increases patient education, plus allows others who

are present to listen, learn, ask questions, and actively

participate (by sharing personal experiences, informa-

tion, their thoughts and feelings, etc.).

DIGMAs, which provide a multidisciplinary team-

based approach to care, typically include one to two

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_2,
� Springer ScienceþBusiness Media, LLC 2009
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nursing personnel (often a MA and a RN or LVN), a

behaviorist, a dedicated scheduler, and a documenter.

There are homogeneous, heterogeneous, and mixed

subtypes of the model. Visits are often max-packed with

vital signs, injections, and routine health maintenance

brought current. Patients typically wear name tags bear-

ing their first names, healthy refreshments are often

served to encourage a relaxed atmosphere, and patients

(as well as any support persons accompanying them) sign

a confidentiality release in which they consent to having

their medical information discussed in front of others and

agree not to discuss the personal information of others

once the group is over.

While DIGMAs do offer drop-in convenience, the vast

majority of patients are typically prescheduled just like

traditional office visits. While the drop-in component of

DIGMAs offers an added convenience to patients, it is not

an essential feature of the DIGMA model, and physicians

can have all attendees preschedule their group appoint-

ments if the physicians prefer.Most commonly heldweekly

for 90minutes,DIGMAsprovide patientswith the benefits

of more time, improved access, greater patient education,

and attention tomind aswell as body needs, and physicians

with the benefit of dramatically increased productivity and

better practice management without extra hours being

spent in the clinic. Although DIGMAs are occasionally

used for intake visits and new patient appointments, they

primarily focus on return or follow-up appointments in

most cases (where they are open to most established

patients in the provider’s practice).

Drop-In Group Medical Appointments
Provide Four Major Benefits

DIGMAs that are carefully designed, properly sup-

ported, well promoted, and correctly run have consis-

tently been demonstrated to work in actual practice in

primary care and almost all medical and surgical subspe-

cialties—and to simultaneously meet the following four

major objectives that this group visit model has been

designed to achieve:

1. To enhance the patient’s healing experience by max-

packing visits; offering more time with the patient’s

own doctor; delivering barrier-free access to medical

care; increasing the amount of patient education; more

closely attending to psychosocial issues; integrating the

help and support of other patients, plus a behaviorist,

into each patient’s healthcare experience; providing

continuity of care with the patient’s own physician;

improving patient–physician relationships; and

enabling closer follow-up care to be provided;

2. To dramatically increase physician productivity (and,

as a result, patient accessibility to quality care) by

leveraging existing resources and enabling physicians

to see two, three, or more times as many patients in the

same amount of time;

3. To provide a useful tool that will enable physicians to

better manage both busy, backlogged practices and

chronic illnesses (i.e., through carefully designed

chronic illness population management programs

that make full use of SMAs, such as that discussed in

Chapter 7);

4. To deliver high levels of both patient satisfaction and

physician professional satisfaction.

Basic Parameters of a Drop-In Group
Medical Appointment

As shown in Table 2.1, a combination of features makes

the DIGMA model unique. DIGMAs are typically

designed for follow-up visits with established visits; how-

ever, they are usually open only to the provider’s own

patients, or to patients in a chronic illness population

management program that the physician is attached to

(although they are occasionally designed to also be open

to other patients from the module or pod that the physi-

cian works in). They can includemost or all of the patients

in the physician’s practice (or all patients in the physi-

cian’s practice with particular diagnoses or conditions) or

in the chronic illness treatment program.

DIGMAs provide medically necessary visits. Because

patients only attend when they have a medical need,

different patients typically attend each DIGMA session

(sessions which are often held weekly or even more

frequently), which differs in a major way from CHCCs,

where the same 15–20 patients typically attend all

monthly sessions, often for years—regardless of whether

or not they happen to have a medical need at that time.

Therefore, effective promotion of the DIGMA program

and ongoing vigilance regarding consistently meeting pre-

established census targets are critical to successfully

achieving full benefit from a DIGMA. See Part II of this

book for specific information about setting up and

managing DIGMAs and PSMAs. Another substantial

difference between CHCCs and DIGMAs is that, in

DIGMAs, the agenda of the group is totally open to

(and driven by) the needs of those present at any given

session (i.e., as the physician sequentially addresses the

medical needs of each patient individually while others

listen and learn) and not by a topic determined during a
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Table 2.1 Features that make drop-in group medical appointments unique

� AlthoughDIGMAs are sometimes used to take in new patients (or for the first part of two-part physicals), they are typically designed for
follow-up visits with established patients

� DIGMAs are typically open to most or all patients in the physician’s practice (or the chronic disease management program) and are
typically only attended by the physician’s own patients (and their support persons)

� DIGMAs are specifically designed to increase the physician’s productivity by 200–300% or more, with 300% being most common

� There are heterogeneous, homogeneous, and mixed subtypes of the DIGMA model (as discussed in greater detail later in this chapter)

� DIGMAs can be customized to the needs, goals, practice style, and patient panel constituency of the individual physician

� In DIGMAs, different patients typically attend each DIGMA session (because DIGMAs are open to most or all patients in the
physician’s panel and because patients only attend when they have an actual medical need and want to be seen)

� DIGMAs are meant to be voluntary to patients and providers alike

� DIGMAs typically offer drop-in convenience, although the vast majority of patients are usually pre-booked intoDIGMA sessions in lieu
of an individual office visit (although the drop-in feature is not an essential component of the DIGMA model)

� An important defining characteristic of DIGMAs is that, throughout the session, properly run DIGMAs provide a series of one
physician–one patient encounters with observers (and are best viewed as being a series of individual office visits with observers that
occurs in a supportive group setting with the added benefits of the behaviorist and group interaction)

� From start to finish, the focus in DIGMAs is on delivery of medical care, addressing the unique medical needs of each patient
individually

� To the maximum extent possible, well-designed DIGMA visits are meant to be max-packed and to provide a one-stop shopping
healthcare experience for patients (in which all of their healthcare needs are addressed during each visit, including not only the medical
issues that are bringing them in but also the updating of injections and routine health maintenance)

� An important defining characteristic of DIGMAs is that almost all medical care is delivered in the group setting, where all can listen and
learn and where information does not need to be repeated (only truly private exams and discussions are typically conducted outside of
the group room and in the nearby exam room)

� Private time with the physician is made available as needed to all patients for brief private exams and discussions—typically toward the
end of the session

� Because of the greater amount of time available (plus the help and support of a behaviorist and other patients), the DIGMAmodel better
addresses the mind needs of patients, which is important as a large percentage of all medical visits are driven by lifestyle issues and
psychosocial needs

� AlthoughDIGMAs provide a great deal ofmedical information, all patient education occurs in the context of the physicianworking with
one patient at a time while others are able to listen, and not in a preplanned, formal class-type educational presentation like CHCCs

� The presence of a behaviorist (health psychologist, social worker, nurse, diabetes nurse educator, etc.) is characteristic of the DIGMA
and PSMA models

� The physician receives real and meaningful help from the entire DIGMA team: a behaviorist (typically a psychologist or social worker);
one to two nursing personnel; a documenter (whenever possible); a dedicated scheduler; and a champion and program coordinator (in
larger systems only)

� The DIGMA typically consists of 10–16 patients, 2–6 family members or caregivers, the physician, the behaviorist, and possibly a
documenter—and usually includes a nurse and/or medical assistant (MA), who could either return to normal clinic duties or join the
group after their DIGMA nursing duties are completed (or else act as a care coordinator to schedule all referrals and follow-up
appointments made by the provider, plus give patients their after visit summary, or AVS, consisting of those parts of their DIGMA chart
note that the provider wants them to have and take home with them)

� DIGMAs work equally well for low-, medium-, and high-utilizing patients and can even be used to reach out to underserved patients
* For example, the physician can ask the scheduler to call a number of inappropriately under-utilizing patients who have not been in for

more than a couple of years to attend the next DIGMA session for a let’s get to know each other and bring your health maintenance
current session

* Similarly, the physician could ask the scheduler to call several high-risk patients who have fallen through the cracks and invite them to
attend an upcoming DIGMA session, such as diabetic patients who have not been seen for more than 6 months, or patients started on
psychotropic medications more than a year ago that have not been back since

� Because DIGMAs are run like a series of individual office visits with observers, they are being billed by many fee-for-service healthcare
organizations much like individual office visits, i.e., according to the level of care delivered and documented using existing E&M codes,
except for the following:
* The behaviorist’s time is typically not billed and is instead considered an overhead expense to the program (in order to keep patients

from receiving two bills and co-payments for a single visit)
* Providers bill for history, exam, and medical decision-making but not for counseling time (as many patients might benefit at once and

it would be egregious, and likely fraudulent, to bill several times for the same block of counseling time)
* Because the documenter used in DIGMAs is specifically trained and produces a comprehensive and contemporaneous chart note (as

opposed to the individual office visit, where the physician often completes the chart note at lunch, after work, or on Saturday
mornings, by which time some of that which has actually been provided is often forgotten), billing for DIGMAs is anticipated to be
optimized.

* These healthcare organizations stand ready to adapt to any future changes in coding and billing policies that might occur—e.g.,
should specific billing codes be developed for the different types of group visit models
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previous session while planning for the next session, as is

the case for CHCCs. Yet another difference is that, when-

ever possible and appropriate, medical care is delivered in

the group setting where all present can listen and benefit,

so that repetition can be avoided and efficiency gained.

Scheduling

The single most important part of a DIGMA is the sche-

duling of patients, because a full group virtually always

translates into a successful one. With DIGMAs (and

PSMAs), the key to success lies in consistently meeting

pre-established census targets during all sessions.

DIGMA sessions typically range between 60 and 120 min-

utes in length and can be held daily, twice weekly, weekly,

biweekly, monthly, or even quarterly; however, weekly 90-

minute DIGMAs are by far the most common and are

generally most highly recommended (especially when

they are held on the day of the week that the physician

experiences the greatest patient demand), at least to start

with. Later, if the weekly DIGMA is consistently kept full

to targeted census levels, then the physician can expand to

two DIGMAs per week, and so forth.

Although patients can drop in on an as-needed basis (a

convenience that is most appreciated by patients), the vast

majority of patients are typically prescheduled into the

DIGMA for their follow-up visits, i.e., in exactly the same

manner as patients are prescheduled into individual visits.

Typically, there are no drop-ins at all during the initial

sessions, as patients do not yet know enough about the

program and its many benefits to do so. However, even

for DIGMAs that are well established and have been

running for years, it is typical that only 10–25% or so of

the patients who attend sessions will drop in.

However, when patients do drop in, they are asked, if

at all possible, to telephone the physician’s office at least a

business day in advance to let staff know they are coming,

so that charts can be ordered (i.e., for systems still using

paper charts), census can be monitored (so that the group

does not become too large), and patients can check to see

if the DIGMA will be meeting that week—as the

physician will occasionally be absent due to vacations,

meetings, or illnesses. Furthermore, should the session

need to be canceled at the last minute, patients who

have let the office know that they will be dropping in

can be telephoned and save a drive to the clinic.

Nonetheless, in the unlikely event that the patient

happens to experience a last-minute medical need that

does not allow sufficient time to call the office (and if

the patient is willing to take the chance of coming to the

office without first checking to ensure that the DIGMA

will in fact be meeting), they are still encouraged to

drop in to the cost-effective and highly efficient

DIGMA rather than scheduling a more costly and less

accessible individual office visit.

Patients Enter Drop-In Group Medical
Appointments in Six Different Ways

Patients can enter the DIGMA in any of six different

ways:

1. By invitation from the physician and support staff

during routine office visits to have their next visit be

a DIGMA visit;

2. By patients being encouraged by scheduling staff to

make a DIGMA appointment rather than an indivi-

dual office visit appointment when they telephone the

office to make a follow-up appointment with their

doctor;

3. By a dedicated scheduler attached to the DIGMA

program telephoning a list of patients selected by the

physician (usually patients from the physician’s prac-

tice who have particular diagnoses or are on a waiting

list) and inviting them via a scripted message to attend

an upcoming DIGMA session;

4. By patients scheduling their follow-up visit during a

DIGMA back into a future DIGMA session;

5. By self-referral from the program’s promotional mate-

rials (program announcement, invitation letter, wall

poster, program flier, patient newsletter article, etc.);

6. By patients, sometimes accompanied by a support

person (such as a spouse, adult child, friend, or care-

giver) simply dropping in any week that they have a

medical need and want to be seen.

The Drop-In Group Medical Appointment Team

The physician receives real and meaningful help from the

entire DIGMA team, i.e., the behaviorist, nurse/MA(s),

documenter, dedicated scheduler, champion, and pro-

gram coordinator. The physician also receives support

from administration and from the physician’s own front

and back office staff (especially the physician’s reception-

ists, nurses, and schedulers), who need to be specifically

trained to invite and schedule patients into the DIGMA.

Because the DIGMA and PSMA models represent a

multidisciplinary, team-based approach to care, they

work best with a dedicated and cohesive team of

motivated, skilled, and well-trained people with comple-

mentary skill sets. Each team member needs to be
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professionally competent, courteous to patients, and a

firm believer in the group visit program.

Real and meaningful help from the entire SMA team is

help that physicians are not used to receiving during

traditional, individual office visits. This help greatly

increases their efficiency in (as well as their enjoyment

of) the DIGMA/PSMA program—and therefore it is

most appreciated. Along with the increased efficiencies

offered by the group setting itself (where things only need

to be said once, so that repetition can be avoided, and

where sessions can be overbooked to make oneself

immune to the downtime of no-shows and late-cancels),

it is this ability to delegate as many duties as appropriate

and possible to an entire SMA team that makes DIGMAs

and PSMAs so efficient. This leaves the physician

with much less to do; however, that much less is that

which the physician alone can do, i.e., nobody else is

qualified to do it.

The Behaviorist

The physician leads the DIGMA with the assistance of a

behavioral health professional (although this is some-

times a nurse or diabetes nurse educator), which I refer

to as a behaviorist (such as a health psychologist, social

worker). Both the physician and the behaviorist are

typically present throughout the entire session. In

addition to arriving early to warm the group up and

write down patients’ concerns, giving the introduction at

the start of each session, and helping to keep the group

running smoothly and on time, the behaviorist performs

myriad other duties in the DIGMA setting. For example,

the behaviorist manages the group dynamics (drawing

out the quiet patient, containing the talkative or

dominating patient, intervening when two patients start

distracting side-conversations with each other, etc.);

paces the group so that it finishes on timewith all patients’

medical needs addressed; addresses patients’ psychosocial

and behavioral health needs (including conditions that are

known to go under-diagnosed and under-treated in the

primary care setting, such as depression, anxiety, and

substance abuse); takes over running the group (focusing

on behavioral health and psychosocial issues) while the

physician is drafting the chart note or out of the group

room for brief private examinations or discussions; and

stays afterward to address any last-minute patient issues

and to straighten up the group room.

The behaviorist is typically a psychologist or social

worker, but occasionally a nurse, nurse practitioner, dia-

betic nurse educator, Pharm.D., etc. Ideally, this person

must have group management skills, be adept at fostering

group interaction, have the professional skills to tactfully

address the psychosocial issues of medical patients and

their families, and be able to work closely with the provi-

der. The behaviorist’s experience and skill set needs to

complement (rather than be identical to) that of the phy-

sician, which helps to relieve physician anxieties about

managing the group, including worries about having it

spiral negatively out of control.

Because the role of the behaviorist is amuchmore active

and structured one in a DIGMA than in a traditional

mental health group, this can lead to problems in how

behaviorists fulfill their role in a DIGMA—especially if

they have not had specific training for these new DIGMA

responsibilities. For this reason, I caution would-be

DIGMA behaviorists to read about (and to fully under-

stand) the role of the behaviorist in the DIGMA model

before taking on this responsibility—despite the possible

initial feelings that he or she knows how to run groups and

can probably just wing it with current professional skills

and experience (see Part II for more information about the

behaviorist’s role).

In an article entitled ‘‘Drop-In Visits Help to Improve

Service,’’ family physician Dr. Mark Attermeier (whose

group is part of the Mayo Health System) underscores the

critically important role that the behaviorist plays in his

DIGMA: ‘‘The physician provides the medical expertise,

while the behaviorist gives behavioral guidance and leads

the patients to provide affirmation for one another, to feel

empowered, and to become more active in their own care

and more responsible for their own health. . . .This method

is so much better than if I simply referred my patients to a

behaviorist. This way, if the behaviorist and I choose to

debate treatment options in front of the group, the patients

can chime in, and everyone gains understanding. . . .We

have finally hit on something that can cause behavioral

change more rapidly than anything we have used before’’

(1). Another article emphasizes the importance of the beha-

viorist, who can sometimes identify issues that aren’t recog-

nized in a short visit with a physician (2).

The Nursing Personnel

One or two nursing personnel (RN, LVN, MA, Nursing

Tech., etc.), which typically includes the physician’s own

nurse or medical assistant, are also attached to the

DIGMA. Whenever possible, I recommend the use of a

nurse and a medical assistant (MA) because it is twice as

efficient (as the nursing duties can then be completed in

half the time) and because the nurse and MA can have

more fun and enjoy each other. Also, if the two nursing

personnel have different levels of training and skill sets,

then they can divide the DIGMA duties up accordingly,

such as the RN or LVN giving injections, updating
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routine health maintenance, and providing diabetic foot

exams, while the MA or nursing tech takes routine vital

signs.

In general, the nursing role is typically expanded in the

DIGMA setting to be all that it can be, beyond what it

normally encompasses during traditional individual

office visits. The nurse/MA(s) can take all applicable

vital signs; update injections; help to bring performance

measures and routine health maintenance current (and

then pull the appropriate paper or electronic medical

records referral forms, and fill out the patient identifying

information on each form); perform other special nursing

duties, such as taking blood glucose levels and examining

the feet of diabetic patients (and indicating which

patients’ feet the physician needs to personally examine),

checking the peak flow and PO2 levels of asthmatic

patients, etc.; and document the results of these nursing

duties on each patient’s chart note (Fig. 2.1).

There are two additional duties that nursing personnel

can fulfill, both of which we routinely conduct at Harvard

Vanguard Medical Associates/Atrius Health. First, a

couple of days prior to the session, nursing personnel

can dispatch previsit duties by conducting medication

reconciliations, reviewing health maintenance due, ensur-

ing that all previsit labs have been completed, and review-

ing HEDIS checklists during the confirmation calls made

to all patients scheduled for the upcoming SMA session—

and then entering this data into the patients’ DIGMA

chart notes. Also, once all nursing duties have been com-

pleted on all patients during the DIGMA (that is, after

each patient has been called out of the group room to the

nearby exam room for vitals, injections, special nursing

duties, etc.), the nurse or MA can then become the Care

Coordinator for the DIGMA during the remainder of the

session. Here, the MA calls each patient out of the group

room, one at a time (i.e. after the physician has completed

reviewing and modifying each patient’s chart note in

turn), and schedules all referrals, procedures, follow-up

visits, etc., that the physician has recommended for that

patient during the DIGMA. The Care Coordinator also

provides patients with their ‘‘after visit summary,’’ or

AVS. The AVS consists of those parts of the chart note

that the physician wishes for the patient to have and take

home with them after the DIGMA is over. Amongst other

things, the AVS always includes the ‘‘treatment plan’’ and

‘‘medication list’’ for each patient. In the event that no

appointments need to be scheduled on any particular

patient, the Care Coordinator simply takes the AVS into

the group room and gives it to that patient—thus avoid-

ing disrupting the group unnecessarily by calling such

patients out during group time.

The Documenter

Especially in systems using electronic medical records, it is

highly recommended that a specially trained documenter,

sitting at the computer throughout the DIGMA session,

assist the provider in the documentation process by draft-

ing a comprehensive and contemporaneous chart note on

each and every patient in turn (using the physician’s own

instructions and chart note template) as that care is being

delivered to that patient in the DIGMA setting. The result

should be a superior chart note that accurately documents

everything that occurs in the DIGMA setting while it is

actually happening and one that is therefore optimal for

billing purposes. It is the physician, however, who deter-

mines the level of care delivered. The physician would

typically review, modify, update, and sign off on these

chart notes immediately after working with each patient

in turn in the group setting, while everything about that

patient is still fresh in the physician’s mind before moving

on to the next patient.

Afterward, the organization’s billing and compliance

officer should also review these DIGMA chart notes per-

iodically (perhaps checking all chart notes documented

during the first 2 months that the DIGMA is run, and

then randomly spot-checking them thereafter) to ensure

that they are in compliance with all applicable policies,

regulations, and guidelines. In fact, physicians should

include their organization’s billing and compliance as

well as documentation officers in the initial design, train-

ing, and planning phases of their DIGMA (including

when they develop their chart note template for the

Fig. 2.1 The nurse takes all applicable vital signs and documents
the results on each patient’s chart note while the group is in process.
Whenever possible, this should occur in a nearby examination
room, rather than behind a curtain in a corner of the examination
room, as is being done here. (Courtesy of Dr. Melvin Britton,
Rheumatology DIGMA, Palo Alto Medical Foundation, Palo
Alto, CA)
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program and when their documenter is trained), as they

often have valuable suggestions and recommendations

with regard to optimizing the documentation and billing

process.

The documenter used in DIGMAs has often been a

nurse, MA, resident, fellow, medical transcriptionist, or

motivated member of the physician’s staff with good typ-

ing and computer skills who is familiar with medical

terminology, capable of deftly navigating the EMR sys-

tem, and able to work closely with the physician. Even

other providers, such as nurse practitioners and

Pharm.Ds, have occasionally been used as documenters

with great success as they can add an important extra

dimension to the group—plus the additional benefit of

acting in a consultation capacity to the DIGMA with

their unique skill set. However, before selecting another

provider as your documenter, make certain that the

overhead expense assessed to the program is the provi-

der’s hourly wage and not the revenues that the provider

could have generated for the system if they would instead

have spent the group time seeing other patients them-

selves, which could drive the overhead expense up to the

point where the DIGMA program is no longer seen as

economically viable. This problem can often be circum-

vented by using other providers only when they are

clearly providing extra hours to the clinic at their hourly

wage (and preferably not at overtime pay, in order to

keep overhead expenses for the program down).

The Champion and Program Coordinator

In larger systems (say of 20 or more providers), a cham-

pion is typically charged with the overall responsibility of

moving the DIGMA program forward throughout the

organization. In extremely large systems with multiple

large facilities or medical centers, there may even need

to be a site champion at each facility. The DIGMA

champion attends departmental meetings, gives staff pre-

sentations, recruits physicians, develops forms and pro-

motional materials (in template form whenever possible),

custom designs each provider’s DIGMA, and interacts

with high-level administration.

When I was the SMA champion at the Palo Alto

Medical Foundation (as well as now at HVMA/AH),

my duties included developing a DIGMA and PSMA

implementation plan to become a part of the organiza-

tion’s long-range business plan; assisting in designing and

developing templates of all forms, marketing, and train-

ing materials to be used in the SMA program; selecting

and training a program coordinator for the program;

attending andmaking presentations at numerous primary

care and medical subspecialty departmental meetings;

recruiting primary and specialty care physicians on an

ongoing basis to run SMAs for their practices; custom

designing and implementing 18 DIGMAs and PSMAs

per year throughout the entire system; assisting in hiring

and training behaviorists and dedicated schedulers as

needed; helping to train the support personnel associated

with all DIGMAs and PSMAs implemented (such as

office staff, nurses, medical assistants, PSRs, advice

nurses, scheduling personnel, documenters); developing

the evaluative measures and periodic reports necessary

for analyzing the SMA program on an ongoing basis;

and sometimes co-leading each newly launched DIGMA

and PSMA with the physician during its initial stages

while simultaneously training a behaviorist well matched

to both the physician and the patients (to later take over

the responsibilities of the new SMA once it was running

smoothly and any system problems were solved). In addi-

tion, as the SMA champion, I would both sit in on

approximately three of the initial sessions to observe

and critique the DIGMA/PSMA session, plus help out

as appropriate. I would also debrief with the physician

and SMA team 2–4 times for approximately 15 minutes

after these initial sessions were over (i.e., during the first

month or two). My dual focuses during these early

debriefing sessions were twofold: first, how to make the

program even better during the next session; and second,

how to make the next session even more efficient and on

time.

Larger systems also need to have a program coordi-

nator, whose primary responsibility is to assist the

champion in every way possible, while also handling

many of the DIGMA program’s administrative, man-

agement, and operational details. For example, the

program coordinator supervises the schedulers, docu-

menters, nurses, and behaviorists used in the SMA

program; assists with the forms, implementation

details, and training necessary for launching each new

DIGMA; and takes primary responsibility for produ-

cing the periodic productivity, quality, outcomes, and

patient/provider satisfaction reports that are necessary

for overall evaluation of the program. See Chapter 11

for detailed information on the roles of the champion

and program coordinator.

The Dedicated Schedulers

In addition, larger systems often hire dedicated schedulers

for the SMAprogram, perhaps one full-time scheduler for

every 15–25 DIGMAs and PSMAs that are up and run-

ning. These DIGMA schedulers must have good inter-

personal, telephone, and telemarketing skills, as they

must be able to inform patients about the program and
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persuade them to attend in a relatively short amount of

telephone time. They are specifically trained to monitor

the census of all DIGMA and PSMA sessions that they

are responsible for and to take immediate corrective

action when an upcoming session is not filled to targeted

levels by telephoning and inviting additional patients as

requested by the provider. The job of the dedicated SMA

scheduler is not to take primary responsibility for filling

sessions (which must remain the responsibility of the

provider, the provider’s support staff, and the healthcare

system’s regular scheduling staff) but rather to top off and

fill to capacity any upcoming DIGMA or PSMA sessions

that might fail to meet target or minimum census require-

ments. Ultimately, the primary responsibility for filling

DIGMAs and Physicals SMAs must always remain with

the provider, as nothing is more likely to succeed in get-

ting a patient to attend a future DIGMA session for their

next follow-up appointment than a carefully worded per-

sonal invitation from their own doctor.

The dedicated schedulers for the SMA program (i.e.,

for those systems fortunate enough to have them) have

the more limited but extremely important role of

spending a couple of hours per week on average per

DIGMA or PSMA ensuring that all of the upcoming

sessions meet their target census requirements. If

upcoming sessions fail to meet desired census levels,

then the dedicated scheduler attached to the DIGMA

or PSMA takes immediate action by promptly alerting

the physician and the physician’s scheduling staff, and

by personally inviting more appropriate patients (i.e.,

from lists of patients that have already been preap-

proved by the physician).

Physician Satisfaction Is High

In actual practice, physician professional satisfaction

with DIGMAs and Physicals SMAs has been demon-

strated to be uniformly high. Experience to date

reveals that even physicians who are initially reluctant

to start a SMA, but who are willing to try one for

their practice and give it their best shot, rapidly

become comfortable with this new venue of care and

grow to like it. As a result, DIGMAs and PSMAs can

gradually but steadily win over all but the most resis-

tant physicians at the grassroots level, i.e., on the

basis of provider self-interest. Interestingly, even in

the case of the relatively small percentage of DIGMAs

and PSMAs that ultimately fail in actual practice

(almost invariably due to insufficient ongoing census),

the physicians involved have almost universally

expressed that they enjoyed running them and wished

that they could continue. Nonetheless, there will

undoubtedly always be some physicians and patients

who will choose not to participate in a group visit

program and will prefer to continue with the status

quo of traditional office visits alone.

Physicians appreciate the fact that DIGMAs and

PSMAs can provide extremely helpful tools for better

managing a large, busy, and backlogged practice—as

well as for better managing chronic illnesses. They

also value the remarkable increase in productivity

and access (and possibly even income) that these

group visit models can help them to achieve by

improving operational efficiencies, leveraging existing

resources, and improving value in the healthcare ser-

vices rendered. Physicians like the fact that they no

longer need to repeat the same information over and

over in the exam room to different patients individu-

ally and enjoy the positive feedback that they so

often receive from patients in the SMA setting—

e.g., when was the last time you had a standing

ovation from your patients? Providers report that

they enjoy the group dynamic, the greater time avail-

able, the sheltering from outside clinic distractions,

and the amount of patient education that they are

able to provide in the SMA setting. Physicians also

appreciate the fact that their DIGMA and/or PSMA

has been custom designed to their specific needs and

practice and that they are now able to better opti-

mize the appointment mix on their master schedule—

i.e., by opening up more new patient appointment

slots or by having more time for doing procedures

and surgeries (i.e., because so many individual fol-

low-up appointments or physical examinations can

be off-loaded onto their highly efficient DIGMAs

or PSMAs). Physicians also appreciate the positive

team building that DIGMAs provide, as well as the

beneficial venue in which patients often open up and

share difficult and personal issues with each other–

thus providing a healing experience for all in

attendance.

In one case, a neurologist from Kaiser Permanente’s

San JoseMedical Center reported that a patient indicated

that she wanted to come to her neurologist’s DIGMA,

but that she would be embarrassed if it was mentioned in

front of the group that she had been seeing a psychiatrist

to deal with the extreme pain she had been experiencing.

However, when she attended the group, she brought up

on her own that she had been seeing a psychiatrist and

gave his name. Several other members of the group said

they were seeing the same psychiatrist and liked him too.

The neurologist running the group was surprised, but

pleased, at how ‘‘empowering’’ the group was for this

patient (3).
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Physicians value getting meaningful help from the

entire DIGMA team and enjoy the collegiality they

share with all members of the team. Nowhere is this

truer than with the behaviorist, whose complementary

skill set they soon grow to appreciate and with whom

they spend somany hours working closely together within

the group setting (and, as a result, often develop a close

professional relationship). In addition, physicians often

report that their SMAs provide an oasis during their

otherwise hectic workweek—an opportunity to learn

something new, to do something interesting and different,

to get off the fast-paced treadmill of individual office visit

care, to develop better relationships with their patients, to

have some fun, and to deliver a more satisfying level of

medical care.

Drop-In Group Medical Appointments
Are Customized to Each Provider

In each and every case, DIGMAs are customized to the

particular needs, goals, practice style, and patient panel

constituency of the individual physician (Table 2.2).

DIGMAs are typically open only to the physician’s own

patients (and their support persons); however, they can be

designed to encompass the majority (or even the entirety)

of the physician’s patient panel. Patients are not generally

drawn from other physicians’ practices or from elsewhere

in the medical center, as often happens in other types of

group programs or classes. There are, however, two rela-

tively common exceptions to this. First, if the DIGMA is

designed for a chronic illness treatment program, then

patients with that diagnosis who happen to be from

other physicians’ practices could also be included. Sec-

ond, several physicians working closely together in a

module, pod, or small department might mutually decide

to open their DIGMAs to not only their own patients but

those from their colleagues’ practices as well in order to

improve access to all of their practices. As depicted in the

table, DIGMAs can be customized by adjusting any of a

number of parameters to the specific needs of the

provider.

Drop-In Group Medical Appointments Can
Increase Productivity 200–300% or More

The DIGMA model was originated to enhance the

patients’ healing experience, i.e., to improve quality and

access to follow-up appointments. However, DIGMAs

have also been shown to increase physician productivity,

enable physicians to better manage their large practices,

enhance treatment of the chronically ill, and provide high

levels of patient and physician satisfaction. Both the

inherent efficiencies of the group, such as lack of repeti-

tion and ability to overbook sessions to compensate for

Table 2.2 Drop-in group medical appointment variables that can be customized to the provider

� The target, minimum, and maximum census requirements set for each DIGMA

� The DIGMA subtype used (homogeneous, heterogeneous, or mixed)

� The types of patients, conditions, and diagnoses that will be included and excluded

� Will it involve only the physician’s own patients, or other provider’s patients as well (as in a chronic disease population management
program or from other referring providers in the physician’s own module, team, or pod)

� What types of medical care will be provided (and how much) during each session

� The length of sessions and the frequency with which they will be held

� The weekday and time of day that the DIGMA is to be held

� The particular behaviorist, nurse/MA(s), and dedicated scheduler to be utilized

� Whether or not to use the drop-in component of the DIGMA

� The expanded duties that the behaviorist and nurse(s) will provide

� The specific responsibilities of the dedicated scheduler and the amount of time allocated to the DIGMA each week

� Whether a documenter will be employed and what their specific duties will be

� What charting template will be used and what the final chart note will look like

� Which group and exam rooms will be used

� How is the behaviorist to prompt the physician to hurry up and move along when time is running short and too much time is seemingly
being spent on a particular patient

� What marketing materials will be used and how the DIGMA will be promoted

� What help the SMA champion and program coordinator will provide, both initially and on an ongoing basis

� Whether or not to use the drop-in component of the DIGMA model (which I generally recommend, but some providers refuse to use)

� What types of training will be provided for the physician, DIGMA team, and the physician’s support staff

� How will the DIGMA be evaluated on an ongoing basis and what reports will be generated (and how often)

� Specifically, what corrective actions are to be promptly taken whenever the census for an upcoming session is low
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no-shows, and the multidisciplinary team-based nature of

care (in which as many physician responsibilities as

appropriate and possible are delegated to less costly mem-

bers of the SMA team) contribute to the DIGMA’s

remarkable efficiency.

DIGMAs have repeatedly been demonstrated to

enable physicians to see dramatically more patients in

the same amount of time, generally 200–300% or more,

with 300% being the most common goal. Furthermore,

experience shows that this dramatically increased effi-

ciency can often be accomplished while simultaneously

enhancing patient and physician professional satisfac-

tion, improving service and quality of care, and providing

brief private examinations and discussions (as well as

minor procedures) as needed toward the end of each

session. Experience has shown that the ideal census for a

DIGMA is typically between 10 and 16 patients, plus 2–6

family members and support persons, for an optimal

group size of between 12 and 22 members. However,

sessions are usually overbooked by one to three patients,

like the airlines do, in order to compensate for the

expected number of no-shows and late cancelations. For

many primary care DIGMAs, the ‘‘sweet spot’’ for actual

attendance appears to be around 13 patients.

Design the Drop-In Group Medical Appointment

to Triple Productivity

Although in some circumstances DIGMAs can only double

productivity (typically for providers who are already extre-

mely productive during individual office visits, such as pedia-

tricians in delivering well baby checks and school, camp, and

sports physicals, obstetricians in providing prenatal exami-

nations, dermatologists providing full-body skin exams, and

primary care physicians offering only 10-minute return

appointments), DIGMAs are typically designed to triple

the provider’s actual productivity with respect to similar

types of individual office visits. However, in order to achieve

this, the physician needs to receive the supports discussed in

this book: an appropriate SMA team, the assistance of a

dedicated scheduler, the help of a champion and program

coordinator, help from the physician’s scheduling staff, etc.

Here, we are referring to tripling the provider’s actual pro-

ductivity over the number of individual return visits provided

during the same amount of clinic time as the DIGMA ses-

sion lasts (i.e., not with respect to the number of individual

return visits scheduled, but rather to the number actually

seen on average during 90minutes of clinic time).Notice that

the actual number of patients seen is typically less than the

number scheduled, as there are usually some no-shows and

late cancelations (plus some unfilled appointments and pro-

vider downtime on the schedule) that reduce the provider’s

actual productivity for traditional office visits from the num-

ber of patients scheduled.

While it may not seem like much to triple a provider’s

productivity during 1½ hours of clinic time each week

(i.e., for 90-minute DIGMAs held on a weekly basis), this

actually translates into a substantial net gain in

productivity for the entire week. For example, for a full-

time physician whose workweek contains 36 hours of

direct patient contact time in the clinic, running one

90-minute DIGMA per week that increases actual

productivity during the group visit by 300% would result

in an approximate 8.3% increase in the physician’s overall

productivity for the entire week. Running two such

DIGMAs per week would correspondingly increase the

full-time physician’s weekly productivity by approxi-

mately 16.6%. Furthermore, running such DIGMAs

five times a week (i.e., daily) could increase this physi-

cian’s productivity for the entire week by 41.5%—and

without extra hours being spent in the clinic. On the

other hand, the corresponding numbers for half-time

physicians would be 16.6, 33.2, and 83.0%—i.e., for

one, two, and five DIGMAs per week, respectively.Simi-

larly, the actual percentage increase in weekly productiv-

ity would be correspondingly greater for physicians in

systems requiring 34 hours of direct patient contact time

rather than 36 or 38—and still greater for systems requir-

ing that only 32 hours be scheduled with patients.

Increased Productivity Can Improve Access

This increased productivity and capacity that comes from

the DIGMA model (and the consequent leveraging of

existing resources) can be used to work down backlogs

and wait-lists and to improve access to the physician’s

practice without extra time being spent in the clinic. In

addition, DIGMAs often turn out to be a positive, moti-

vating, and enjoyable experience for those physicians who

choose to run them. Furthermore, physicians running

DIGMAs in their practice often report that they leave

the group feeling energized rather than depleted or

exhausted. For physicians who choose to run a DIGMA

for their practices primarily because of the program’s

productivity and efficiency benefits, this can be a most

pleasant and enjoyable surprise.

Specialists Can Often Increase Productivity

Even More Than 300%

Even more dramatic increases in weekly productivity can

sometimes be achieved when the individual appointments

that are being replaced by the DIGMA are longer than 15
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or 20minutes, for example, when the physician’s individual

appointments are 30, 45, or even 60 minutes (which is

sometimes the case for intake visits and certain types of

follow-up appointments with specialists who provide

procedures and surgeries). In addition, certain specialists

(such as gastroenterologists, urologists, general surgeons,

plastic surgeons, orthopedic surgeons) are able to effi-

ciently off-load lower compensated pre-procedure intake

visits and post-procedure follow-up visits onto their

DIGMAs or PSMAs. As a result, they are often able to

restructure their master schedules so as to offer more

procedures and surgeries each week, which are typically

more highly compensated and of greater interest to many

such specialists.

In addition, some other medical and surgical subspe-

cialists (plus a few primary care providers, especially

those dealing with complex, multi-morbid geriatric

patients) still have some longer return appointments,

such as 30-minute slots. Generally speaking, the longer

that the underlying individual office visit is (i.e., that the

DIGMA is replacing or leveraging), the greater the pro-

ductivity gain that the DIGMA will provide. To under-

stand why this is true, consider a physician with 15-min-

ute return appointments in the clinic who happens to

increase productivity by 300% through the DIGMA.

Then, this physician would actually increase productivity

by 600% through theDIGMAby seeing the same number

of patients in the group, i.e., provided the physician’s

return appointments in the clinic were 30 minutes in

duration rather than 15 minutes.

Subtypes of Drop-In Group Medical
Appointments and Physicals Shared Medical
Appointments

There are three subtypes of the DIGMA and PSMA

models: heterogeneous; homogeneous; and mixed, which

is in between the heterogeneous and homogeneous sub-

types. These three designs offer great flexibility when

customizing DIGMAs and PSMAs to the physician.

The relative frequency with which these three designs

are actually being used in practice (as well as the different

types of applications for which they are being used) is

quite surprising—and not at all intuitively obvious. In all

three subtypes, patients can be invited to bring a support

person along, usually the patient’s spouse, although it is

occasionally an adult child, a friend, or a caregiver. How-

ever, I caution that it be made clear that the patient is

invited to bring a support person along, as I once had a

patient enter the DIGMA accompanied by 13 family

members—which was a group unto itself!

The Heterogeneous Subtype

In the heterogeneous subtype, most if not all patients

from the physician’s practice are invited to attend the

DIGMA any week they want, regardless of their

condition, diagnosis, or utilization behavior. Heteroge-

neous DIGMAs and PSMAs are broadly inclusive,

encompassing most or all of the types of patients in the

physician’s practice. For example, almost all of an oncol-

ogist’s cancer patients could be included in every hetero-

geneous oncology DIGMA session, regardless of type

and site of cancer, stage of disease, prognosis, presence

or absence of metastases, etc. Similarly, a nephrologist’s

heterogeneous DIGMA could be open to all patients with

kidney disease in the nephrologist’s practice, including

diabetic and hypertensive patients with advanced kidney

disease, patients in the early stages of kidney disease,

patients experiencing end-stage renal disease, pre-dialysis

patients, patients currently receiving dialysis treatments,

and patients who are recipients of a kidney transplant.

That Heterogeneous DIGMAs Work at All

Is Counterintuitive

Many things about group visits are surprising and not at

all intuitively obvious—which is a major reason that con-

tributes to why, with group visits, frustrating beginner’s

mistakes can so easily be made. The fact that confidenti-

ality has not proven to be more of an impediment to

group visits is one such example (a problem that is often

addressed by handling the issue of confidentiality conser-

vatively, which includes having all attendees sign a con-

fidentiality agreement prior to the start of each and every

DIGMA or PSMA session). It is also counterintuitive

that patients often speak more openly and frankly in the

group setting than they do one-on-one with their physi-

cian during traditional individual office visits—a problem

which I believe is a reflection of the power mismatch that

exists between the physician and patient in the normal

office visit, a disparity that is largely ameliorated by the

presence of numerous other patients in the group setting

(especially when other patients bring up an embarrassing

issue first).

Perhaps one of the greatest surprises is that the hetero-

geneous subtype works exceptionally well in actual prac-

tice, especially as a practice management tool and in

improving access to care. In such medical disciplines as

family practice, internal medicine, women’s health, neu-

rology, rheumatology, and endocrinology—subspecial-

ties that encompass some very diverse patient populations

and health conditions—it is by no means obvious that the

heterogeneous model would be so much more popular in
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actual practice for managing a physician’s practice than

the homogeneous and mixed DIGMA models (Fig. 2.2).

In fact, when the homogeneous andmixed subtypes of the

DIGMAmodel are initially used inmany of these medical

subspecialties, they are frequently observed to either fail

due to lack of adequate census or to gradually evolve into

the heterogeneous subtype over time.

The reason that the heterogeneous DIGMA works so

well in primary care is that the patients who attend simply

represent a cross-section of the physician’s practice as a

whole. For example, if 13 patients attend a heterogeneous

primary care DIGMA, it is likely that 7 or 8 will have

hyperlipidemia, 6 or 7 hypertension, 3 or 4 diabetes, and 2

or 3 headache—so that even in the heterogeneous sub-

type, there is still a great deal of commonality between

patients in attendance.

In Heterogeneous DIGMAs, Patients Still Share

Many Common Issues

Perhaps one reason that heterogeneous DIGMAs are so

successful is that, in a heterogeneous DIGMA, all of the

patients not only share that particular physician but also

have many common concerns, even though the specifics

of their illnesses happen to differ. Especially for the

chronically ill, such common concerns include: the adjust-

ments that must be made to having a chronic illness; the

frustration of facing new limitations and not being able to

do what one used to do; the erosion of self-esteem that

comes from not being able to fulfill one’s normal roles

and responsibilities, and the anxiety created by facing a

worrisome and uncertain future. Despite having different

diagnoses, chronically ill patients nonetheless share many

common threads—as they all have some type of chronic

illness that will require frequent, routine medical visits

together with emotional support and the need to see a

physician for a lifetime. Patients with severe chronic ill-

ness know what it is like: to wake up with a jolt in the

middle of the night worrying about what tomorrow will

bring; to feel sick, fatigued, overwhelmed, and unable to

cope; to worry about the impact that their illness is having

upon their job, family, and friends; and to feel isolated,

alone, cheated, and ask ‘‘Why me?’’ Regardless of the

specifics of their particular illness, the chronically ill in

general know what it is like to face these issues—as well as

having the desire to not burden their family and friends

with their difficulties.

As can be seen, even though the DIGMA happens to be

heterogeneous in terms of diagnoses, there are still many

psychosocial issues and feelings shared between patients.

Because patients have so much in common, they provide

each other with a great deal of compassion and emotional

support in the group setting, and sometimes patients even

form friendships and provide off-site unofficial support for

each other. This is something that tends to happen more

with serious chronic illnesses that can have a substantial

psychosocial overlay, such as cancer, end-stage kidney

disease, AIDS, bone marrow transplants, congestive

heart failure, multiple sclerosis, and Parkinson’s disease.

When relationships outside of the clinic are likely to hap-

pen, or have in fact happened, it is important to clarify the

confidentiality issues with these patients.

Patients Listen When Others with Different

Conditions Are Treated

Many find it difficult to envision how such a heteroge-

neous mix of patients could possibly work in their prac-

tice. They even find it more astonishing that because of its

operational simplicity and the ease of filling sessions, the

heterogeneous design is turning out to be the most com-

mon DIGMA subtype in actual practice, at least when it

comes to improving access and better managing a busy,

backlogged practice. It is important to note, however,

that this is not true for chronic illness populationmanage-

ment programs, in which the homogeneous subtype tends

to predominate (because there are typically so many

patients having a particular diagnosis that there is no

difficulty in consistently filling homogeneous DIGMA

sessions). In fact, when I first startedDIGMAs in primary

and specialty care at Kaiser Permanente in 1996, I won-

dered whether other patients would be interested in listen-

ing when the physician was working with a patient who

Fig. 2.2 Heterogeneous DIGMAs work well in actual practice,
especially as a practice management tool and in improving access
to care in medical disciplines such as family practice, internal med-
icine, women’s health, neurology, rheumatology, oncology, and
endocrinology. (Courtesy of American Medical Group Association
and Dr. Lynn Dowdell, Kaiser Permanante Medical Center, San
Jose, CA)
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had a completely different set of health problems. At that

time, I believed this issue was the lynchpin as to whether

the heterogeneous DIGMA subtype would or would not

succeed in actual practice.

For over 2 years, I stopped DIGMA groups time and

time again in order to ask patients questions such as the

following: ‘‘Mary, you look interested in what the doctor is

saying; however, you have multiple sclerosis, while John,

who is three times older than you, has Parkinson’s disease.

Are you really interested and, if so, why?’’ ‘‘Oh yes, I am very

interested,’’ was the answer I almost always received,

although occasionally patients were disinterested because

they were preoccupied only with their own issues. When I

asked patients such as Mary why they were interested in

issues that did not directly pertain to them, there were four

types of answers: (1) ‘‘Because I might get it myself some-

day’’; (2) ‘‘Becausemymother [brother, neighbor] has it’’; (3)

‘‘Because this is like a mini-medical school class taught by

my own doctor’’; or (4) ‘‘This is better than watching ER!’’

Heterogeneous Model in Primary Care

and Medical Subspecialties

Many primary care physicians feel that the heterogeneous

DIGMA model would not work for them, pointing out

that their practice ismuchmore heterogeneous than that of

most medical specialists for whom they could see it work-

ing. My counterargument would be that the most hetero-

geneous DIGMAs I have ever witnessed were not in pri-

mary care, but rather in neurology—but even here, the

heterogeneous subtype was quite successful. I say this

because these heterogeneous neurology DIGMAs would

have young neurology patients diagnosed with headache,

multiple sclerosis, and seizure disorder frequently mixed in

with elderly men and women experiencing stroke, demen-

tia, and Parkinson’s disease. What I discovered with this

diverse mix of patients was that, despite the fact that their

ages and conditions varied substantially,many of the issues

that these patients were dealing with were common issues.

Many of these neurology patients shared the fact that

they were discouraged, anxious, or depressed about their

illness and uncertain future. Another common factor for

many of them was that they knew what it was like to wake

up in a panic in the middle of the night feeling isolated and

alone, worrying about burdening their family with their

illness and uncertain future, and asking, ‘‘Why me, God?’’

It turned out that, even though the medical diagnoses and

conditions of these neurology patients varied consider-

ably, they still shared a wide range of common medical,

lifestyle, and psychosocial issues, which enabled them to

be interested in one another because they could identify

with, and relate to, each other. In addition, because each

of these patients had already made some adjustments to

their own particular illness, they all tended to see certain

others in the group as being worse off than they were—

which they often found to be uplifting as they now saw

that there was still much that they could do which others

cannot.

Mixed and Homogeneous Groups Often Evolve

into Heterogeneous Groups

At one large staff model HMO, I started three different

weekly 90-minute neurology DIGMAs (one with each of

the three different neurologists in the neurology depart-

ment) back to back on the same weekday; however, only

one of these neurologists chose to have a heterogeneous

design. The other two neurology DIGMAs started out

with a mixed design because those neurologists wanted to

have more of a condition-specific focus during their ses-

sions. For these two mixed neurology DIGMAs, head-

ache patients were the focus on the first week of the

month; multiple sclerosis, seizure disorder, and younger

neurology patients the second week; Parkinson’s disease,

stroke, dementia, and older neurology patients were the

focus the fourth week; and the third (and the occasional

fifth session) each month was heterogeneous and open to

all of the neurologist’s patients, so that no patient had to

wait more than a couple of weeks to be seen in the next

appropriate group session. What we found was that the

two mixed models gradually evolved into a straight het-

erogeneous design by the end of 1 year of operations, by

which time all three of these neurology DIGMAs were of

the heterogeneous subtype.

Here is what would sometimes happen in the hetero-

geneous neurology DIGMAs. The neurologist would

sequentially work with each of the patients in attendance,

i.e., patients with multiple sclerosis, stroke, dementia,

Parkinson’s disease, etc., either by going around the

room in a counterclockwise or clockwise fashion or by

clustering patients by diagnoses and treating them

sequentially, one condition after another. One patient

might be a young woman in a wheelchair accompanied

by her parents, who are despondent about their daugh-

ter’s rapid decline. Others could be patients who have

recently had serious strokes, one of whom might be pro-

foundly depressed and while another has lost impulse

control. Often, there would also be several patients with

Parkinson’s disease. Then, there would be other patients

with migraines or cluster headaches, who just wanted the

lights to be turned down and for everyone to be quiet.

Finally, in themiddle of it all, another patient in the group

with seizure disorder might suddenly and unexpectedly

drop onto the floor and have a seizure. One might very
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well ask what good could possibly come out of such a

seemingly disorganized hodgepodge and heterogeneous

mix of patients. Yet, I found that a great deal of good

almost always came out of this diverse mix.

What we found was that patients encouraged and sup-

ported each other, even in these heterogeneous groupings.

They no longer felt as alone and isolated, and everyone

left these sessions with a more balanced perspective on

life, realizing that, despite their own particular affliction,

there was often still much which they could do that others

were no longer able to accomplish. In addition, patients

often met others with similar conditions, occasionally for

the first time and even exchanged telephone numbers.

Sometimes, these neurology patients could be found in

the lobby or parking lot 1 or 2 hours after the DIGMA

was over, still talking with each other.

It appears that one of the reasons that such hetero-

geneous DIGMAs work so well in actual practice is that

what is most important is that patients have some sort of

illness or health problem and therefore can identify and

empathize with one another (especially when that illness

is impacting their daily life and emotional well-being,

and when it is creating an uncertain future), and not

necessarily that they have the same illness. Often,

patients do not want to burden their families and closest

loved ones with their worries, health concerns, and pro-

blems. However, they also indicate that they would still

like some type of social support—someone they could

talk to who could understand, such as another patient

who is also dealing with an illness. Patients point out

that what they want is to feel that others can truly

appreciate the difficulties that they are going through

with their health problems—and that they are able to

provide compassion, helpful information, and emo-

tional support.

Patients Benefit from Seeing Others Perceived

as Being Worse Off

During the heterogeneous neurology DIGMA session

previously discussed, just as everyone was looking at

the patient on the floor who had just suffered a sei-

zure, one of the patients looked up and said, ‘‘God,

I’m glad I have brain cancer and not that!’’ I won-

dered at that moment what this patient with brain

cancer would have said earlier that morning if some-

one had told him beforehand that, before the day was

out, he would actually state that he was glad that he

had brain cancer—under any circumstances. Others

agreed that they were also glad that they had what

they did, rather than the seizure disorder that this

patient was suffering from.

Interestingly, the seizure patient was seen by all other

patients in the room as being the most unfortunate of all.

Of course, medically speaking, this was certainly not the

case. This had the immediate salutary effect of causing

everyone else in the group room to instantly feel better

about their own conditions.Whether they realize it or not,

almost all patients have already made some adjustments

toward accommodating their own illnesses. This makes it

more likely that they will be able to see others as being

worse off than they are, so that everyone is likely to leave

the group feeling a little better. This is especially true

when patients witness something as dramatic as a seizure

in the group setting.

However, as it turned out, even the seizure patient

benefited greatly from this session. Once this patient

came around and regained consciousness, her first words

to the group were, ‘‘Well, I guess that I don’t need to tell

you why I see the doctor.’’ This lightened up the moment

and caused everyone to laugh in a warm and accepting

manner. At the end of the session, this patient said that

even though she frequently had seizures, the worst part of

the illness for her was the agoraphobic symptoms she had

subsequently developed, i.e., out of fear that she would go

out, have a seizure, and embarrass herself. However, she

added, ‘‘Because you folks have been so kind to me, I’ll tell

you what I’m going to do. If my friends call me this after-

noon and invite me out to dinner, I’m going to go.’’

At that moment, I could not help but appreciate

the emotional support benefits—the healing proper-

ties—that properly run DIGMA groups are able to

offer, as everyone present in the group that day

benefited a great deal from this remarkable inter-

change. Furthermore, I have witnessed countless

similar incidences in DIGMAs over the years, so

this is by no means an uncommon benefit of the

group dynamic.

The Heterogeneous Subtype Can Be Less Threatening

to Other Patients

A heterogeneous mix of patients often makes it less threa-

tening for other patients in the group, because patients in a

truly homogeneous group might tend to look at each other

as being somewhere on a linear progression of that disease.

For example, when onewoman in a group that is specific to

breast cancer (or, worse yet, a particular type and stage of

breast cancer) happens to have ametastasis, then this could

be quite threatening to other patients in the group who

happen to have the same type of disease and fear that the

exact same thing could happen to them next.

However, if the group included a heterogeneous mix

of patients with all types of cancers (colon, lung, breast,
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prostate, cervical, ovarian, brain, head and neck, leuke-

mias, lymphomas, melanomas, etc.), then this event

would likely not be nearly as disquieting and threatening

to other patients, many of whom would probably have

different cancers and stages of disease. Furthermore,

because there would then be far more patients to draw

from for the heterogeneous group, it would also have the

additional benefit of being easier to consistently fill ses-

sions, which is the key to a successful group visit.

Heterogeneous Drop-In Group Medical Appointments

Are Best for Half-Time Physicians

The heterogeneous subtype of the DIGMA model is the

design of choice formost part-time physicians. For example,

in the case of a half-time physician, the panel size would

typically only be approximately half as large as the panel size

of a full-time physician, and consequently there would only

be half as many patients to draw from in order to fill the

half-time physician’s DIGMA sessions. As a result, experi-

ence demonstrates that half-time physicians often have great

difficulty consistently meeting pre-established census

requirements when they employ either the homogeneous

or mixed DIGMA designs. However, by changing to the

heterogeneous subtype of the DIGMA model, where vir-

tually every patient in the physician’s practice qualifies to

attend sessions whenever they have a medical need, these

half-time physicians are typically much better able to meet

the census requirements of their DIGMA (4).

Operational Advantages of Heterogeneous Drop-In

Group Medical Appointments

It is worth noting that, as a practice management tool, the

heterogeneous subtype of the DIGMA model is often the

easiest to run and keep full. First of all, the sessions are easy

for patients and staff to keep track of because all of the

physician’s patients wanting or needing a follow-up visit

qualify to attend any of the heterogeneous DIGMA’s ses-

sions—and because all sessions are therefore open to exactly

the same large group of patients. Second, the physician’s

scheduling staff is more willing to schedule heterogeneous

DIGMAs because they are not worried about being repri-

manded for scheduling the wrong type of patient into any

given session. Third, it is easier to keep all sessions full

which, as we have repeatedly discussed, is the key to a

successful DIGMA program.

As an example of the heterogeneous subtype of the

DIGMA model being operationally easier to run and keep

full, consider two young and energetic dermatologists with

large practices at one mid-sized integrated healthcare

delivery system. One of these dermatologists specialized in

skin cancer and cosmetic dermatology, whereas the other

had a special interest in acne. However, both also had an

on-call day each week in which they were responsible for

covering all patients needing to be seen in the dermatology

department at the last minute that day, regardless of their

diagnosis. Therefore, the first dermatologist decided to run

a homogeneous dermatology DIGMA each week for skin

cancer and another for cosmetic dermatology, whereas the

other decided to run a homogeneous dermatology DIGMA

for acne. However, both dermatologists decided to also run

a heterogeneous dermatology DIGMA on their on-call

day—which they humorously referred to as their ‘‘garbage

can DIGMA’’ because all of the leftovers of the day were

spilled into it, regardless of diagnosis (skin cancer, rosacea,

warts, sun damage, acne, keratoses, cosmetic issues, etc.).

So which of these DIGMAs would you guess to be the

most successful? The correct answer, as you might have

guessed by now, was the two heterogeneous DIGMAs,

because, whereas it was often difficult to find even eight

patients with skin cancer, cosmetic issues, or acne who

were willing to attend the group and happened to need to

be seen on the days that these weekly homogeneous der-

matology DIGMAs were held, it was relatively easy to fill

the heterogeneous DIGMAs on their on-call days with

12–15 patients. Remember, a full DIGMA is almost

always a lively, interesting, interactive, and successful

DIGMA, i.e., both psychodynamically and economically.

The Homogeneous Subtype

There are two basic forms of the intuitively appealing

homogeneous DIGMA design. The first basic form,

which is frequently used in chronic illness population

management programs, is one in which all of the homo-

geneous DIGMA sessions are dedicated to the same

disease or condition, such as diabetes, congestive heart

failure, hypertension, hyperlipidemia, peri-menopausal

issues, morbid obesity, or dialysis. The second basic

form, which is sometimes used by physicians employing

the DIGMA as a practice management tool, is one in

which the physician’s patient panel is partitioned into a

series of relatively homogeneous subpopulations, with

each patient grouping being the focus of a different

DIGMA session. For example, a primary care physician

might divide her practice up and use the homogeneous

DIGMA design to see the following sequence of homo-

geneous patient groupings on successive weeks: diabetes

and obesity, hypertension and hyperlipidemia, chronic

pain, peri-menopausal issues, geriatric patients, asthma,

irritable bowel syndrome, GERD, etc. Each diagnostic
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group of patients would attend the DIGMA session that

focused on their particular condition, and the entire

sequence of sessions would then be repeated over and

over on an ongoing basis.

Homogeneous Subtype Has Limitations

While intuitively appealing, the homogeneous DIGMA

suffers from several important shortcomings, the result of

which is that the homogeneous design tends to be the least

frequently used of the three DIGMA subtypes in actual

practice, at least when it comes to managing a busy, back-

logged practice (which is where the heterogeneous sub-

type predominates). The exception to this would be in

diagnostic-specific applications, such as chronic illness

treatment programs or surgical intakes or follow-ups for

specific conditions (such as intakes for breast reduction or

carpal tunnel surgeries), where enough patients of a par-

ticular type can often be found to ensure that all homo-

geneous DIGMA sessions are consistently filled, thus

making the homogeneous design a viable option.

Physicians all too often make this common beginners’

mistake: They design theirDIGMAhomogeneously around

a specific patient population that happens to be of particular

interest to them (i.e., even if there does not happen to be

much patient demand for such a service) rather than design-

ing it for the majority of their practice, which is where their

greatest patient demand exists. As a result, these homoge-

neous DIGMAs often end up failing due to patient atten-

dance being insufficient, i.e., both for a lively and interactive

group session and for an economically viable program.

One shortcoming of the second homogeneous approach

discussed in the previous section is that, if there are too

many different diagnostic-specific sessions in the sequence

being offered, individual office visits might be available to

patients before the next appropriate homogeneous

DIGMA session is held—even for backlogged physicians

with access problems. This goes against the entire intent of

the DIGMA program, which is to improve access and off-

load, whenever appropriate and possible, costly individual

follow-up visits onto highly efficient DIGMA sessions.

In addition, although it would not be a problem if the

entire homogeneous DIGMA program were for a single

disease or condition (such as diabetes), in the second

situation discussed previously (i.e., where there is a series

of different homogeneous sessions, each focusing upon a

different illness or condition), it can be difficult for staff

and patients to keep track of the sequence of sessions so

that they know what session will be meeting on which

week. This is especially true whenever there is a holiday

break, or when the sequence is interrupted by the physician

being absent due to illness, vacation, or meetings. When

this does happen, does the physician skip the particular

patient grouping in the sequence that the canceled session

was to focus upon (and thus continue with the remainder

of the sequence of sessions as previously scheduled)—or

does the physician simply postpone that grouping of

patients until the next session that is held, with the result

being that all future sessions would also be correspond-

ingly postponed (so that any patients prescheduled for

these sessions would then need to be called and resched-

uled)? As can be seen, any interruption to the established

sequence of sessions throws the schedule off and makes it

that much more difficult for patients and staff (especially

the physician’s scheduling staff) to keep track of. It is for

this reason that I seldom recommend this approach.

Patient with Different Condition Attending

a Homogeneous Group

An additional complication of the homogeneous subtype

is the problem of what to do with the patient with a

different condition who happens to attend, or the patient

who mistakenly attends the wrong session (i.e., a session

that focuses on a different type of health problem than the

one the patient has). Or the patient might have the correct

condition—for example diabetes, when the homogeneous

DIGMA session is focusing on diabetes—but the patient

is not interested in diabetes that week and instead wants

to discuss an unrelated symptom or problem (such as an

earache, headache, acne, or sprained ankle). When this

happens, would you treat the patient anyway for such

issues that are unrelated to diabetes and thereby make

the homogeneous DIGMA session more heterogeneous?

Or would you refuse to see the patient and thereby risk

alienating the patient or having the patient instead sche-

dule a more costly individual office visit, both of which

are undesirable options and antithetical to the goals of a

well-runDIGMAprogram?Almost always, the physician

will go ahead and see the patient in the group and find out

that it all works out just fine (and that other patients are

often interested in what is being discussed), which is why

homogeneous and mixed DIGMAs so often gradually

evolve into heterogeneous DIGMAs over time.

Handling Patients Who Bring Lengthy Lists of Health

Concerns to a Homogeneous Group

However, the most problematic difficulty of all for the

homogeneous DIGMA subtype is the long list of other

medical issues that each patient frequently brings to the

visit and wants to have addressed, i.e., their laundry list of

medical concerns. This is especially problematic for
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physicians having access problems, as patients then tend to

store up a list of health complaints for their next visit, rather

than coming in promptly for a focused single issue visit. For

example, a hypertensive patient might be scheduled into a

homogeneous DIGMA session focusing on hypertension;

however, at the time the session is held, high blood pressure

might be the least of the patient’s concerns, as the patient

might instead be preoccupied by a host of other medical

issues. If these other concerns are not dealt with during the

DIGMA session (an approach that I do not recommend

taking), several consequences will result.

First of all, convenience to the patient will be reduced,

which can be upsetting to some patients and is counter to

the one-stop shopping healthcare philosophy of the

DIGMAmodel. Second, extra visits will likely be created,

because the patient will probably then want to return for a

subsequent individual visit in order to have these other

issues addressed, which, again, goes counter to the entire

underlying philosophy of group visits regarding replacing

(not adding) visits. On the other hand, if the physician

does address these diverse medical issues, which might be

unrelated to the central theme of the homogeneous

DIGMA session, then the group will automatically

become more heterogeneous in nature. In fact, this is

precisely what very often does happen in practice. This

is the central reason that the homogeneous and mixed

DIGMA subtypes are so often observed to gradually

evolve into the heterogeneous subtype over time.

Homogeneous Drop-In Group Medical Appointments

Are Best for Chronic Illness Treatment Programs

After a great deal of experience as a consultant in healthcare

organizations nationwide participating in hundreds of pri-

mary and specialty care DIGMAs of various types, my

observation has been that the homogeneous subtype of the

DIGMA model is generally best used in chronic illness

population management programs, rather than for better

managing a large, backlogged practice (unless, of course, it

happens to be a physician whose practice almost entirely

consists of a particular diagnosis or condition). This is

because it is a relatively easy matter to consistently fill

homogeneous DIGMA sessions when there are a large

pool of patients available that happen to have a particular

illness, which is the case for chronic illness population man-

agement programs (but is typically not the case when it

comes to an individual physician’s own particular practice).

For example, there can be thousands or even tens of

thousands of patients in the hypertension, hyperlipide-

mia, or diabetes chronic illness treatment programs of

larger healthcare systems, which makes it relatively easy

to consistently fill all homogeneous DIGMA sessions

within these treatment programs. On the other hand, an

individual physician might have a very difficult time fill-

ing a homogeneous Diabetes DIGMA designed just for

his/her own patient panel as there might only be 300

diabetic patients in his/her practice to draw from–and

they must have both diabetes and a medical need to be

seen that week in order to attend a DIGMA session.

In addition to larger chronic illness treatment programs,

the homogeneous DIGMAmodel can be successfully used

in a couple of other circumstances. For example, homo-

geneous DIGMAs can sometimes be successfully

employed in certain medical subspecialties where onemed-

ical condition tends to dominate their practice, such as an

endocrinologist who has a homogeneous DIGMA for dia-

betes in general (or for type 2 diabetes, in particular) or a

rheumatologist specializing in patients with arthritis.

The homogeneous DIGMA model can also be used by

certain specialists (such as plastic surgeons, general sur-

geons, orthopedic surgeons, urologists, gastroenterologists)

who are able to design a homogeneous DIGMA or PSMA

for intakes and/or follow-up visits for the types of surgeries

and procedures that they frequently perform—breast reduc-

tions, hip replacements, knee replacements, carpal tunnel

surgeries, bariatric surgery, etc.—provided that they do

enough of them to ensure that their homogeneous SMA

sessions will be consistently filled. Homogeneous DIGMAs

have similarly been successfully employed in travel medicine

for short-term and long-term travelers.

The Mixed Subtype

The mixed DIGMA design, which is almost as frequently

used in practice as the heterogeneous design (at least

initially, when physicians first start their DIGMAs),

represents a compromise between the heterogeneous and

homogeneous subtypes—and combines some elements of

both of these. Also, the mixed subtype is frequently used

for PSMAs, because patients requiring physical examina-

tions can often readily be divided into four major sub-

groupings, e.g., according to sex and age groupings, with

one of these being the focus during each of the four weekly

sessions held each month (such as men under 50 being the

focus of the PSMA on the first week of the month, men

over 50 on the second, women under 40 or 45 on the third

week, and women over that age being the focus on the

fourth week each month).

The mixed design typically divides the provider’s entire

patient panel into four large groupings, with one of these

groupings being the focus for each week of the month.

The same sequence is then repeated every month, so that

patients and staff alike can easily keep track of which

session is being held on any given week of the month
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(except for those couple of months each year that happen

to have five weekly sessions). In one mixed primary care

DIGMA, the first week of the month focused on all of the

physician’s cardiopulmonary patients; the second week

on diabetes and obesity; the third week on all gastroin-

testinal patients; and the fourth on woman’s health issues.

In the couple of months each year having five SMA ses-

sions, the fifth week of a mixed DIGMA is often a hetero-

geneous session open to all of the physician’s patients,

although it can also focus on the largest grouping (or

whichever patient grouping the physician wants). On the

other hand, if the physician prefers, these fifth weekly

sessions that happen to occur just a couple of times during

the year could simply not be held.

The mixed DIGMA resembles the heterogeneous sub-

type in several respects, because (1) each of the four weekly

sessions can be broadly inclusive of several diagnoses; (2)

the fifth weekly session is often heterogeneous; and (3)

patients are welcome to attend any session that better fits

their schedule in the event that they cannot attend the most

appropriate one. On the other hand, each of the weekly

sessions has a different diagnostic-specific focus, which is

reminiscent of the homogeneous subtype. The mixed sub-

type is therefore best viewed as a design that lies in between

the heterogeneous and homogeneous subtypes, and which

contains some of the attributes of each.

Patients Unable to Attend the Most Appropriate

Session Can Attend Another

One important provision of the mixed design is worth

noting: If, for reasons of personal convenience (or because

of a scheduling conflict), the patient is not able to attend

the most appropriate session that month for his or her

particular health problem, then—in the mixed subtype—

the patient is typically invited to attend any other appro-

priate session that better fits the patient’s schedule. I say

appropriate because, for example, men would not be

invited to attend a women’s health issues session. In addi-

tion to providing better, more convenient service to our

patients, the reason for this provision is in line with an

important goal that we always have for DIGMAs and

Physicals SMAs, i.e., whenever possible, of off-loading as

many costly individual appointments as appropriate and

possible onto highly efficient SMA sessions.

Example 1: Mixed Endocrinology Drop-In Group

Medical Appointments

For example, the two endocrinologists at one facility of a

larger healthcare organization started off using a mixed

design for their DIGMAs—one in which virtually all of

their endocrine patients were invited to attend one or

another of their DIGMA sessions during the month, but

with each weekly session during the month dedicated to

its own specific focus. In these mixed endocrinology

DIGMAs type I diabetes was the focus of the first week

of the month; type II diabetes was the focus of the second

and fourth weeks; thyroid, parathyroid, adrenal, pitui-

tary, and other endocrine disorders were the focus of the

third week; and, for the couple of month’s each year

having five sessions, all of the endocrinologist’s patients

were invited to attend the fifth session of the month,

regardless of diagnosis.

Evolution of Mixed to Heterogeneous Drop-In Group

Medical Appointments

Even though they might initially be more intuitively

appealing to the physicians who choose to start them

(i.e., because the mixed DIGMA subtype still retains at

least some focus upon specific diseases and conditions),

mixed DIGMAs (like homogeneous DIGMAs) are often

found in practice to gradually evolve over time into the

counterintuitive heterogeneous DIGMA model. For

example, in the cases of the previously mentioned endo-

crinology DIGMAs of mixed design that I personally

participated in implementing and running (as both cham-

pion and behaviorist), they gradually evolved into a het-

erogeneous design during the first year of operations and

then stayed heterogeneous thereafter.

This evolution happened because some patients

entered either in the wrong session for their condition or

with a lengthy laundry list of diverse medical concerns,

some of which were inevitably outside of the focus of that

week’s session. Perhaps the single most important reason

that heterogeneous DIGMAs work so well in practice is

that patients seldom bring a single issue (such as headache

or diabetes) to their office visit. It is much more common

for patients to bring to their visit a fairly lengthy list of

diverse issues which they want attended to. However, as

soon as the physician addresses this laundry list of diverse

issues, mixed DIGMA sessions (like homogeneous

DIGMAs) quickly begin to evolve into a more heteroge-

neous design. The other patients in attendance often find

these seemingly unrelated health issues to be interesting in

their own right, and sometimes potentially helpful to

themselves as well. Therefore, the physician soon realizes

that he is perfectly able to address these seemingly unre-

lated issues in the mixed DIGMA setting and in such a

way that it holds everyone’s interest.

Once this evolution to a heterogeneousDIGMAoccurs,

physicians quickly discover that the heterogeneous design
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offers certain advantages—both in terms of operational

simplicity and in terms of filling all sessions with relative

ease (as all of the physician’s patients are welcome to

attend any given heterogeneous DIGMA session, regard-

less of diagnosis). Also, patients and staff alike have no

problem in keeping track of heterogeneous DIGMA ses-

sions, because all of the physician’s appropriate patients

qualify to attend any and all heterogeneous DIGMA ses-

sions for their follow-up care. Schedulers are therefore less

hesitant to schedule heterogeneous DIGMA sessions,

because they do not need to worry about being chastised

for scheduling a patient into the wrong session.

Preparing Chart Notes in Drop-In Group
Medical Appointments

Well-executed DIGMAs that are properly run by the

physician and behaviorist consistently provide a highly

interactive group experience, with everyone present being

attentive and playing a more or less active role in the

session. The physician spends most of the time in the

DIGMA group setting delivering the same medical ser-

vices as the physician would normally provide during

traditional office visits for follow-up appointments. How-

ever, in order to accomplish the goal of seeing 10–16

patients in the DIGMA session, the physician will have

to learn to be highly efficient in completing the chart notes

on all patients in attendance in order to finish document-

ing these chart notes during the allotted amount of group

time, i.e., without occupying too much of the physician’s

time during DIGMA sessions.

The Goal: Finish on Time with All Chart
Notes Completed

The goal of each and every DIGMA and PSMA session is

to have full groups and to start and end on time with all of

the physician’s duties completed, including drafting an

individualized chart note on each and every patient in

attendance, before the session is over. In other words,

when the DIGMA is over, all of the work should be

done. During a typical DIGMA session, it is normally

best for the physician to complete the chart note on each

patient immediately after finishing working with that

patient in the group setting before moving on to the next

patient. By doing so, each chart note will be completed

while all medical services provided to that patient are still

fresh in the physician’s mind—and therefore mistakes and

omissions are less likely to occur. Although, for a variety

of reasons, some physicians might prefer to document the

chart note after the DIGMA session is over, my strong

recommendation is to strive to complete all chart notes

during the group time (i.e., immediately after completing

the work with each patient) whenever possible.

Use a Documenter Whenever Possible

Completing the chart note on each patient immediately

after finishing working with that patient is a process that

requires pacing, time management skills, and coordi-

nated teamwork between the physician and both the

behaviorist and documenter, i.e., if the physician is for-

tunate enough to have a documenter. The last thing that

a provider will want to do is to leave the DIGMA session

without having completed all chart notes, so that the

physician still needs to complete the chart notes on

these 10–16 patients in attendance after the session is

over. The physician would then have not only an over-

whelming task facing him or her after the DIGMA is

over, but also a very difficult time recalling exactly what

medical services were provided to each of the many

patients in attendance—i.e., without confusing what

was done to whom, or without forgetting (and omitting

from the chart note) much of the care that was actually

delivered. It is important for the physician to use a

documenter in the DIGMA whenever possible, espe-

cially in systems using electronic medical records, in

order to optimize both productivity and the ability to

finish the group on time with all documentation done.

Efficiency in the charting process—a chart note that

meets all applicable regulatory, ethical, documentation, bill-

ing, and compliance requirements—can be gained in several

different ways, although the best way, whenever possible, is

through use of a documenter throughout the DIGMA ses-

sion (especially for systemsusing electronicmedical records).

Physicians Using Paper Charts

Physicians who are still using paper charts can sometimes

efficiently document chart notes in the DIGMA without a

documenter by using a chart note template that is largely

preprinted and in check-off form. The confidentiality

release form that patients and support persons sign can

be printed onto the back of this chart note template in

order to save paper and make clear that the release applies

to this DIGMA session. It is important to note that even

when such largely preprinted chart note templates are used,

it is nonetheless important to generate a unique and indi-

vidualized chart note on each patient in the DIGMA to

accurately document and bill for the care that each patient

has actually received during today’s session.
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Physicians who dictate chart notes by telephone or

microcassette will often use a paper chart note template

during theDIGMA that later serves as a crib sheet after the

session is over fromwhich to dictate. Or better yet, because

it enables chart notes to be efficiently dictated during the

SMA session, physicians can use the dictation process as a

teaching point for the entire group immediately after work-

ing with each patient in turn by saying something such as,

‘‘OK, I’m going to dictate the chart note on John. So, listen

up everybody and let me know if I leave anything out.’’

Patients love hearing their case summarized by their doc-

tor, and others in the group appreciate the learning oppor-

tunity that this provides for them as well.

I first experienced this process when my own cardiolo-

gist told me that he was going to dictate my chart note

toward the end of a traditional office visit. I found it so

helpful to have my case summarized in front of me by my

own doctor that I subsequently carried this efficient, useful

approach forward into the DIGMA setting. Nonetheless,

there are two serious problems that I do not like about

dictating chart notes as a teaching point during the

DIGMA setting: (1) it eliminates the behaviorist’s oppor-

tunity to foster some group interaction and to focus on

relevant psychosocial (or, in the case of a nurse behaviorist,

nursing) issues while the physician is completing the chart

note; and (2) it means that the physician will still have to

review, modify, and sign off on all chart notes when they

eventually come back to his or her office sometime after the

DIGMA session is over. Personally, I always recommend

strongly that all of the work for the group be completed

during the DIGMA session, which is a goal that having a

documenter can be most helpful in achieving.

Physicians Using Electronic Medical Records

Physicians using electronic medical records who do not

have a documenter can turn to the computer located

toward the side of them in the group setting to complete

the chart note after working with each patient in turn,

using keystroke shortcuts and the physician’s own chart

note template. In this case, try not to place the desktop

computer between you and the patient, as it can create an

inhibiting psychological barrier. Physicians who are

touch typists might prefer to simply place the keyboard

on their lap (or to use a laptop computer) and type while

interacting with the patient. However, I strongly recom-

mend using a documenter because it will likely take some-

thing like 5 minutes on average with electronic medical

records to complete a good chart note on each patient in

the DIGMA. In other words, if there are 15 patients

present in the group that day, it will likely take you

approximately 1 hour and 15 minutes on the computer

to do the required documenting for the 90-minute session.

That is a sure way to get the same proverbial complaint

that providers using electronic medical records already

get all too often during traditional office visits: ‘‘The

doctor looked at the computer the whole time and never

looked at me!’’

Another way to gain efficiency in the DIGMA or

PSMA chart note process (although this is not neraly as

helpful as using a documenter) is for the physician to

think of ways to include others in the documentation

process, although the help requested from others must

always be appropriate, commensurate with their skill

set, and within their scope of practice. For example, con-

sider having the nurse/MA enter the reason for today’s

visit and the results of all nursing functions performed

(i.e., vital signs, routine health maintenance, injections

provided, performance measures, current medications,

drug allergies, etc.) into each patient’s chart note at the

beginning of the SMA session. Also, in the event that the

nurse joins the DIGMA after vital signs and all nursing

duties have been completed, he or she could be asked to

provide documentation support while sitting in on the

group.

Also consider ways that the behaviorist might be of

assistance in the documentation process. For example,

consider having the behaviorist double as the documen-

ter. Or else, consider having the behaviorist write the

physician’s treatment recommendations for each patient

on a duplicate form that is to be reviewed and signed by

the physician, with one copy then given to the patient

and the other used for charting purposes by the physi-

cian. Neither of these approaches is ideal in that the

behaviorist already has a full plate of responsibilities to

fulfill in the DIGMA setting, and adding further to these

duties will likely dilute their ability to perform their

normal behaviorist responsibilities. Therefore, keep in

mind that none of these approaches for increasing the

efficiency of the documentation process in the DIGMA

is nearly as efficient as using a documenter whenever

possible.

A Documenter Saves Time and Money

and Adds Quality

Having a documenter can enable the physician to gain

enough efficiency to see additional patients during each

group session, typically not just one or two additional

patients, but several. It also makes the DIGMA much

more enjoyable to the physician as few enjoy the tedium

of the documentation process and most would prefer to

spend their time focusing on the patients and addressing

their various medical needs (Fig. 2.3).
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Remember that if it takes 3–5 minutes on average to

draft a chart note on each patient, this translates into 30–80

minutes time being spent by somebody (the physician,

nurse, behaviorist, or documenter) in the documentation

process during the DIGMA session—i.e., this is the

amount of somebody’s time that will be taken up during

the session just to complete all of the chart notes on the 10–

16 patients attending the DIGMA. One would certainly

not want to have the physician spend more than approxi-

mately 20 minutes time during a 90-minute DIGMA on

documenting chart notes; however, this would require that

the physician be able to finish chart notes on patients

during the group session in just 1–2 minutes on average,

which is unrealistic without some type of documenter.

However, having a documenter will certainly help a

great deal in accomplishing this goal, while also helping

to eliminate the common patient complaint during indivi-

dual office visits about the doctor looking at the computer

the whole time. The documenter’s training can take the

form of (1) reviewing many of the physician’s chart notes

beforehand to become familiar with the physician’s way of

drafting chart notes; (2) shadowing the physician during

individual office visits for a couple of days prior to the

launch and drafting the chart notes (which are then imme-

diately reviewed, corrected, and approved by the physi-

cian); and (3) working with the physician beforehand to

develop a basic chart note template of the physician’s

choosing for use during DIGMA sessions. The main

point here is that you want the documenter to be fairly

well trained prior to the first DIGMA session, so that the

documenter knows what the physician wants—and how to

accomplish it—prior to the first group session. Although

the documenter will continue to learn in the DIGMA

setting as the physician continuously reviews and modifies

each patient’s chart note in turn, what you absolutely do

not want is to have a documenter enter the DIGMA with-

out knowing what to do and hoping to learn through ‘‘on

the job training’’ alone. If the documenter has been trained

by the physician to use the physician’s own chart note

template and to generate the type of chart note that the

physician is satisfied with (as well as by the billing and

compliance officer as to what elements are most critical

to include in the chart note), then that documenter can

eventually assume perhaps 80–90% of the documentation

responsibilities for the DIGMA session. Once this level of

accuracy is achieved by the documenter, the physician will

then only need to take aminute or so reviewing,modifying,

and completing the chart note immediately after working

with each patient in the group setting. It is during this time

(i.e., when the physician is quickly reviewing, modifying,

updating, and signing off on the documenter’s chart note

before moving on to the next patient) that the behaviorist

can temporarily take over running the DIGMA, i.e., fos-

tering some interaction and focusing on psychosocial

issues of relevance to the group. This intervention by the

behaviorist, in small doses, can enhance the value of the

SMA to patients, i.e., by providing them with important

information and by keeping everyone attentive and

actively involved in the process.

While Having One Documenter Is Recommended,

Having Two Is Not

Although having a documenter is good, having two doc-

umenters is not better. This is just one of the many things

about group visits that are counterintuitive. It is true that

there are many benefits to having a documenter, including:

increased physician efficiency and productivity; a better

chart note (i.e., one that is both comprehensive and con-

temporaneous in nature); and the ability for the physician

to focus upon patients and give them his or her undivided

attention.

By having two documenters, with each one efficiently

drafting the chart note on every other patient, you lose

this interactive group benefit provided by the behaviorist

and risk turning your DIGMA into a mass medicine

experience in which one patient is treated immediately

after the other. A sure sign that this is happening is

when each patient gets up and leaves immediately after

the physician has finished working with them—i.e.,

because without any group interaction, there is nothing

left for them to stay for. This is something that I person-

ally witnessed when I observed one physician turn a pre-

viously well-run, warm, highly interactive, and successful

DIGMA into an efficient mass medicine machine

Fig. 2.3 Comprehensive, contemporaneous chart notes are created
on the computer by the documenter (who typically sits behind the
physician) while the physician leads the group. (Courtesy of Dr.
Patricio Aycinena’s Diabetes DIGMA, Cleveland Clinic, Cleve-
land, OH)
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employing 2 documenters in which more patients were

treated, but in which most of the interaction and educa-

tion benefits were lost, as revealed by the fact that each

patient got up and left as soon as the physician had

finished working with them.

The Chart Note Must Support the Bill
and Comply with Billing Standards

It is important that the chart note documented on each

patient supports the bill on that patient and that all bills

generated through DIGMAs or PSMAs be in full compli-

ance with all applicable billing standards and regulations.

To accomplish this in fee-for-service systems, it is recom-

mended that the initial bills going out from every newly

launchedDIGMAand PSMAbe carefully reviewed by the

organization’s billing and compliance officer to ensure that

they meet all applicable standards—perhaps by checking

every bill generated during the first couple of months of

operations and by randomly spot-checking bills thereafter.

In addition, the organization’s documentation as well as

billing and compliance officers can even be involved during

the early planning, training, and design stages of the

DIGMA. The reader should note that the issue of billing

for group visits is covered in Chapter 10.

Confidentiality in Drop-In Group Medical
Appointments

A guiding principle of DIGMAs and PSMAs is that

everything that can appropriately be conducted in the

highly efficient group setting is provided there. However,

because so much medical care is delivered in the group

setting, physicians invariably wonder about the issue of

confidentiality and how this can be successfully handled

in a group visit setting. In fact, confidentiality is so impor-

tant that it has been brought up by the audience in vir-

tually every speaking engagement I have made covering

DIGMAs and PSMAs during the past decade with med-

ical groups both nationally and internationally. (The next

most commonly asked question is, ‘‘What about billing?’’

which is discussed in Chapter 10.)

In the more than 400 DIGMAs and PSMAs (and more

than 20,000 patient visits) that I have personally been asso-

ciated with to date as champion, behaviorist, and consul-

tant, to my knowledge the issue of confidentiality has never

been brought up by patients or healthcare organizations as

being a problem. Undoubtedly, this is due in part to

patients’ surprising willingness to discuss almost anything

in the group setting, but also in part due to the conservative

manner in which I recommend that the issue of confidenti-

ality be handled in shared appointment settings. In general,

patients feel safe and comfortable in a well-run DIGMA

and are surprisingly open and candid—often discussing the

most intimate and personal of issues. Those patients who do

not want theirmedical issues discussed in front of others will

generally opt not to attend a SMA in the first place, which is

fine because group visits are alwaysmeant to be voluntary to

patients and providers alike.

The following six steps toward successfully addressing

confidentiality in a DIGMA and PSMA program are

highly recommended in order to avoid problems in this

area. In addition, the reader should also take any other

steps that might prove to be appropriate and necessary.

Step 1: Address Confidentiality in All
Promotional Materials

Make certain that all promotional materials for the

DIGMA and Physicals SMA program (framed wall pos-

ters, program description fliers, announcements, invita-

tions, follow-up letters, Patient Packets, etc.) clearly indicate

that this is a shared medical appointment, where patients’

medical care will be delivered in front of others in a suppor-

tive group setting, and that all who attend will need to sign a

confidentiality release at the beginning of the session.

Step 2: The Physician and Staff Must
Be Properly Trained in How to Refer Patients

Ensure that the physician and all staff involved with

inviting and scheduling patients into the DIGMA and

PSMA programs (schedulers, receptionists, call center

personnel, nurses, medical assistants, etc.) are properly

trained in how to word their referrals. In particular, it is

imperative that they make clear to all invited patients that

this is a shared medical appointment that will be con-

ducted with many of the physician’s other patients and

that everyone’s medical issues will be discussed in front of

each other in the group setting. The physician must also

be appropriately trained in how to successfully invite

patients while making it clear to all who are referred

that this will be a group visit.

One thing thatwill really anger patients is to come inwith

the understanding that they have a 90-minute one-on-one

appointment with their physician, only to see that there are

9–15 other patients in the group room also waiting to be

seen by the doctor. There is nothing that will anger patients
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more than feeling that they have been subjected to some sort

of ‘‘bait and switch’’ exercise because they were led to believe

that they were scheduled to have a 90-min individual

appointment with their own provider, but arrive to find

out that many other patients are also present to share this

healthcare experience. When this does happens, it is often

due to all of the scheduling personnel (including the replace-

ment personnel usedwhen the primary schedulers are out ill)

not being properly trained regarding how to appropriately

schedule patients into a DIGMA—so take great care to

ensure that this never happens at your organization.

Step 3: Have Your Corporate Attorney
or Medical Risk Department Draft
a Confidentiality Release

A comprehensive confidentiality agreement and release

form should be drafted by the healthcare organization’s

own corporate attorney or risk management personnel.

However, it will likely need to be subsequently reviewed

and simplified by administration and the champion in

order to ensure that it is relatively brief (perhaps only

half a page in length) and written in such a manner that

it is both understandable and patient friendly.

For systems still using paper charts, consider printing

the confidentiality release on the backside of the paper

chart note template for theDIGMA session (perhaps with

a little space immediately above it for the patient to write

down the reason for today’s visit, as well as any medical

issues they might want to have addressed during today’s

session), so that paper is saved and the signed release is

permanently affixed to the chart note to which it refers.

Sample confidentiality release forms are included in

the DVD attached to this book; however, it is critical to

note that these forms are for illustrative purposes only

and are not meant to be used as is. It is imperative that

each healthcare organization draft all of its own DIGMA

and PSMA forms, including their own confidentiality

release form (which needs to be specific to all of the

particular needs, statutes, rules, and regulations that

they are subject to). However, the confidentiality release

form developed by the organization must adequately

cover all of the important points regarding confidential-

ity, including the points shown in Table 2.3.

Step 4: All Attendees Must Sign
the Confidentiality Release

Being conservative by nature, I always have each patient

sign his or her own copy of the confidentiality release at

the beginning of every session, preferably prior to enter-

ing the group room. In addition, I also have any support

persons that patients happen to bring with them to the

DIGMA setting also sign the same release, usually under-

neath or above the patient’s signature. It must be made

clear that signing the release is a necessary condition for

attendance in the DIGMA session. However, it should

also be pointed out that anyone not comfortable with

signing the release would not have to—in which case,

even though they would not be able to attend today’s

group session, they would still be able to have individual

appointments just like before.

As a psychologist, I am held to a high standard regard-

ing confidentiality; however, I strongly recommend that

others also have all patients (along with their support

persons) sign the confidentiality release before each ses-

sion begins, i.e., until this is eventually proven to be

unnecessary. Corporate attorneys have told me that they

actually prefer to have patients sign the confidentiality

release before they even enter the group room in order to

minimize any possible risk, as patients could theoretically

come into the group room and recognize some of the

patients (or hear some of their health concerns), but

then decide not to sign the release, leave, and later talk

about others in attendance outside of the group.

Table 2.3 Some points to cover in the confidentiality agreement/release forma

� Medical care will be delivered in a group setting

� Patients understand that their medical issues will be discussed in front of others in the group setting and agree that this is OK with them

� Patients can request brief private time with the doctor for discussing personal matters, which will typically be made available toward the
end of the session

� After the group is over, patients agree to not identify or discuss the medical concerns of others in attendance (either directly or indirectly)

� Participation is completely voluntary, and patients are free to leave at any point; however, if they do choose to leave early, they will miss
out on some of the program’s educational and support benefits

� There will be no reprisals whatsoever to patients who leave early or choose not to attend a DIGMA or PSMA, and patients will still have
individual appointments available to them just like before

� Patients are welcome to take home and share with others anything that they learn in the DIGMA or PSMA that is helpful to them in
managing their own health and illness, as long as they do not identify others or discuss the health problems of others outside of the group

aIt is imperative that each healthcare organization draft its own confidentiality release form that is specific to the particular needs, statutes,
rules, and regulations to which it is subject
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However, there are a couple of healthcare systems that

are looking into the possibility of just having the patients

and their support persons sign a confidentiality release per-

iodically, such as every 6 months. Then, when patients and

support persons later return to the DIGMAor PSMA, they

can sign either the original release (if there are several lines

for the signatures and dates at the bottom of the confidenti-

ality release form) or a separate release each time they

attend, which is, by far, the most common approach. The

latter approach is usually preferable, because it is typically

easier and less time consuming to sign a new release form

than it is to try and locate an old confidentiality release form

for re-signature—especially as patientsmight bring different

support persons to various sessions.

Occasionally, systems instead choose to use a single

confidentiality release for each group session, which all

attendees (patients and support persons) must sign and

date, with this release then being stored as a separate

medical–legal document for each SMA session (an

approach that should only be used if it is compliant

with the Health Insurance Portability and Accountabil-

ity Act [HIPAA]). One system is even using a purely

verbal release that the behaviorist simply reads off dur-

ing the introduction at the beginning of the session, to

which all attendees must respond in the affirmative

before the session can start, an approach that I must

admit to personally not being comfortable with, even

though this is a major, respected healthcare

organization and this approach was supposedly cleared

by their medical–legal staff.

Step 5: The Behaviorist Must Discuss
Confidentiality in the Introduction

At the beginning of every DIGMA and PSMA session,

the behaviorist needs to thoroughly address all aspects of

confidentiality during the introduction given to patients.

The behaviorist points out that, while patients are wel-

come to take home and share with their loved ones what-

ever they learn during today’s session regarding disease

self-management and better managing their own health,

patients must agree not to identify other patients in atten-

dance (either directly or indirectly) and not to discuss the

medical issues of others once the session is over. The

behaviorist also points out that everyone’s medical issues

will be discussed in front of others in the group and asks if

this is OK with everybody to ensure that this is acceptable

and that nobody who is uncomfortable with this stays and

attends the session. However, the behaviorist also points

out in the introduction that private time with the physi-

cian for brief private discussions or examinations will be

made available to any patients requesting it, although it

will typically be toward the end of the session so as to not

interrupt the flow of the group. The behaviorist then asks

if everybody (patients and their support persons) has

already signed the confidentiality agreement and release

for today’s session and, if not, promptly gives them one to

sign—at least until such time as this is proven unnecces-

sary, or a better process is developed.

Step 6: Place the Signed Confidentiality
Release in Each Patient’s Medical Chart

For systems still using paper charts, the signed confi-

dentiality releases should be placed into the patients’

medical charts. For systems using electronic medical

records, the signed confidentiality release could be

scanned into the patient’s electronic medical record or

kept in a safe place as a separate medical–legal docu-

ment. As mentioned earlier, patients should sign the

confidentiality release each time they attend the

DIGMA or PSMA, as should any support persons

who accompany them.

Drop-In Group Medical Appointments
Are Not Appropriate for All Physicians
and Patients

Although DIGMAs are appropriate for most physicians

(especially busy and backlogged, full-time physicians)

and patients, it is important to note that they will not

work well for all physicians and patients.

Physicians for Whom Drop-In Group Medical
Appointments Might Not Work

While DIGMAs and PSMAs have been shown to work

for most physicians (and to be largely independent of

physician personality), there are some types of physicians

for whom running a DIGMA or PSMA program will

prove to be difficult.

Physicians with New or Unfilled Practices

or with No Access Problems

For example, physicians who have new practices that are

not yet filled, small practices with many open appointment
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slots, or no access problems will likely have difficulty con-

sistently maintaining targeted census requirements in their

DIGMAor PSMA sessions. This is because DIGMAs and

PSMAs dramatically increase capacity, which is something

that these physicians already have enough of. I say this

because eachDIGMA and PSMA that is run per week will

further increase the full-time physician’s capacity by

approximately 8–10%, and there is already insufficient

patient demand in the aforementioned practices to ensure

full groups. However, such physicians might still choose to

institute a DIGMA and/or PSMA because of the improve-

ments in patient care and the patient–physician relation-

ships that they can provide, in which case particular

emphasis must be placed on how these SMA sessions will

be consistently kept filled.

Physicians with new or small practices, as well as

physicians without access problems, could use a

DIGMA or PSMA to intake new patients if they wanted

to increase the size of their practices while continuing to

maintain good access. Which model to use would

depend on whether a private physical examination is

needed as part of the intake process. Similarly, if such

physicians desire to change their master schedule to

include fewer follow-up visits by either working a

shorter workweek or by opening up more appointment

slots of other types (such as intakes, consults, proce-

dures, surgeries, physical examinations, desktop medi-

cine, teaching, or administrative time), this could theo-

retically be achieved by placing many return patients

into a DIGMA instead of individual follow-up appoint-

ments (or into PSMAs instead of traditional individual

physical examinations).

Physicians Who Do Not Follow Their Patients

over Time

Similarly, some physicians who do not follow their

patients over time, perhaps because they primarily pro-

vide one-time consults, might not benefit as much from a

DIGMA—although, when the DIGMA is properly

designed, it could still work. For example, a cardiologist

who primarily reads EKGs and provides one-time con-

sultations will likely have limited benefit from group vis-

its, except perhaps for certain types of intake appoint-

ments. However, a SMA might work under specific

circumstances, for example, the PSMA model has been

used in ophthalmology to provide the physical examina-

tion that is, by protocol, a prerequisite to cataract surgery

at one integrated healthcare delivery system and in

another for breast reduction and carpal tunnel surgery

intakes.

Physicians Unwilling to Put Time or Energy

into Their Shared Medical Appointments

Some physicians might expect a DIGMA or PSMA to

succeed due solely to the efforts of others. In larger sys-

tems, the SMA champion and program coordinator will

make every reasonable effort to minimize the outlay of

physician time during clinic hours in launching a new

DIGMA or PSMA program. Nonetheless, some time

and energy investment will always be required of physi-

cians wanting to run a successful DIGMA or PSMA in

their practices. For example, there will be initial planning

and training sessions that will need to include the physi-

cian, some of which will only include the physician and

champion, but others of which will include the SMA team

as well as the physician’s support staff. Also, the physi-

cian will need to take the time to customize the promo-

tional materials and chart note template for their

DIGMA (i.e., from templates already developed for the

SMA program)—and to develop the handouts that will

ultimately be used in the Patient Packet distributed to

patients during the DIGMA or PSMA session.

Physicians Not Willing to Invite All Appropriate

Patients During Regular Office Visits

Finally, it is extremely important to the success of any

DIGMA or PSMA that the physician be willing to take

30–60 seconds during every regular office visit to invite all

appropriate patients to have their next visit be a DIGMA

or PSMA visit—i.e., in a succinct but carefully and posi-

tive-worded manner that accurately describes the pro-

gram and its benefits to patients. Physicians who are not

willing or able to promote their own DIGMA or PSMA

program to patients will make poor candidates for run-

ning a group visit in their practice, as they will likely fail to

consistently meet census requirements.

Part-Time Physicians

DIGMAs might not always be appropriate for the part-

time or half-time physician, especially with the homoge-

neous and mixed subtypes, in which only a fraction of the

physician’s already reduced patient panel size would qua-

lify to attend any particular session. This is because the

half-time physician typically has only half the practice size

of full-time physicians and consequently half the number

of patients with whom to fill their DIGMA sessions. In

order to have a successful group visit that consistently

meets pre-established census requirements, it is therefore

recommended that half-time physicians interested in
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running a successful DIGMA for their practice seriously

consider using the heterogeneous subtype, so that most or

all patients in the physician’s practice would qualify to

attend any given session, thus giving the part-time physi-

cian the greatest possible opportunity to fill sessions and

meet census targets.

Are There Certain Physician Personalities

That Are Unsuitable to Group Visits?

When I began my first DIGMAs in 1996, I used to think

that, for the DIGMA to be fully successful, the physician

would need to be either an Albert Einstein or a Jay Leno,

i.e., either a brilliant physician or one who is very out-

going, engaging, and entertaining. What I subsequently

observed during the past decade has been quite the

opposite.

The Shy, Introverted Physician

On several occasions, I have observed providers who were

so painfully shy and introverted that they actually shook

during their first few sessions (or their voice kept cracking,

or, as actually happened in one case, the provider even

broke out in full body hives during the first DIGMA ses-

sion), yet they were still able to run successful DIGMAs for

their practices. In fact, such physicians have even grown to

enjoy their SMAs tremendously, so long as they had the

motivation and courage to actually try aDIGMA in the first

place. In the case of the provider who broke out in full body

hives during her first session, she grew to enjoy herDIGMA

so much that a year later she wanted to alter her master

schedule to do nothing but DIGMAs all day, every day (her

story is more fully discussed in Chapter 9).

The Physician with Many Worries and Concerns about

Starting a Drop-In Group Medical Appointment

I have also witnessed physicians who were initially

resistant to starting a DIGMA for their practices due

to their many worries and concerns end up running

successful group visit programs, so long as they were

willing to try one and give it their best shot. I have set

up successful DIGMAs and PSMAs with providers

who were fearful about: losing control of the group;

saying something stupid in front of 15 patients at once;

not knowing the answer to questions that patients

might ask; or being embarrassed by the fact that the

DIGMA model might not work for them. Although

not true in every case, most of these initially reluctant

physicians have subsequently grown to enjoy their

SMAs so much that some now run more than one

DIGMA per week (i.e., despite all of their initial resis-

tances and concerns). Simply put, their DIGMAs even-

tually won them over.

Physicians Perceived as Being Boring, Poor

Communicators, or Difficult

In addition, I have run successful SMAs with physicians

perceived by their colleagues as being boring—only to see

their patients give the physician a standing ovation and a

thank you for being so thoughtful and deliberate in their

approach. I have even set up successful DIGMAs with

physicians having very low patient satisfaction scores, as

well as with physicians who were viewed by their collea-

gues as being extremely poor communicators and unlikely

to succeed. In fact, the results were so positive that I now

believe (because of the salutary effect that properly run

DIGMAs can have on physician communication skills

and the patient–physician relationship) that DIGMAs

might even be used as an effective—albeit benign and

not at all embarrassing—tool for increasing the patient

satisfaction scores of low-scoring physicians. This is espe-

cially true when such a physician is paired with a beha-

viorist who demonstrates very good communication

skills, which can then be picked up and learned by the

physician.

Finally, I have even been able to set up successful

DIGMAs with physicians perceived by administration

and their colleagues alike as being impossible, i.e., as

being the least likely physician in the entire department

to be willing to try one for their practice and, even if they

were to try one, the least likely to succeed. By pairing such

a physician off with a behaviorist possessing exceptional

communication skills, the physician can gradually

learn—almost by osmosis, after months of working

together with the behaviorist—to communicate with

their patients in a much more positive and effective man-

ner. In fact, I have found that, by winning over the

physician perceived by colleagues as being impossible,

the DIGMA could be advanced throughout the system

faster than perhaps by any other means, as other physi-

cians feel that if this physician can succeed, then they

certainly should be able to as well.

To Be Successful, Physicians Only Need to Be Themselves

Extensive experience with many different DIGMAs and

PSMAs during the past decade has caused me to come to

the conclusion that success in a SMA is almost independent
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of physician personality—and that all physicians need to be

in order to run a successful DIGMA or PSMA is to be

themselves. Remember, your patients have selected you as

their doctor for any of a variety of reasons. All they want

from you in a DIGMA or PSMA is for you to be the same

doctor that they have grown to like and trust during their

individual office visits. Try not to be different because the

medical care is being delivered in a group setting, e.g., by

trying to be perfect, all-knowing, uncharacteristically enter-

taining, overly solicitous, humorous, or by putting on airs.

Just be yourself and youwill likely find that youwill be quite

successful in running your SMA!

Patients for Whom Drop-In Group Medical
Appointments Are and Are Not Appropriate

Patients and Conditions Best Suited to Drop-In

Group Medical Appointments

DIGMAs and PSMAs are meant to work in conjunction

with other forms of group care as well as with the judi-

cious use of individual office visits—and not to comple-

tely replace them. DIGMAs and PSMAs work exception-

ally well for patients seeking: prompt access; routine

follow-up care; chronic illness follow-ups; re-check

appointments; peer support; or extra professional hand-

holding. They also work well with time-consuming pro-

blematic patients; patients with extensive informational

or psychosocial issues; and patients with extensive mind

as well as body needs. Because of the professional skills of

the behaviorist and the emotional support provided by

other patients, DIGMAs provide an exceptional venue

for drawing together the mind and body aspects of care.

They can not only provide the medical care that is nor-

mally delivered during individual office visits (and often

more), but also better address the full spectrum of issues

that patients bring to their medical providers, so that

considerable attention is paid to the behavioral health

and psychosocial issues that are known to drive a large

percentage of medical visits (5–9).

Of relevance here is the following quotation taken from

an article in Medical Economics focusing on the benefits

that a behavioral specialist can bring into a physician’s

practice, an article which naturally covers DIGMAs:

‘‘ ‘Since I started group appointments (DIGMAs) three

months ago, I’ve discovered so many things about my

patients that I never would have during individual office

visits,’ says FPMark Attermeier of the Midelfort Clinic in

EauClaire,WI. ‘I always thought of the one-on-one setting

as the gold standard, but for some conditions, it’s definitely

not. Group appointments are an efficient way to educate

large numbers of patients. But, more important, they bring

together the psychosocial and medical models in one set-

ting. They treat the whole person rather than just the

disease’ ’’ (8). Table 2.4 presents guidelines regarding the

types of patients, situations, and conditions to best refer to

your DIGMA.

Drop-In Group Medical Appointments Are Not

for All Types of Patients

Despite being appropriate for most patients and condi-

tions, DIGMAs and PSMAs are not appropriate for all

types. In this segment, we examine those types of patients

for whom a DIGMA or PSMA might not be appropri-

ate—noting that this is a relatively short list (Table 2.5).

Patients Who Do Not Speak the Language

Inappropriate patients would include monolingual

patients who do not speak the language in which the

SMA is being conducted. Again, one could offer a spe-

cialized DIGMA or PSMA in the patients’ native lan-

guage (i.e., if the physician happened to speak their

language or if an interpreter was available), provided

there were enough patients speaking that language to

ensure consistently full sessions. Another possibility

would be for the physician to conduct the first SMA

session each month in that language. While one or two

such patients could be accommodated in a regular

DIGMA session, what you certainly would not want to

happen is for several patients who do not speak the

language to attend SMA sessions with their family mem-

bers acting as interpreters. The resulting cacophony of

ongoing background noise from so many different

family members simultaneously acting as translators in

the group room (especially if the monolingual patient

happens to be hard of hearing) would likely prove to be

a distraction to the group process.

Patients Too Hearing Impaired or Demented to Benefit

In addition, patients who are too hearing impaired or

demented to comprehend or follow what is being discussed

would also be inappropriate. However, one could run a

specialized DIGMA or PSMA for the hearing impaired

(assuming that there were enough such patients tomeet the

SMA’s census requirements) by using microphones and

loud speakers—with the physician, staff, and support

Drop-In Group Medical Appointments Are Not Appropriate for All Physicians and Patients 47



Table 2.5 Types of patients and conditions for which DIGMAs and PSMAs are not suitable

� Monolingual patients not speaking the language in which the DIGMA is conducted (although one or two can
sometimes be worked into DIGMA sessions)

� Patients too hearing impaired or demented to comprehend what is being said (although such specialized groups can
sometimes be run, provided sessions can be kept full)

� Patients with severe, highly contagious illnesses (SARS, bird flu, tuberculosis)

� Medical emergencies

� Complex medical procedures

� Initial intakes that require a private physical examination (for which the PSMA model can be used)

� Physical examinations for established patients that require disrobing (although one or two such patients are OK as
they can be examined in the privacy of the nearby examination room, typically toward the end of the session)

� Any patients who the physician prefers to see individually

� Patients who refuse to maintain confidentiality

� Patients who refuse to attend a group visit

Table 2.4 Guidelines for types of patients and conditions to refer into your drop-in group medical appointment

� When it comes to the routine follow-up care of established patients, the physician and staff should first consider referral into theDIGMA
and reserve costly individual office visits for patients that are clearly inappropriate for the DIGMA (although this always needs to be a
voluntary choice on the part of the patient)

� Follow-up visits for relatively stable chronically ill patients are generally ideal for DIGMAs (diabetes, hypertension, arthritis, irritable
bowel, asthma, chronic pain, congestive heart failure, etc.)

� When patients want to be seen promptly, the DIGMA is often an excellent choice as sessions are typically available that week, even if the
physician’s next available individual office visit happens to still be weeks away.

� All patients requiring re-check appointments (e.g., for medications, procedures, and lab tests) could be offered the DIGMA—except for
inappropriate patients, such as those who are severely hearing impaired or only speak a foreign language

� Patients who are newly diagnosed, or are starting a new medication or treatment regimen, can often be appropriately referred to the
DIGMA for routine monitoring and surveillance, education and support, closer follow-up care, etc.

� Although DIGMAs are not appropriate for serious and highly contagious illnesses (such as bird flu, tuberculosis, SARS), they are often
used for minor infectious illnesses such as colds and flues—to which patients are often exposed in the lobby anyway, especially during the
cold and flu season (plus, such preventative measures as masks and hand washing can easily be incorporated into such DIGMAs)

� DIGMAs work well with high, medium, and low utilizers alike, and can even be used to reach out to patients who inappropriately under-
utilize healthcare services, are currently being underserved, or are somehow currently falling between the cracks of the system

� Inappropriate high utilizers (such as the worried well and patients who seem to need more professional handholding by their physician)
also make excellent candidates for DIGMAs and Physicals SMAs

� Psychosocially needy patients who are anxious, highly information seeking, or telephoning the office frequently can often be
appropriately seen in DIGMAs because it provides a venue wherein the help and support of a behaviorist and other patients is available,
greater time and patient education is offered, injections and routine health maintenance can be updated, and patients can be personally
evaluated, examined, and closely followed by their physician

� Many types of patients for whom the physician is constantly repeating the same information over and over throughout the workweek can
often better be seen in a DIGMA or PSMA, where the physician only needs to say things once, but can often go into greater detail

� Noncompliant patients are often better managed in DIGMAs and PSMAs than in traditional office visits due to the help,
encouragement, and gentle confrontation of the behaviorist and other patients

� Patients with extensive informational needs (long lists of questions, multiple articles downloaded from the Internet, questions about
pharmaceutical ads, extensive concerns based on their reading of lay literature, etc.) that the physician does not have the time to address
during the relatively brief time available during an individual office visit are often better served in DIGMAs due to the greater time and
patient education that is available, as well as helpful tips shared by other patients

� Patients needing peer support (including those whose medical condition is affecting their ability to function at work, socially, or at home)
often find DIGMAs to be a helpful and encouraging venue of care

� Patients perceived as being difficult, time consuming, demanding, distrustful, or angry are often better followed in the DIGMA—where
there are the benefits of more time, group support, and the professional skills of the behaviorist

� Because they provide emotional support and better attend to psychosocial needs, well run DIGMAs are often a superior choice for
conditions frequently perceived as difficult to treat in the individual office visit setting (e.g., fibromyalgia, irritable bowel, headache,
chronic pain, etc.).

� Some physical exams and new patient intakes (especially when the exams do not require disrobing and can appropriately be done in the
group room setting, such as is often the case in podiatry, endocrinology, rheumatology, etc.) can be appropriately handled in a DIGMA

� DIGMAs have also been used for the first part (where most of the discussion occurs) of two-part physical exams, with the second part
being completed shortly thereafter in the form of a brief individual office visit—which is where the actual private exam is provided.
Although less efficient than the PSMA model, this two-part approach to physical examinations in a DIGMA has the advantage of
getting patients in promptly for their physical exam, even when the physician might otherwise have extensive backlogs and long waits for
physical examination appointments (i.e., for physicians who run a DIGMA but do not run a PSMA). It also occupies a single short
individual appointment slot on the physician’s clinic office visit schedule rather than a long physical examination appointment

� Consider DIGMAs for all appropriate patients who are voluntary and willing to share their medical issues with other patients
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persons possessing normal hearing using earplugs. Simi-

larly, assuming that there were enough such patients, there

could also be specializedDIGMAs for dementia, especially

early in the disease process or when the patients are accom-

panied by a caregiver with whom the physician is able to

communicate and provide benefit.

Patients with Serious Infectious Illnesses

Also, DIGMAs would not be appropriate for patients

suffering from severe, infectious illnesses that are highly

contagious, such as tuberculosis, bird flu, or severe acute

respiratory syndrome.On the other hand,mild cold and flu

symptoms are sometimes acceptable; in fact, some health-

care organizations have even set up cold and flu DIGMAs

during the cold and flu season because these symptoms are

so widespread, prevalent, and consuming of individual

office visits. They do this because DIGMAs are highly

productive, can eliminate the waste of no-shows (as they

can be overbooked accordingly), and are able to get rid of

repetition, as the physician does not need to repeat the

same information over and over to different patients indi-

vidually. In fact, whenever a physician is repeating the

same information time and time again to different patients

individually throughout the week, this is almost a sure sign

to set up a DIGMA and say it once for everybody.

Keeping in mind that patients are exposed to colds and

flu in the lobby anyway, in most DIGMAs, patients with

mild cold and flu symptoms could simply be kept to one

side of the group room where they would be somewhat

isolated from others. They could be provided with masks

and asked to wash their hands. Those with cold and flu

symptoms could even be treated first in the DIGMA

session by the physician and given the standard treatment

for cold and flu symptoms. For example, the physician

might listen to their heart and lungs, examine their

throats, tell them to drink plenty of fluids, and recom-

mend that they to go home and get plenty of rest, so as to

not further expose others in the room. In addition, those

patients requiring an antibiotic could be prescribed one;

however, the physician would only need to give the anti-

biotic talk to everybody once (e.g., use only when there is

a bacterial component, take the full course). However,

patients with 105 degree temperatures who are coughing

up blood are clearly inappropriate for DIGMAs.

It is worth mentioning that I used to be a purist about

not allowing any patients with acute contagious illnesses

to attend a DIGMA or PSMA, even those with minor

cold and flu symptoms. However, one day a clearly sick

patient (who was coughing, sneezing, and generally look-

ing miserable) entered a DIGMA for which I was the

behaviorist. When I met this patient at the group room

door and told him that this was not the appropriate venue

of care, suggesting that he go to Urgent Care instead, he

replied, ‘‘I’m sick and have a bad cough, so I’m coming

here to get some help—that’s my problem. If you don’t

like it, that’s your problem.’’ The patient then walked

right past me, entered the group room, and took a seat.

Somewhat taken aback, I realized immediately that I did

not have as much power as I might have thought. How-

ever, it all worked out just fine as the physician simply

treated him first and then told him that he was free to go

so that others wouldn’t get infected, which he was all too

glad to do, as he felt miserable. From then on, I have not

been nearly as scrupulous about not allowing patients

with minor acute cold and flu infectious symptoms to

come in—which has made running SMAs easier and has

generally worked out well.

Patients Having Medical Emergencies

In addition, patients suffering from rapidly evolving med-

ical conditions requiring urgent or emergency care would

clearly be inappropriate for a DIGMA. Be certain that

your scheduling staff does not tell the patient who hap-

pens to call in with severe acute chest pains and shortness

of breath that the doctor has a DIGMA tomorrow at 3:00

p.m. Should this happen, an immediate 911 call and an

ambulance ride to the emergency room are the appropri-

ate actions to be taken. Although this should be self-

evident, it does bear repeating because this did happen

one time (fortunately without incident) due to a scheduler

not being properly trained on what types of patients

should and should not be referred into a DIGMA.

Patients Needing Complex Medical Procedures

or Private Examinations

Although some simple procedures can be provided during

the DIGMA (nitrogen freezes of skin tags, brief hearing

tests, trigger point injections, flu shots, etc.), complex

medical procedures are generally inappropriate in this

setting. Some initial visits and one-time consultations

are inappropriate (especially when they are too time con-

suming or require a private physical examination),

although DIGMAs are sometimes used for new patient

intakes when a private physical examination is not

required. It would clearly be inappropriate for numerous

patients to enter the DIGMA who require a private phy-

sical examination that involves disrobing—although they

could be efficiently and successfully treated in a PSMA.

Nonetheless, if only one or two patients enter the

DIGMA needing a simple procedure, a private exam, or

Drop-In Group Medical Appointments Are Not Appropriate for All Physicians and Patients 49



a brief private discussion, then this can usually be accom-

modated—typically by the physician stepping out of the

group room and taking the patient to a nearby exam

room. This typically occurs toward the end of the session

so as to not interrupt the flow of the group, i.e., while the

behaviorist temporarily takes over running the group.

This occasionally does happen, such as when a patient

enters the DIGMA and mentions that she just this morn-

ing found a lump on her breast. Complex medical proce-

dures, however, are best left to referrals or individual

office visits rather than DIGMAs.

Patients Who Opt Not to Attend

Finally, patients refusing to attend a SMA would be

inappropriate, as group visits are meant to be voluntary

to patients and providers alike. However, when the

DIGMA or PSMA program is properly promoted to

patients, the population of patients refusing to attend

the group setting is typically found to decrease over

time. It is often the case that patients who have been

refusing a group visit, even those who have steadfastly

refused to attend for some time, are eventually persuaded

to attend when they hear positive reports from a friend

who did attend—or when they overhear other patients

talking in the lobby about what a positive expreience

attending the group had been for them. It has consistently

been observed that once patients do in fact attend a SMA

session—even for those who are initially quite resistant

and reluctant—they almost always like it and are willing

to return. Therefore, the key to success lies in getting

patients to agree to attend a DIGMA or PSMA for the

first time. This is accomplished primarily by: (1) effectively

promoting the program to patients; (2) ensuring that the

physician and staff consistently invite all appropriate

patients seen during routine office visits to attend the

DIGMA or PSMA for their next visit; (3) ascertaining

that the physician’s entire scheduling staff is taking the

time necessary to consistently encourage patients to

attend and, whenever appropriate and possible, to sche-

dule a SMA for their next medical appointment; and (4)

having the dedicated scheduler reach out by telephoning

appropriate patients and inviting them to attend.

How to DIGMA: The Flow of a Typical Session

A typical DIGMA session is most commonly 90 minutes

in duration, held weekly, and of a heterogeneous, homo-

geneous, or mixed design. Let us take a closer look at the

various steps involved in the flow of a typical DIGMA

session (Table 2.6).

Previsit Work

A couple of days prior to the session, it is often the case

that a MA or nurse will call all patients scheduled to

attend the DIGMA to (1) confirm the appointment; (2)

do amedication reconciliation; (3) go through theHEDIS

checklist; and (4) ensure that all previsit labs have been

completed. Some physicians will want to review patients’

chart notes prior to the DIGMA session—although most

will not, instead preferring to review chart notes in the

group roomwhile working with each patient individually.

Please note that it is imperative that all computers in the

group and exam rooms, as well as the entire IT infrastruc-

ture, must be correctly installed prior to the initial

DIGMA session.

Register Patients for the Session

Upon entering the clinic for the DIGMA session,

patients must first register for the appointment. For

patients who are new to the clinic, or when patients

need to register in an area that is different from what

they are used to, signs might need to be posted prior to

each session in order to direct patients where to register.

Patients typically register in either the physician’s own

office area or in the group room. The disadvantage of the

physician’s office is that it is often some distance from

the group room and consequently inconvenient for

patients. On the other hand, the disadvantage of having

patients register in the group room can be even worse

because some patients might arrive quite early (perhaps

an hour or more early), resulting in their entering the

group room when an earlier SMA is still occurring. Even

though we usually allow a half-hour separation between

DIGMAs and PSMAs in any given group room, the

previous physician can run late, and patients can arrive

sufficiently early to enter the wrong SMA, which can be

quite disruptive.

In addition, if patients are to be registered in the group

room, somebody needs to be there to register them, which

introduces an additional logistical wrinkle (and an extra

overhead cost) into the equation. Therefore, most health-

care organizations choose to have patients register for the

DIGMA in the physician’s own office area, which is

something that they are used to doing anyway. Occasion-

ally, if the DIGMA is large and the registration process

fairly lengthy, the organization might also arrange to

have some extra help at the front desk during the half-

hour preceding the DIGMA to ensure that all patients are

registered expeditiously.
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Table 2.6 The flow of a typical DIGMA session

Pre-visit work

� A couple of days prior to the session, a MA or nurse can call all patients scheduled to attend the DIGMA to:
* confirm the appointment
* do a medication reconciliation
* go through the HEDIS checklist
* ensure that all pre-visit labs have been completed

� The physician sometimes chooses to review patients’ medical records prior to the DIGMA session

� The computers and IT infrastructure need to be correctly installed in the group and exam rooms prior to starting the DIGMA

15–30 minutes prior to start of session

� Nurse writes down patients’ pre-visit labs on whiteboard, circling abnormal findings in red

� Early-arriving patients register for session
* Patients register for SMA
* Patients given Patient Packet
* Name tag filled out and put on (usually first name only)
* Patients and support persons sign and return confidentiality release
* Patients are directed by receptionist to sit down in lobby or go to group room

� As additional patients arrive and register, the same process occurs and they join group

15–30 minutes prior to session

� Early-arriving patients escorted or directed from lobby to group room

� Patients sit in circular or elliptical arrangement with no table or clutter in middle

� MA/Nurse starts calling patients out of group to exam room (one or two at a time)

� Each patient gets vital signs taken, injections and health maintenance updated, etc.

� Once all nursing duties are completed, each patient is taken back to the group room

� The next patient is then called out to the exam room by the nurse

� This process continues until nursing duties are finished on all patients

� This process often continues well into the actual DIGMA session

� Once nursing duties are finished on all patients, nurse returns to normal clinic duties (whereasMA rechecks high blood pressures and
then becomes the care coordinator)

10–15 minutes prior to start of session

� Behaviorist arrives early to group room, introduces self, and welcomes patients

� Behaviorist begins to warm up group and get patients talking

� Behaviorist asks each patient what issues they want to discuss with the physician today

� Behaviorist writes issues down next to each patient’s name on a flip chart or whiteboard

Behaviorist starts session on time with an introduction

� Behaviorist starts session on time with introduction, even if provider has not yet arrived

� Introduction should only take 3–5 minutes, by which time provider should be there

� The following points are covered in the behaviorist’s introduction:
* Introduction starts by welcoming all and introducing SMA team (as well as any observers)
* Behaviorist explains why physician is running the DIGMA and patient benefits
* Behaviorist then covers what to expect during the session and how to best use it
* Behaviorist ensures that all attendees have signed the confidentiality agreement
* All aspects of confidentiality are covered in detail (confirm acceptance by all)
* Patients are told that private time with physician is available to all upon request

& Private time will usually be toward end of session (to not interrupt flow)
* Personal comfort items are also discussed (stretching, bathrooms, snacks, etc.)
* Patients are encouraged to ask questions, share experiences, and participate
* Although they can still have individual visits, patients are encouraged to return

& Return to DIGMA the next time they have a medical need
& Patients only come when they have a medical need, not every week

* If physician wants it asked, behaviorist ends by asking if anyone must leave early

3–5 minutes after start until 5–10 minutes before end of session

� By the time introduction is over, physician enters group room, says ‘‘Hello,’’ and welcomes patients

� Physician sequentially delivers medical care to each patient individually
* Each patient’s unique medical needs are addressed individually
* Entire DIGMA session consists of delivery of medical care
* History, exam, medical decision-making, counseling, etc. are done, as appropriate, on all
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Table 2.6 (continued)

* Physician tries to deliver some personal one-on-one care to each patient
& Walk over and examine patient’s wrists, thyroid, tremors, etc.
& Can routinely listen to patients’ heart and lungs
& Can give patient a refill, referral, etc.

* All education occurs in context of provider caring for each patient individually
& There is no separate educational or class-type component to a DIGMA
& Truly private discussions or exams are done in privacy of the exam room
& When possible, private discussions/exams are done toward session’s end

* DIGMA starts by delivering medical care to a patient of physician’s choosing
& Physician briefly gives group appropriate background information
& Start with any patients needing to leave early who have had nursing duties completed
& Physician then typically addresses any patients with cold and/or flu symptoms
& Then select mothers with children and others who are best treated first
& From then on, select others with vital signs and nursing duties completed
& Start with volunteers or patients the physician is comfortable with
& Sometimes (e.g., in medical subspecialties) physician starts by diagnosis
& Physician always maintains appropriate privacy in group room
& Documenter (if used) drafts comprehensive, contemporaneous chart note
& When finished with each patient in turn, physician completes chart note

� Physicians reviews, modifies, and signs off on documenter’s chart note
� If no documenter, provider starts note while working with patient
� Right after finishing with patient, provider completes chart note
� While provider documents, behaviorist temporarily takes over group

& Typically focusing upon relevant psychosocial or lifestyle issues
& Addresses noncompliance, smoking cessation, exercise, diet, etc.

� Behaviorist watches physician to see when chart note is finished
& As soon as chart note is completed, focus promptly shifts to next patient
& This process is repeated over and over until all patients receive their care

� Provider often goes around room clockwise or counterclockwise
� Provider sometimes addresses patients in order by diagnoses
� A particularly challenging patient could be treated last
� For rest of session, care is delivered to each patient individually

* The same medical care (and often more) is delivered as in regular office visits
* Whenever appropriate, care is delivered in group room (all can listen and learn)
* One at a time, the physician sequentially addresses each patient’s medical needs
* From start to finish, run it like a series of individual office visits with observers

After all nursing duties are finished (usually 45 minutes into the session)
� MA becomes Care Coordinator

* MA calls patients whose chart notes are completed out of group room, one at a time
* MA schedules all follow-up visits, referrals, procedures, etc. that physician has ordered on the patient
* MA gives patient the after visit summary (AVS)—i.e., parts of chart note physician wants patient to have, which always includes

treatment plan and recommendations
* For patients not needing to schedule any appointments, MA goes into the group room and hands AVS to them

� MA continues acting as Care Coordinator with all patients until end of session

Final 5–10 minutes can be for brief private exams and discussions
� This only occurs if there are patients needing private time (there’s typically only one or two)
� Physician steps out of group to take these patients individually to privacy of exam room
� Behaviorist temporarily takes over group, focusing on relevant psychosocial or nursing issues
� Physician formally ends session on time by thanking patients for attending

* If physician is in exam room, the behaviorist can wrap up and end the session
� If provider finishes early, he or she can stop early or cover patient issues in greater depth
� Patients can be given copy of DIGMA chart note, (i.e., AVS) including treatment recommendations

End of session
� Always strive to finish on time with all chart notes finished
� Physician must leave group room when finished, or else patients will continue to stay
� Patients and any support persons complete a patient satisfaction form anonymously

* Some systems ask all attendees to complete patient satisfaction form after group
* Do this anonymously—put it in box without any patient identifying information
* Other systems prefer to later send patient satisfaction form by mail

10–15 minutes after session is over
� Patients often stay to talk with each other, exchange information, and ask questions
� Behaviorist stays with patients (answering logistical questions and clearing room)
� Behaviorist then quickly straightens up the group room
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The Patient Packet

When they register for the DIGMA visit, patients are often

given a Patient Packet for the session by the receptionist

(Fig. 2.4). From a patient’s point of view, receiving a Patient

Packet when registering for a DIGMA suggests a high-

quality service. It also creates a favorable impression to

the effect that a lot of people have worked very hard to

make this a special healthcare experience for the patient,

plus it gives the patient something to take home to read later

on, after the session is over. In addition, it can dispel any

initial bias the patient might have had regarding this being

mass medicine and an attempt on the organization’s part to

save time and money at the patient’s expense. The Patient

Packet can include any of the items listed in Table 2.7, as

well as any other materials that the physician might want

included. For more detailed information, see the forms

section of the DVD for sample forms and promotional

materials that can be included in the Patient Packet.

Patients will often use the blank sheet of paper included in

the Patient Packet (i.e., that simply says ‘‘Notes’’ at the top)

to take notes upon during the session.

If the receptionist gives a Patient Packet to patients as

they register, the receptionist will usually quickly go over

its contents with the patient. I tend to place all materials

that the patient will need for the DIGMA session

(descriptive flier, name tag, confidentiality release, patient

satisfaction form, blank sheet of paper saying ‘‘Notes’’ at

the top, etc.) in the left inside flap of the Patient Packet,

and any educational handouts and PR materials on the

physician’s medical group (i.e., that the patient is to take

home and read later) in the right inside flap. The recep-

tionist then typically asks patients (as well as any support

person they might have brought with them) to sign the

confidentiality agreement/release, and generally collects

the signed releases immediately, before the patient goes

into the group room. The receptionist then completes

each patient’s (and support person’s) name tag using a

fat felt marker in large, dark letters (perhaps black for

patients and red for support persons) that can easily be

read from across the room so that patients more easily get

to know each other and the physician is not embarrassed

by not knowing the patient’s name. Usually, the patient’s

first name (or nickname that the patient likes to go by) is

used, unless the physician wants to call patients by their

last name. I strongly prefer to use first names because it is

less revealing of patients’ identities; however, in some

systems, calling patients Mr. or Mrs. is the accepted

norm. If there happen to be two patients named Jim or

Mary in the session, then the receptionist will often also

include the first letter of the patient’s last name. Patients

are then asked to have a seat in the lobby, unless they are

directed or escorted directly to the group room, which

usually happens 30 minutes or less prior to the start of the

session.

The Nursing Functions

As soon as the patients who have arrived early have

completed the registration process, the various nursing

functions of the DIGMA are initiated. After rooming the

physician’s last individual patient prior to the DIGMA,

one of the nurses or medical assistants attached to the

DIGMA (typically the physician’s own nurse or MA)

goes to the physician’s lobby approximately 30 minutes

before the group is to start and escorts those who have

arrived early to the group room. These are the patients

Fig. 2.4 Sample Patient Packet sent to patients when they make an
appointment in a PSMA. (Combat Veterans Patient Packet cour-
tesy of Dr. Keith Novak,Memphis Veterans Administration, Mem-
phis, TN; photograph courtesy of Lorraine Burns)

For the first 2 months, provider and SMA team debrief for 15–20 minutes after sessions
� Debriefing sessions occur outside of group room, otherwise patients will linger
� The provider and team focus on how to make future sessions better and more efficient
� After the first 2 months, it is usually only necessary to debrief occasionally (as needed)
� Thereafter, physician and documenter only need to schedule 90 minutes for DIGMA
� However, because behaviorist starts early and stays late, 2 hours needs to be scheduled

Table 2.6 (continued)
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who have already registered for the DIGMA, received

their Patient Packet and name tags, and signed the con-

fidentiality release. From this point forward (i.e., for

patients who arrive later on to register for the session),

the receptionists themselves will direct patients to the

group room as soon as they have registered and signed

the confidentiality agreement. Patients are usually direc-

ted to the group room either verbally or by signs; how-

ever, they can also be escorted by the receptionist or

nurse/MA.

In DIGMAs and PSMAs, the nursing role is typically

maximized—as this enables visits to be max-packed, consis-

tency to be achieved, quality to be enhanced, performance

measures to be optimized, routine health maintenance and

injections to be updated, and the physician’s productivity

and efficiency to be maximized. One of the major goals of

the DIGMA is to introduce consistency and efficiency by

off-loading as many duties as appropriate and possible onto

the nurse/MA—such as expanded vital signs, providing

injections, completing forms, bringing routine health main-

tenance current, and assisting in documenting so that the

physician is able tomaximize productivity by focusing upon

providing just those medical services that the physician

alone can uniquely provide. When these duties are made a

part of the nursing protocol for the DIGMA, consistency is

introduced as these functions are then provided to all

patients in attendance.

Each patient’s pre-visit labs can be written by the

nurse or MA prior to the SMA session (i.e., on a white-

board with grid lines permanently imprinted on it so as

to make drawing the chart much easier), perhaps with

abnormal findings circled in red. The nurse and/or MA/

typically arrive 15–30 minutes prior to the start of the

DIGMA and begin calling patients who have arrived

early, one or two at a time, out of the group room and

into the nearby examination room, where they take vital

signs, update injections and health maintenance, and

perform any other special duties requested by the physi-

cian. One or two nursing personnel are typically used,

although I prefer two (at least one of whom is usually the

physician’s own nurse orMA) because the nursing duties

can then be logically divided up between them according

to skill set and scope of practice and completed in half

the time. In addition, two nursing personnel working

together often have more fun than a single nurse work-

ing alone, and one of the goals of every DIGMA and

PSMA session is for it to be an enjoyable experience for

all, which includes the nurse/MA(s).

In addition, the physician might request that the

nursing personnel do any or all of the following as

long as it is in the nurse/MA’s skill set and scope of

practice under licensure: (1) assist in documenting

chart notes (by entering the reason for today’s visit,

current medications, allergies, recent health changes,

vitals, injections provided, etc.); (2) expand the num-

ber of vital signs taken to all that are important to the

physician and relevant to the patients in attendance;

(3) update injections (e.g., flu shots, tetanus, pneumo-

vax), performance measures, and routine health main-

tenance on all patients; and (4) provide special duties

such as taking blood glucose levels and doing preli-

minary diabetic foot examinations on diabetic patients

(red flagging any feet of concern that the provider

should look at), checking pulse oximetry readings

and peak flows on asthmatic patients, etc.

Nursing personnel could pull and complete the

patient information sections of lab slips and referral

forms (regardless of whether they are paper or elec-

tronic) for tests, procedures, and additional medical

services that might be needed. The nurse(s) could also

search patients’ medical charts for routine health

maintenance that is due and then pull the appropriate

referral forms that might be needed and complete the

patient information sections. Work together with your

Table 2.7 Contents of the DIGMA Patient Packet

� A cover letter from the physician welcoming patients and explaining the DIGMA

� A program description flier

� An assortment of appropriate patient education handouts (usually 4 or 5) selected by the physician (on smoking cessation, exercise,
nutrition, diabetes, osteoporosis, PSA, hypertension, hyperlipidemia, colorectal cancer screening, breast self-examination, etc.)

� Any information about the physician’s medical group and the various programs that it offers to patients that the physicianmight want to
have included

� Possibly a list of internal and external community resources that are relevant to the patients in attendance

� A blank sheet of paper (one that simply says ‘‘Notes’’ at the top) for the patient to take notes on during the session, plus a pen or pencil to
write with

� A name tag (on which the receptionist typically writes the patient’s first name in large, dark letters with a thick felt marker so that it can
easily be read from across the room)

� A confidentiality agreement and release form for the patient and accompanying support person to sign and return to the receptionist
prior to going to the group room)

� A patient satisfaction form to be completed and returned anonymously after the session is over
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DIGMA nursing personnel to maximize their roles

and responsibilities—especially during the design and

planning stages of your DIGMA, but also on an

ongoing basis later on.

Nurses/MAs Stop Calling Patients out When the

Behaviorist Gives the Introduction

Typically, the nurse/MA(s) will only have completed vital

signs and other duties on some (but not all) of the patients

by the time the group is scheduled to start—at which time

the behaviorist begins the session promptly on time with a

brief 3- to 5-minute introduction, even if the physician has

not yet arrived. The nurse/MA stops calling patients out

of the group room when the behaviorist starts giving the

introduction and then only resumes calling patients out

for vital signs and other nursing duties after the introduc-

tion is completed. The nurse/MA(s) typically do not take

vitals and perform other nursing duties during the beha-

viorist,s introduction that all patients can hear it.

Nurse/MA(s) Resume by Next Calling out Any Patients

Needing to Leave Early

After the completion of the behaviorist’s introduction,

the nurse/MA resumes taking vital signs on the remaining

patients in attendance, one at a time, until all are

inished—beginning with those patients who state they

must leave the session early (i.e., when asked by the

behaviorist during the introduction), but have not yet

had their vitals taken.

Nursing Duties Continue Until All Patients

Are Finished, at Which Time the Nurse Returns

to Normal Clinic Duties and MA Becomes Care

Coordinator

After completing vitals, injections, performance mea-

sures, health maintenance, and any other special nursing

duties on all patients attending the DIGMA session

(which normally takes two nursing personnel approxi-

mately 30–60 minutes for 10–16 patients), the nurse

most frequently then returns to the clinic to resume nor-

mal clinic duties. By returning to regular nursing duties as

soon as possible, any disruption to the nurses’ normal

working routine is minimized and the overhead expense

of these nursing duties to the SMAprogram is also kept to

a minimum. Because, like the physician, nursing person-

nel typically see far more patients in theDIGMA than in a

comparable amount of time spent on individual office

visits in the clinic, they actually represent a cost savings

(rather than an expense) to the program.

However, it is sometimes the physician’s preference

(especially when it is the physician’s own nurse) for the

nurse to join the DIGMA to assist the physician in the

group rather than returning to regular nursing duties—

where they can then help with documentation, get any

forms and handouts requested by the physician, provide

nursing information to patients, find any medical equip-

ment that the physician might need, be a go-for, etc.When

this occurs, it is usually enjoyed by the physician’s nurse

or medical assistant—who comes to feel more a part of

the DIGMA program. In addition, the nurse/MA is then

able to observe their physician actually delivering medical

care firsthand in the DIGMA setting—something much

enjoyed by nurses, but often not possible during tradi-

tional office visits.

Also, by attending the remainder of the DIGMA ses-

sion, the nurse/MA gets to personally observe what a

warm, caring, and informative experience it is for

patients. By so doing, the nurse/MA is subsequently bet-

ter able to promote the program to patients when they

come in for traditional individual office visits by encoura-

ging appropriate patients to have their next follow-up

visit in a future DIGMA session.

However, the most frequent arrangement is for the

MA—when all nursing functions are completed on all

patients in the SMA—to first recheck all blood pressures

that were high (because the combination of the group

plus white coat hypertension makes high blood pressure

readings at the beginning of the session fairly common)

and then become the care coordinator—calling patients

out of the group room, one at a time, to schedule all

recommended appointments and to give patients their

after visit summary (AVS).

Approximately 45 Minutes Into the DIGMA
Session, the MA Can Become the Care
Coordinator

I am always learning new things about the DIGMA

model and how to optimize it. One of the things that I

have only recently started doing with DIGMAs at Har-

vard Vanguard Medical Associates/Atrius Health is to

have the medical assistant become the Care Coordinator

for the DIGMA approximately 45 minutes into the

DIGMA session—or as soon as the MA has completed

the MA duties on all patients attending the session. Typi-

cally, the MA will first recheck blood pressures in the

group room on any patients whose blood pressures were

initially found to be high when their vital signs were first
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taken, after which the MA will leave the group room and

become the Care Coordinator.

As Care Coordinator, the MA begins to call patients

out of the group room one at a time, beginning with those

patients that the physician has already finished working

with (and completed the chart notes on). At Harvard

Vanguard, once the physician has finished working with

a patient and completed reviewing their chart note, the

documenter places a green dot by that patient’s name—

which lets the Care Coordinator know that they can now

call that patient out of the group room. Once the Care

Coordinator has later finished with that patient outside of

the group room, the green dot is then changed to red.

As Care Coordinator, the MA schedules all follow-up

visits, referrals, procedures, etc., that physician has

ordered on the patient. The MA then gives the patient

an After Visit Summary (AVS) that contains those parts

of DIGMA chart note that the physician wants the

patient to have and take home with them—which always

includes the patient’s medication list, treatment plan, and

follow-up recommendations. When finished with that

patient, the MA then escorts the patient back into the

group room and calls another patient with a green dot

next to their name out of the group room, and so forth—

i.e. until the end of theDIGMA session, when theMAhas

finished working as Care Coordinator with all patients in

attendance. One final nuance of this process is to have the

Care Coordinator take the After Visit Summaries into the

group room to give to those patients who do not need to

have any referrals, procedures, or follow-up appoint-

ments scheduled—which minimizes any disruption to

the flow of the group process and eliminates patient com-

plaints about being called out of the group room

unnecessarily.

The Behaviorist’s Functions

Before the Session

The behaviorist, who—like the nurse/MA—has a fully

expanded role in the DIGMA in order to optimize the

quality and efficiency of the visit, typically arrives

approximately 10–15 minutes early to greet patients,

begin fostering some group interaction, and warm up

the group. This is because, when the group does start,

you want patients to already be comfortable, talking, and

interacting with one another, not just sitting on their

chairs and staring at the ceiling. One helpful technique

for warming up the group is for the behaviorist to ask all

patients what issues they want to discuss with the doctor

today. The behaviorist then writes down each patient’s

issues on an erasable whiteboard or a flip chart next to the

patient’s name, which the physician can then readily see

on entering the group room.

This increases efficiency and saves the physician the

considerable amount of time that it would otherwise take

to find out each patient’s reason for today’s visit when

later going around the room and working with each

patient individually–and accomplishes this while also fos-

tering some group interaction. It also enables the physi-

cian, should he or she choose to proceed in such amanner,

to cluster the order in which the physician works with the

various patients in the group according to commonalities

in their reasons for today’s visit, e.g., by first dealing with

all patients having cold and flu symptoms, and then treat-

ing all patients with headaches, and so forth.

The Behaviorist Starts the Group on Time

with an Introduction

The behaviorist can even point out, and encourage discus-

sion between, those patients who share common issues. If

the behaviorist has not yet completed writing each patient,s

medical issues down on the whiteboard, they should none-

theless start the DIGMA session on time with the introduc-

tion. Later, they can continue this process of writing down

patient,s issues by asking the late arriving patients what

medical issues they want to cover with their doctor

today—i.e., when they temporarily take over running the

group while the physician is reviewing and modifying the

chart notes on the first couple of patients. The behaviorist

starts the group on time with a brief 3- to 5-minute intro-

duction (see the behaviorists’ training portion of the DVD).

Even if the nursing duties are not completed on all patients

by the designated start time for the session, the behaviorist

starts the DIGMA on time, even when the physician is

running late and has not yet entered the group room. Hav-

ing the behaviorist give the introduction creates a brief

buffer for the physician—as physicians are often running

a fewminutes late in the clinic. However, it is important that

the physician arrive in the group room by the time the

behaviorist’s introduction is over. I would recommend

that physicians who are notorious for running late in the

clinic hold their DIGMAs either first thing in the morning

or right after lunch, at which times they should temporarily

be back to running on schedule.

Points Covered in the Behaviorist’s Introduction

In the introduction, the behaviorist welcomes all atten-

dees; introduces the SMA team; explains the DIGMA

program and its multiple benefits to patients; covers
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what to expect during the session and how patients can

make the best use of their time in the group today; points

out that individual private time with the physician is

available to anyone requesting it (typically toward the

end of the session); discusses housekeeping and personal

comfort issues; and thoroughly addresses the entire issue

of confidentiality, including reviewing all points covered

in the confidentiality release that they signed. The beha-

viorist also asks if everyone present—patients and sup-

port persons—has already signed the confidentiality

release and then immediately gives a release for signature

to anyone who has not already done so. The behaviorist

also explains that patients are still entitled to regular

office visits just like before and that they are welcome to

return to the DIGMA setting any time in the future when

they have a medical need and want to be seen, but that

they are not expected to come regularly. Also, that the

doctor will be providing the same types of medical ser-

vices during today’s DIGMA session that he or she nor-

mally delivers in regular office visits, but in the group

setting, where all can listen, learn, and interact.

In addition, the behaviorist mentions in the introduc-

tion that, because of the additional time available and

more relaxed pace of care, patients are encouraged to

actively participate and interact with one another. None-

theless, the physician and behaviorist will need at all times

to stay focused and succinct, as there are many patients

needing care during the next 90 minutes. Patients are

asked to turn off their cell phones and to not enter into

distracting side conversations with those sitting close to

them during the session. Because the doctor will be

sequentially focusing on one patient at a time in the

group setting (running the DIGMA much like a series of

individual office visits), patients are told that they are

invited to briefly share any personal experiences that

might prove helpful to the patient that the physician is

working with. Also, the behaviorist points out to patients

that, when the physician comes to them, they should

immediately bring up the one or two most important

issues that they especially want to have the physician

address with them today, so that they are certain to have

their most important medical needs addressed.

The behaviorist also explains during the introduction

that the nurse/MA(s) will be continuing to call patients

out, one at a time, for vital signs and other nursing duties

until all are finished. In addition, the behaviorist addresses

personal comfort issues and points out that the last 5–10

minutes of the session will be reserved for brief private

examinations and discussions, that individual appoint-

ments will still be available to patients as before, and

that—if patients like it—this is a new service that will

continue to be available to them in the future on an

ongoing basis.

The behaviorist also emphasizes to patients that it is

important to finish on time because the physician has

other patients to see in the clinic as soon as the group is

over. Therefore, the behaviorist states that he or she will

act as a timekeeper to ensure both that the DIGMA is

able to finish on time and that everyone will have suffi-

cient time to get their needs met today.

Patients Are Encouraged to Return to the DIGMA

for Their Next Visit

In the introduction, the behaviorist also explains that

patients are invited to return to the DIGMA setting the

next time they have a medical need, preferably by pre-

scheduling their appointment into a future DIGMA ses-

sion, although drop-in convenience is also available to

them if they prefer it. However, patients are told that if

they ever do choose to drop in, they should telephone the

office a business day or two prior to the session in order to

let staff know that they are coming and to make certain

that the DIGMA is going to be held that day because the

physician will sometimes be away due to meetings, vaca-

tion, or illness.

The Introduction Ends by Asking If Anyone Needs

to Leave Early

Finally, depending on whether or not the physician wants

this question asked (most do want it asked), the behavior-

ist can end the introduction by asking whether anyone

needs to leave early (so that they can be among the first

treated during today’s session). However, it should then

also be pointed out by the behaviorist that by leaving

early, patients will miss out on some of the important

educational and support benefits that the DIGMA is

designed to provide them with and that, whenever possi-

ble, patients should therefore try to stay for the entire

session. Nonetheless, the behaviorist also points out that

it is understandable that patients will sometimes have

pressing job, sitting, or personal issues that need to be

promptly addressed, and that we would rather have them

attend the DIGMA for part of the time than not at all.

Therefore, these patients are welcome to stay in the group

as long as they are able. When the behaviorist’s introduc-

tion does in fact conclude by asking if any patients need to

leave early today, the behaviorist then asks the nurse/MA

to next take those patients who must leave early but have

not yet had their vitals taken—i.e., in order to have their

vitals taken, injections and health maintenance updated,

and other nursing duties performed as soon as possible.
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Behaviorist Duties Throughout the Session

The behaviorist has many responsibilities throughout

the entire DIGMA session, which include keeping the

DIGMA running smoothly and on time. After the

introduction, the behaviorist continues to play a

major role throughout the remainder of the entire

DIGMA session by managing the group dynamics,

fostering some group interaction, addressing beha-

vioral health and psychosocial needs, assisting the

physician in every way possible, keeping the group

running smoothly, and pacing the group to finish on

time. In addition, the behaviorist temporarily takes

over the group for a minute or two (typically focus-

ing on behavioral health and psychosocial issues, or

nursing issues in the case of a nurse behaviorist)

whenever the physician completes documenting the

chart note after working with each patient in turn

or reviews and modifies the chart note created by the

documenter on that patient. The behaviorist also

temporarily takes over running the group whenever

the physician steps out of the group room to conduct

brief private examinations and discussions with

patients individually (usually with no more than one

or two patients, and typically toward the end of the

session) or needs to step out of the group room to

attend to a pressing clinic emergency.

Finish on Time, After Which the Behaviorist Stays

Late for a Few Minutes

Although the physician must leave the group room as

soon as the last patient is finished and the session is

over (because patients will otherwise stay as long as

the physician remains in the group room), the beha-

viorist needs to stay approximately 10–15 minutes to

answer any last minute questions that patients might

have, such as where to go for their colonoscopy or the

smoking cessation program that was recommended.

The fact that patients want to stay longer and have

even more time is often surprising to physicians, who

quite often undervalue their importance to patients

and initially worry that they are burdening their

patients by expecting them to stay through a 90-min-

ute DIGMA, i.e., until they think about it and realize

that the cycle time, from initially entering the clinic’s

door prior to an individual office visit until later

departing through it after the visit, is often 90 minutes

or longer. Once the patients have gone, the behavior-

ist then quickly straightens up the group room for the

next SMA.

The Physician Delivers One Doctor–One
Patient Medical Care to Each Patient

Immediately after the 3- to 5-minute introduction by the

behaviorist has been completed, the physician (who

should have arrived in the group room by this time)

immediately begins delivering medical care to one

patient at a time. Some physicians like to have patients

briefly introduce themselves and state what their medical

condition is—along with specifically what they would like

to get from today’s DIGMA visit. Actually, this is some-

what redundant (as the behaviorist has already written

down patients’ reasons for being here today) and a com-

mon beginner’s mistake that physicians often make, as

even if each patient only took 30 seconds, this would add

up to 7 minutes of the session being used up. Worse yet,

some patients might take several minutes in introducing

themselves, which would dramatically reduce efficiency

and ultimately the number of patients that could be seen

during the DIGMA (plus divert from the medical care

delivery nature of the visit).

Some physicians will start by taking patients in the order

in which they arrived, while others simply look at a patient

whom they are comfortable with and say something such as

‘‘Mary, tell us what’s going on with you’’ or ‘‘Tell us what

brings you in today, John.’’ The most common strategy is

for the physician to start with any patients who need to leave

early, then treat any patients with head colds or flu symp-

toms, followed by any patients who are accompanied by

young children (who could become restless and whiny),

before sequentially treating the remaining patients in the

room—possibly starting with any patients who might be

suffering from headaches or chronic pain, who might not

be able to stay for the entire session. Interestingly, even

though the physician typically starts with those patients

who have indicated that they need to leave early, many of

these patients (often as many as half or more) will none-

theless stay for the entire session, because they become

engaged in the process and find it to be an interesting learn-

ing opportunity.

The physician delivers the exact same medical services

to patients in the DIGMA as during traditional individual

office visits (history, examination, risk assessment and

reduction, counseling,medical decision-making, documen-

tation, etc.). Figure 2.5 depicts how examinations are often

conducted in the DIGMA group setting (i.e., whenever

appropriate and possible), where other patients are able

to listen and learn. This reflects just how closely the one-

on-one care that is delivered in a DIGMA can resemble

that provided in traditional individual office visits, with the

main differences simply being the setting in which the care

is delivered (i.e., a group room vs. an examination room)

and the number of observers present. Interestingly, these
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two issues do not seem to be addressed at present with

regards to coding and billing. In addition, even more med-

ical care is often provided during DIGMAs than in regular

individual office visits, such as greater patient education,

more attention to psychosocial issues, and consistent appli-

cation of expanded nursing duties.

Difficult, Time-Consuming, and Problematic Patients

Can Be Handled in Various Ways

Sometimes physicians go into the group room and spot

one of their most demanding, time-consuming, and

psychosocially needy patients sitting there. When this

happens, they will often choose to start the DIGMA

session with the patient on either side of this proble-

matic patient, and then go around the group room in

the opposite direction, so that this difficult patient

ultimately only has whatever time is left toward the

end of the session. This is especially important when

the physician recognizes that starting with this patient

could result in tying up much of the group time on this

one patient. In the event that there is not enough time

left toward the end of the session to finish working

with this patient, then this patient could be invited to

attend a future DIGMA session to address any remain-

ing issues that are not covered adequately during

today’s session. By using this strategy, we have been

able to contain some of the most challenging and

difficult of patients in the DIGMA setting, and to do

it with high levels of both patient and physician profes-

sional satisfaction.

The Physician Completes the Chart Note Immediately

After Finishing with Each Patient

Documentation is completed on each patient immedi-

ately after the physician has finished working with that

patient in the group setting (while the behaviorist tem-

porarily takes over running the group), preferably by

reviewing and modifying the chart note created by the

documenter, but sometimes by finishing the chart note

that the physician has personally started while working

with that patient if there is no documenter. Some group

interaction is fostered throughout the entire DIGMA

session, usually in the direction of having other patients

help the patient with whom the physician happens to be

working at any given moment. However, when this hap-

pens, the behaviorist must be attentive and skillful in

ensuring that the focus of the group does not then shift

from the patient that the physician is working with to

the other patients who are interacting (e.g., by providing

information and advice or by sharing a personal experi-

ence). In addition, while the physician is completing the

chart note (i.e., after finishing with each patient in turn),

the behaviorist has a great opportunity to foster addi-

tional interaction and to address psychosocial issues. Do

not lose control of the group by letting the focus of the

group shift from patient to patient around the room;

instead, try to keep the group interactions in the direc-

tion of helping that patient with whom the physician is

currently working.

Foster Some Group Interaction, But Not Too Much

For maximum benefit, the physician and behaviorist

need to foster some limited amount of group interaction

throughout the session as this keeps all attendees

involved and attentive. However, the physician and

behaviorist must also remain cognizant of time—as

well as focused and succinct in their interventions—

because group interaction can take a lot of group time

and must therefore be limited and used with care.

Although DIGMAs can increase efficiency and provide

patients more time with their physician, the behaviorist

and physician must nonetheless pace the session so as to

consistently finish on time—as there are many patients

present and only 90 minutes in which to deliver care to

all of them. If a patient has been cut off by another

patient and has had his or her feelings hurt, the beha-

viorist can play a comforting role by being sympathetic

and going back to quickly ask the patient what it was

that they were about to say.

While it is important for the behaviorist to foster

discussion and be attentive, empathic, accepting, and a

Fig. 2.5 In DIGMAs and PSMAs, whenever it is appropriate and
possible, examinations are conducted in the group setting, where
other patients are able to listen and learn. (Courtesy of Dr. John Lu,
Physiatry DIGMA, Palo AltoMedical Foundation, Palo Alto, CA)
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good listener, it is equally important not to be critical,

confrontational, argumentative, loquacious, or defen-

sive. A useful time to foster some group interaction is

when a patient is clearly being noncompliant with

recommended treatment regimens. This is a time when

other patients can often be most helpful in supporting

the physician’s recommendations and encouraging the

patient to comply via specific helpful hints that they will

often offer.

Always Strive to Finish on Time

With the help of the behaviorist in pacing the group (a

function that is very important to some physicians, but is

scarcely needed by others who happen to be good time

managers), the goal of every DIGMA session is to finish

on time, with everyone’s medical needs adequately

addressed and with chart notes on all patients com-

pleted—-and with all appropriate patients invited to

have their next visit scheduled into a future DIGMA

session. I recommend that physicians always try to finish

working with all patients in the group a little early, so that

5–10 minutes still remain in the session. The leftover time

can be used by the physician for providing brief private

discussions or examinations (i.e., where disrobing is

required) in the nearby examination room for the one or

two patients who might need or request such one-on-one

time. If no patients need to be seen privately, then further

counseling, more patient education, or more in-depth

discussions around medical or psychosocial issues of

importance to the group can be provided during this time.

Recognizing that patients generally want more time

with their doctor, whereas the physician has the opposite

motivation and wants to finish the group on time, one endo-

crinologist developed an interesting strategy for aligning the

motives of patients with his own in the DIGMA setting. He

would start the group off by saying something such as ‘‘I just

read the most fascinating article on the latest upcoming

treatment for diabetes. If we finish a few minutes early

today, I’d like to discuss those exciting findings with you.’’

This of course held great interest to his diabetic patients, who

were nowmotivated to keep things moving along so that the

DIGMA did in fact finish a few minutes early.

Physicians Seldom Need to See More Than One

or Two Patients Privately

Themajority of physicians find that they do not need to see

any patients privately toward the end of the DIGMA

session, or just one or two patients at most. However, a

few physicians might find that they consistently need to see

two or three patients for brief private examinations, perso-

nal discussions, or simple procedures toward the end of the

session. For example, a rheumatologist might choose to

provide some trigger point injections. Physician’s practices

and needs vary, so only timewill tell howmany patients will

need to be seen in private, although it is most commonly

none, followed by one and then two patients, in that order.

This runs counter to the initial fears of many physicians,

who are concerned that virtually all of their patients in

attendance will request private one-on-one time with them.

There appear to be three major reasons why such a

small number of patients request or need to be seen pri-

vately by the physician toward the end of the group ses-

sion—another counterintuitive finding regarding group

visits that many physicians find surprising. First, patients

are generally surprisingly open and candid in theDIGMA

so that almost all discussions can appropriately be con-

ducted in the group setting; patients who are reluctant to

speak in group will typically opt out and choose not to

attend a DIGMA in the first place. Second, the physician

is able to provide most examinations in the DIGMA

group setting, as a relatively small percentage of the

examinations provided during follow-up visits require

disrobing. Third, patients often end up discussing issues

that they might never have brought up because other

patients bring them up first, and the patient then admits

to having a similar problem.

There are some quasi group visit models that are being

specifically developed around physician’s concerns that

each patient should have some private time with the phy-

sician outside of the group room (often this is motivated by

billing considerations and a residual attachment to the

same old individual office visit model)—i.e., instead of

having all possible care that can be appropriately provided

in the group milieu actually being delivered there. I view

the latter as being the goal of true group visit models such

as DIGMAs, because providing as much medical care as

appropriate and possible in the group roomoptimizes both

efficiency and patient education. It is not uncommon for

physicians to make the beginner’s mistake of spending

some private one-on-one time in the exam room with

each patient who attends the DIGMA. This appears to

be a holdover from the individual office visit model of

care that they have been trained in and are used to, where

physicians feel that they are giving the best possible care

because they are delivering it to patients individually and

in the privacy of the exam room. Some may even be

doing this because they feel that they can then more

easily bill for the DIGMA. Because this approach not

only is inefficient but also ultimately deprives all patients

in attendance of much physician-provided education
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and helpful information, I generally consider it to be a

mistake that is to be avoided whenever possible.

Once the DIGMA Is over, the Physician Needs

to Leave the Group Room Promptly

The goal of every DIGMA is to end on time with all chart

notes completed—after which the physician needs to

promptly leave the group room to resume normal clinic

duties. If the physician lingers, the patients will tend to

stay also. Therefore, it is important for the physician to

leave immediately after the group is over and the work is

finished. This is something that the behaviorist can pre-

pare the patients for during the introduction by empha-

sizing that it is important to finish on time because the

physician has other appointments in the clinic right after

the group is over.

Regardless of whether or not the physician was able to

finish the session on time, it is courteous and a nice touch

for the physician to, on finishing with the last patient, take

a moment to formally conclude the session by telling

patients that the session is now over, thanking them for

actively participating and recognizing their contribution

toward making this session all that it was. The behaviorist

might also help to quickly conclude the DIGMA or

PSMA session with a few warm and carefully chosen

words to thank all patients and support persons for com-

ing, for their openness and willingness to share, and for

how they helped and supported one another. In the event

that the physician had to step out for a brief private

discussion or exam, it might only be the behaviorist who

can formally conclude the session and thank patients for

their participation and who can encourage them to return

to the DIGMA the next time that they have a medical

need and want to be seen. The behaviorist then lingers in

the group room for approximately 10–15 minutes or so

after the session is over, initially to answer any last-minute

logistical questions from patients (e.g., ‘‘Where do I go for

my colonoscopy?’’), and then to clear the group room and

quickly straighten it up for the next group visit session.

Financial Analysis

There are many financial benefits that a carefully

designed, adequately supported, and well-run DIGMA

and PSMA program can provide to the physician and

organization. However, the analysis that follows primar-

ily examines only one such potential economic benefit,

i.e., that resulting from the increased productivity that

comes from dramatically leveraging physician time in the

DIGMA and PSMA models (but not the CHCC model,

which does not increase physician productivity). This

increased productivity can solve access problems to both

follow-up visits and physical examinations by effectively

creating additional physician full-time equivalents

(FTEs) out of existing resources, thus creating extra capa-

city without the need to hire additional physicians and

support staff, which saves money. All other sources of

financial benefit simply add to and compound the gains

derived from this increased physician productivity.

In addition to the financial benefits that result from the

increased productivity of a well-run DIGMA and PSMA

program, as depicted in Table 2.8, there are also many

other (albeit more difficult to assess) economic advan-

tages to physicians and the organization—many of

which will only be realized downstream and over time.

The DIGMA and PSMA models can save money not

only by increasing provider productivity and enhancing

supply but also by decreasing utilization (and thus patient

demand upon medical services) by enhancing patients’

self-efficacy and disease self-management skills. Because

they can enhance supply, reduce demand, and better

match supply to demand, DIGMAs and PSMAs can

play important roles in both achieving the goals of

advanced access and containing the rapidly escalating

costs of healthcare. Greater capacity coupled with

decreased demand can translate into closed practices

being re-opened, panel sizes being increased, new patients

being brought into the system, and enhanced downstream

profitability being the ultimate result. In addition to

increasing revenues and containing costs, a well-run

DIGMA and PSMA program can better meet informa-

tional and psychosocial needs—plus provide patients

with an enhanced healing experience. Thus, properly run

DIGMAs and PSMAs can provide a wide variety of

economic benefits, in addition to the increased physician

productivity, which they can certainly deliver.

Financial Benefits from One Source
Alone—Increased Productivity

Because DIGMAs and PSMAs can frequently increase

physician productivity by 200–300% or more (and most

typically 300%), providers are able to see as many patients

in a 90-minute weekly DIGMA or PSMA as it would

normally take 4½ hours to see during traditional office

visits. This results in a net weekly savings of 3 hours of

physician time per weekly DIGMA/PSMA session that

triples productivity on average, or 36 hours of physician

time saved per week for every 12 such weekly DIGMAs

and PSMAs that are run. In systems requiring 36 hours of

clinic time for a full-time physician, this effectively repre-

sents an extra physician FTE being created by the SMA
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program out of existing resources for every 12 such 90-

minute weekly DIGMAs and PSMAs that are run.

Because they are being created by the DIGMA and

PSMA program through more efficient use of existing

resources, these physician FTEs do not require the addi-

tional offices, examination rooms, capital equipment, nur-

sing personnel, support staff, medical equipment, recruit-

ment costs, etc., all of which would be required if you were

Table 2.8 Potential sources of economic benefit of DIGMAs and PSMAs

� By dramatically increasing productivity and efficiency, and by leveraging physician time through use of existing resources, supply can be
enhanced and access improved without the need of hiring additional physician staff—and improved access translates into many benefits,
economic and otherwise

� The productivity and access benefits that DIGMAs and PSMAs offer can result in many sources of increased downstream revenue to the
system–more RVUs, more open panels, increased panel sizes, additional new patients, financial benefits from additional labs and
medications, etc.

� Because DIGMAs are readily accessible, patients will often pre-schedule or drop into a highly efficient DIGMA any week that they
happen to have a medical need, rather than scheduling a more costly individual office visit, demanding an urgent work-in appointment,
complaining about poor access, or telephoning the office

� This can save money by reducing the number of individual office visits, by creating fewer patient demands on services and support staff
and by decreased phone call volume

� Also, by off-loading numerous individual return and physical examination appointments onto highly efficient, cost-effective DIGMA and
PSMAvisits, costly individual office visits are thereby freed up and eventuallymademore accessible to those patients needing orwanting them

� DIGMAs and PSMAs can play a major role in virtually all chronic illness population management programs by making efficient,
accessible, consistent, multidisciplinary, and cost-effective medical care available to all—high quality and consistent care that can
improved outcomes

� By overbooking sessions according to the expected number of no-shows and late-cancels, DIGMAs and PSMAs can be made immune to
this vexing and costly source of physician downtime

� By utilizing a documenter, DIGMAs and PSMAs can generate superior chart notes that are comprehensive and contemporaneous in
nature, which can thus optimize billing for medical services actually rendered (and reduce the likelihood of under-billing for these
services by forgetting to include them in the chart note)

� By offering improved access and more time, costs can be contained by providing timely care that can help to keep chronic health
conditions from turning into acute medical emergencies

� DIGMAs and PSMAs support advanced clinic access by providing a helpful tool for achieving and maintaining same-day accessibility,
but without extra hours needing to be spent in the clinic—i.e., to work down backlogs or increase capacity

� DIGMAs and PSMAs offer high-quality care and max-packed visits in which injections, health maintenance, and performance measures are
consistently updated—thus offering patients the benefits of a one-stop healthcare experience and helping to reduce long-term healthcare costs

� By better addressing the emotional and psychosocial issues that are known to drive a large percentage of all office visits, DIGMAs and
PSMAs can end up reducing utilization and demand upon medical services

� The help and support of others is integrated into each patient’s healthcare experience, social support that can reduce utilization by
decreasing one’s sense of isolation as patients realize that they are not alone, many others are worse off, and there is much they still can
do which others cannot

� Group visits generally provide greater patient education, more opportunity to get questions answered, and increased teaching of disease
self-management skills, which can decrease utilization and costs

� In SMAs, inappropriately high-utilizing patients can be taught by the physician, behaviorist, and other patients to more appropriately
utilize urgent care, the emergency room, and other medical services

� Designed to handlemany of themost problematic, difficult, time-consuming, and psychologically needy patients in the physician’s practice,
DIGMAs and PSMA can provide an effective format wherein these challenging patients can often be better treated at lower cost

� By providing the gentle confrontation of other patients, answers to questions they may not have thought to ask, and the professional
skills of a behaviorist, SMAs can enhance compliance with recommended treatment regimens

� DIGMAs and PSMAs can be used to reach out to underserved patients (inappropriate under-utilizers, those with unhealthy lifestyles,
noncompliant patients, those currently falling between the cracks, etc.)—ticking time bombs that can drive up long-term healthcare costs

� DIGMAs and PSMAs offer the competitive advantage of a new service

� By maintaining a strong customer focus, it is not uncommon for the DIGMA and PSMA program to receive valuable positive PR from
local newspaper, radio, and TV coverage

� Although it has never been tested, I hypothesize that well-run group visit programs could potentially reduce malpractice risk (i.e., due to
the improved access and enhanced amount of time available, the more relaxed pace of care, the greater attention to mind as well as body
needs, the high levels of patient satisfaction, and the improved patient–physician relationships they can engender)—an intriguing, but
untested, hypothesis

� Although DIGMAs have not yet been formally studied in this way, they could potentially be used to increase patient satisfaction scores
of physicians with low scores by pairing them off with behaviorists possessing excellent communication skills

� Because DIGMAs and PSMAs provide high levels of patient and physician professional satisfaction, they have the potential of offering
the financial benefit of reduced turnover—as happy patients and physicians translate into retained patients and physicians, and thus to
reduced costs—such as not having the normal recruitment costs that would otherwise be involved for hiring the additional physicians
that DIGMAs and PSMAs can effectively provide
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to actually hire this number of additional physicians. Table

2.9 shows the assumptions on which the financial analysis

is based. Although it is based on several fairly realistic

assumptions in order to keep this financial analysis rela-

tively simple, this analysis represents the estimated net

profit that would be generated by the DIGMA pro-

gram—i.e., as it takes into account the increased produc-

tivity and additional physician FTEs generated on the one

hand, and subtracts the personnel and promotional costs

of the program on the other.

As a result of not needing additional space or person-

nel (i.e., other than the behaviorist, dedicated scheduler,

and documenter), these additional physician FTEs are

being created out of existing resources. Therefore, the

true savings of the DIGMA and PSMA program to the

system are approximately 1.5 times the average physi-

cian’s salary (or approximately 1.5 � $230 K¼ $345 K)

for every extra physician FTE created out of existing

resources in systems wherein the average physician cost

(salary plus benefits) is $230,000 per year. In addition to

the economic benefits that come from leveraging the phy-

sicians’ time, there is a similar financial benefit for nurses/

MAs as their time is also leveraged a great deal on aver-

age. However, the additional savings that also comes

from increasing the productivity of the nurse/MA(s) is

not included in the financial analysis that follows—i.e.,

because the nurses are also asked to do far more in the

DIGMA and PSMA settings, so that they might not end

up actually seeing three times as many patients in the

same amount of time. As a result, although the nurses

Table 2.9 The assumptions on which the financial analysis shown in Table 2.10 is based

� On average, DIGMAs and PSMAs increase physician productivity by 300% (it is absolutely critical that physicians take primary
responsibility for maintaining the census of their SMAs, something which offering a documenter helps achieve by aligning the interests
of physicians and administration)

� The champion and program coordinator establish 21 new DIGMAs and PSMAs per week at a uniform rate throughout each year

� Assume that of these 21 newly launched DIGMAs and PSMAs, 3 fail (i.e., 14.3%) due to lack of adequate census or physicians leaving
the system; thus, a net 18 new weekly DIGMAs and PSMAs gets successfully launched each year

� To keep this analysis simple, all numbers (except marketing materials) are rounded off and based on the number of DIGMAs and
PSMAs projected to be up and running at the middle of each year, e.g., since a net of 18 SMAs are launched uniformly throughout the
first year, the average number up and running during the first year is therefore taken to be nine

� Patients attend the DIGMA or PSMA for their follow-up visit or physical examination in lieu of an individual office visit (i.e., visits are
being replaced, not added)

� Assume that the same level of care is being delivered and documented and that reimbursement for a given level of medical care is the same
for DIGMAs and PSMAs as it is for traditional office visits, which is an assumption as the entire matter of billing for group visits is still
evolving and not yet completely resolved

� Physicians can run between one and five 90-minute DIGMAs and PSMAs per week, with physicians having busy and backlogged
practices often running more than one DIGMA per week

� It is assumed that full-time primary and specialty care physicians work 36 hours per week in the clinic and receive an average salary
(including benefits) of $230 K per year

� The cost of the SMA champion is assumed to be $125 K annually (i.e., salary plus benefits)

� The program coordinator’s cost, including benefits, is $75 K per year

� Assume that behaviorists are hired as needed and only paid for DIGMA and PSMA sessions actually held—and that half-time
behaviorists cost $40 K per year with benefits, and are responsible for nine 90-minute DIGMAs and/or PSMAs per week

� As is the case for physicians, the time of nursing personnel employed in the SMA program is also leveraged; however, because the exact
gain is more difficult to assess, it is not included

� Assume that there is no net cost to the SMA program for the documenter as, in return for having a documenter, the physician must agree
to see 300% more patients on average plus one extra patient in the SMA to cover this added cost

� Including benefits, the cost of full-time dedicated schedulers (hired as needed) is assumed to be $48K per year (salary plus benefits)—with
each scheduler being responsible for 24 DIGMAs and PSMAs each week

� For each SMA, healthy snacks cost an average of approximately $500 per year

� It is assumed that nonproductive DIGMAs and PSMAs (i.e., where physicians do not meet their census requirements) will be terminated
and replaced relatively promptly

� The one-time cost of promotional materials (framed wall posters, flier holder, initial fliers and invitations, announcements mailed to 500
patients, etc.) is approximately $1 K per SMA—thus, $18 K needs to be budgeted for marketing materials for the 18 successful SMAs
launched each year

� It is assumed that the necessary group and exam room space exists—and is available on an as-needed basis at no cost to the SMA
program

� The actual savings from reduced future physician hires would be equal to 1.5 times the number of physician FTEs saved by the program,
i.e., 1.5 times the average physician’s salary plus benefits of $230 K per year. This is because these extra physician full-time equivalents
are being generated from existing staffing so that there is no need for the additional recruitment costs, offices, exam rooms, medical
equipment, nursing staff, and support staff that new physician hires would require

� The behaviorists and dedicated schedulers required for the SMA program are hired contractually on an as-needed basis so that their cost
is only incurred by the SMA department for sessions actually held
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will also end up having their time leveraged to some

degree, it is difficult to assess exactly actually how

much, e.g., it might be 150–200% rather than 300%

due to the extra nursing duties.

Million Dollar Savings from Increased
Physician Productivity over Time

As is depicted in Table 2.10, we must then deduct from

the economic gains that result from increased physician

productivity the extra costs associated with the SMA

program (e.g., the expenses of the champion, program

coordinator, behaviorists, dedicated schedulers, promo-

tional materials, and snacks). The documenter is not

being shown as an expense in Table 2.10 because the

physician will likely be asked to see an extra patient—

i.e., beyond the number necessary to increase productiv-

ity by 300% on average—in order to cover the cost of

having a documenter. While relatively small compared

with the multiple benefits that a properly run DIGMA

and PSMA program can provide financially and other-

wise, these costs are nonetheless substantial and must be

taken into account.

As seen in Table 2.10 (which is based on the assump-

tions depicted in Table 2.9), the savings can amount

to millions of dollars annually in just a few years’ time—

savings that can then increase dramatically over

subsequent years. However, readers will need to substi-

tute the values that are accurate within their own system

in order for this analysis to be of meaning in their own

particular cases. It is interesting to note that, while the

financial officers within healthcare organizations will

look at the economic side of their DIGMA program in

different ways, it is not uncommon for their numbers to

represent a reasonable approximation to those generated

in the relatively simple financial analysis depicted here.

Economic Requirements and Ideal Group
Size Coincide

There is a fortuitous finding that is central to the success

of DIGMAs and PSMAs: consistently achieving optimal

census targets in order to increase provider productivity

by 200–400% (most typically 300%) also serendipi-

tously results in an ideal group size from a psychody-

namic perspective, i.e., between 10 and 16 patients for

most DIGMAs, 6–9 patients for primary care PSMAs

(6–8 female patients or 7–9 male patients), and 10–13

patients for most PSMAs in the medical and surgical

subspecialties. Although not true in every case, the cen-

sus targets generally required to increase physician pro-

ductivity by 300% on average also turn out to be ideal

group sizes from a psychodynamic perspective, i.e., from

the standpoint of being manageable, lively, interactive,

interesting, and helpful to patients. In addition to being

optimal economically, these group sizes seem to be just

about optimal in terms of quality, the patient’s healing

experience, and both patient and physician professional

satisfaction.

Table 2.10 Projected economic benefits from increased productivity

No. of DIGMAs and PSMAs at
mid-year

1st yr 9
SMAs

2nd yr 27
SMAs

3rd yr 45
SMAs

4th yr 63
SMAs

5th yr 81
SMAs

6th yr 99
SMAs

7th yr 117
SMAs

Expenses

(�$1000)
Champion 125 K 125 K 125 K 125 K 125 K 125 K 125 K

Program
coordinator

75 K 75 K 75 K 75 K 75 K 75 K 75 K

Behaviorists 40 K 120 K 200 K 280 K 360 K 440 K 520 K

Dedicated
scheduler

18 K 54 K 90 K 126 K 162 K 198 K 234 K

Marketing
materials

18 K 18 K 18 K 18 K 18 K 18 K 18 K

Snacks 4.5 K 13.5 K 22.5 K 31.5 K 40.5 K 49.5 K 58.5 K

Total 280.5 K 405.5 K 530.5 K 655.5 K 780.5 K 905.5 K 1030.5 K

Savings MD FTEs saved 0.75 2.25 3.75 5.25 6.75 8.25 9.75

(�$1000) #FTE�MD salary 172.5 K 517.5 K 862.5 K 1207.5 K 1552.5 K 1897.5 K 2242.5 K

Total (1.5�MD$) 258.75 K 776.25 K 1293.75 K 1811.25 K 2328.75 K 2846.25 K 3363.75 K

Total net savings –21.75 K 370.75 K 763.25 K 1155.75 K 1548.25 K 1940.75 K 2333.25 K

Total net savings—first 7 years of SMA program = $8,090,250a

aThis estimated $8,090,250 dollar savings during the first 7 years is just from leveraging physician time. Other potential sources of financial
gain discussed in Table 2.8 will add to this benefit over time (enhanced care, more time, improved access, improved patient–physician
relationships, better-informed and empowered patients, decreased utilization, improved healing experience, favorable publicity, reduced
patient and physician turnover, increased panel sizes, opened practices, additional new patients, increased downstream revenues, etc.)
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Consistently Meeting Census Targets Requires
Physicians and Support Staff to Personally
Invite All Appropriate Patients

Despite all efforts by the champion and program coordina-

tor to minimize the physician’s time commitment to the

program (especially during the early stages), there remains

one responsibility that each and every DIGMA and PSMA

provider must commit to fulfilling on an ongoing basis.

During each and every office visit, the providermust commit

to taking 30–60 seconds to briefly explain the SMAprogram

in positive terms to all appropriate patients and then to

personally inviting all appropriate patients to attend the

DIGMA or PSMA the next time they need a follow-up

visit or physical examination, respectively—and then

promptly scheduling all who accept this invitation. In the

long run, nothing is more important to a successful SMA

than positively worded personal invitations from the physi-

cian to all appropriate patients in the physician’s practice

whenever they are seen for regular office visits. Nobody

else—not the scheduling personnel, receptionists, nurses,

behaviorist, champion, program coordinator, or dedi-

cated scheduler—can be as successful at inviting patients

to attend the DIGMA or PSMA as the physician can be.

For example, I have found that for every ten patients that

physicians invite via a carefully worded, positive perso-

nal invitation, roughly 7–9 patients will likely accept the

offer; however, it could very well take as many as 50 to 80

or more cold phone calls by well trained dedicated sche-

dulers to get the same number of patients to attend.

A Fully Used Shared Medical Appointment
Group Room Can Create 2.5 Physician
Full-Time Equivalents

Another way to look at the economics of group visits is

that, because up to thirty 90-minuteDIGMAs and PSMAs

(i.e., separated by 30minutes) could be run back to back in

a single group room per week, a fully used group room

could leverage existing resources to provide the equivalent

of an additional 2½ physician FTEs. Recall that each

weekly DIGMA or PSMA that increases physician pro-

ductivity on average by 300% enables the physician to see

as many patients in the 90-minute group as it would take

4½ hours to see individually during an equivalent amount

of time spent in the clinic—which, on average, saves 3

hours of physician time per week. For every 12 such

weekly DIGMAs and PSMAs, this amounts to 36

hours of physician time saved per week—or 1 FTE

saved per 12 such weekly DIGMAs and PSMAs in sys-

tems that require full-time physicians to have 36 hours of

physician contact time (or 1.13 FTEs saved in systems

requiring 32 hours of clinic time). Therefore, 30 weekly

DIGMAs and PSMAs that increase productivity by

300% on average translate into a net savings of 2½

physician FTEs per week in systems requiring 36 hours

of direct patient contact time each week. Along with the

increased quality that a properly run SMA program can

provide, it is this remarkable potential efficiency benefit

that behooves us to alter the physical plant to create the

group room and examination room space that is needed

to accommodate DIGMAs and PSMAs.

Champion Trains Site Champions Throughout
the System

By having the SMA champion also train site champions at

each of the major sites within the system (i.e., those with

more than 20–25 physicians) and then overseeing their work

on an ongoing basis, even greater efficiencies and economies

of scale could be achieved with the DIGMA and PSMA

program. Once the SMA champion and program coordina-

tor have established five or so well-functioning DIGMA

and PSMA programs at a given facility or medical center

within the organization, a less costly site champion could be

trained within that facility to move the program forward

from that point onwards at that particular facility. These site

champions could use the five or so DIGMAs and PSMAs

that have been established by the SMA champion and SMA

program coordinator as A-Teams and training groups (i.e.,

for other interested physicians and SMA teams at that site to

sit in on). Furthermore, all such site champions would

receive ongoing training and support from the SMA cham-

pion and program coordinator over time—perhaps through

monthly 2-3 hour meetings shared by all site champions,

discussing challenges and sharing successes. Thus, the SMA

champion would focus on setting up the initial DIGMAs

and PSMAs at each site and then train a site champion to

take over that responsibility at each facility, which would

thus allow the SMA program to grow exponentially over

time at a much more rapid rate than the SMA champion

alone could accomplish. It is also a best use of the SMA

champion’s time in moving the SMA program forward

throughout the entire organization with optimal speed.

Caution! Caution! Caution!

I would like to end this discussion of the DIGMA model

on a strong cautionary note with regard to doing research

studies that involve this relatively new and innovative

group visit model—i.e., a caution regarding studies in
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which data from DIGMAs is combined with data from

other types of group visit models.

Start Your Shared Medical Appointment
Program with One of the Established Models

In addition, one needs to realize that the DIGMA,

CHCC, and PSMA models discussed in this book have

gradually evolved and been optimized over time through

countless iterations and refinements as they have been

used in hundreds of different applications. Therefore,

rather than just jumping into group visits with some

sort of new design that might hold intuitive appeal to

you, a more successful strategy would be to first start

with one of these established models and only later,

after some success and experience has been gained,

slowly depart from them should you feel that you need

to do so, being ready to promptly retreat from any such

deviation should it not work.

This book makes clear that there are different types

of group visit models, with each having its own

strengths and weaknesses as well as its own design,

support, personnel, facilities, promotional, and census

requirements. Some are more oriented toward the

delivery of medical care, whereas others are more edu-

cational and/or supportive in nature (or designed to

utilize mid-level providers rather than the patient’s

own physician)—although, by definition, all group vis-

its have some degree of focus on the actual delivery of

medical care. In the case of DIGMAs and PSMAs,

this focus upon delivery of medical care is exception-

ally strong, as they represent medical care from start

to finish—and can best be envisioned as a series of

individual office visits with observers (which is why

they have proven to be so successful in the fee-for-

service environment).

Drop-In Group Medical Appointments
and Physical Shared Medical Appointments
Differ Dramatically from Other Group
Visit Models

As discussed in this book, DIGMAs and PSMAs differ

dramatically from all other types of group visit models in

a number of very important ways. For example, they are

designed to dramatically increase physician productivity,

max-pack visits, enhance quality and outcome, improve

access to care, and provide patients with a one-stop

healthcare shopping experience. In addition, DIGMAs

and PSMAs: (1) are run throughout just like a series of

individual office visits with observers; (2) deliver as much

medical care as appropriate and possible in the group

setting; (3) have definite facilities and personnel require-

ments (including a behaviorist, nursing personnel, a dedi-

cated scheduler, and often a documenter); and (4) involve

clear promotional and census mandates.

Unlike other types of group visits (such as CHCCs),

DIGMAs and PSMAs do not include a separate, pre-

planned educational presentation—as all of the patient

education in these models occurs in the context of the

physician working with each patient individually while

others are able to listen, learn, interact, and share

experiences. This is not to say, however, that a separate

educational program could not be piggy-backed on,

either prior to the start or immediately after, the

DIGMA or PSMA session (for example, a diabetes

nurse educator could take advantage of there being a

preformed group by presenting to patients in atten-

dance for perhaps 20–30 minutes before or after the

DIGMA). Rather, it means that this educational pre-

sentation would not be part of the session itself, as

every minute spent on such an educational presentation

during the DIGMA or PSMA session would directly

translate into a minute’s less time for the physician to

deliver medical care—and hence ultimately to reduced

census and efficiency.

Do Not Combine Data from Drop-In Group
Medical Appointments and Physical Shared
Medical Appointments with Other Types
of Group Visit Models

When done properly, DIGMAs and PSMAs offer

many unique benefits. These are distinct SMA models

that are not equivalent to other types of group visits.

Therefore, they should not be massed, lumped, com-

bined, or compiled with other group visit models in

any sort of overall data collection scheme for suppo-

sedly doing research on group visits in general—which

is something that, unfortunately, is already beginning

to occur (10). In fact, due to their similarity to tradi-

tional individual office visits, if one were to insist on

batching data across models, it would probably be a

better fit to batch DIGMAs and PSMAs with indivi-

dual office visits rather than with other types of group

visit models, especially when those traditional office

visits have been max-packed.
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Chapter 3

DIGMAs: Strengths, Weaknesses, and Real-Life Examples

Other organizations using or exploring the role of shared appointments include Palo Alto Medical
Foundation, Dartmouth Hitchcock Medical Center, University of Virginia, Christus Medical Group,
University of Michigan, Massachusetts General Hospital, and the US Department of Defense. . . .Some
practitioners avoid the term ‘‘group visits,’’ which may connote impersonal care and a lecture-style format.
Instead these are truly shared medical visits, in which each patient has an individual appointment in which
other patients are also present in the room as observers. . .We are presently using the model for such
problems as cardiac risk factor follow-up, hypertension, diabetes, weight loss and lifestyle management,
movement disorders, asthma, fibromyalgia and chronic pain management, hematology (leukemia, lym-
phoma, and chronic anemia), women’s health care, and bariatric surgery patients. . . .These visits should
be viewed as enhanced care, not less care. Physicians need to remember that these are regular medical
encounters with individual patients done in a group setting. Avoid the temptation to turn these into a
‘‘class.’’

From Bronson DL, Maxwell RA. Shared medical appointments: increasing patient access without
increasing physician hours. Cleveland Clinic Journal of Medicine 2004;71(5):369–377. Reprinted with
permission. Copyright # 2004 Cleveland Clinic Foundation. All rights reserved.

Major Strengths of the Drop-In Group
Medical Appointment Model

Properly run DIGMAs are designed to efficiently deliver

high-quality, high-value medical care to each and every

patient in attendance and to provide patients with more

patient education, greater attention to psychosocial

issues, and better disease self-management skills. First

and foremost, DIGMAs are meant to provide high-

quality medical care with a warm, personal touch by

enabling physicians to interact with their patients in

ways that rushed, brief individual office visits simply do

not permit. Because of their remarkable economic and

efficiency benefits, it is easy to lose sight of the many

quality and care benefits that DIGMAs were originally

intended to offer to patients (Table 3.1). However, it was

this desire to increase each patient’s healing experience

that originally motivated me to develop the DIGMA

model, and it remains the aspect of the group visit models

of which I am most proud.

Every possible effort should be made to design the

maximum quality of care benefits into each and every

DIGMA (and PSMA), especially prevention, health

maintenance, and performance measures. This approach

is a convenience to patients, as well as a sound business

policy as it can improve outcomes, reduce utilization, and

enhance patient satisfaction. Then, in addition to addres-

sing the medical concerns that bring patients into their

DIGMA visit that day, all recommended injections (flu

shots, pneumovax, tetanus, etc.) can be updated, all rou-

tine health maintenance can be brought current (blood

screening tests, colon cancer screening, mammograms,

etc.), and all important performance measures and preven-

tion issues can be addressed.

Because DIGMAs and PSMAs enable physicians to

delegate as many responsibilities to the SMA team as

appropriate and possible, the role of the nurse, behavior-

ist (e.g., in dealing with group dynamic as well as patients’

psychosocial and behavioral health issues), and documen-

ter attached to the program are all meant to be maximized

and fully expanded. By off-loading as many responsibil-

ities as possible onto the shoulders of the less expensive,

multidisciplinary care deliver team, the physician’s duties

in the group setting are correspondingly reduced—ideally

to doing only that which the physician alone can do,

which is typically what physicians most enjoy doing.

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_3,
� Springer ScienceþBusiness Media, LLC 2009
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DIGMAs Can Be Used Either Alone or in
Conjunction with Advanced Clinic Access

DIGMAs can be used to improve access to care either

as stand-alone programs or in conjunction withMarkMur-

ray’s advanced clinic accessmodel (sometimes referred to as

advanced access, open access, and same-day access) (Table

3.2) (1–5). The central tenant of advanced clinic access is the

matching of supply and demand: (1) if demand exceeds

supply, then backlogs and wait-lists will accumulate and

lengthen (with the result being delays in the delivery of

care); (2) if supply exceeds demand, then there will be

unfilled appointments, and resources will be wasted,

whereas (3) if supply matches demand, a balance is struck

between the availability of appointments and patient

Table 3.1 Some strengths of well-run DIGMAs

� Enhancement of the patient’s healing experience

� Max-packed visits that bring injections and routine health
maintenance current—offers a one-stop healthcare experience

� Greater focus on prevention and performance measures

� Dramatically increased productivity

� Improved patient access to care

� Access improves immediately for group visits, later for individual
visits

� Medical care from start to finish, and run like a series of office
visits

� Increased efficiency by reducing repetition and overbooking
sessions

� Provides drop-in convenience

� Provides more time with physician and a more relaxed pace
of care

� Increases continuity of care with one’s own physician, as capacity
is increased and patients do not need to be shunted off to mid-
level providers

� Enhances the physician–patient relationship

� Addresses mind as well as body needs

� Delivers greater patient education and attention to psychosocial
needs

� Provides the help and support of other patients

� Offers the professional skills of a behaviorist and a
multidisciplinary team

� Excellent venue for treating difficult, problematic, and
demanding patients

� Ideal milieu for information-seeking and psychosocially needy
patients

� Can increase patient compliance and reduce one’s sense of
isolation

� Can reveal different types of medically important patient
information or previously undisclosed patient symptoms

� Physicians get to know their patients better

� Patients can get answers to important questions they did not
know to ask

� Can reach out to underserved or overlooked patients

� Offers patients the opportunity for closer follow-up care

� Gives patients an additional healthcare choice

� Also offers helpful information to family members and caregivers

� Provides an enjoyable healthcare experience as well as high levels
of patient and physician professional satisfaction

Table 3.2 DIGMAs support advanced access by demand reduc-
tion, supply enhancement, and backlog reduction

Demand reduction

� DIGMAs improve access to return visits, which can itself reduce
demand—e.g., nursing staff no longer needs to be deployed to
keep patients in a holding pattern

� Patients can drop into highly efficient DIGMAs rather than using
individual visits

� Many patients prefer DIGMAs to individual visits, which
reduces demand on them

� For the most part, properly run DIGMAs replace visits rather
than adding them

� DIGMAs can improve access, so patients no longer need to make
unnecessary ‘‘just in case I need it’’ future appointments

� Prompt, accessible care can help keep a chronic condition from
evolving into an acute medical emergency

� Because patients see their own doctor, have more time, and enjoy
better access, DIGMAs increase continuity of care, which can
reduce demand

� Patients sometimes reveal different, medically important
information in DIGMAs, which enables important prevention
measures to be taken

� DIGMAs can enhance the patient–physician relationship—the
value stream in healthcare—which can reduce doctor shopping
and unneeded visits

� Well-run DIGMAs provide one-stop shopping, which reduces
unnecessary visits

� Greater patient education enables patients to better manage
chronic conditions

� More attention is paid to the psychosocial issues that drive many
visits

� Added help and support from other patients is integrated into
each patient’s healthcare experience, which can increase self-
efficacy and reduce demand

� DIGMAs can increase patient compliance with recommended
medical regimens, which should reduce future demand

� Highly efficient DIGMAs can handle the follow-up care for
many, if not most, established patients

� DIGMAs are an efficient venue for physician-driven returns,
patients in the holding tank, and those wanting to schedule future
visits

� Because of the remarkable access benefits they offer, DIGMAs
can reduce the demand created by work-ins, patient phone calls,
and complaints about poor access

� The overflow from each day can be referred to the physician’s
DIGMA

� DIGMAs provide high levels of patient, staff, and physician
satisfaction

Supply enhancement

� Improved access and efficiency are hallmarks of the DIGMA
model

� DIGMAs add capacity by increasing provider productivity by
200–300%, or more

� DIGMAs provide an efficient, additional healthcare choice that
many patients prefer

� Physician efficiency increases by delegating to the behaviorist,
nurse, and documenter

� Patients can attend highly efficient DIGMAs in lieu of more
costly and time-consuming individual office visits

� 1 extra physician full-time equivalent (FTE) can be created by
every 12 properly run DIGMAs that triple productivity
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demand on these appointments each day, so that a home-

ostasis is struck in which there is neither waste nor delays in

the provision of care (i.e., once scheduling backlogs have

first been worked down and eliminated). As depicted in

Table 3.2, DIGMAs can help to achieve advanced clinic

access goals by reducing patient demand, by increasing

supply, byworking down backlogs, and bymatching supply

to demand.

True patient demand reflects the total number of requests

(for all types of medical services combined) that are received

by the clinic each day from both internal and external

resources, whereas actual supply reflects the total resources

available to the clinic each day to provide these medical

services. When there is a balance between supply and

demand (and when the resources available to the clinic are

well managed), the result is an openness in the scheduling of

patients and an improvement in the availability of clinic

appointments. When capacity (which reflects the total

amount of clinician time dedicated to appointments) and

patient demand are matched each day and when other steps

are also taken such as reducing the number of appointment

types, aligning providers’ schedules so as to meet peak

demand periods during each day of the week, equitable

patient empanelment in primary and specialty care prac-

tices, streamlining the referral process, and redesigning the

system to optimize supply, there is a sufficient supply of

available appointments to exactlymeet patient demand each

day, so that same-day access can be achieved.

The advanced access model involves accurately measur-

ing both supply and demand, initially working down back-

logs, doing today’s work today, reducing demand (max-

pack visits, increased patient involvement in care, extend

appointment intervals, create one-on-one care delivery

alternatives, etc.), finding and managing constraints, redu-

cing the number of appointment types, using ‘‘huddles’’

and effective communication, planning for contingencies,

optimizing the care team and facilities, etc.

While Dr. Mark Murray’s advanced clinic access model

(which is currently in widespread use) offers a scheduling

optimization plan for improving access, it does not increase

physician productivity, something that well-run DIGMAs

and PSMAs can accomplish quite well (see Chapter 9 on

outcomes). However, because DIGMAs can increase phy-

sician productivity and improve access in their own right,

they can work well either as a stand-alone program or in

conjunction with advanced access in improving access to

care—where they can be used to achieve the goals of

advanced access, but without needing to work extra hours

in the clinic in order to immediately increase capacity and

work down the backlog. By dramatically leveraging existing

resources, increasing provider productivity, and rapidly

reducing return appointment backlogs, well-run DIGMAs

have been shown to solve access problems at both the

individual physician (6) and departmental levels (7), as dis-

cussed in Chapter 9 on outcomes.

DIGMAs Offer an Efficient Venue for Handling

Good Backlog

Furthermore, DIGMAs provide a highly efficient venue of

care for handling good backlog and physician-driven follow-

upvisits, asmanypatients needing tobe scheduled for appro-

priate follow-up appointments weeks or months ahead can

be pre-booked into highly efficient DIGMA sessions in lieu

of more costly and less efficient individual office visits.

Once Achieved, DIGMAs Can Help Maintain Same-Day

Access

DIGMAs permit advanced access goals to be more easily

maintained once the backlog has been worked down and

same-day access has been achieved by enhancing supply, redu-

cing demand, helping to match supply to demand, and sche-

duling appointments into highly efficient group visits that

dramatically increase physician productivity rather than costly

individual office visits whenever appropriate and possible.

Table 3.2 (continued)

� DIGMAs help do today’s work today, thereby reducing
bottlenecks and constraints
� DIGMAs add flexibility, and a means of matching supply to
demand (e.g., hold them on your highest demand day, such as on
Monday afternoon)
� By appropriately over-booking DIGMAs, waste can be avoided
and—unlike individual office visits—they can be made immune to
late-cancels and no-shows
� DIGMAs offer physicians a tool for better managing both busy,
backlogged practices and chronic illnesses
� DIGMAs provide a tool for optimizing the provider’s schedule

� A weekly DIGMA can enhance a full-time physician’s supply by
8–9%, and without extra hours being spent in the clinic

Backlog reduction
� DIGMAs provide a means of increasing productivity, reducing
demand, containing costs, working down backlogs, and enhancing
revenues—and accomplishing all this without the need of spending
extra hours in the clinic. In addition, they can also help to maintain
same-day access once it is achieved
� DIGMAs offer an effective and appropriate tool for reducing
backlog with less pain (and then for maintaining same-day access
once it is achieved), and an additional service for distinguishing
oneself in a tight market

Matching Supply to Demand
� By leveraging existing resources, DIGMAs can increase supply to
match demand
� DIGMAs add flexibility, and a means of matching supply to
demand
� By offering DIGMAs at times of peak demand during the
workweek (such as at the end of Monday mornings or Monday
afternoons), they can help to better match supply and demand both
within the clinic and in the individual provider’s own schedule
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DIGMAs Introduce Four Issues with Regard

to Advanced Access

Although, because of the dramatic productivity benefits

they offer, DIGMAs are the most effective healthcare

innovation I am aware of for supporting and helping to

achieve the goals of advanced access, there are none-

theless four issues that need to be mentioned and dis-

cussed in this regard. Three of these issues could be

considered negatives with regard to advanced access,

whereas I view the fourth as being a definite positive

(Table 3.3).

DIGMAs Introduce an Extra Appointment Type

First, whereas advanced access tries to reduce the number

of appointment types on a physician’s schedule to an

absolute minimum, DIGMAs necessarily introduce an

extra group visit appointment type. It is only by introdu-

cing a separate appointment type for SMAs that patients

can be consistently made aware that they have a 90-min-

ute group appointment and do not end up mistakenly

believing that they have hit the jackpot and landed a

90-minute individual appointment with their physician.

One thing that I have found will really anger patients

about group visits is when they mistakenly enter the

group room believing that they instead have a 90-minute

individual office visit with their doctor (i.e., rather than a

group visit) and end up feeling betrayed because they

sense that some bait and switch type of tactic has been

used on them.

Certainly, this would happen more often if there were

not separate appointment types on the schedule for group

and individual office visits—and possibly even for the

different types of group visit models (e.g., DIGMA,

CHCC, and PSMA). In the case of the homogeneous and

mixed subtypes, you might even want a separate computer

code for each patient grouping that occurs. This type of

mistake is something that seems to most commonly hap-

pen when a scheduler who has been well trained on the

group visit program is out ill and is replaced by a

temporary who has not yet been adequately trained.

Although the behaviorist and physician can usually deal

with this matter adequately by tactfully explaining the

situation to the patient, why not save yourself the aggrava-

tion and take the necessary safeguards to ensure that this

does not happen to you in the first place?

How Will DIGMAs Be Kept Full Once Open Access

Is Achieved?

Second, while DIGMAs can be extremely helpful in

increasing supply and reducing backlogs without physi-

cians spending extra hours in the clinic, one must ask how

a DIGMA (i.e., that has previously been filled to capacity

and quite successful while the backlog was being worked

down) will be able to continue being successful once same-

day access has in fact been achieved. In other words, why

would a patient calling the office for an appointment go to

a DIGMA that is not being held until tomorrow when

they can have an individual appointment with the doctor

today?

To keep DIGMAs full once same-day access has been

achieved, the provider and support staff will need to be

especially effective in promoting the DIGMA. Keeping

DIGMA sessions full even after advanced access goals are

achieved will depend in large part upon how effectively

and persuasively the provider (as well as the physician’s

entire scheduling and support staff) words the invitation

for patients to attend the DIGMA for their follow-up

visits. For example, the provider and support staff can

emphasize the many patient benefits that a well-run

DIGMA offers, such as more time, support from others,

greater patient education, answers to questions they

might not have thought to ask, a warm and supportive

atmosphere, snacks, etc.

Keeping DIGMA sessions full once same-day access

has been achieved also depends upon naming the pro-

gram in such a way that the patient can self-identify the

DIGMA as being the appropriate venue of care for them

to attend—so that they will likely go to the DIGMA

instead of choosing to be seen individually. Therefore,

calling the DIGMA something like ‘‘Dr. Smith’s Refill

Clinic,’’ ‘‘Dr. Smith’s Diabetes Program,’’ or ‘‘Dr. Smith’s

Follow-Up Care DIGMA’’ will help the patient to recog-

nize it as the appropriate venue of care for them.

DIGMAs Represent a Major Paradigm Shift

and Pose Their Own Challenges

Third, it needs to be noted that, as previously discussed,

DIGMAs (just like advanced access) represent a major

Table 3.3 Disadvantages of DIGMAs for advanced access

� DIGMAs create an additional visit type

� Once backlog is reduced and same-day access is achieved,
keeping DIGMAs full poses an ongoing challenge

� Advanced access would have you spread your visits out, but this
is not so for DIGMAs (where follow-ups can be scheduled as the
physician ideally wants them)

� DIGMAs represent a major paradigm shift and pose many
operational challenges

� Therefore, you must be seriously committed to making DIGMAs
work
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paradigm shift that can create many of its own

challenges—both operationally and otherwise. DIGMA

and PSMA programs are not as easy to successfully imple-

ment as they at first appear to be. They require that all

SMAs be carefully designed, appropriately supported, and

properly run. The one disappointment that I have all too

often experienced with my group visit models is how often

healthcare organizations have failed to properly design,

run, and support them. For example, healthcare systems

all too oftenmake one ormore of the followingmistakes in

that they:

� Use the cheapest or most available SMA team rather

than the best
� Launch prematurely without first carefully designing

the DIGMA and securing the appropriate supports

and facilities
� Fail to develop the quality marketing materials and to

adequately promote the program to patients
� Do not ensure that all sessions are consistently filled,

which is the greatest and most important failure of all

with regard to the success of the program
� Lack understanding as to the many challenges needing

to be addressed when making this important paradigm

shift to group visits
� Fail to fully utilize and optimize the roles of behavior-

ists and nursing personnel
� Do not use Patient Packets, snacks, and other niceties

that enhance the patients’ perception of the SMA

program
� Fail to provide the best possible champion and pro-

gram coordinator (and give them the time necessary to

conduct their vital functions)
� Do not provide all personnel associated with the

DIGMA or PSMA with the appropriate training
� Fail to utilize dedicated schedulers to optimize atten-

dance, etc.
� Fail to use an appropriately trained and skilled

documenter
� Fail to utilize both a medical assistant and a nurse to

increase efficiency and enjoyment
� Fail to understand the basics regarding the DIGMA

model and how to implement it

Therefore, to be fully successful, you must recognize

the extent of the challenges for this major paradigm

shift—and then be seriously committed to addressing

all such issues as they arise in order to make DIGMAs

work for you and your organization. In addition, it is

important to recognize that the increased productivity

that DIGMAs engender can stress the system and

exacerbate any pre-existing system problems—which

can also introduce logistical and operational difficulties

that will need to be addressed.

DIGMAs Enable Patients to Be Seen as Often as

Needed—i.e., Without Follow-Ups Being Stretched out

On the positive side, this fourth point clarifies a philoso-

phical difference that I have with some proponents of

advanced access. These are the proponents who espouse

the tenant that if there is not a strong best practices or

evidence-based medicine rationale for continuing to see

patients on the interval basis that you are using (e.g., such

as seeing diabetic patients every 3 months), then why not

push out their visits (say to every 4 months) and thereby

experience a substantial reduction in demand by these

patients?

As a former patient myself, one who was frustrated by

traditional medical care and wanted both prompt access

to care and more time with my doctors, I originally devel-

oped the DIGMA model in order to increase the amount

of time that patients could have with their doctor and to

provide them with prompt, barrier-free access to high-

quality care. Because of this, I would prefer to see a

different approach taken than to stretch out visits carte

blanche. After all, DIGMAs are highly productive and

efficient—so why not reinvest some of the benefit they

provide into delivering the level of care to your patients

that you would ideally like to offer?

Therefore my position would be the following: If you

feel that you should ideally see that diabetic patient in

4 rather than 3 months, then fine—go ahead and push out

their visit to 4 months. However, if you feel differently—

such as that you ideally would like to see how that patient is

doing in 2 weeks because you just recommended a dra-

matic change in their medication regimen during today’s

visit—then why not go ahead and schedule that patient

into your DIGMA in 2 weeks (i.e., assuming the patient is

willing to attend a group visit) rather than waiting 3 or 4

months? The same would be true for your noncompliant

and/or out of control diabetic patients—i.e., why not see

themmore often rather than less and, at least in the case of

noncompliance (where the group visit format can be super-

ior), why not see them in your DIGMA rather than indi-

vidually. After all, what difference will it make if you

happen to see one extra patient in your DIGMA 2 weeks

from now—say 16 patients instead of 15? Besides, doing so

can help ensure that your future group sessions are filled.

However, let me be clear. I am not suggesting DIGMAs

as ameans of increasing inappropriate utilization of health-

care services. Rather, I am recommending that they be used

for medically necessary visits and to appropriately enhance

the care that we are able to deliver to our patients—so that

we use some of the added capacity they provide to deliver

the level of care that we would ideally like to offer (or, at

least strive to be closer to this ideal than we were before as a

result of our DIGMA group visit program).
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Positive Patient Feedback About Better Access
Persuades Even Reluctant Physicians

Physicians also appreciate the improved access that

DIGMAs can provide, which can motivate some physi-

cians to start one for their own practice, even physicians

who are initially reluctant to do so. An illustrative exam-

ple occurred not long ago when I received a telephone call

from an internist who requested a meeting to discuss the

possibility of starting a DIGMA for her practice. This

physician had previously been adamant about not run-

ning a DIGMA because she felt that the individual office

visits that she was already offering her patients provided

the gold standard of care for her patients. When I asked

this internist what the impetus was for her change of heart,

she stated that she had been shopping that weekend in a

local grocery store when she found herself waiting in the

check-out line behind two women who were having an

animated conversation that she could not help overhearing.

She overheard one woman say, ‘‘Can you believe it? We

were able to get in right away, and then we had 90 minutes

with our doctor—andwe can come back into future sessions

any week that we want to be seen! Wasn’t that the most

helpful and informative medical visit you’ve ever had? And

we didn’t even have to wait for months, like for a short

appointment.’’ The internist added, ‘‘It was like a running

commercial for DIGMAs that did not stop until their gro-

ceries were bagged and these women finally left the store. As

a result, I began to wonder if I might not be missing some-

thing by not running a DIGMA for my own practice. I

couldn’t believe how positive these two women were about

their recent DIGMA experience, and how frustrated they

had been by not previously being able to get in to see their

doctor.’’ As a result, this physician became motivated

enough to try a DIGMA for her own practice—and to

find out that she was actually quite good at running it.

Physicians See More Patients and Patients
Experience a More Relaxed Pace

DIGMAs are counterintuitive in that physicians can see

two to three (or more) times as many patients, yet patients

feel that they have more time and a more relaxed, less

pressured pace of care. This is especially true after the

physician has been running the DIGMA for a couple of

months and has gained some experience and comfort with

group visits. Rheumatologist Thomas Abel, MD, com-

ments on the efficiency benefits and more relaxed pace

of care provided by his DIGMAas follows: ‘‘Because I am

a rheumatologist, most of my patients have painful

chronic ailments—conditions that require long-term

follow-up care and, often, changes in medications. In my

experience, a familiar and often repetitive pattern of educating

patients and addressing their common concerns—for

example, the role and potential toxicity of disease-

modifying agents in rheumatoid arthritis and the impact

of this chronic illness on home and work—can occupy a

major portion of the medical appointment’’ (8).

He goes on to say, ‘‘After seven months of running my

group, I have observed several positive results, not all of

which Iwould have predicted.When one patient’smedical

treatment is discussed, other patients often bring up rele-

vant concerns and helpful suggestions to share with the

group.How often someone has said, ‘You know, I had the

same question, but forgot to ask!’ Patients and family

members who accompany them give emotional support

and testimonials to others present. A trained psychologist

present at the DIGMA can appropriately and expertly

manage the emotional and psychosocial issues associated

with chronic illness.All present at these sessions, including

myself, found the DIGMA setting more open and relaxed

than the traditional office setting, where limited time was

available. The impact onmy schedule and accessibility has

been noteworthy’’ (8).

Some Efficiency Gains Come from the Group

Milieu Itself

In part, these efficiency gains come from the group setting

itself, because of the remarkable efficiency and time-saving

benefits that all properly run group visits offer. Physicians

do not have to repeat the same information over and over

to patients individually, because the physician only needs

to say things once to the entire group (often going into

greater detail) while all present can listen and learn.

Another efficiency benefit of the group experience itself is

the help and support provided by other patients—as well

as the multidisciplinary care delivery team—that is inte-

grated into each patient’s healthcare experience. Also,

group visits can be overbooked according to the expected

number of no-shows and late-cancels, thereby eliminating

the waste of physician downtime due to this vexing pro-

blem for traditional individual office visits.

Other DIGMA Efficiency Gains Come from the

Physician Delegating to the Team

Another, and even greater, source of efficiency gain in the

DIGMA is that physicians can fully delegate to a specially

skilled and trained multidisciplinary team, especially to

the nurse/MA(s), behaviorist, and documenter. Also,

physicians do not have to waste time looking for missing
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equipment, handouts, and forms because the group room

and nearby examination rooms are to be properly

equipped at all times, which is something that the SMA

program coordinator looks after. In addition, physicians

have 90 minutes of uninterrupted time with patients: they

do not have to waste time going from examination room

to office to examination room, or being distracted by

various staff, telephone, and clinic demands.

Foster Some Group Interaction So Patients Feel
They Are Spending 90 Minutes with You

Interestingly, based on extensive personal experience with

over 20,000 patient visits in DIGMAs and PSMAs with

more than 400 providers nationwide (and, more recently,

internationally), it has been my observation that patients

typically leave the session feeling that they have just been

privileged to spend 90 minutes with their own doctor—

and that they do not feel they only had 6 or 7minutes with

their provider. However, this perception requires foster-

ing some patient interaction throughout the session so

that patients are always attentive, engaged, and continu-

ously learning from start to finish.

This was a surprising observation to me in 1996 and

1997 when, as champion and behaviorist, I first started

running DIGMAs at the Kaiser PermanenteMedical Cen-

ter in San Jose, CA. I felt this to be an issue that was

absolutely critical to the success of the DIGMA model. I

would frequently ask patients, both during and after the

session, how they felt about their DIGMA experience,

including how much time they felt they had with their

physician. In addition, I would debrief with patients indi-

vidually afterward, have them complete detailed evalua-

tions of the program, and telephone attendees at their

homes afterward using structured interviews. No matter

what method of inquiry I used, the result was almost

always the same—patients most commonly reported feel-

ing that they were spending 90 minutes with their doctor,

including during the times that the physician was working

with other patients, even if they had different medical

issues—because they were able to listen, share personal

experiences, and ask questions. It was not uncommon for

patients to report that they even received answers to impor-

tant medical questions that they did not know to ask

because other patients did in fact ask these questions—

questions that sometimes turned out to be of great interest

and medical importance to the patient. Therefore, it is

important to always foster enough group interaction in

the DIGMA to keep patients actively involved, however

not too much, as that would slow the group down and

make it difficult to finish on time.

Physicians often have the exact opposite worry. They

feel guilty about imposing on their patients by expecting

them to stay for a full 90-minute DIGMA session, even

though the cycle time for a brief 15- or 20-minute office

visit (i.e., the overall amount of time it takes, from when

the patient enters the clinic beforehand to when the patient

eventually leaves after the visit) is often 90 minutes or

longer. This is because it often takes more than 90 minutes

to register for the individual visit; wait in the lobby until

called; be roomed; have vitals taken; wait in the exam room

until the physician enters; have the actual office visit; get

dressed; schedule any necessary follow-ups; pick up pre-

scriptions; and finally leave the clinic. On the contrary,

what physicians often observe in the DIGMA is that

many patients still want to stay longer even after the ses-

sion is finished, which is why the physician needs to leave

the group room promptly after the session is over. Simi-

larly, the physician not infrequently observes that even

patients who enter the group stating that they need to

leave early often end up staying for the entire session

because they are too interested and involved to leave.

DIGMAs Offer Drop-In Convenience

Patients really appreciate the fact that DIGMAs offer the

convenience of simply dropping in for 90 minutes with

their doctor and some other patients whenever they hap-

pen to have a medical need and want to be seen, without

any barriers to care whatsoever. While not a necessary

component of the DIGMA model (as some physicians

prefer to have all patients preschedule their DIGMA

appointments), it is recommended as it offers a conveni-

ence to patients and enables some patients experiencing

last-minute medical needs to be accommodated in the

highly efficient DIGMA setting. This drop-in conveni-

ence is available to the physician’s patients on a weekly

basis when DIGMAs are held weekly and on a daily basis

when they are held daily. Patients are very appreciative of

this barrier-free access to high-quality care, initially to the

group visits themselves and ultimately (as evermore indi-

vidual office visits are off-loaded onto highly efficient

DIGMA visits, and individual visits are thereby freed up

for patients truly needing them) to improved access to the

physician’s traditional individual office visits as well.

Despite the drop-in convenience that is offered, the vast

majority of patients (perhaps 80–90% once the program is

established, and virtually 100% initially when few patients

know about the program and the fact that they can simply

drop in) will preschedule DIGMA visits just as they do

individual office visits. With DIGMAs, patients do not

even have to schedule an appointment (but most do),
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although they are typically asked to telephone a business

day or two in advance when they do drop in to let staff

know that they are coming. In this manner, census can be

monitored and charts can be ordered (i.e., for systems still

using paper charts), and patients can confirm that the

DIGMAwill in fact be meeting that week, as the physician

will occasionally be away at meetings, on vacation, out ill,

or absent due to a variety of other reasons. It also permits

them to be notified by staff in the unlikely event that the

session needs to be canceled at the last minute for any

reason, such as the physician being ill.

DIGMAs Address Mind and Body Needs

DIGMAs also offer the quality of care benefit of attend-

ing to patients’ mind as well as body needs. This is because

DIGMAs offer more time with the patient’s own doctor,

the professional skills of a trained behaviorist, the assis-

tance of a multidisciplinary care delivery team, and the

help and encouragement of other patients integrated

into each patient’s healthcare experience. Because of

the additional time, plus the help provided by the beha-

viorist and other patients, DIGMAs excel in addressing

the behavioral health, emotional, and psychosocial

needs of patients—needs that often go under-diagnosed

and under-treated in primary care settings, and which

are known to drive a large percentage of all medical

visits.

Properly addressing these mind needs of patients can

substantially reduce demand for individual office visits,

which improves access to the physician’s practice. For

example, appropriately diagnosing and treating patients’

depression and anxiety symptoms would likely reduce

their somatization, doctor shopping, and inappropriate

utilization behaviors. Addressing the frequent psychoso-

cial needs of patients (for which there is neither the time

nor the behaviorist or other patients to help with during

brief office visits) is the right thing to do for our patients

and something that is often better handled in theDIGMA

setting.

DIGMAs Treat Difficult and Demanding
Patients

DIGMAs often work well with difficult, time-consuming,

and demanding patients who are problematic to manage

during brief individual office visits. Consider including

the following types of patients in your DIGMA: inap-

propriate high utilizers of medical services; the worried

well; patients who constantly telephone your office;

patients who place unreasonable demands on you and

your staff; information-seeking patients who bring

numerous articles downloaded from the Internet (articles

they expect the physician to read and comment on during

their brief office visit); and patients who bring lengthy

lists of questions to their visits that they want promptly

answered. Also consider including patients who are non-

compliant, anxious, depressed, angry, and distrustful of

medical care or have extensive psychosocial needs that

require much time, emotional support, and professional

handholding (such as the lonely widow who views the

high point of the week as being her doctor’s visit). All of

these patients have substantial mind needs that should be

addressed, needs that will likely be better and more effi-

ciently handled in theDIGMA (due to the added time and

the help of the behaviorist and other patients) than in a

brief office visit.

By way of contrast, traditional office visits offer barely

enough time for addressing the body needs of patients,

with little if any time left over for the time-consuming

behavioral health, emotional, lifestyle, and psychosocial

issues that patients so often bring to their office visits. Not

only do you not have the time (and possibly the expertise)

for dealingwith such issues during traditional office visits,

but you also do not have the benefits of a behaviorist and

other patients to help with addressing them. This is but

one of the many ways that well-run DIGMAs can both

enhance quality and provide you with an effective prac-

tice management tool.

The behaviorist (often a psychologist or clinical social

worker with group experience and interest in working

closely with the physician and medical patients) can help

in addressing patients’ behavioral health and psychoso-

cial needs, in triaging them into appropriate care, and in

providing the physician with help in diagnosing depres-

sion, anxiety, and substance abuse, conditions that often

go undiagnosed and can result in unnecessary suffering

and high utilization of medical services. In addition, when

time permits, the behaviorist can offer patients some brief

training in stress management and relaxation techniques,

especially during those brief intervals when the physician

is drafting or modifying the chart note or has left the

group room to provide a brief private discussion or

examination.

On many occasions I have witnessed a skilled beha-

viorist detect a lifestyle, psychosocial, or mental health

issue that the physician was hitherto unaware of and

tactfully bring it to the physician’s attention. When this

happens, it is not uncommon for the physician to ask the

behaviorist to discuss the resources that are available to

the patient (e.g., smoking cessation program, diabetes

education class, cognitive behavioral treatment program
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for depression, stress or anger management program, or

community as well as internal resources) during the next

break while the chart note is being completed, although

the physician will sometimes instead choose to start the

patient on an appropriate medication, such as an

antidepressant.

Many Problematic Diagnoses Can Be More
Easily Treated in DIGMAs

Many conditions that physicians often do not relish treat-

ing—such as fibromyalgia, headache, chronic pain, and

irritable bowel—are frequently much more easily handled

in the DIGMA setting, especially when there are related

extensive psychosocial needs. Frankly, I have not found

fibromyalgia, irritable bowel, etc., to be all that difficult

to treat in the DIGMA setting (in fact, many behavioral

medicine programs for headache, chronic pain, etc., are

already group oriented), which is something that often

surprises the physician. This difference can be so pro-

nounced that I have begun to hypothesize that what we

have here might not be groups of patients who are some-

how inherently difficult to treat, but rather a mismatch

between the needs of the patient and the type of service

that we are offering (i.e., brief individual office visits

alone), a situation that DIGMAs can help to rectify

because of the unique combination of benefits they offer

to such patient populations.

Patients Help Patients and Patient–Physician
Relationships Can Be Enhanced

Other quality of care benefits offered by DIGMAs

include the fact that patients help patients with sugges-

tions and support, and the patient–physician relation-

ship can be enhanced. Because of the enhanced accessi-

bility and warm, relaxed atmosphere that properly run

DIGMAs offer, plus the greater amount of time and

patient education available, patients often report an

improved relationship with their physicians. Patients

sometimes comment that the DIGMA enhances the

patient–physician relationship because it increases con-

fidence in their doctor when they see how many different

types of health problems and conditions they are able to

successfully treat in the group setting. Not infrequently,

patients will say something like, ‘‘I now know that no

matter what happens to me, my doctor will be able to

help me.’’ The positive atmosphere of the DIGMA can

be further enhanced by distributing Patient Packets

filled with helpful information and by making healthy

snacks available to patients.

As with all group visit models, DIGMAs provide the

help and support of other patients. Patients share perso-

nal experiences, as well as hope and encouragement with

one another. They share their knowledge of various

internal and community resources that are available to

them and also offer hard-earned pearls of wisdom and

disease self-management skills that they have gradually

gleaned over the years as a result of dealing with their

own health problems. In addition, other patients are

often most helpful in confronting noncompliant patients

about the importance of following the doctor’s medical

advice and recommended treatment regimens. Feeling

accountable to a peer group of fellow patients for

improving one’s lifestyle and adhering to recommended

treatment regimens provides a very powerful incentive to

other patients. In addition, patients gain perspective by

recognizing that they are not alone, that there are others

more severely afflicted, that things could be much worse,

and that there is still much that they are able to do which

others cannot.

DIGMAs Also Help Family Members
and Caregivers

Patients often benefit from having a family member, care-

giver, or support person accompany them to the DIGMA,

and those support persons also benefit by coming because

they can have their questions and concerns addressed by

the patient’s own doctor. In certain cases, such as the male

diabetic with out-of-control blood glucose levels whose

wife does the cooking, it is absolutely essential to reach

the spouse. For this reason, DIGMAs are typically

designed to include patients and their loved ones, care-

givers, and family members, with patients generally invited

to bring a support person to the session. However, be

careful to make clear that while it is certainly permissible

to bring a support person to the DIGMA, it is not accep-

table to bring several (as they can be a group unto

themselves).

Compliance Can Be Increased

In DIGMAs, the support and information provided by

other patients, as well as the professional skills of the

behaviorist, provide huge quality of care benefits to

patients. In addition to their helpful tips, patients often

provide an effective but gentle type of confrontation that
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is most helpful in getting a previously noncompliant

patient to more fully comply with recommended treat-

ment regimens. Others in attendance might have already

experienced the same type of health problem for some

time; taken the same type of medicine that is being recom-

mended; undergone the recommended treatment or pro-

cedure; or made the lifestyle change that the physician is

suggesting to the patient, but which the patient is not

adhering to (quitting smoking, starting an exercise pro-

gram, losing weight, starting on insulin or dialysis in a

timely manner, etc.). Because of their own personal suc-

cess stories, these patients—with whom the patient is able

to identify—are often able to encourage and persuade the

noncompliant patient to more fully accept the physician’s

treatment recommendations in a way that the physician

simply cannot.

Patients also help other patients by making clear the

potential risks that the patient faces through noncom-

pliance and by pointing out that the recommendations

which the physician is making are not as difficult or

unachievable as the noncompliant patient might initially

believe. It is amazing how influential another patient can

be in relieving a noncompliant patient’s anxiety and

resistance when that patient has already successfully

undergone the recommended treatment regimen or life-

style change with benefit (e.g., insulin injections, che-

motherapy, dialysis, thallium treadmill, diagnostic test

or procedure, medication change, exercise, diet, smoking

cessation).

Other patients can also be most helpful in per-

suading the resistant patient to comply with recom-

mended treatment regimens by confronting them

with the long-term consequences of noncompliance.

This is especially true when these patients have them-

selves already suffered such deleterious consequences

because they did not previously comply with the

doctor’s advice, such as the diabetic patient who

has already suffered numerous laser surgeries and

severe loss of vision as a result of not conscientiously

adhering to the doctor’s advice regarding diet, exer-

cise, medications, and self-monitoring of blood

sugars. When such a patient confronts a noncompli-

ant juvenile diabetic (who is saying that he intends to

live his life just like everyone else does, including

eating, drinking, and smoking whatever and when-

ever he wants), the results can be remarkably effec-

tive. I have witnessed this type of interaction several

times, for example, when another patient confronted

a noncompliant juvenile male diabetic patient by lift-

ing up an amputated foot and saying, ‘‘Boy oh boy,

do you ever remind me of myself. Remember when I

used to say exactly the same things to you, Doc? But

don’t be stupid like I was, or this could happen to

you as well.’’ This type of brief interaction, based on

highly emotional shared personal experiences, can be

more effective in persuading the noncompliant

patient to comply with the physician’s treatment

recommendations than hours of theoretical reasoning

and attempts at persuasion on the physician’s part

during traditional individual office visits.

Physicians Often Note Improved Compliance

in Patients Who Attend Their DIGMAs

In discussing the impact of her DIGMAs on her practice,

endocrinologist Lynn Dowdell, MD, addressed the bene-

fits that the program offered to her noncompliant

patients: ‘‘To optimize the utility of my DIGMA, I routi-

nely invite every patient (for whom it is appropriate)

whom I see during an individual appointment to have

their follow-up visit with me be a group visit. . . .I espe-

cially strive to refer my resistant and noncompliant

patients (e.g., those who resist taking insulin or who

have high HgA1C levels) to group because I have found

it especially useful for helping these patients to make the

lifestyle changes necessary to better control their diabetes.

The health psychologist and the encouragement, support,

and gentle confrontation of other patients in the group

with similar conditions are invaluable for breaking

through denial and persuading patients to comply with

recommended medical advice. Overall, I have found my

DIGMA group a valuable addition to my practice both

by giving my patients more accessibility to me and by

enabling me to deliver better service and follow-up

care. . .Because more time is available and the setting is

more relaxed, myDIGMA lets me answer questions more

fully and for many of my patients at once. . .After indivi-

dual consultations, I frequently use my DIGMA as a

follow-up visit to discuss with patients the results of lab

tests that I have ordered, to more closely monitor patients

in a timely way, to order future tests, or to change med-

ications as needed’’ (8).

Dr. Dowdell also adds, ‘‘In addition, patients in group

frequently provide more helpful information to each

other than I could. For example, one patient who had

many questions about an upcoming adenosine thallium

test was able to get a good idea about what it was like

from others in group who had already undergone the

same test. Similarly, many Type 2 diabetes patients who

need insulin resist complying with medical advice out of

fear. My DIGMA has proved especially helpful by pro-

viding these patients not only with the necessary informa-

tion, encouragement, and support but also with reassur-

ance from other patients already taking insulin that

insulin injections are not as frightening as they might
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seem. Compliance with recommended medical regimens

is thus improved. . ..Similarly, an anxious male patient

who was about to have pituitary surgery met another

male patient in group who had the same procedure the

previous month and gave a great deal of reassurance and

firsthand information about the procedure and its after-

math. This help dramatically relieved the patient’s worry

and concern about the upcoming procedure’’ (8).

In another example, when one patient inquired in a

DIGMA what needed to be done next regarding her

angina, she strongly resisted the physician’s suggestion

that the next step should be a thallium treadmill. How-

ever, she was immediately persuaded to undergo this test

when another patient explained exactly what it was like

when she took it, pointed out that the doctor and nurse

are there, and reassured her that it was not nearly as bad

as she was imagining. This patient said, ‘‘The doctor’s

there. They’ll talk you through it. You’ll feel short of

breath at first, but that only lasts around 30 seconds—

and then it’s OK. Everything will work out just fine, and

it’s not as nearly as bad as you might think.’’ As a result,

the patient promptly changed her mind and agreed to the

recommended procedure in a timely manner. This is but

one of countless examples that I have personally wit-

nessed wherein the DIGMA group setting has helped

to increase compliance with recommended treatment

regimens.

The Group Can Provide Critically Important

Reassurance

As an example of another type of benefit that the group

setting has to offer, consider the inconsolable female

patient who was tearful, despondent, and consumed by

guilt over her belief that the medication she had taken for

her rheumatologic pain caused her to miscarry a cher-

ished and desperately wanted baby after years of trying

unsuccessfully to become pregnant. Repeated efforts by

the physician during previous individual office visits had

failed to either assuage the patient’s guilt or reassure her

that miscarriage often occurs naturally for a variety of

reasons. In addition, the physician had been unable to get

the patient to understand that this was not an expected

side effect of the medication she was taking. However, the

needed reassurance was promptly forthcoming during the

first DIGMA session that the patient attended when

another patient told her that she had been on the same

medication throughout adulthood, had borne three

healthy children without a miscarriage, and did not

believe that the medication caused the miscarriage. The

patient’s relief was dramatic, immediate, and almost

palpable.

In discussing his rheumatologyDIGMA, rheumatologist

David Grannovetter, MD, said, ‘‘Simply put, its better care!

The groups have a wonderful healing energy about them

that is not only helpful to patients, but also gives me hope in

general for our ailing healthcare system’’ (9).

In this same article, nephrologist William Peters, MD,

states, ‘‘I believe that this model brings the human

element back into healthcare. By providing a type of

psychological management of medical illness that has

not previously been available to physicians in traditional

one-to-one office visits, the DIGMA more efficiently

addresses psychological issues such as denial and non-

compliance’’ (9). In a separate article, Dr. Peters adds

that his nephrologyDIGMAhas ‘‘. . .benefited my patient

population in substantial ways in terms of relieving their

psychosocial stress related to their end-stage renal disease

care, as well as providing them with the means to have

closer contact with me in a therapeutically beneficial

way. . .I would put this type of programs above the stan-

dard-of-care that the community offers’’ (10).

The Occasional Miracle Patient Provides Inspiration

and Hope for All

Patients also appreciate another benefit of DIGMAs that

is not easily provided by traditional office visits: the

inspiration and realistic hope provided to the entire

group by the occasional miracle patient. For example,

the kidney patient attending the nephrology DIGMA

who had been receiving dialysis treatment for more than

30 years and was still working and traveling, as well as the

pancreatic cancer patient in an oncology DIGMA who

was still living life fully and doing well a full 5 years after

diagnosis and treatment, provided remarkable degrees of

inspiration and hope to all fortunate enough to be in

attendance. In fact, by the time this dialysis patient of 30

years finished talking about what dialysis was like in the

early days (i.e., the long tubes filled with blood, the cold-

ness of the returning blood and the hypothermia that one

felt, and the lottery that one needed to first go through in

order to have this cherished chance at survival), all pre-

sent felt more accepting and less aggrieved by the incon-

veniences of the dialysis procedures that they were now

undergoing.

Or consider the remarkably positive impact on the

group that a patient can have who is: now living a rela-

tively active life after receiving a recent liver transplant;

able to discontinue dialysis after having received a kidney

transplant; or doing well in her late 50s, despite dealing

with type 1 diabetes throughout her life. All of these

patients can provide a wonderful healing balm to all pre-

sent at the DIGMA session.
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DIGMAs Provide Greater Patient Education
and Attention to Psychosocial Issues

One of the great patient benefits of a well-run DIGMA

program is the remarkable amount of patient education

that can be provided during this 90-minute shared medi-

cal visit. While the physician works with each patient

individually in the DIGMA and PSMA group session,

other attendees are able to listen, ask questions, and learn.

Not infrequently, physicians will use educational props

andmaterials, various anatomical models and charts, and

an assortment of educational handouts to help get impor-

tant points across to their patients in the DIGMA and

PSMA settings (Fig. 3.1). Properly run DIGMAs provide

effective medical treatment in a relaxed and informative

setting—along with the information, encouragement, and

support that patients and their families need for living

their lives as fully as possible, despite their illnesses. As the

physician goes around the group room sequentially

addressing the unique medical needs of each patient indi-

vidually, all present are able to listen, interact, ask ques-

tions, and learn.

Because others in attendance often have the same con-

dition as the patient (often other patients who have

already been dealing with the disease for a longer period

of time), a unique opportunity is provided for the patient

to meet, ask questions of, and discuss important issues

with somebody else who is similarly afflicted—both

within and outside of the DIGMA setting. DIGMAs

also provide physicians with an opportunity to confront

any misinformation that patients might have gleaned

from the Internet or from friends and family. This is

important because there sometimes are deeply rooted

mistaken medical beliefs that are either cultural or famil-

ial in nature which need to be addressed, as they could

otherwise deleteriously affect the patient’s health.

The group setting releases patients from the isolation

and power disparity of individual office visits. While

incorporating most aspects of a traditional office visit,

DIGMAs provide more integrated, holistic care by also

dealing effectively with patients’ psychological, emo-

tional, and behavioral health needs—needs that are

known to drive a large proportion of all medical visits

and cannot usually be adequately addressed during the

brief time span offered by an individual appointment

(11–13). Everyone can benefit from the greater patient

education and attention to psychosocial needs provided

by the shared group experience, the additional time spent

with the physician, the professional skills of the behavior-

ist, the advice provided by the nurse/MA, and the encour-

agement and helpful tips offered by other patients.

Physicians Can Glean a Different Type
of Medically Important Information

It is not uncommon for physicians to leave the group

commenting on how much they found out about their

patients during the DIGMA session—information that

they never knew, even for patients they had previously

followed for many years. Because patients are often more

open in the group setting than in traditional one-on-one

office visits, which is quite surprising to many, it is not

uncommon for patients to bring up and discuss certain

types of issues in the DIGMA that they might not have

previously disclosed to their doctor during prior indivi-

dual office visits. This is especially true when other

patients bring up subjects that the patient is denying or

minimizing, or when they discuss their own highly perso-

nal issues (such as vaginal discharge, menstrual problems,

erectile dysfunction, depressive symptoms) that the

patient also happens to have, but has been reluctant or

too embarrassed to bring to the doctor’s attention.

Although physicians worry about missing something

important in group, they often learn more. The question

could be how much is already being missed during tradi-

tional office visits? Because a different type of informa-

tion is often disclosed in the DIGMA setting than is

revealed during individual office visits, physicians can

sometimes receive different type of medically important

information from the DIGMA than from traditional vis-

its, the result being that physicians will likely learn the

most about their patients when they offer both individual

and group visits in their practice.

Fig. 3.1 In DIGMAs and PSMAs, the physician often enhances
patient education by using a variety of educational materials, charts,
anatomical models, and handouts while addressing each patient’s
health issues in turn so that all are able to listen, ask questions, and
learn. (Courtesy of Dr. Thomas Morledge, Men’s Primary Care
Physicals SMA, Cleveland Clinic, Cleveland, OH)

80 3 DIGMAs: Strengths, Weaknesses, and Real-Life Examples



DIGMAs Can Reveal Previously Undetected Symptoms

That Are Denied or Minimized

Sometimes medically significant symptoms are minimized

or denied by the patient (such as critically important

cardiovascular symptoms), but are revealed to the physi-

cian for the first time after somebody else first brings them

up in the group setting. Of course, not all patients will be

as open in the group setting—and some will even opt to

not attend. Furthermore, for patients to be so open dur-

ing group sessions, it is imperative that the physician be

comfortable with such personal discussions in the group.

For example, if the physician is uncomfortable discussing

erectile dysfunction or menstrual problems during the

group, then this will certainly act as a damper to patient

openness with regard to such discussions in the group

setting.

It is not uncommon for a patient to say something in

the group setting such as, ‘‘I didn’t feel comfortable bring-

ing this up in our last office visit, doc; however, I feel safe

with these fine people here. . .’’ and then go on to discuss

some of the most personal and intimate of topics. As a

result, DIGMAs often provide physicians with a different

type of information about their patients than is revealed

during traditional office visits, additional information

that can sometimes be medically important and most

helpful to the medical decision-making process.

For example, when one patient recently discussed hav-

ing chest pressure and shortness of breath on exertion

during a PSMA for intake visits, another patient

(who had already had his physical examination, and

whose medical issues the physician had already addressed

in the interactive group segment of the PSMA, which is

basically a small DIGMA) chimed in by saying, ‘‘You

know, now that you mention it, I’ve been having the

same symptoms as you.’’ Subsequent follow-up tests

(which were ordered as a result of this belated disclosure

during the group) revealed that one of this patient’s major

coronary arteries was 90% occluded. The physician later

told me that, without the group, he would never have

known this critically important medical information

about this patient, and a heart attack in the not-too-

distant future would have been the likely outcome.

Interestingly, during that same intake PSMA session,

another patient whom the physician had already finished

working with (a patient from out of the area who was new

to the physician’s practice) also disclosed for the first time

that he had also previously experienced similar symptoms

before he received his heart stents. Because this patient

did not mention his heart stents to the physician (and

had also failed to report them on the detailed health

history form he had previously filled out), the patient

was asked why he had cardiac stents. He replied that he

had a serious heart attack 3 years ago—in fact, he had

been unconscious for 3 days and was later told that he

nearly died—but that he had forgotten to mention it to the

physician.

In another example, one patient who had been quiet

throughout most of a rheumatology DIGMA session

casually mentioned (i.e., when others were complaining

about the fatigue they were experiencing from their var-

ious rheumatologic conditions and from steroid withdra-

wal) that he would like the physician to prescribe a pep

pill to give him energy. When asked about this request,

the patient indicated almost indifferently that he had been

fatigued a lot lately—especially with any minor exer-

tion—and was having painful sensations in his chest and

difficulty in breathing. As a result, this patient was given a

stat cardiac work-up and not a pep pill. It turned out that

he actually had advanced coronary artery disease; how-

ever, he had been in denial and was completely oblivious

to the potential severity of the symptoms he was experi-

encing—symptoms that he had not brought up during his

most recent individual office visits.

Similarly, another patient, who was noncompliant and

in denial about her diabetes, nonchalantly entered an

endocrinology DIGMA because of the excellent access it

afforded. This patient sheepishly requested a prescription

for glasses, stating that she hated to waste the doctor’s

time on such a trivial matter. She stated that she had come

today only because it was so easy to just drop in, adding

that she ‘‘. . .never would have bothered to schedule an

appointment for something as minor as this.’’ Because

vital signs and finger stick blood glucose levels were rou-

tinely taken for all diabetic patients at the beginning of

each endocrinology DIGMA session, this patient’s blood

glucose level was discovered to be over 900 mg/dL.

When confronted with this finding, she indicated that

she had decided to live just like anybody else—to eat what

she wanted, party when she felt like it, and drink when she

was in the mood. While her out-of-control blood glucose

levels were a complete surprise to the patient, detection of

this condition allowed immediate emergency measures to

be taken and for stern warnings to be given by the physi-

cian, the behaviorist, and the other patients. If it were not

for the DIGMA, this patient would likely have gone for

some time without realizing how out of control her dia-

betes was, possibly causing herself severe and irreversible

damage.

Patients Sometimes Reveal Misuse of Medications

In a recent cardiology DIGMA, one patient was discuss-

ing how discouraged he felt because the angina he was

experiencing was severely limiting his ability to function
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and enjoy his everyday life. He described how he used to

relish jogging 4 miles or taking a 100-mile bike ride in the

coastal mountains of northern California but lamented

that he was now very frustrated because he wasn’t even

able to walk one city block without experiencing chest

pains, shortness of breath, and fatigue. While he was

speaking, another patient in attendance immediately

broke into the discussion and asked, ‘‘If you want to

take a walk, why don’t you just go out and take one?’’

He said that he couldn’t because of his severe chest pains.

The second patient went on to state that she also had

angina, but loved to dance and therefore went dancing

every weekend. In fact, she stated that she closed the bar

down every Saturday night at 2 a.m. When asked by the

behaviorist how she managed to go dancing each week

despite being so physically limited by her angina, she

responded that she simply took a nitroglycerine tablet on

the drive over to the bar and that she then danced until her

chest pains became too severe to continue dancing. When

this happened, she would simply excuse herself and go to

the ladies room, where she would take another nitrogly-

cerine tablet and wait for the angina to subside, after which

she would go back onto the dance floor and resume dan-

cing until her chest pains re-emerged. She continued this

process over and over throughout the evening but, as she

noted with pride, she was able to continuing dancing until

the bar closed at 2 a.m.

The cardiologist had no idea that the patient was using

the nitroglycerine she had been prescribed in this manner

and likely would have never known about it through

individual office visits alone. Of course, on hearing this,

the cardiologist was able to discuss how to take nitrogly-

cerine more appropriately, plus was able to make other,

less risky treatment recommendations to the patient

regarding her lifestyle. This example illustrates the differ-

ent types of information that physicians often obtain

about their patients in the DIGMA setting. Because of

the informal setting, the experiences being shared by other

patients, and the greater amount of time available, some

of the information gathered on patients during DIGMAs

can be quite different from that which is disclosed during

traditional office visits.

X-rays Can Be Ordered During Group on a Stat Basis

X-rays represent but another example of how DIGMA

sessions can be max-packed for the patient’s benefit and

to reveal additional information promptly to the physi-

cian. Because of the extended length of the appointment,

patients can sometimes be sent out of theDIGMA to have

necessary X-rays taken during the session so that the

physician can later read them before the session is over.

However, this approach will obviously only work in sys-

tems that can provide X-rays on a stat basis. A recent

family practice DIGMA at which I was the behaviorist

was quite unusual in that three different patients were

referred out for X-rays during the early part of the ses-

sion. All three of these patients returned less than

45 minutes later and had their X-rays read by the physi-

cian on a light box in the group setting (although some

systems sendX-rays electronically or just send the report),

which was something that other patients also found very

interesting, because patients seem to like seeing what their

insides look like. In addition to X-Rays, other things

(such as echocardiograms and removals of ear wax) can

sometimes also be ordered during the DIGMA on a stat

basis and reviewed before the session is over.

Patients Can Get Answers to Questions
They Did Not Know to Ask

Another quality of care benefit that DIGMAs offer is that

other patients in the session often ask questions that the

patient never thought to ask, but the answers to which are

medically important and helpful to the patient. Patients

sometimes leave the DIGMA stating that the answers they

heard to importantmedical questions they never knew to ask

provided one of the most helpful benefits which they derived

from the session. Patients often find this information to be

both interesting and helpful and sometimes describe this

aspect of their DIGMA experience as being similar to a

mini-medical school class taught by their own doctor.

What types of issues are patients willing to discuss in a

group? Patients often enter the group feeling alone and

asking, ‘‘Why me?’’ However, they soon come to see that

there are many others who share similar issues, some of

whom are even much worse off than they are. While many

physicians fear that patients will not be as open in the

group setting as they are during traditional one-on-one

office visits, actually the opposite is often true. A 2000

article in the Minneapolis Star Tribune quotes Dr. Mark

Attermeier (a family physician at Luther Midelfort Mayo

Clinic in Eau Claire, Wisconsin, who started a DIGMA in

1999) as follows: ‘‘Most doctors say the same thing:

Nobody believes that it could possibly work. . .But it

works very well. . . I’ll talk about everything. . .People

come in and talk about erectile dysfunction, sexual side

effects. . .That’s what groups do. They give permission for

people to talk.’’ The article goes on to say, ‘‘Colleen Skold,

a psychologist who helps run group visits at Luther

Midelfort, agrees. ‘You’d just be surprised, I know I was,

at howmuch patients are willing to talk in front of others,’

she said.’’ Pointing out that the DIGMA idea is catching
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on around the country, the article concludes by stating,

‘‘Attermeier says his patients do have something in com-

mon: humanity. They may have different problems, he

said, but the issue of how to cope is the same. ‘I want

people to see that we’re all in this mess together’ ’’ (14).

DIGMAs Can Help Underserved
and Overlooked Patients

Physicians can use DIGMAs to reach out to underserved

and overlooked patient populations, thus enabling them

to provide important follow-up care to patients who have

previously fallen through the cracks in the individual

office visit paradigm. This is important because, due to

backlogs, rushed visits, access problems, busy physicians,

and overworked staffs, there is seldom the necessary time,

inclination, energy, or capacity with traditional office

visits to reach out and provide additional services to

those high-risk patients whose needs are not being ade-

quately met by the system.

For example, physicians can reach out to inappropri-

ately low utilizers in their practices (one example might be

those patients who have not been into the office for more

than 2 years) by asking the dedicated scheduler attached

to the DIGMA to telephone and invite enough such

patients to fill a DIGMA session and have a ‘‘get to

know each other and bring your injections and health

maintenance current.’’

Along similar lines, the physician could ask the dedi-

cated scheduler to telephone enough diabetic patients

from his or her practice who have not been into the office

for more than 6 months to fill a DIGMA session dedi-

cated to ‘‘seeing how you are doing and checking your

blood glucose levels.’’ Likewise, patients that the physi-

cian has started on psychotropic medications—but who

have not been back to the office for over a year—could be

called by the physician’s scheduling staff (or the dedicated

scheduler) and asked to attend a DIGMA session to see

how they are doing, so that they can be reevaluated and

have their medications re-checked.

DIGMAs can also be designed to efficiently and cost-

effectively reach out to other underserved or overlooked

patient populations, such as the homeless, the uninsured,

the urban poor, street or drug-involved patients, under-

served minorities, inappropriate underutilizers, and possi-

bly even some underserved geriatric patients on Medicare

or Medicaid (because, as demand overwhelms supply, ger-

iatric patients are likely to become increasingly under-

served over time as baby boomers age and geriatricians

continue to leave the field in droves). By enhancing capa-

city and reducing demand—and by promptly intervening

and better addressing the medical needs of these under-

served patient populations—DIGMAs can increase qual-

ity to such patients by earlier detection, updated health

maintenance, and readily accessible care (all of which can

reduce the likelihood of adverse health risks in the future).

By intervening in a timely manner and keeping a chronic

health problem from escalating into a costly medical emer-

gency, DIGMAs can help to reduce the future cost of care

for these underserved, high-risk patient populations.

Some Things Can Be Done in DIGMAs That
Cannot During Traditional Office Visits

There is no doubt that, for the most part, patients really

like group visits, especially when they are properly run

and supported. However, what is surprising to many is

the fact that some things can be done in the group setting

that cannot be done individually. Despite the fact that

many physicians believe that the traditional individual

office visit model of care in which they were trained and

have been practicing is the best possible type of care, there

are some things that can be done in aDIGMA that simply

cannot be easily done during individual office visits.

Consider, for example, the busy, backlogged endocri-

nologist who has run DIGMAs almost daily in his prac-

tice, some of which are heterogeneous and open to most

patients in his panel while others are quite homogeneous.

Because he has such a large and busy practice, and one

that covers a substantial geographic area, he is able to also

run and fill some highly specialized homogeneous

DIGMAs—such as a pediatric insulin pump group.

These children often feel different. They might be ostra-

cized or made fun of by other children because they

cannot eat or exercise like other kids or because they are

the only kids in school with an imbedded medical device.

When he brings these children together from many

schools covering three counties in his pediatric insulin

pump DIGMA, there is instant bonding between them.

At the beginning of the DIGMA, he tells the parents to

go to the lobby and have their own support group—and

then tells the children to check their own blood glucose

levels. Immediately afterward, he tells them, ‘‘I have a

special surprise for all of you. Last night, I made home-

made cinnamon rolls for each of you to enjoy.And, the one

of you who is closest to 150 on your blood glucose level 1½

hours from now gets these two tickets to the theater this

weekend.’’Well, that is an extraordinarily pleasant surprise

for these young patients (for whom a doctor’s visit has

more oftenmeant being stuckwith a needle than a pleasant

experience), who are suddenly and attentively calculating

their carbohydrates and bolusing their insulin pumps. At
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the end of one session, a fifth-grade girl beat all the other

patients, including some high school students.

The endocrinologist later commented that this was a

quantum leap forward in the care that he was able to deliver

because, in the rush of brief 15-minute office visits, he can

barely say all that he needs to say. He does not know if the

patients really understand what he is saying—and certainly

cannot tell whether his patients are able to operationalize

what he is telling them. However, in the pediatric insulin

pump DIGMA he is able to see firsthand who understands

(and is therefore able to keep their blood glucose level under

tight control after a carbohydrate bolus) and who does not.

He could even institute a buddy system wherein the young

type 1 diabetic patient who gets it and is able to tightly

manage his or her blood glucose level could be paired off

with the child who does not. In fact, they could even contact

each other outside of the group from time to time to help

one another and see how the other is doing.

Furthermore, the patients in the group are all listening

and learning throughout the entire session as the endocri-

nologist is sequentially workingwith one patient at a time in

the DIGMA setting. How could you accomplish all of this

during an individual office visit? Yet, all this can readily be

accomplished in a well-run DIGMA with relative ease.

DIGMAs Offer More Timely Follow-Up Care

Patients can typically be seen in the DIGMA any week

they have a medical need and want to be seen (or any day

of the week, for physicians running daily DIGMAs),

rather than being restricted to care by wait-lists, backlogs,

and bottlenecks in the physician’s regular office schedule.

This improves access, at least for group visits, and trans-

lates into closer follow-up care being available to patients,

as they can now schedule return appointments in a more

timely manner. This improved access to group visits

enables timely follow-up visits to be scheduled according

to what the physician feels is best and most appropriate

for the patient, without being limited by when the next

individual follow-up appointment happens to be avail-

able on the physician’s schedule, which might be weeks

or months away. An additional benefit of this increased

capacity on the physician’s schedule is that continuity of

care with one’s own physician can often be increased

because patients no longer need to be shunted off to

mid-level providers in order to be seen.

In the extreme case of one heavily backlogged endocri-

nologist who began offering daily DIGMAs in his prac-

tice, he was able to offer his patients a 90-minute group

visit any day they wanted to be seen as an alternative to

initially waiting almost 6 months for the next available

brief individual office visit. Soon, because so many fol-

low-up visits were shifted to highly efficient group visits,

individual office visits also became much more available

to patients. Eventually, because access was improved and

backlogs and wait-lists were eliminated, this physician

was able to follow his patients as closely as he ideally

wanted to. For example, he could even see them the

following week if needed in order to see how they were

doing after a major change had been made to their med-

ication and/or treatment regimen.

DIGMAs Provide High Levels of Patient
Satisfaction

Patient satisfaction has been repeatedly determined to be

very high with the DIGMA model—often even higher

than for individual office visits with the same physicians

during the same time period. As a result of patient satis-

faction being so high, physicians often witness a great deal

of laughter among patients in their DIGMA (and PSMA)

sessions (Fig. 3.2). The interested reader can find studies

reflecting the high levels of patient satisfaction with

DIGMAs in Chapter 9 on outcomes.

The following are but a few of the hundreds of examples

of positive responses that I have received from patients

over the years regarding their positiveDIGMA experience:

� ‘‘I realize that I am not the only person with my type of

problems. Dr._____ is very knowledgeable of each

patient’s problems and needs. Listening to other

patients’ questions helps me to remember questions

that I forgot to ask.’’

Fig. 3.2 Patient satisfaction with group visits is very high. Physi-
cians often witness a great deal of laughter in their DIGMA and
PSMA sessions. (Courtesy of Dr. Jan Millermaier, Women’s Pri-
mary Care PSMA, ProMed Family Practice, Kalamazoo, MI)
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� ‘‘It is very beneficial because questions you haven’t

thought of are addressed so that you’ll know what to

do if these things happen to you in the near future. It

was very good and I was very satisfied.’’
� ‘‘Good to have both a doctor and a social worker

present in order to better communicate in layman’s

terms. I like the ‘teaching’ of preventative medicine

approach of these shared medical appointments. I

give it a ‘10’ overall.’’
� ‘‘You don’t have to wait 3 months for an appointment

with your own doctor. The doctor and staff were quick

to resolve a problem with patient services that had

been ongoing for a month. The visit overall was a

comfortable experience with a more relaxed atmo-

sphere than staring at four walls of a small room wait-

ing for the doctor.’’
� ‘‘I was apprehensive about doing a two-part physical,

but I enjoyed listening to others speak as well and

thought of things that I wouldn’t have thought of

otherwise. I would definitely recommend this to other

patients, friends, and family members. I got in right

away and was pleasantly surprised considering

I wasn’t looking forward to it at all.’’
� ‘‘I recommend it for non-emergency, chronic health

problems and plan to return. The presence of others

with similar problems makes discussion with the doc-

tor easier. I learned from listening to the others. An

hour and a half seems just right. The atmosphere was

relaxed and friendly.’’
� ‘‘We all had plenty of time to talk and share. There’s a

great benefit in sharing all the information. The

appointment length was perfect. It is great sharing

with others. One feels not alone with their issues.’’
� ‘‘My concerns were addressed very well. I went because

of curiosity and with my several minor concerns. I was

quite pleased that this type of service is available.

I hope it continues.’’
� ‘‘I was so much better off than the rest of the patients

that it improved my confidence. . .I learned a lot listen-

ing to the other patients. So I enjoyed the visit and

learned a lot!’’
� ‘‘If one is interested in overall health improvement for

people, it is definitely educational. The fact that it is

optional is good. . .It was helpful and something I

would certainly try again. Great job of having infor-

mation needed with no delay, using time well. Good

preparation.’’
� ‘‘It was very nice to be with other people who have the

same illness. I felt like the people there could under-

stand my problems whereas other people have no idea

what I’m going through. They are even on the same

medicine. I also learned more than I would have in a

short regular visit.’’

One example of how well the DIGMAmodel is able to

meet patients’ informational, behavioral health and psy-

chosocial needs occurred when both rheumatologists at a

large staff model HMO (one of whom specialized in

fibromyalgia) simultaneously started rheumatology

DIGMAs for their practices. Immediately after their

inception, these two rheumatology DIGMAs drew vir-

tually all of the patients from a previously successful

fibromyalgia and chronic fatigue syndrome program—a

behavioral medicine program that had been successfully

running for over 2 years—which caused the program to

fail immediately thereafter due to lack of census. In this

program, which had previously been well attended by 10–

15 patients each week, only 1 or 2 patients still attended

once the rheumatologists started their DIGMAs.

These fibromyalgia patients simply preferred the venue

of the DIGMA. When asked why, the answer they gave

was a simple one: In the DIGMA they still received

information about their condition, had the help of a

psychologist, and obtained support from other

patients—just as they had also received in the fibromyal-

gia and chronic fatigue syndrome program that they pre-

viously attended. However, they added, in the DIGMA

they also had 90 minutes with their own doctor any week

that they wanted to be seen and that, for them, this was

the deciding factor.

Family practitioner Monica Donovan reports on her

DIGMA as follows: ‘‘I believe that attending the group

sessions can help people to build on their strengths, to pay

closer attention to the positive aspects of their lives, and

to make their medical care a more pleasant experience’’

(9). In another article, she states, ‘‘I actually enjoy the

groupmore that I thought I would. Patients also enjoy the

group. One patient who came to group was an obese lady

with a traumatic hemipelvectomy and phantom limb

pain. Because she was not highly educated, I was not

sure how much of what transpired in group was directly

relevant or understandable to her. To my surprise, she

enjoyed the group very much. Perhaps the overall warm

and accepting atmosphere was what she liked’’ (8).

DIGMAs Can Enhance Physician Professional
Satisfaction

In an article in The Permanente Journal, Joseph Mason

Jr., MD (who was then Subchief of Oncology in the

Department of Medicine at the Kaiser Permanente Med-

ical Center in San Jose, California, and Chair of the

Northern California Kaiser Regional Chiefs of Oncol-

ogy), reported on the enormous success of his DIGMA:

‘‘One of the biggest and most pleasant surprises of my
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medical career has been my experience with my Cancer

DIGMA, which has provided a totally new type of service

for my cancer patients. It is very popular among my

patients, who receive a kind of support and education

not easily possible within the confines of an examination

room and brief individual visit. My patients routinely

report to me their great satisfaction with the experience.

As you can see, my DIGMA benefits my cancer patients

in many ways. It improves their access to me by providing

a weekly time when no barriers exist (not even a phone

call) between them and me. It also gives my patients an

opportunity to share their experiences and validate their

predicament’’ (9).

In another article in which physicians actually running

DIGMAs were asked to evaluate the overall impact that

the program had on their medical practices (8), Dr.

Mason stated still other unique benefits that his oncology

DIGMA offered: ‘‘Emotional support is offered from the

group’s leaders and from other group members. Patients

share much with each other—commiseration, helpful

hints for coping with the burdens of treatment, recom-

mended reading, and sources of supply for various items.

Anger with, and distrust of, the health plan can be

addressed and defused. . ..At times, the group has made

progress that probably would never have occurred in a

private office session, no matter how much time was

available. For example, one of my patients recently diag-

nosed with colon cancer was having a difficult time decid-

ing about adjuvant chemotherapy. He had a clear under-

standing of the potential benefit of the treatment, but

could not get a handle on the potential toxicity burden it

might entail. Another patient was already receiving the

same treatment and was able to provide a very helpful

firsthand account. Their discussion allowed the new

patient to make a better-informed decision than would

have been possible otherwise.’’

Dr. Mason goes on to say, ‘‘Anger and frustration

seem to be expressed more openly and naturally in my

group because patients feel comfortable and safe there.

This situation can often lead to accelerated resolution of

related problems. For example, at one group session, two

recently diagnosed cancer patients were both feeling con-

siderable anger and were very vocal about expressing it

from the very beginning of the session. By experiencing

each other’s anger and frustration—and by seeing the

reaction of the group—they came to understand that

their plight was common and that their anger about

their misfortune was being displaced toward their physi-

cians and healthcare system. What could have taken

hours over multiple office visits was handled within

about 20 minutes in the group’’ (8).

In an article in The Permanente Journal, neurologist

Rajan Bhandari reported, ‘‘From a professional

standpoint, I feel more satisfied in being able to meet

both the medical and psychosocial needs of my patients

in a very warm and relaxed environment. Having the

drop-in format empowers patients by giving them free-

dom of choice’’ (9). In a different article, he reports on a

professionally satisfying situation that actually occurred

during one of his DIGMA sessions.

‘‘One young woman had refractory complex partial

and generalized major motor seizures since early adoles-

cence. She had declined the epilepsy surgery offered to

reduce the frequency and intensity of her major motor

seizures. Her seizures had increased despite the patient’s

use of three antiepileptic drugs. Because she felt she could

no longer work and feared that she would have a seizure

in a public or social environment, she mainly stayed at

home with her parents. When invited to attend my

Neurology DIGMA, her initial reactions were panic and

anxiety, but she and her very supportive mother even-

tually agreed to visit. About 20 minutes into the group

visit, she had one of her fairly typical seizures, falling off

her chair as several patients and I reached over to support

and comfort her. After a few minutes, she became fully

conscious albeit drowsy and confused. The silence in the

room concerned me: What impact would this event have

on her and the others? Did I do the right thing by inviting

her? I could see the pained expression on her mother’s

face’’ (8).

Dr. Bhandari continued, ‘‘My fears were soon allayed

as the patient rubbed her eyes, smiled quizzically, looked

around the room, and said, ‘I guess I won’t have to tell

you what I see Dr. B for!’ The whole room burst into

laughter. It was the best line she could have used to break

the ice. The verbal and emotional support from other

patients in the room, which she tells me has raised her

self-esteem, clearly helped her overcome the fear and

shame she felt about her illness. From my perspective as

her neurologist, I can’t imagine any other therapeutic

endeavor—including prolonged psychotherapy—that

could have achieved this outcome so quickly. From the

perspective of the patient and her family, it would be hard

to put a price on this group experience. She continued to

visit the group about every four months and remained

optimistic despite no clinically significant reduction in

seizure frequency’’ (8).

With regard to the professional satisfaction that he

derives from his DIGMA, C. Gregory Culberson, MD,

states the following: ‘‘My neurology DIGMA has been

the most satisfying new innovation brought to my prac-

tice during my 20 years with The Permanente Medical

Group in San Jose. . ..The results have easily surpassed

my expectations. Patients’ acceptance has been gratifying,

both because of their expanded access to me as their

neurologist and because of their positive experiences
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within the group. . .Patient satisfaction is high because

patients and their caregivers leave with the knowledge

that their medical issues have been addressed comprehen-

sively, and without the time pressure that sometimes

intrudes into the routine office visit. . .. Many patients

have commented that the availability of my weekly

group has given them the message that we are here for

them and that they need not worry about receiving insuf-

ficient attention or about being a bother’’ (8).

Major Weaknesses of the DIGMA Model

In addition to its remarkable strengths, the DIGMA

model also has its weaknesses. Most prominent among

these are: (1) the model’s reliance on the professional

skills of the champion, program coordinator, and beha-

viorists; (2) the need to consistently meet pre-established

census requirements; (3) the additional personnel require-

ments required (behaviorist, nursing personnel, docu-

menter, and a dedicated scheduler); (4) facilities needs

for a large group room capable of seating 20–25 and

nearby examination room that is properly equipped; (5)

the long list of additional support requirements (such as

high-level administrative support, Patient Packets and

snacks, quality promotional materials) that must be met

for DIGMAs to yield full benefit; (6) DIGMAs represent

a major paradigm shift that introduces much change and

many operational challenges; (7) because of the dramati-

cally increased productivity that they provide, DIGMAs

can exacerbate any pre-existing system problems; and (8)

physicians must adjust their care delivery style to best suit

the group visit model (Table 3.4).

In addition, there are training requirements for a

successful DIGMA. The DIGMA team as well as the

physician and the physician’s entire support staff must all

be properly trained as to their roles and responsibilities. In

addition, the physician must also be thoroughly trained in

how to refer all appropriate patients into the DIGMA

effectively, as well as how to overcome such program

challenges as finishing sessions on time with all documen-

tation completed (especially at first, during the initial ses-

sions). Additional challenges include competing resource

demands, the need for quality promotional materials, and

the fact that DIGMAs are so counterintuitive that many

beginner’s mistakes (i.e., that can easily put the program at

risk for failure) are commonlymade. Failure tomeet any of

these needs could initially decrease census and ultimately

undermine the success of the program.

Table 3.4 Greatest weaknesses of DIGMAs in practice

� Consistently maintaining targeted census levels is critical to success

� Selection of the best possible champion and program coordinator—and providing them with adequate time—are
critically important (in larger systems)

� Successful DIGMAs require use of the most appropriate personnel, not the cheapest or most available

� Physicians must adjust their care delivery style to the group visit model

� DIGMAs can exacerbate any pre-existing system problems

� DIGMAs represent a major paradigm shift: they introduce change and many operational challenges

� The physician and entire DIGMA team must be skilled and trained

� The roles of nurse/MA(s) and behaviorist needs to be maximized

� A documenter should be utilized, especially when using EMR

� There are always competing resource demands

� The physician’s entire support staff must be trained

� Effective promotion to patients is critical to success

� The physician must personally invite all appropriate patients during regular office visits

� DIGMAs are not appropriate for all patients and physicians

� Multiple operational challenges must be addressed

� It can be challenging to finish on time with documentation completed, especially during initial sessions

� DIGMAs are so counterintuitive that many beginners’ mistakes are commonly made that can easily put the program at risk
for failure

� Numerous support needs must be met

* High-level administrative support

* Personnel requirements—champion, program coordinator, behaviorists, nurse(s), documenters, and dedicated schedulers

* An adequately sized group room is required

* A nearby, properly equipped exam room is needed

* Computers are needed for both the group room and exam room, and the IT infrastructure needs to be set up

* Quality promotional materials are required

* Patient Packets are highly recommended

* Healthy snacks are recommended
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Selection of Champion and Consistently
Maintaining Census Are Critical to Success

Without question, the two greatest weaknesses of the

DIGMA and PSMA models are (1) their critical reliance

on a capable champion (and a rock-solid program coor-

dinator to assist and support the champion) possessing a

strong working knowledge of the DIGMA and PSMA

models as well as exceptional professional and interper-

sonal skills (although a champion is only needed in larger

integrated healthcare delivery systems) and (2) the impor-

tance of establishing, and then consistently achieving,

targeted census levels in all sessions. Because the single

most important key to a successful DIGMA is achieving

consistently full sessions, Physicians Practice points out

that ‘‘ADIGMA’s success does not depend specifically on

the size of a practice’s patient panel, but on how the

practice promotes group visits, so enthusiasm is impor-

tant’’ (15).

Success of the DIGMA Rests on the Champion

The success of the entire SMA program rests on the highly

skilled champion—plus the talented program coordinator,

who works closely with the champion and attends to many

administrative and operational details. The SMA cham-

pion typically needs to not only develop the initial pilot

study but also move the DIGMA program forward from

successful pilot project to organization-wide implementa-

tion. Because DIGMAs and PSMAs are census-driven

programs, achieving full economic and psychodynamic

benefit requires that minimum, maximum, and targeted

census levels first be established for each and every

DIGMA and PSMA that is launched (i.e., before each

physician’s first session is held) and that these census

requirements be consistently met during all sessions there-

after. Staff at Harvard Vanguard Medical Associates/

Atrius Health fondly puts it this way (and has even made

T-shirts with this slogan on it): ‘‘Fill ‘em or Kill ‘em’’.

The responsibilities, prerequisite skills, and qualifica-

tions of the champion (and program coordinator) are

discussed in considerable depth in Chapters 2 and 10, as

is the importance of pre-establishing and then consis-

tently maintaining minimum, target, and maximum cen-

sus levels.

I have been to numerous medical groups who have

failed to give sufficient attention to this issue of selecting

the best possible DIGMA champion and program coordi-

nator, and then to providing them with the necessary time

to fully discharge their critically important responsibilities.

As a result of not having a suitable champion (and the

appropriate program coordinator to leverage the

champion’s time), and of not providing them with the

required amount of available time each week, the group

visit program fails to ever move forward from successful

pilot to organization-wide implementation—in other

words, the DIGMA and PSMA programs fail to thrive in

such systems. The problem is that systems like these often

have problems expanding their DIGMA program beyond

a relatively small group of initial physicians. Instead of

hundreds or even thousands of DIGMAs each week

(which is where the organization could derive full benefit

from their SMA program), the number of DIGMAs and

PSMAs in such systems typically plateaus off at just a few

(often less than 20 or 30). Furthermore, because the cham-

pion and program coordinator do not have the requisite

time to carefully monitor the census of these SMAs, a

secondary problem often also results in such organiza-

tions—i.e., inadequate group census.

Worse yet, many of these healthcare organizations

have chosen to either have no champion at all or felt

that the early adopters who initially started DIGMAs

for their practices would somehow magically become

champions later on. The problem with this is that these

initial pilot physicians are often among the busiest and

most backlogged providers in the organization and there-

fore the least likely to have the time and be able to take on

this additional time- and skill-intensive responsibility.

Furthermore, as discussed more fully elsewhere in this

book, because physicians are often already fully com-

mitted to other duties within the clinic, they often do not

make the best choice for DIGMA champion—except

perhaps in the more limited role of overseeing the overall

SMA program and reporting to the executive leadership

team.

A Skilled Program Coordinator That Fully Assists

the Champion Is Critical to Success

Another illustrative example clearly underscores the

importance of also having a program coordinator to

assist the champion and oversee group census in larger

integrated healthcare delivery systems. I consulted with a

large fee-for-service (FFS) healthcare organization with

multiple medical centers for 18 months—flying out for

3 days once a month for an entire year and then for 3 days

once a quarter for the next 6 months. I trained their

physician champion and program coordinator, and

helped to recruit various primary and specialty care pro-

viders at their various medical centers whowere interested

in running DIGMAs and/or PSMAs for their practices—

and then helped these recruited providers in custom

designing their programs. The DIGMA/PSMA program

in this system initially took off well and continued to grow
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quite rapidly (and with relatively full group sessions) even

after my services were no longer needed.

However, approximately 1 year later their program

coordinator left the organization and was not replaced.

Furthermore, they failed to secure the necessary dedi-

cated schedulers. This resulted in two clear problems: (1)

without a program coordinator to leverage his time, the

physician champion now had to do everything, which

bogged down his limited time dedicated to the program

(limited because he also had a busy clinical practice to

maintain within the organization) and ultimately resulted

in a much slower rate of expansion of the program, if any,

from that point onward; and (2) the group census began

to drop off as a result of the program coordinator no

longer being on top of group census on an ongoing basis

to ensure that all sessions were consistently kept full (nor

were there any dedicated schedulers to top off the census

in these groups).

Meeting Predetermined Census Targets Is the Key

to Success

Because different patients attend each DIGMA session,

establishing and consistently maintaining three different

census levels are absolutely critical to success. Theminimum

census level is simply the minimum number of patients in

attendance that must always be achieved in order for the

DIGMAto be successful, basedon bothmedical economics

and group dynamics. The target census (i.e., the number of

patients that the physician would ideally like to have attend

the DIGMA) is achieved through: personal invitations and

referrals from the physician (which is most important); the

physician’s reception and scheduling staffs; and the dedi-

cated scheduler attached to the program—as well as

through use of high-quality, professional-appearing mar-

ketingmaterials. Thus, maintaining targeted census levels is

critically dependent upon the DIGMA program being

effectively promoted to patients. On the other hand, the

maximum census is simply the maximum number of

patients that the physician wants to have attend his or her

DIGMA sessions, although the maximum number of

patients may be somewhat larger due to the fact that ses-

sions are typically overbooked according to the expected

number of late-cancels and no-shows (less the anticipated

number of drop-ins).

It is because of the critical importance of consistently

maintaining pre-established census levels that so much

effort in the DIGMA and PSMA models is expended

upon ensuring that sessions are consistently filled. This

includes all of the promotional materials used for the

program (wall posters, program description fliers,

announcement letters, invitations to attend, Patient

Packets, and follow-up letters), the goal of which is to

inform patients about the SMA and to persuade patients

to attend at least one time—after which, experience has

shown that the vast majority of patients (typically 85–

95%) will be willing to return to the DIGMA setting, if

they are only asked to return for their next follow-up

visit. It is for this reason that so much effort goes into

training the physician, the physician’s reception staff,

and the physician’s scheduling staff (including on- and

off-site scheduling staff, such as the call center) with

regard to how to effectively and efficiently refer patients

to the DIGMA or PSMA. It is also why the program

coordinator generates weekly (or even twice-weekly)

pre-booking census reports on all SMAs being held dur-

ing the next 4–8 weeks, as well as an end of the week

census report on the attendance that was actually

achieved by each SMA held that week. This is also why

a dedicated scheduler is attached to each DIGMA and

PSMA in order to ensure that sessions are always kept

full and topped off to desired capacity.

DIGMAs Require the Best Trained Personnel,
Not the Cheapest or Most Available

Many initially believe that it is the behaviorist rather

than the champion that is the critical factor in the success

of the DIGMA model and consequently the weak link.

As discussed previously, at least in the case of larger

healthcare organizations, it is the champion—and the

program coordinator that supports the champion—

that are absolutely critical to the long-term success and

growth of the shared medical appointment program. On

the other hand, there are often several potential beha-

viorists that are available, at least in larger systems.

However, in smaller group practices as well as solo prac-

tices, it is often the lack of an appropriate behaviorist

and the required group room space that create the great-

est problems for the DIGMA and PSMA programs.

However, the lack of a group room can sometimes be

overcome in such situations by using any other space

that might be available, such as using a staff break room

or the lobby during off-hours.

With appropriate training from the champion, there

are many psychologists, social workers, diabetes nurse

educators, nurse practitioners, Pharm.Ds, nurses, health

educators, etc., who can occupy the important behaviorist

position—although they will often require additional

training with regard to fostering group interaction, mana-

ging group dynamic issues, addressing psychosocial

issues, pacing the group, etc. Although experienced men-

tal health professionals with a history of running large
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groups and working with chronically ill medical patients

are often the preferred choice for behaviorists in

DIGMAs, it is important to note that manymental health

professionals (perhaps as many as two out of three, or so)

will not have the motivation or skill set to successfully

make this transition from mental health to the front line

of delivery of medical care.

The role of the behaviorist in a DIGMA or PSMA is

dramatically different from the behaviorist’s role in tradi-

tional mental health groups because it is a more active,

directive, structured, fast-paced, and self-disclosing role

than is the case for most psychiatry and behavioral med-

icine groups. In addition, the behaviorist’s role is focused

upon helping and supporting the physician in every pos-

sible way, rather than on the behaviorist being the leader

or doctor in the group.

It is equally true that many healthcare organizations

around the country undermine and sabotage their

DIGMA and PSMA programs by making poor choices

for behaviorists—often by using the cheapest or most

available personnel, rather than the most appropriate

persons for the job. For example, I have personally

observed healthcare systems choose a social worker

instead of a psychologist, a counselor instead of a social

worker, a nurse instead of a counselor, a medical assis-

tant or health educator instead of a nurse, or even an

unlicensed administrative assistant or clerical person on

the physician’s staff rather than the most appropriate

person as behaviorist—all in the interest of trying to

save money or using the most readily available person-

nel. I strongly urge you to avoid this beginner’s mistake,

one that can frustrate the physician (because the needed

behaviorist support is not being provided), greatly

reduce the productivity gain of your DIGMA or

PSMA program, jeopardize the success of your entire

program, and actually end up costing you more in the

long run.

Because of their intense personnel and resource

demands, SMAs are an expensive and complex form of

care to deliver, although, when they are properly run and

after experience is gained, one quickly finds out that they

are perfectly doable and that they are not rocket science.

As discussed in the financial analysis section at the end of

Chapter 2, they should end up costing less per patient visit

because of their dramatically increased productivity—as

well as the long-term financial benefits that can accrue

from improved accessibility, quality, service, education,

continuity, satisfaction, and max-packing of visits. I say

continuity because DIGMAs have been demonstrated to

improve access, yet some systems are using other means

that involve follow-up care being with other providers

than the patient’s own (such as mid-level providers) to

improve access to care.

Physicians Must Adjust Their Care Delivery
Style to the Group Visit Model

DIGMAs are quite different from the individual office

visit model in that physicians must: (1) make optimal use

of the behaviorist, nurse/MA(s), and documenter through

delegating fully to them; (2) coordinate seamlessly with all

members of the entire DIGMA team; (3) run the DIGMA

or PSMA throughout as a series of individual office visits

with observers; (4) keep the group focused upon the care

that is being delivered to each patient in turn; (5) shift to

deliveringmedical care properly for the group visit format

without inappropriately bringing vestiges of the old indi-

vidual office visit model into this new setting; (6) foster a

certain amount of group interaction, but not too much;

(7) remain cognizant at all times of the fact that there is

now an entire group of patients and support persons

(rather than just a single patient) to treat, educate, and

always keep involved; (8) maintain ideal group census

throughout all sessions, which involves personally invit-

ing all appropriate patients seen during regular office

visits; and (9) pace themselves to finish sessions on time,

despite the fact that care must be delivered to multiple

patients and that all documentation needs to be com-

pleted during group time.

These are issues that physicians do not need to worry

about with traditional individual office visits. Physicians are

often tempted to carry over various elements of the indivi-

dual office visit into the DIGMA group setting; however,

when they do, they often do so at their own peril. To be fully

effective in the DIGMA and PSMA settings, physicians

must adjust their care delivery style to optimally fit these

group visit models (Fig. 3.3).

Fig. 3.3 Providers must adjust their care delivery style to optimally
fit these group visit models, such as by addressing the unique
medical needs of each patient individually in the group setting
during DIGMA and PSMA sessions. (Courtesy of Dr. Jan
Millermaier, Women’s Primary Care PSMA, ProMed Family Prac-
tice, Kalamazoo, MI)
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It is often best to start DIGMAs with physicians

having busy practices and heavily backlogged schedules.

This is because those physicians who feel hopelessly

backlogged, and whose patients must wait weeks or

even months to be seen, will typically have an easier

time filling their groups and meeting census targets.

This, of course, is provided that these busy, backlogged

physicians remember to invite all appropriate patients

seen during regular office visits to have their next visit be

in a future DIGMA session. Such physicians can easily

forget to invite patients because, prior to starting their

DIGMA program, all that they needed to know about

filling their schedule was to simply go to work—and

their schedule for the day would automatically be full.

In addition, physicians who are constantly repeating the

same types of information and advice to different

patients individually throughout the workweek are cer-

tainly able to benefit from a SMA, as that same advice

can be given to numerous patients simultaneously in the

group setting, and often in greater detail because of the

greater time available. On the other hand, physicians

with unfilled schedules and numerous unfilled appoint-

ments will have a hard time filling a DIGMA, and phy-

sicians unwilling to either invite their patients or put the

necessary effort into designing and running their group

will likely fail.

Two Contrasting Examples of Diabetic DIGMAs

I recently had the opportunity to sit in on back-to-back

Diabetes DIGMAs (which also included a couple of pre-

diabetic and cardiac patients) for two physicians whom I

had previously trained and helped custom design their

DIGMAs. These two highly talented and concerned phy-

sicians are among the most capable and kindest providers

that I have ever been privileged to work with. I can safely

say that their patients were very fortunate to have them as

their physicians.

The first DIGMA, which had 11 patients in atten-

dance, was a fast-paced, information-packed, cohesive,

lively, interactive, and fun group experience that was

enjoyed by patients, physician, and DIGMA team alike.

Interestingly, a wealth of information regarding recent

laboratory findings was well covered, but in a manner

that was focused, succinct, highly informative, and inter-

esting and never seemed to drag on or become boring.

Having heretofore had a couple of months experience in

running her DIGMA, this physician had already devel-

oped a talent for delivering care in the group setting,

pacing her DIGMA, and fostering just the right amount

of group interaction. She also coordinated with her beha-

viorist and documenter and succinctly presented

education points to group (i.e., in the context of working

with each patient individually) in such a manner that all

patients were kept interested and involved throughout.

Despite the fact that this physician was initially some-

what skeptical and resistant to the DIGMA concept (and

had initially given herself only a ‘‘C’’ grade for her earlier

DIGMA session efforts just a couple of months before),

she now found herself enjoying the group immensely and

giving her DIGMA a ‘‘B+’’ to ‘‘A’’ grade. Clearly, this

physician had successfully made the transition from the

traditional individual office visit model to the DIGMA

group visit setting.

On the other hand, despite the fact that the second

group had certain advantages over the DIGMA session

discussed previously (such as the behaviorist starting the

group 25 minutes prior to the physician’s arrival, warming

up the group, and writing down what each patient wanted

to get out of today’s session), the second physician’s

DIGMA, which used the same behaviorist and documen-

ter, suffered from four major deficiencies which deleter-

iously impacted the session. First, this very conscientious

physician (whowas alwayswilling to give her patients all of

the time they wanted or needed and who was still very new

at running her DIGMA) sequentially delivered the lengthy

list of lab results from A to Z to each person in turn,

without extracting commonalities and presenting them to

the group as a whole and stimulating some group discus-

sion. Second, she delivered these results and talked to each

person in the group much as she did when she saw them

individually, without fostering much group interaction,

looking at the other patients, or asking such questions as

‘‘Who else has had this problem?’’ or ‘‘Have any of the rest

of you found a solution that might prove helpful to others

when they face this same type of problem?’’

Third, she only had six patients in her group, which was

significantly lower than the suggested DIGMA group size

of 10–16 patients, whichmade for a group that was not only

economically unsustainable but also boring (especially

because the few patients in attendance had little in common

and were not talkers). Interestingly, DIGMAs with far

fewer patients do not seem to finish any sooner than larger

groups of the recommended size, i.e., the work appears to

expand to fill the time available. Fourth, because patients

were bored, frequent distracting side conversations occurred

between patients that the behaviorist failed to promptly

address, with the result being that these side conversations

persisted and made the session noisy and chaotic.

Because the same type of information was being

repeated over and over to each patient individually (and

without any group interaction being fostered), this latter

approach, which was appropriate for individual office

visits but not for the DIGMA group setting, came across

as highly repetitive, somewhat disjointed, and unable to
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hold the attention of other group members. In short, the

entire process soon became boring, tedious, and mono-

tonous. It was made even worse by the small group size

and the fact that over 40 minutes’ time was spent with the

first patient, who always seemed to have one more ques-

tion and to whom this physician kept returning over and

over (a group dynamic flaw that the behaviorist should

have promptly addressed, but failed to do so). In other

words, this physician failed to adapt her style to the

DIGMA setting and instead carried too much over from

individual office visits—and, in combination, this deleter-

iously impacted her DIGMA and threatened its success.

This was unfortunate because, if there was ever a phy-

sician who tried hard to give her DIGMA everything that

she had to ensure its success, this physician was it. How-

ever, despite being extremely sensitive to her patients’

needs and very giving of herself, her DIGMA was far

from optimal. Even though much of the work that it

would take to make for a highly successful DIGMA had

already been done, this DIGMA session could hardly be

described as successful, so more work was needed to

resurrect and save this DIGMA program.

Fortunately, these problems were able to be resolved

with relative ease. First of all, in order to be economically

viable and have a workable group dynamic, the group size

needed to be increased to at least 10 patients. Second, the

physician and DIGMA team needed some additional

training with regard to fostering the proper degree of

individual focus vs. group interaction, which was easy to

provide. Third, the behaviorist was given some additional

training regarding techniques for promptly (yet tactfully)

addressing distracting side conversations that might occur

in the group setting. And fourth, it was recommended that

whenever such Diabetes DIGMA sessions were held in the

future (i.e., which involved discussing the results of numer-

ous different lab tests), the informationwould be organized

by having the nursing staff prepare a wall chart beforehand

listing all of the patients’ names and their lab values—and

by having all abnormal findings circled in red. In this

manner, the presentation of such tedious data can be

briefer, better organized, more interesting, and in a format

that identifies patients having similar issues and thereby

encourages group discussion.

Each of the patient’s names could be shown as a separate

row on this chart, which would also include all of that

patient’s test results depicted in the various columns—total

cholesterol, HDL, LDL, triglycerides, creatnine, fasting glu-

cose, hs-CRP, ALT, TSH, homocysteine, insulin, C-pep-

tide, HbA1C, etc. (Fig. 3.4 depicts an example of such a

chart). Furthermore, all of the abnormal findings shown on

the chart were to be circled in red. In this way, the test results

could be efficiently covered for each patient in turn during

the DIGMA session, but in a manner that would foster

some group interaction yet be muchmore focused, succinct,

and informative—andwith abnormal findings clearly stand-

ing out and catching the eye of affected patients.

Foster the Right Amount of Group Interaction

Furthermore, all of this could be accomplished while

fostering some group interaction and making the entire

presentation more stimulating and interesting to all in

attendance—and without the need of repeating the same

information to different patients individually. For exam-

ple, let’s assume that the first patient that the physician

addresses in the group setting (whomwe will call John) has

a low HDL but high LDL, total cholesterol, and triglycer-

ide levels. Then the physician could start off with that

patient by saying something like, ‘‘As you can see, John,

your good cholesterol (HDL, with the ‘H’ standing for

healthy) is low, your bad cholesterol (LDL, with ‘L’ stand-

ing for lousy) is high—and your total cholesterol and

triglycerides are also high. OK, listen up Steve, Mary,

Linda, Paul, and Bill because you have the same problems.

Notice that you have these same columns of numbers

circled in red as well, which indicates that your findings

are abnormal. Most of the rest of you have at least some of

these problems, or else you soon might because these are

common accompaniments of diabetes. Therefore, what I

am about to say applies to all of you—so, listen up.’’

Then, while all of the patients are paying close atten-

tion, the physician goes on to explain the relevant medical

issues to all of the patients at once—only one time, but

often in greater detail. As the physician continues going

around the group addressing each person’s medical needs

Fig. 3.4 To better organize data, and to involve all patients in the
DIGMA, each patient’s name and test results can be depicted in the
various rows and columns of a wall chart mounted in the group
room, with abnormal findings circled (typically in a contrasting
color, such as red, so as to stand out). (Courtesy of Dr. Thomas
Morledge, Men’s Primary Care PSMA, Cleveland Clinic, Cleve-
land, OH)
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in turn, there might be some different nuances or distinc-

tions from this more general discussion that happens to

apply to particular patients in the room, and these issues

can be discussed when the physician later deals with these

patients in turn. However, the entire cholesterol spiel

would only need to be made one time, but with greater

detail than in an individual office visit.

In other words, while the physician addresses the

unique medical needs of each patient individually in the

group setting and others listen, it is important that some

group interaction be fostered so that all attendees stay

attentive and actively involved. However, too much inter-

action would slow down the SMA to the point where it

does not finish on time, which would be counter to one of

the important goals of all DIGMA and PSMA sessions,

i.e., to finish on time with all documentation completed.

DIGMAs Can Exacerbate Pre-existing
System Problems

Another weakness of DIGMAs and PSMAs is that they

introduce considerable change, which can stress the sys-

tem and exacerbate any pre-existing problems that might

exist, especially given the dramatically increased volume

of patient visits they introduce. These changes require

proper facilities, personnel, training, promotional materi-

als, and attention to a myriad of operational and admin-

istrative details in order for the SMA program to be fully

successful, as well as an adequate budget and high-level

administrative support. Also, these changes often prove

to be more difficult to achieve in actual practice than they

might at first appear to be.

For example, a slow receptionist might be marginally

acceptable when one patient is registering at a time for a

traditional office visit. However, when 10–15 patients

arrive close together to register for a DIGMA at the

front desk, such a receptionist can quickly become over-

whelmed, the solution to which will likely require addi-

tional training, extra help during the registration process,

preplanning, or a shift in personnel.

Similarly, if paper charts are only sometimes arriving

on time for individual appointments (i.e., in systems still

using paper charts), they will most likely also not be on

time when 15 are ordered at once for a DIGMA. And

when there are operational problems in the office, dis-

gruntled staff who feel overworked, or communication

problems between the physician and staff during indivi-

dual office visits, these problems can deteriorate even

further as a result of the added workload that accompa-

nies seeing three times as many patients in a shared med-

ical appointment.

Because of the added patient volume and the fact that

SMAs do tend to exacerbate any pre-existing system pro-

blems, there is a need to both (1) make the necessary

adjustments that would be required with any new pro-

gram and (2) make the additional efforts required to

address and rectify these pre-existing system difficulties

that are already present (but to a lesser degree with tradi-

tional office visits) in the physician’s practice. The good

news here is that by solving such pre-existing systems

problems, the entire remainder of the workweek (i.e., for

group and individual visits alike) can often flow better for

the physician’s office, because these problems most likely

had already been surfacing to some degree during normal

clinic hours. However, the bad news is that if you fail to

take the necessary corrective action, these pre-existing

system problems could frustrate patients and staff alike,

undercut the efficiency and effectiveness of your group

visit program, and possibly even cause your DIGMA or

PSMA to fail.

DIGMAs Are Not Appropriate for All Patients
and Physicians

While appropriate for most patients, as discussed earlier,

DIGMAs are not appropriate for all patients. For exam-

ple, DIGMAs are generally unsuited for patients not

speaking the language in which the DIGMA is being

conducted, patients too demented or hearing impaired

to benefit, patients who refuse to maintain confidential-

ity, patients experiencing medical emergencies, patients

with serious contagious illnesses, those who refuse to

attend a group session, and patients too shy, anxious, or

inhibited in a group setting to benefit. Similarly,

DIGMAs are not for all physicians, such as those who:

are not willing to invest the necessary time; are unwilling

to personally invite all appropriate patients seen during

regular office visits; have unfilled practices and many

open appointment slots; or are so resistant to the group

visit concept that they are not willing to voluntarily run

one. However, what is surprising is just how many physi-

cians can successfully run a DIGMA program and how

large the percentage of patients who can benefit is.

SMAs Introduce Change and Many Operational
Challenges

DIGMAs, CHCCs, and PSMAs represent a major para-

digm shift, introduce much change, and can present sub-

stantial operational challenges. They introduce change
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not only because they involve a shift from individual to

group visits, but also because they represent a transition

to a team-based approach to care. Physicians worry,

‘‘What if I say something stupid in front of 20 of my

patients at once?’’ ‘‘What if I am asked a question that I

can’t answer?’’ ‘‘What if I lose control of the group and it

spirals negatively out of control?’’ and ‘‘What if this whole

thing is a mistake and I end up with egg all over my face?’’

Billing Issues

In addition, billing issues for group visits are by no means

completely resolved and CPT codes for group visits do

not yet exist. However, with certain restrictions, many

systems are billing—at least for DIGMAs and

PSMAs—according to the level of care delivered and

documented (as discussed in Chapter 10). Such systems

are taking the view that DIGMAs and PSMAs (but not

necessarily other types of group visit models) are being

run throughout as a series of one patient–one physician

encounters, with observers attending to each patient’s

unique medical needs individually. Billing for these two

group visit models is thus being done according to the

level of care delivered and documented using existing

CPT codes—but not billing for either counseling time or

the behaviorist’s time (for reasons already discussed).

Physician Recruitment, the Multidisciplinary Team,

and Running the Group

The entire DIGMA team must not only be well trained in

their individual responsibilities but also coalesce into an

efficiently functioning team. In addition, as has just been

discussed above, DIGMAs must be run quite differently

from the traditional individual office visit model in order

to be fully successful. There are numerous operational

steps involved in physician recruitment and in the design,

planning, implementation, and evaluation phases of each

and every DIGMA that is launched (See Chapters 10 and

11). Each step takes planning and time, and each step

poses its own operational challenges and training require-

ments. However, all of these steps must be appropriately

taken before the final product can be expected to fully

achieve the multiple benefits that the DIGMAmodel was

originally designed to achieve. It is for these reasons I say

that, while achievable and by no means rocket science,

DIGMAs and PSMAs have numerous operational, plan-

ning, personnel, facilities, physician recruitment, and sup-

port requirements that must be met in order for success to

be fully achieved—therefore, implementing a DIGMA or

PSMA program is not as easy as it might at first appear.

Change in the Culture of the Organization

The healthcare organization’s culture can also be an issue

when implementing a DIGMA program. For systems

that are already using a multidisciplinary team-based

approach to care, the operational challenges posed by

DIGMAs and PSMAs will be less dramatic. However,

in systems for which the culture is one of physician auton-

omy and not of a team-based approach to care, and where

the individual office visit is the only modality used, the

operational issues introduced by SMAs can be more chal-

lenging. Other such issues include the level of productivity

already being achieved by providers throughout the orga-

nization (where providers in organizations with lower

levels of productivity often find themselves having a

more difficult time adjusting to the patient volume

demands of the DIGMA model) and the organization’s

propensity toward innovation and change, such as

whether it has already made the transition to advanced

access, electronic medical records, patient-centered med-

ical home, etc.

By instituting a SMA program, the organization is

choosing to make an important long-term commitment

to change in how care is to be delivered to its patients and

how their business is going to be run. However, at the

same time, it is important to note that SMAs are meant to

always be voluntary to patients and physicians alike, so

that patients preferring individual appointments should

always be able to have them—in fact, because so many

individual visits are off-loaded onto highly productive

DIGMA visits, traditional office visits should also

become more available to patients as a result of the

DIGMA program (i.e., so that they end up benefitting

from the program anyway). Similarly, physicians prefer-

ring to not run SMAs should not be compelled to do so,

otherwise an angry physician and a lousy group visit will

be the likely result.

Administrative, Personnel, Training, and Facilities

Support

Aweakness of the DIGMAmodel is the additional admin-

istrative, personnel, training, and facilities support require-

ments they entail; however, this is the case for virtually all

innovations. Introducing any new healthcare delivery

innovation that differs as much as DIGMAs do from

traditional office visits will require high-level administra-

tive support, without which the program will almost cer-

tainly fail. In addition, there are facilities requirements for

a successful DIGMA program, which includes a comfor-

table, fully equipped group room of sufficient size to hold

20–25 people (with adequate ventilation, comfortable
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furnishings, and enough chairs) and a properly equipped

exam room located nearby. Finally, there are significant

personnel and training requirements as well as computer,

electronic medical record, and IT requirements.

However, it is important to recognize that enough

patients can be seen in DIGMAs and PSMAs to dra-

matically increase productivity and more than cover

these additional costs (see the financial analysis in

Chapter 2). It is important not to skimp on the required

extra personnel (behaviorist, nurses, documenters,

dedicated schedulers, champion, and program coordi-

nator) as they enable the program to move forward

throughout the organization and allow for sufficient

patients to be seen to leverage existing resources and

dramatically increase physician productivity. Because

many sites and smaller practices lack the necessary

group room space, they will need to either look off-

site for appropriate space or make use of whatever

space happens to exist within their facilities. No group

room space translates into no DIGMA; however, a

Physicals SMA might still be possible (due to their

substantially lower census requirements and conse-

quently to the fact that they can often use a correspond-

ingly smaller group room). However, do not despair if

at first you do not believe that the appropriate group

room space is available to you, because one can often

locate such space if one only searches available

resources closely enough—which can include the possi-

bility of using the staff lounge, cafeteria, storage space,

or even the lobby during off-hours.

Every DIGMA Must Be Promoted Effectively

Because consistently maintaining full group sessions is the

key to a successful DIGMA or PSMA program, to fully

achieve the benefits for which the DIGMA model was

originally designed, the program must be effectively pro-

moted to patients—which, in turn, requires that high-

quality marketing materials be employed. It is important

that all promotional materials be appealing to the eye,

have a professional appearance, and be of high quality,

i.e., in order to accurately reflect the high-quality care that

patients can expect to receive when they attend this inno-

vative new type of care delivery modality called a

DIGMA. An example of a particularly well-done wall

poster is depicted in Fig. 3.5, and a good example of a

program description flier is shown in Fig. 3.6. It is cer-

tainly not enough to simply photocopy a hastily drafted

poster or flyer for the DIGMA program, scotch tape it

onto the physician’s lobby and exam roomwalls, and then

expect this to draw sufficient patients into the program to

meet predetermined census requirements. (Please note

that examples of all the important forms and promotional

materials required for a successful DIGMA and PSMA

program are included in the DVD attached to this book.)

Because DIGMAs represent a team-based paradigm

for delivering medical care in a supportive group setting,

they differ dramatically from the traditional individual

office visits that patients have come to expect. Conse-

quently, an effective promotional effort is required to

persuade patients to attend for the first time—for which

the physician, staff, DIGMA team members, and all pro-

motional materials must be properly aligned if success is

to be achieved. Although it is an ongoing challenge to get

patients to attend a properly run DIGMA the first time,

once patients do in fact attend they almost invariably like

it—and there is a high probability that they will be willing

to attend a future DIGMA session the next time they have

a medical need (16).

Failing to develop quality promotional materials for

the DIGMA program in order to keep costs down is the

wrong way to save money, because it will dramatically

reduce the likelihood of full groups and success. Instead,

initially invest in the development of high-quality market-

ing materials from the very start—but save money from

that point onward by developing all such promotional

materials in template form, so that these materials can be

used over and over at minimal cost with all new DIGMAs

that are subsequently implemented. See Chapter 10 for

more details on the promotional materials.

If the Group Size Is Large, Focus Must Remain
Upon Highest Priority Concerns

Although there is considerable time available during the

session and much help is provided by other patients as

well as the entire SMA team, it is nevertheless important

for the physician and behaviorist to remain focused and

succinct throughout the DIGMA as the time—while sub-

stantial—is nonetheless limited. Another weakness of the

DIGMA model can be that, when the group size is large,

the physician may not be able to address all of the multi-

ple medical problems on the laundry lists that the various

patients bring into the DIGMA session; therefore, the

focus will need to remain on the highest priority items.

However, as the physician then goes around the group

and continues to sequentially address each of the remain-

ing patient’s high priority health concerns in turn, there is

a good chance that at least some of these lower priority

concerns will be addressed anyway. Also, if there is some

time remaining toward the end of the DIGMA session,

the physician can come back to the patient’s unresolved

concerns.
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However, should some patient health concerns remain

unaddressed at session’s end, an advantage of the

DIGMA is that any patients who might still have unad-

dressed medical issues after the session is over can always

be invited to return to the next session to deal with these

remaining issues. In reality, I have found that this situa-

tion seldom happens in actual practice (in fact, the far

greater concern in general is that not enough patients will

attend all sessions, not that patients’ medical issues will

end up going unaddressed). Nonetheless, it is heartening

to realize that, in the event that the physician is not able to

address all of these lower priority medical concerns dur-

ing the DIGMA session, patients can always be encour-

aged to return to a subsequent session so that these

remaining issues can also be promptly attended to.

Another heartening feature of DIGMAs is that, as the

program continues to run over time and evermore of the

physician’s patients attend the group to have their laundry

listofmedical issueswhittled down, patients eventually tend

to come in more often for single-issue, focused visits. This

is because such laundry lists are often symptomatic of poor

access—i.e., since patients end up storing up manymedical

issues for their visits by the time they are able to get in and

be seen—with the natural result being that, over time, these

extensive lists are worked through in DIGMAs because of

the improved accessibility that they provide.

Outcomes Studies Are Difficult to Obtain

Another weakness of the DIGMAmodel comes from the

fact that, because patients only attend when they have an

actual medical need, different patients typically attend

each DIGMA session. Also, the DIGMA is open to

most or all patients in the physician’s practice or chronic

illness program and could therefore include thousands of

Fig. 3.5 All promotional materials for DIGMA and PSMA programs should be of high quality, such as this professional appearing wall
poster. (Courtesy of Palo Alto Medical Foundation, Palo Alto, CA)
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patients. Therefore, outcomes studies for the DIGMA

model typically take longer and need to be larger than is

required for CHCCs, where the same 15–20 patients

attend each monthly session, and outcomes studies rela-

tive to a matched control group are relatively simple and

straightforward. This is especially true of the heteroge-

neous DIGMA model in primary care, where the rela-

tively healthy patient who comes in for a sprained ankle

todaymight not return to the DIGMA for a year or more,

and could then be coming in for an unrelated medical

issue (such as sinusitis, tennis elbow, or an earache)—

which could make outcomes studies considerably more

time consuming and challenging than for CHCCs.

Outcomes studies are less of an issue with the homo-

geneous DIGMA subtype that is frequently used in

chronic illness population management programs. This

is because, even though different patients typically attend

sessions, they all still have the same chronic disease or

condition, which can make outcomes studies much easier

to successfully conduct. For example, because all patients

attending DIGMAs in a diabetes population manage-

ment program would have diabetes, measuring such out-

comes over time as improvements in blood pressure,

lipids, or blood glucose control—and then comparing

these results to a control group receiving traditional care

only—would be a comparatively simple matter (albeit not

as easy as for the CHCC, where outcomes for only the

same 15–20 patients who consistently attend need to be

measured and compared to a matched control group).

Outcomes studies regarding the mixed DIGMA subtype

will likely prove to be of intermediate difficulty, falling

somewhere in between the heterogeneous and homoge-

neous subtypes; however, such studies will likely be ham-

pered by the fact that mixed DIGMAs often evolve into

heterogeneous DIGMAs over time. Despite these chal-

lenges, outcomes studies are just now beginning to appear

in the literature—many of which are included in the out-

comes chapter (Chapter 9) of this book.

Fig. 3.6 An example of a nicely
done program description flier
(one that is both informative
and eye appealing) is depicted.
(Courtesy of Harvard Vanguard
Medical Associates, Boston,
MA)
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A Concluding Comment Regarding
the Strengths and Weaknesses of DIGMAs

As can be seen from the foregoing discussion, DIGMAs

have many strengths—but they also have their share of

weaknesses. In this chapter we have discussed many of the

strengths and weaknesses of the DIGMA model, often

using real-life examples drawn from the author’s profes-

sional experiences with DIGMAs and PSMAs in a variety

of healthcare settings during the past decade and a half.

Although they offer a remarkably potent additional tool

in the doctor’s black bag for better managing both chronic

illnesses and large, busy, and backlogged practices, they

must be carefully designed, appropriately supported, well

promoted, and properly run to be fully successful. All of

the DIGMA’s strengths and weaknesses pose issues that

must first be addressed in order to run a successful SMA

program. Only then will DIGMAs completely succeed in

achieving the multiple productivity, access, quality, eco-

nomic, outcomes, service, and patient as well as physician

professional satisfaction benefits that they were originally

designed to achieve.
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Chapter 4

The Cooperative Healthcare Clinic Model: Following the Same
Group of Multi-Morbid Geriatric Patients over Time

CHCCs were associated with increased self-efficacy; better communication between participants and
physicians; better quality of life; fewer health plan terminations and switching to non-study physicians;
and lower emergency, hospital, and professional services utilization. There were no significant changes in
function or health status. Although the only statistically significant difference in cost was for fewer ED
visits by CHCC patients, the overall cost savings for CHCC patients over the 24-month study was $41.80
per member per month. CHCC participants also expressed significantly greater patient satisfaction in a
number of areas than did controls.
From Scott JC, Conner DA, Venohr I, et al. Effectiveness of a group outpatient visit model
for chronically ill older health maintenance organization members: a 2-year randomized trial
of the cooperative health care clinic. Journal of the American Geriatrics Society 2004;52(9):1463–1470.

The CHCC Model

The Cooperative Health Care Clinic (CHCC) model was

originated by Dr. John C. Scott at Kaiser Permanente in

Colorado in 1991 and was the first of today’s three major

group visit models to be developed. I say ‘‘today’s three

major group visit models’’ because, whereas there are

other SMA models out there (and undoubtedly will be

many more in the future), these three appear to me to be

the most widely recognized, essential, and basic ones—

with such other less well known models seemingly being

largely combinations, specialized applications, or off-

shoots of these three basic models. The DIGMA,

CHCC, and PSMA models are the original and basic

models upon which many others can be, have been, and

will be built. The CHCC model instills deep social bonds

as it offers exceptional continuity of care for the 15–20

patients fortunate enough to receive it, (although the

actual CHCC group census achieved is often considerably

less), because, in the CHCC, the same group of patients

(typically high-utilizing patients as that is where maxi-

mum cost offset occurs) sees the same doctor and nurse

at regular intervals. The CHCC was developed with the

desire to improve the quality of care provided to high-

utilizing, non-frail older patients. Although establishing

homogeneous patient groupings by disease was consid-

ered initially, this plan was quickly abandoned as imprac-

tical due to the multiple chronic conditions that older

patients so often experience. As with the DIGMA, it is

built on the premise that care should be delivered by

the most appropriate member of the care team, which

allows much costly physician time to be off-loaded onto

less costly members of the multidisciplinary team. Like

other group visit models, patient satisfaction with

CHCCs is very high. Patients enjoy socializing with

others dealing with similar issues; like the amount of

education and helpful information they gain; appreciate

having more time to get their questions fully answered;

enjoy getting to know their doctor better; and feel that

their psychological and emotional issues are better

attended to. Some patients even say that the friendships

they form are closer than family, and that their CHCC

visit is one of the things they most look forward to

each month.

Both the CHCC and DIGMA models focus on return

or follow-up appointments for established patients and

provide a new model for the physician’s office visit,

although DIGMAs are occasionally used for initial

intakes as well (especially when the intake examination

does not involve disrobing and can be conducted in the

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_4,
� Springer ScienceþBusiness Media, LLC 2009
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group setting, such as is the case for podiatry). Both of

these group visit models are extremely effective at what

they are designed to accomplish i.e., to improve quality,

outcomes, education, support, cost-effectiveness, and

patient and provider satisfaction. While the DIGMA

and CHCC are both major contemporary group visit

models, they could hardly be more different (both theo-

retically and operationally) in terms of their structure,

staffing, flow, focus, strengths, weaknesses, and out-

comes. It is interesting to note from the outset that

these three independently conceived group visit models

(DIGMAs, CHCCs, and PSMAs) are mutually suppor-

tive and enhancing rather than mutually exclusive.

Origins of the CHCC

In developing the CHCC model, Dr. John C. Scott (and

internist and geriatrician), a pioneer in group visits and a

personal friend for whom I have the greatest respect, used

a group visit format to provide efficient, high-quality

healthcare to high- utilizing, multi-morbid geriatric

patients. This chapter, which has been read and approved

by Dr. Scott to ensure that it reflects his views through-

out, draws not only from his publications with colleagues

(1–6) but also articles we have published together (7–10).

It also draws from numerous personal conversations that

we have had over the years, including during many pre-

sentations that we have made together to, international,

national and regional healthcare audiences.

The CHCC Was Born Out of Professional
Frustration

Born out of professional frustration, the CHCC model

was developed byDr. Scott in order to find a better way of

cost-effectively meeting the complex and time-consuming

mind/body medical needs of multi-morbid geriatric

patients—needs he found himself unable to meet during

the time constraints of the traditional office visit. He found

that the group format not only provided an ideal venue for

increased efficiency and patient education (since many

patients could be learning from the educational presenta-

tion and group components of the visit at once, thus avoid-

ing repetition) but that the group also made it much easier

to gain a patient’s trust and compliance, i.e., when treat-

ment recommendations are reinforced by others in the

group who have already successfully undergone the

recommended treatment or lifestyle changes. He also

found that a successful CHCC program requires real

and meaningful administrative support; however, in

return for this support, the program provides a host of

benefits. Like myself, Dr. Scott views group visits as being

extended office visits that better address patients’ educa-

tional, social, and psychological needs as well as their

immediate physical needs—and notes that that group

support enhances patients’ well-being. Dr. Scott has also

pointed out that group visits are designed to emphasize

self-care and patient empowerment, and that in the pro-

cess of interactively sharing information with patients,

doctors often end up learning as much as patients.

What the CHCC Was Designed to Accomplish

The CHCCmodel was originally designed to provide better

and more ongoing care for the same group of 15–20 high-

utilizing, multi-morbid geriatric patients being followed

over time, with the overall objective of reducing resource

utilization and the associated costs of delivering care. As

discussed in this chapter, enhancing patient education and

preventative medicine, increasing self-efficacy, improving

patient and physician satisfaction, decreasing referrals to

subspecialists, and reducing costs (particularly major costs

involving hospitalizations, emergency department visits,

urgent care utilization, and skilled nursing care) are all

goals of the CHCC model that have been achieved.

These older patients experiencing multiple chronic

health problems are complex patients, and they often

bring to their medical visits an extensive laundry list of

mind–body needs that cannot be fullymet during the brief

amount of time allocated to a relatively short individual

office visit. These wide-ranging patient needs can often be

better met during the CHCC because of the greater

amount of time available, the extensive patient education

provided, and the help and support provided by both

the care team and other patients. As with patients in

DIGMAs and PSMAs, seniors in CHCCs have proven

to be quite open to sharing experiences and to discussing

highly personal issues in the group setting (including dis-

ability, loss of independence, feeling a burden to friends

and family, death and dying, and end-of-life decisions),

which has actually enhanced the patient–physician

relationship.

In His Own Words: A Personal
Communication from Dr. John C. Scott

Dr. Scott wanted to make a contribution to this book,

which he has done very nicely in the following statement:
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For the last 30 years the American College of Physi-

cians has said that 90% of all diagnoses are made on the

basis of history alone. During that time we have witnessed

an amazing explosion of diagnostic and therapeutic tech-

nology. Ultrasound, CAT scans, MRIs, PET scans,

gamma knifes, lasers, and a myriad of new drugs have

resulted in the ACP now saying that 87% of all diagnoses

are made on history alone. In other words, accurate diag-

nosis requires a good history of the illness, and that, in

turn, requires good communication.

Unfortunately, the current model of medical care

delivery is not structured to facilitate good communica-

tion. Everyone involved in medical care today is in a rush.

If you are a physician who feels rushed in your day-to-day

practice (or a patient who has been rushed), you need to

read this book and put what it says into practice.

We now have the most expensive medical system in the

world, tens of millions of uninsured, and outcomes for

many disease states that rank far below countries that

spend half of what we do in terms of gross national

product on medical care. The Institute of Medicine has

identified what they refer to as a ‘‘quality chasm’’ between

the state of our knowledge and the day-to-day application

of that knowledge. Patients are unhappy and, according

to the Institute for Health Care Improvement, many

patients are frankly unsafe—even in our hospitals. Physi-

cians are unhappy in what should be a noble and reward-

ing profession. Burnout is rampant, beginning as early as

the second year of residency, as reported in an article in

the Annals of Internal Medicine (11).

What is the core of the problem? Time. There simply is

inadequate time to communicate with patients. There are

multiple factors at play: an aging population, the increas-

ing burden of chronic disease, and a reimbursement sys-

tem that seems to value procedures far more than history,

education, counseling, andmedical decision-making. As a

result, the average primary care office visit in this country

is now between 14 and 18minutes, and often less than half

of that time is spent face to face with the physician.

Research shows that four out of five people over 65

have at least one chronic condition and that the risk of

disability increases with age. Furthermore, chronic dis-

ease accounts for 90% of all morbidity, 80% of all

mortality, and 80% of all healthcare dollars. Yet we con-

tinue to try to meet the healthcare needs of our resource-

intensive geriatric patients through the same old, rushed

and inefficient, one-on-one doctor–patient dyad—a

model that was designed for acute rather than chronic

care, and for younger rather than older patients. Consider

instead the many quality, cost, and preventive medicine

benefits that group visits can offer to this challenging

multi-morbid geriatric patient population: more time;

better teaching; ongoing access and care; improved

efficiencies; lower costs; improved outcomes; and a multi-

disciplinary team of professionals.

In 1991, a group of six internists working in a small

Kaiser Permanente clinic inDenver, Colorado, experimen-

ted with a concept, new to internal medicine but practiced

for decades in psychiatry—the group doctor office visit

(CHCC). Two randomized controlled trials found better

outcomes, lower costs, and most importantly, improved

satisfaction for both patients and physicians, and this

concept began to take root in disease management pro-

grams around the nation. As a result, the disease-specific

Specialty CHCC was eventually born, which expanded to

various medical subspecialties what had been learned with

CHCCs for geriatric patients in primary care.

The author of this book, Dr. Ed Noffsinger, developed

another completely different model of group care in 1996

while working independently at the Kaiser Permanente

Medical Center in San Jose, California—i.e., the Drop-In

GroupMedical Appointment (or DIGMA)model. He sub-

sequently developed the Physicals SMA (or PSMA) model

for efficiently delivering private physical examinations in

2001 at the Palo Alto Medical Foundation. All of these

group visit models result in increased time for communica-

tion with patients and, more importantly, provide a forum

for patients to communicate with each other on the subject

of living with chronic medical problems.

The models have now expanded, encompassing medi-

cal issues from pediatrics to geriatrics. A quick check of

the Internet regarding the CHCC, DIGMA, and PSMA

models will give the reader an idea of the range of possible

applications of group visits. Data regarding these group

visit models exist (much of which is discussed in this

book), and more is being generated every day—on

enhanced quality, improved efficiencies, increased patient

education, greater patient satisfaction, better clinical

outcomes, and lower costs. These visits should continue

to expand and play an ever-increasing and important role

in the future of medicine.

Over the last decade, Dr. Noffsinger and I have both

worked in multiple venues (American College of Physi-

cians, American Academy of Family Physicians, Institute

for Healthcare Improvement, American Medical Group

Association, etc.), in multiple systems (HMOs, Veterans

Administrations, military, academic, public, and fee-for-

service systems) and in several countries (the United King-

dom, Canada, Belgium, Sweden, Holland, etc.) We have

been delighted to watch the reception of the group visit

concept evolve from hostility to healthy skepticism—and

then to curiosity, and ultimately to enthusiasm. Research

projects are planned or under way in areas as diverse as

diabetes, Parkinson’s disease, and hypertension. We

anticipate more data will continue to be generated in the

near future, and that this data will underscore the quality,
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efficiency, and economic benefits of group visits—and the

role they can play in the future of healthcare delivery.

Ed and I both feel that group visits can play a major

role in correcting many of the current deficiencies of our

healthcare system. However, neither of us is so presump-

tuous as to believe that group visits are the only answer to

our current dilemmas. E-mail, phone visits, interactive

electronic medical records, advanced access, and other

healthcare innovations still to come will all play a part

in the coming changes to our delivery system. However, it

is important to note that all of these other processes are

still based on one-to-one communication. None of them

takes advantage of the multiple efficiencies offered by the

group; nor do they allow for the mutual support, educa-

tion, patient empowerment, and adjustment of expecta-

tions that regularly occur in the group setting. It is group

visits that accomplish that.

Group visits are truly redesigning the doctor office visit

in a way that is exciting to patients, physicians, and

healthcare administrators alike. Those of you who are

reading this book—and are about to put group visits

into practice—will probably agree that the rewards of

our profession are more closely linked to our humanity

than to our technology. As you are seeing in the pages of

this book, there is a fairly large subset of patients who—

once they have experienced the group visit process—

actually prefer it to the traditional one-on-one office

visit model. Physicians who have done group visits almost

uniformly feel that it is the highlight of their practices.

Medical and nursing schools need to modify their curri-

cula to include the appropriate training and knowledge

base needed for the emerging roles of these health profes-

sionals to facilitate and manage group visits. The physi-

cian–patient relationship is enhanced and, once mastered,

the group visit process is far less strenuous than racing

from exam room to exam room—i.e., to encounters that

are all-too-often truncated and repetitious.

Is there a downside? Yes. First of all, group visits can

be abused, and this potential abuse must be strenuously

guarded against at all times—a topic covered fully in

Chapter 8 of this book. Second, there are challenges in

the area of reimbursement, especially with regard to CMS

(Center for Medicare andMedicaid Services). Despite the

accumulating evidence regarding the quality, effective-

ness, and efficiency of group visits, Medicare will cur-

rently pay only for care delivered ‘‘one on one.’’ They

fear ‘‘fraud and abuse’’ (which some would say is the

hallmark of the current system).

Both Dr. Noffsinger and I fervently believe that,

because it is always looking for better ways of delivering

quality medical care more efficiently (and with less cost)

in order to leverage its own resources, no one has more to

gain from group visits than Medicare. No organization,

including organized medicine, will change from within.

External pressure is the only force that produces change.

Be that force. Read this book carefully. Implement its

recommendations. And help to change our healthcare

delivery system for the better (John C. Scott, MD, perso-

nal communication 3/2/2002).

Strengths

CHCCs are ongoing groups for older patients that are not

time-limited. The CHCC model is the most intuitively

appealing of all three of today’s major group visit models

because the same group of 15–20 high-utilizing medical

patients is followed over time on a monthly basis, so that

outcome measures can be made with comparative ease

(i.e., by simply using a matched control group receiving

traditional care for these 15–20 patients). Because the

same patients attend regularly (some CHCC groups

have already been meeting for more than 10 years),

patient bonding can be very intense—bonds that are

sometimes described as being stronger than family.

Another strength of the CHCC model lies in bringing

routine health maintenance current for these patients,

and in the high levels of both patient and physician satis-

faction. The many strengths of the CHCC model are

depicted in Table 4.1.

Patients

In the CHCCmodel, the same group of 15–20 high-utiliz-

ing, multi-morbid geriatric patients is followed periodi-

cally over time in order to better andmore efficiently meet

the complex mind-body needs of this challenging,

resource-intensive, high-risk, and time-consuming patient

population. Because many elderly patients have difficulty

driving at night, daylight hours are much preferred, if not

essential. The CHCC format permits patients to share

personal experiences, support one another, learn from

each other (as well as from the multidisciplinary team),

and to receive medical care that addresses existing medi-

cal needs while bringing routine health maintenance cur-

rent. As with DIGMAs and PSMAs, one of the goals of a

CHCC is to inform and empower patients, and to teach

them to be partners in their own disease self-manage-

ment—such as in taking their own blood pressures and

blood glucose levels. Unlike DIGMAs, patients are gen-

erally not invited to bring a spouse or support person with

them to the CHCC; however, because many elderly cou-

ples often see the same doctor, there are often many
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spouses in attendance at a CHCC (as they are the doctor’s

patients as well).

Because it is specifically designed for serving high-

utilizing, non-frail seniors with multiple medical condi-

tions, the CHCC model seeks to achieve better clinical

outcomes by enlisting patients as primary caregivers in

their own care as well as for other group members. An

essential ingredient to the CHCC’s success is the tight

bonding and close ongoing relationships that develop

between patients. This is a natural result of having the

same small group of 15–20 multi-morbid geriatric patients,

whohavemuch in common,meeting together on amonthly

basis—sometimes for many years. It is these supportive

relationships that contribute toward patients sharing infor-

mation and coping skills, encouraging and helping one

another, communicating more effectively with their physi-

cian and nurse, and developing very close interpersonal

bonds.

Group Size

Much experience with the CHCC model has demon-

strated that the ideal group size is 15–20 patients for

three reasons: (1) groups having more than 20 partici-

pants tend to lose their group dynamic and the personal

interactions that are so critical to success; (2) groups with

fewer than 15 patients require too much energy from the

physician and nurse to keep the group dynamic lively and

interactive; and (3) fewer than 15 patients translates into

groups that are not economically viable due to the fact

that there are overhead costs to the CHCC program

(including 2½ hours of physician and nursing time as

well as some preparation and post-session work). Since

attendance has been found to be often between 70 and

80%, group membership must be a few patients larger—

perhaps 20–25—in order to ensure that the ideal number

of 15–20 patients in fact attends each session. This is

because there is some attrition over time due to drop-

outs, frailty, moving, and death—all of which requires a

plan for occasionally recruiting and integrating addi-

tional patients into the group. Therefore, when you set

up your CHCC, always strive to meet this ideal census

target of 15–20 patients as it is critically important to the

overall success of the program. The physician and nurse

are encouraged to monitor census on an ongoing basis

and to add additional patients as necessary to maintain

both desired census levels and the economic viability of

the program.

Confidentiality

The format of a typical CHCC session consists of

an initial structured 90-minute group segment (with

warm-up, educational presentation, working break/care

Table 4.1 Strengths of the CHCC model

� Continuity of care since the same group of 15–20 patients is followed periodically over time by the same physician and nurse

� Greater patient education and attention to psychosocial issues in this multidisciplinary team-based approach to care

� Therapeutic benefit of the group dynamic as the help and support of other patients is integrated into each patient’s healthcare experience

� Increased patient empowerment and disease self-management skills as patients learn how to take better care of themselves and to better
utilize the resources available to them within the healthcare system and community

� Decreased rate of decline of independent functioning has been reported

� Strong patient bonding as the same patients meet monthly and the group can meet for many years

� More time for the physician’s other patients because, by effectively dealing with some of your highest maintenance and utilizing patients in
the CHCC, these patients do not need to occupy many 15–20 individual appointments—which frees up some individual appointments
for your other patients

� Improved doctor–patient relationships due to the relaxed atmosphere, amount of social support, and greater amount of time available

� Improved independence and functional ability, together with improved perception of quality of life, have been reported

� Increased patient and physician professional satisfaction, with the anticipated consequences of better patient retention and decreased
physician burnout

� Reduced costs (especially the big ticket costs) due to the reduced number of referrals to medical specialists and to reduced emergency
department, hospitalization, and skilled nursing costs for these 15–20 high-utilizing, multi-morbid geriatric patients that are
participating and being followed

� Patient retention because CHCCs have been shown to result in not only a high level of patient satisfaction but also a higher likelihood of
patients staying with the healthcare system (thus making group visits not only good medicine but also good business)

� Outcome studies are relatively easy to conduct as one only needs to study the same group of 15–20 patients over time and then compare
their results to a matched control group receiving usual care (which is a much easier study than for DIGMAs, where most of the
physician’s practice often qualifies to participate and different patients typically attend every session)

� The CHCC model is evidence-based, which is one of its greatest strengths, making the demonstrated outcome benefits of the CHCC not
only important but also reproducible
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delivery, Q&A, and planning for the next session compo-

nents), which is followed by an individual care segment of

approximately 1 hour’s duration—i.e., for the approxi-

mately one-third of patients in attendance who actually

need to be seen individually. While confidentiality is

available to patients seen during the hour of individual

care open to patients at the end of the group time, the

same is not true for the 90-minute group segment of the

CHCC—where patients medical concerns and issues are

discussed both in front of other patients (especially during

the educational and Q&A segments) and within earshot

of other patients in the group room (as in the working

break). Dr. Scott has found confidentiality to be less of an

issue with CHCCs than for DIGMAs because: (1) the

same small group of 15–20 patients attends all sessions;

(2) patients make their own rules for the CHCC; and

(3) because of the close social bonds that form between

patients over time. While confidentiality is admittedly

probably more of an issue for DIGMAs and PSMAs

than for CHCCs, being conservative by nature, I would

still personally recommend having all attendees sign a

formal confidentiality release drafted by your medical

risk department or corporate attorney—and then follow

their guidance as to how often it should be re-signed (at

the beginning of every monthly session, every 6 months,

annually, etc.).

Staffing

The CHCC is usually staffed by a physician, a nurse, and

outside speakers as needed, plus, in larger systems, a pro-

gram coordinator to oversee the program and handle both

operational and administrative details. Because physicians

and nurses have typically not received specialized training

in the skills reqired to facilitate and manage groups, they

need to receive specific training in conducting CHCC ses-

sions, especially in fostering patient participation and

group interaction—and in not turning sessions into a

class. In order to minimize costs, tasks are delegated to

the most appropriate member of the CHCC care team.

Outside speakers (such as pharmacists, nutritionists,

physical therapists, and health educators) are also

brought in as part of the multidisciplinary team on an

as-needed basis. For example, many CHCCs have added

a pharmacy intervention component in which the phar-

macist can talk about medications and their interactions,

review the medications that patients are taking (which

patients are invited to bring to the session), ensure that

patients understand how to take their drugs properly,

identify and resolve potential drug-related problems,

and discuss how to appropriately store their medicines.

In addition, the nurse works collaboratively with the

physician to monitor the care provided to CHCC patients

outside of the monthly sessions. There can also be a

physician champion in larger systems charged with the

responsibility of moving the program forward through-

out the organization.

When first starting out with CHCCs, the see one, do

one, teach one minimal preparation method will likely

work reasonably well. However, when more than five or

six CHCCs are up and running (especially when they are in

various facilities throughout the system), another

approach is required. In this case, formal orientation and

training of the providers and patients becomes more

important—as does ongoing monitoring in terms of both

quality and effectiveness. Experience has shown that a

nurse administrator is often the best person to perform

these training and monitoring functions, and that one

such appropriate person can manage numerous CHCCs,

especially with the help of a monitoring checklist.

It is also important to include administrative support

staff and clinic managers in the CHCC, so that they

become champions and ensure that the necessary nursing

and physician resources are available to the program. If

CHCCs are not fully integrated into clinic operations, and

if key administrative leadership is not included in the

CHCC decision-making process, then the necessary

resources (personnel, supplies, and facilities) might be

directed toward other clinic programs and needs.

Structure

The CHCC addresses routine healthcare needs through

an interactive process of education, social relationships,

and shared experiences, as well as care from the physician

and multidisciplinary care team. Whereas routine care

needs (such as injections and vital signs) are provided

during CHCC sessions, urgent and emergent medical

needs are still obtained as before between CHCC sessions.

This expectation needs to be occasionally reinforced by

the physician and nurse, who must monitor the group’s

utilization between sessions to ensure that patients are

behaving accordingly and to offer appropriate coaching

as needed.

First Select and Recruit the Appropriate
Patients

Before the first CHCC session is held, the physician’s

practice needs to be searched for high-utilizing,
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multi-morbid geriatric patients. From these, patients will

need to be recruited for the CHCC, either by personal

invitation from the physician and staff during regular

office visits or by sending them an advanced written

invitation to attend. Dr. Scott recommends that you be

certain to speak frankly to patients regarding your rea-

sons for running the CHCC as they are bright, intelligent

people who are now more informed than ever. They are

fully aware of our healthcare system’s shortcomings and

that many of these are the result of financial concerns.

Because many patients are seeking more satisfying

alternatives to our current medical system, physicians

may find it surprisingly easy and refreshing to openly

acknowledge such issues as rushed visits, poor access,

inadequate staffing, poor communication, less than

ideal follow-up, etc.

Dr. Scott has found that physicians need not be afraid

to state either their own goals for the group visit program

or the organization’s insistence that the CHCC be eco-

nomically viable—which requires their full participation

for the program to continue—as this motivates patients

accepting the invitation to join to become allies by attend-

ing regularly and demonstrating the program’s effective-

ness. However, when inviting patients to attend, the

physicianmust be certain to also explain the many patient

benefits that the program is expected to provide (extra

time, greater patient education, closer follow-up care,

answers to questions you might not have thought to ask,

the help and support of others dealing with similar issues,

etc.), i.e., in addition to the cost savings that will enable

the program to continue. It should also be explained that,

whereas patients are encouraged to seek routine care

within the CHCC, participation in the program is com-

pletely voluntary and traditional follow-up visits are

always allowed—plus, emergency and urgent care should

be sought between sessions as needed through normal

channels.

Choose Only Those Patients Who Commit
to Attend

Past experience demonstrates that approximately 40%

of high-utilizing, multi-morbid geriatric patients from

a physician’s practice accept the invitation to attend,

20% are indecisive, and 40% decline to participate.

Because these patients must make the commitment to

attend sessions regularly on a monthly basis, the

focus turns to the 40% who accept the invitation.

Clearly, the greatest economic benefit will be realized

by selecting patients with an unqualified willingness

to participate in group sessions; therefore, it is best to

focus upon this group of patients. Regular attendance

needs to be encouraged because of both its economic

impact upon the program and the effective group

dynamic and emotional support it creates. It needs to

be explained that those who fail to attend regularly

will be replaced by other patients from the physician’s

practice who are more committed to the program. This

is because, unlike DIGMAs (where patients only need to

be sufficiently motivated to attend a single session),

patients attending a CHCC must commit to attend ses-

sions on a periodic, ongoing basis—i.e., potentially, for

many years.

Hold an Initial Session to Explain the CHCC
and Have Patients Develop Their Own Rules

An initial session is then held to explain the program

and to have patients develop the norms and rules they

want for their group—as an important tenant in the

CHCC is that the patients participate not only in their

own healthcare decision-making but also in the devel-

opment of the program. It is here that regular atten-

dance should be encouraged and the rules regarding

attendance fully explained. In addition, while not man-

datory, the patients’ active participation in group dis-

cussions should be openly sought. Patients need to

know that their experiences, questions, and knowledge

are not only helpful to other group members but also a

key to the CHCC’s success.

Structure of Subsequent Ongoing Sessions

Subsequent to this initial session, ongoing CHCC ses-

sions typically have an initial 90-minute interactive

group segment that is followed by an additional

60-minute segment of individual care in which patients

needing to be seen are provided with an individual

appointment (typically four to seven patients are seen

individually each month). This structure therefore

involves 2½h of the physician’s time per monthly

CHCC session. During the group, the physician can

educate, foster interaction, increase patients’ awareness

of important symptoms (shortness of breath, chest pres-

sure or pain, etc.), and teach patients how to more

appropriately utilize the system, such as same-day

appointments, urgent care, and the emergency depart-

ment. The group component of these sessions is struc-

tured into several distinct segments; however, there is
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much flexibility as to how these segments are run and

how much time is spent on each.

� The initial 90-minute group segment

� Warm-up and socialization (approximately 10–15

minutes)
� Educational presentation on a topic preselected

by patients during the last session (approximately

30 minutes)
� Working break (this is an approximately 20- to 30-

minute-long working break during which snacks are

served while vitals signs are taken, prescriptions are

refilled, medical charts are updated (patients are

given their own medical chart summary to take

with them), medical care is delivered to patients

individually by the physician and nurse, and the

four to seven patients needing to be seen individu-

ally during the hour of one-on-one care that follows

the group are identified
� Question and answer time (approximately 10–15

minutes)
� Planning for the next session (approximately 5–10

minutes).

� The subsequent 60-minute individual care segment

� Once the 1½-hour group is finished, all patients are

invited to leave except those that need to be seen

individually during the approximately hour-long

individual care segment that follows—typically, it

is only approximately one-third of the patients (i.e.,

four to seven patients) that need to be seen

individually.

Flow of a CHCC

In the CHCC, it is imperative that the physician, nurse,

and multidisciplinary team foster group interaction and

participate in group discussion in order to keep it from

turning into a class. Patients typically sit in a U-shaped

seating arrangement (i.e., a horseshoe seating arrange-

ment that fosters group interaction) so that the educa-

tional presentation can conveniently be delivered by the

speaker, and so that the physician and nurse have easy

access to patients—as this arrangement allows the physi-

cian and nurse to go around the group from opposite sides

during the working break to deliver medical care. During

all monthly CHCC sessions, the same 15–20 patients

attend the initial 90-minute interactive group segment—

and, of these, approximately four to seven patients stay

on an as-needed basis to be seen individually during the

subsequent 60-minute individual visit segment.

Unlike DIGMAs (i.e., in which all care that can possi-

bly and appropriately be delivered in the group setting is

provided there, so that all in attendance can listen and

benefit), in the CHCC, the actual medical care is still

presented to patients individually—i.e., outside of the

group setting, for both the working break and individual

care segments. It is important to keep in mind that the

CHCC was independently developed some 5 years earlier

than the DIGMA model, so that the fact that it retains

some vestiges of the traditional office visit model (which

the DIGMA does not)—such as delivering medical care

to patients one-on-one and in private, rather than deliver-

ing as much care as possible and appropriate in the group

setting—is not surprising. The typical format and flow of

a CHCC session is discussed below; however, it is impor-

tant to keep in mind that there is ample flexibility as to

how to structure the CHCC session.

Warm-Up

At the start of each CHCC session, there is an introduc-

tion and welcome where participants canmeet each other,

socialize, and attend to any group business and

announcements. During the warm-up, patients are often

paired off and given an exercise to stimulate discussion, a

process that tends to become less formal over time—as

groups become more cohesive and patients become more

comfortable in conversing with each other. At early meet-

ings, planned icebreakers appropriate to the group can

even be used. Patients can be asked to discuss any of the

following questions. ‘‘Where were you when Pearl Harbor

was attacked?’’ ‘‘Describe the first Christmas or birthday

that you can remember.’’ ‘‘What was your most memor-

able trip?’’ This warm-up serves as glue that helps to keep

the group bonded. It has been observed that as patients

bond through the sharing of life experiences, they become

more open to sharing their medical issues and personal

concerns. Over time, the socialization time gradually

becomes less formal and more informal, so that vacation

stories or even favorite jokes can be told. During these

10–15 minutes that are spent developing a tightly knit

group and a sense of community, you can hear the inten-

sity of the discussion escalate as patients get to know each

other better.

I have personally witnessed this phenomenon several

times during joint presentations that John and I have

given together in which we had the healthcare audience

participate in mock CHCC, DIGMA, and PSMA ses-

sions. When Dr. Scott started his CHCC demonstration,

he would often ask the audience to pair off and discuss

what college was like for them—or what they remember
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about what Christmas was like when they were a child.

While the roomwould often be relatively quiet at first, the

noise of people talking would slowly but steadily rise until

it hit a crescendo within approximately 10 minutes, after

which we would actually have a difficult time getting these

healthcare professionals to stop talking, because they

were enjoying themselves so much.

Educational Presentation

The warm-up is followed by an educational presentation

that is approximately 30 minutes long—and on a topic

that has been selected by the patients during the previous

session (although there are several core topics that are

covered during the first year and repeated as needed

thereafter). It is here that possible solutions and coping

strategies for the patients’ medical issues and concerns are

discussed. The educational presentation (which often

includes topics not always discussed during traditional

office visits) can be given by the physician, nurse, or a

guest speaker—such as a pharmacist, nutritionist, physi-

cal therapist, audiologist, occupational therapist, or indi-

viduals representing community resources. For every

CHCC, there is a formal core set of topics that is covered

at various times during the first year: patient care note-

books; routine health maintenance; pharmacy brown

bags; living wills and advanced directives; use of emer-

gency services; long-term care; etc. During the pharmacy

brown bag presentation, patients are asked to bring all of

their medications (including any over-the-counter drugs)

in a brown bag so that the pharmacologist who comes in

as the guest speaker for the session can individually go

over the contents of each patient’s brown bag.

Later on, patients begin to select their own topics, such

as: how to avoid falls; proper medication use and storage;

how to eat properly during holidays; cardiovascular signs

and symptoms among the elderly; nutrition and exercise;

Medicare policies and coverage; control of chronic pain;

stress, depression, and relaxation techniques; grief and

loss; sleep disorders; and end-of-life issues. Patients are

encouraged to share personal experiences and coping stra-

tegies during this time, and to bring their own unique

thoughts and solutions to the group. The group leader

(physician, physician assistant, nurse practitioner, phar-

macist, health educator, social worker, nutritionist, etc.)

fosters interaction, draws together and organizes what

is being said, emphasizes important points, tactfully

corrects any misinformation that is being shared, and

adds additional information as appropriate. Patients

can also work on commitments to their own disease self-

management and specific lifestyle goals (such as regular

exercise, smoking cessation, or dietary changes). They

can also write down their goals and keep a log or

journal to bring into subsequent sessions—i.e., containing

specific behavioral changes that they are committed to

making, and how well they are doing at keeping their

commitments.

Working Break (and Delivery of Medical Care)

Next comes themost active and essential part of the group

segment of the CHCC, which is inappropriately referred

to either as the break or the working break. During this

coffee break and socialization period, snacks are served

for all to enjoy—often snacks brought in by the patients

themselves (by designated members of the group). During

this approximately 20- to 30-minute working break and

care delivery segment, the nurse or medical assistant goes

down one side of the U-shaped gathering, while the phy-

sician goes down the other, delivering care to patients

individually. Any of the following can be done with regard

to all patients at this time (i.e., while other patients are

eating snacks and talking with one another): vital signs can

be taken; injections given; prescriptions refilled; bodymass

index measurements taken; urine samples collected; rou-

tine tests ordered; any lab and X-ray results discussed,

certain referral forms signed; medical records updated;

forms filled out for everything from durable medical

equipment to parking stickers; and certain medical issues

addressed individually by the physician and nurse (such as

those all-too-common ‘‘Oh, by the way, doc’’ issues).

Thus, a good half hour of the CHCC session is dedi-

cated to one-on-one care within the group (during the

working break and care delivery segment), with care

thus being given and documented during the group ses-

sion; however, this medical care is delivered to patients

individually, while others are socializing—i.e., not in

front of each other in the group setting (like DIGMAs

and PSMAs), where efficiency can be gained, repetition

avoided, and all present can simultaneously listen and

learn. Individual medical records are available and

updated, along with everyone’s personal care notebooks

(as every patient is given a personal care notebook which

is updated during each session). The personal care note-

book is a mini-chart that should be part of any CHCC

model. It contains the problem list, medication list, last

EKG, disease management guidelines when appropriate,

health maintenance chart, and advance directives.

Patients are asked to keep this record themselves and to

update it as appropriate. It is really a part of the ‘‘Coop-

erative’’ in ‘‘Cooperative Health Care Clinic’’ as it

involves patients in the monitoring of their care.
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The physician and nurse also make note of any patient

questions and address them during the 10- to 15-minute

question and answer period that follows—so that all pre-

sent can benefit from the answers and discussion that

ensues. It is at this time (i.e., during the working break

segment of the visit) that the determination is made as to

which patients will need to be seen individually during the

hour of individualized care that will follow the group

session. Although patients might occasionally be asked

to schedule a traditional individual office visit with the

physician, most of the time patients’ medical issues can be

appropriately addressed during the hour of individual

care that follows the 90-minute group session.

Question and Answer Period

The working break is followed by a highly interactive ques-

tion and answer period that addresses such topics as issues

presented during the educational presentation, the latest

pharmaceutical ads, medical stories in the mass media,

and any personal questions that patients might have. This

is an informal 10- to 15-minute question and answer period

led by the physician during which patients’ questions are

answered in the group setting—where all can listen and

learn—while group interaction between patients is fostered.

Typically, there are many questions that focus upon the

educational topic presented earlier in the CHCC session.

Planning for the Next Session

Immediately after the question and answer portion, the

patients spend approximately 5–10 minutes setting up the

next meeting. They discuss who will be responsible for

bringing snacks as well as what topic they would like to

have addressed during the educational presentation of the

next session. The subject to be covered can include any of

a number of core topics that each CHCC strives to cover

during the first year, or it can focus upon any subject of

mutual interest to the various group members.

The Individual Visit Segment (Which Follows
the Group)

The 90-minute group segment of the CHCC session is

then followed by up to 60 minutes of individual care for

the four to seven patients in attendance needing it, while

other patients, who only need to attend the group

segment, leave once the group is over. It is here, during

the final hour of the typically 2½-hour CHCC session

that the physician provides individual medical visits—i.e.,

for those patients the physician deems appropriate to be

seen, patients expressing the need to be seen, and patients

due for their routine health maintenance visit. During this

individual care segment, the exact same care is typically

provided (i.e., but only to approximately one-third of the

patients attending the group while the others go home) to

one patient at a time in the CHCC setting as is delivered

during a traditional office visit. The intent is for each

patient to be seen individually in the CHCC approximately

four times a year. Roughly half of these patients are seen

for intervening illnesses or flares in chronic conditions, with

the other half being seen for routine health maintenance

(e.g., routine checks for diabetes, heart disease, or for

physical examinations). As with traditional office visits,

care is delivered to patients individually during the indivi-

dual visit segment—i.e., apart from the other group

members.

In a 2004 article in Private Practice Success, Dr. Scott

discusses the individual visit segment of the CHCC in the

following manner. ‘‘‘At that point, it’s back to just the

plain old doctor visit except you don’t have to redo the

social piece and you’ve got all the questions answered

already,’ Scott says. ‘And since patients know that they’re

coming back, they don’t bother you with a laundry list

of worries and concerns.’. . . . ‘CHCC takes you off the

treadmill and gets you thinking about your patients,’

Scott says. ‘This is one way to enrich and enliven your

practice and bring back some of the joy of practicing

medicine’ ’’ (12).

The Specialty CHCC Subtype

Just as the DIGMA and PSMAmodels have their hetero-

geneous, mixed, and homogeneous subtypes, the CHCC

model (which was designed for high utilizing, multi-

morbid geriatric patients) has its own unique subtype as

well—i.e., the Specialty CHCC, which shares many of the

characteristics of the original CHCCmodel, but is used in

the various medical specialties. In addition to multi-mor-

bid geriatric patients in primary care, the CHCC model

has proven to be versatile and adaptable to many disease

states and conditions, and has also been used in the

management of various chronic illnesses. The CHCC

model has thus evolved to include the Specialty CHCC

subtype, which is generally applied to the medical sub-

specialties. There is considerable flexibility in how one

designs their CHCC or Specialty CHCC, for example,

by having some individual care prior to the group as
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well as after. Nothing is set in concrete, so you have a great

deal of freedom to design your CHCC or Specialty CHCC

in such a way that it best meets your—and your patients’—

needs. In the Specialty CHCC subtype of the CHCCmodel

(which is sometimes referred to as the disease-specific

CHCC, and is used in various medical subspecialties) the

patients in attendance are usually experiencing the same

diagnosis or health condition (e.g., diabetes, asthma, hyper-

tension, hyperlipidemia, congestive heart failure, COPC,

fibromyalgia, well baby checks, depression, orthopedic

pre- and post-op visits, and irritable bowel syndrome).

Specialty CHCCs and CHCCs Share Many
Similarities

Like the original CHCCmodel, Specialty CHCC sessions

follow the same group of patients over time and have a

similarly structured format: (1) a 90-minute group seg-

ment (with warm-up, educational presentation, care

delivery, question and answer, and planning for the

next session segments); followed by (2) approximately

60 minutes of individual care for those needing it.

Like CHCCs, Specialty CHCCs often focus upon high-

utilizing patients because that is where the maximum

economic cost offset occurs—and thus where optimal

financial benefit can be realized. Like other group visit

models, CHCCs and Specialty CHCCs also offer a multi-

disciplinary team-based approach to care as well as the

help and support of other patients integrated into each

patient’s healthcare experience. Furthermore, they pro-

vide a venue that can be most helpful in eliciting critical

missing pieces of medical history, in addressing key life-

style and disease self-management issues, in prioritizing

medical interventions, and in tracking health mainte-

nance and disease management protocols.

Specialty CHCCs and CHCCs Also Have
Important Differences

However, Specialty CHCCs differ as to the types of

patients in attendance (patients in the various medical

subspecialties vs. multi-morbid geriatric patients in pri-

mary care), the duration of the program (which might be

time-limited with the Specialty CHCC as opposed to

ongoing monthly sessions with the CHCC), the frequency

with which sessions are held, and possibly even as to

content. In the Specialty CHCC, the sessions might be

held irregularly according to best practices guidelines (i.e.,

rather than monthly, like CHCCs), and a provider other

than the patient’s own physician might be used. Despite

these differences, the disease-specific CHCC still resembles

the geriatric CHCC group in many ways. However, there

is considerable flexibility as to how the Specialty CHCC is

structured (such as the individual care being delivered at

the beginning, rather than at the end, of the session).

For example, a Specialty CHCC for hypertension

might be designed to meet monthly for the first 3 months,

then tomeet again in 6months, and finally to have follow-

up meetings after 1 and 2 years. While older patients with

multiple medical problems might enjoy ongoing monthly

meetings and benefit from interacting frequently with

other patients and the CHCC healthcare team, younger

and healthier working patients will likely not need this

intense level of contact and support. Unlike traditional

CHCCs for high-utilizing seniors, Specialty CHCCs are

generally designed for patients of any age having a spe-

cific medical condition.

Another difference is that, with the Specialty CHCC,

continuity of practitioners or patients within the group is

not essential to improved outcomes like it is for the tradi-

tional CHCC model. In addition, the emotional support

provided is often less important than the educational

component. Instead, the primary purpose of the Specialty

CHCC is to deliver disease- or condition-specific care and

information to patients as efficiently as possible. Specialty

CHCCs can be used to address the quality assurance man-

dates of health plan administrators, which Dr. Scott points

out is important because disease management guidelines

sometimes seem to be proliferating faster than physicians’

can read—let alone implement—them, and reporting

requirements (such as Healthcare Effectiveness Data and

Information Set) are proliferating rapidly as well.

Because they are run by medical subspecialists (or else

including specialists as guest speakers), the Specialty

CHCC can be an excellent venue for implementing these

guidelines—as well as for involving patients in their own

disease self-management and monitoring their own com-

pliance. While the Specialty CHCC format might vary

according to the needs of various diagnostic groups (so

that frequency, content, staffing, and duration may differ

accordingly), the key components of the CHCC program

still apply and can result in improved quality of care,

increased patient and physician satisfaction, and con-

tained costs.

Charting

A goal of all group visits, including the CHCC and the

Specialty CHCC subtype, is to start and finish on time—

and, whenever possible, to have all charting completed by
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the end of the session. Therefore, when starting any new

group visit program, it is important to consider how an

individual progress note will be completed for each

patient during group time. For CHCCs and Specialty

CHCCs, charting is often a relatively straightforward

matter because the personal charts provided for each

patient are individually updated during the working

break of the session—i.e., while the nurse circulates

among the patients checking vital signs and providing

injections, and the physician goes around the group deter-

mining who needs to be seen individually during the hour

that follows the group. Individual care delivered to

patients during the hour-long individual visit segment

(i.e., which follows CHCC and Specialty CHCC group

sessions) is typically documented for patients just as it is

for traditional office visits.

Outcome Data for CHCCs

CHCCs can improve quality, patient education, patient

satisfaction, and the bottom line. They can also reduce

redundancy and utilization, and accomplish all this while

simultaneously enhancing outcomes. One of the advantages

of the CHCC model is that it is evidence based, with two

independent clinical trials having been published that con-

firm better outcomes, lower costs, increased patient and

physician satisfaction, and higher retention (1,4). I have

had the pleasure of personally co-presenting to various

medical audiences with Dr. Scott many times, during

which he discussed the major positive advantages of the

CHCC aswell as the impressive results of these two research

studies. As previously mentioned, the fact that the same 15-

20 patients are followed over time makes it a comparatively

easy matter to compare utilization and clinical outcome

data on these CHCC/Specialty CHCC patients with a

matched control group receiving ordinary care.

The First CHCC Randomized Control Study

This initial CHCC study was a 1-year randomized con-

trolled research study that was funded by a Kaiser

Permanente Garfield research grant (4). The objective of

this study was to compare the impact of CHCC group

outpatient care to traditional office visit care for non-

frail, chronically ill, older adults who were high utilizers

of healthcare services—i.e., by looking at health services

utilization, cost, self-reported health status, and physician

as well a patient satisfaction. For the CHCC experimental

group, the pilot randomly selected 160 non-frail geriatric

patients with chronic conditions who were over 65 years

of age and high utilizers of both inpatient and outpatient

services during the past 12 months—e.g., one or more

outpatient visits per month and one or more calls to the

nurse or physician every 2 months. The control group

consisted of another 161 patients over age 65 who

received traditional care.

Important Statistically Significant Results
Were Obtained

Statistically significant outcome measures obtained after 1

year of follow-up showed fewer emergency room visits

(0.41 for the CHCC group vs. 0.67 for the control group),

specialist MD visits (3.22 vs. 3.95), and repeat hospital

admissions (1.43 vs. 1.89). They also showed more phone

calls to the nurse (8.7 vs. 7.89) and fewer physician calls (1.4

vs. 2.53), a larger percentage of CHCC patients receiving

influenza (81 vs. 64%) and pneumonia (20 vs. 4%) vacci-

nations, as well as greater patient and physician satisfac-

tion with CHCC vs. traditional care—all of which were

statistically significant at the P=0.05 level. There were no

differences between groups on self-reported health and

functional status; however, the overall cost of care was

reduced by $14.79 per member per month for the CHCC

group—a reduction in cost largely attributable to the high

cost items of ER visits as well as repeat hospitalizations

and SNF utilization (3 vs. 7%, although this SNF utiliza-

tion result was not statistically at the 0.05 level) (4).

These Results Have Important Public
Policy Ramifications

With baby boomers rapidly emerging as geriatric patients,

there is a great need to develop innovative new methods of

care delivery that are effective, highly efficient, and cost-

effective for this rapidly growing elderly patient popula-

tion. What is needed is a realistic alternative to the tradi-

tional individual office visit, as these office visits lack the

benefits of a multidisciplinary team, the help and support

of other patients, and the ability to efficiently deliver health

information to chronically ill geriatric patients—all of

which are clear benefits of the CHCC. Furthermore, the

rushed individual office visit is viewed by many as not

being that well suited to addressing the multiple, time-

consuming medical needs of an aging patient population

during the allotted time. Pointing out that the rapidly

growing population of multi-morbid geriatric patients

already consumes a disproportionate share of outpatient
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and inpatient healthcare dollars, the authors make clear

the importance of this study. As a result of this study, the

authors conclude that CHCC care for high-utilizing,

chronically ill, non-frail geriatric patients can simulta-

neously reduce ED visits, visits to subspecialists, repeat

hospitalizations, and the cost of care as compared to tradi-

tional office visit care—while also delivering some preven-

tive services more effectively, and increasing both patient

(with 49% of the CHCC group vs. 27% of controls rating

their visit as excellent) and physicians satisfaction (4).

There Are Two Concerns with This Study

There were two items of concern to me with regard to this

study, both of which undoubtedly reduced the overall

economic benefit of the CHCC program in this study.

First of all, the average attendance in CHCC groups was

only eight patients, which is a far cry from the targeted

ideal group size of 15–20 patients. Second, the no-show

rate was very high, with patients only attending approxi-

mately 55% of the scheduled CHCC sessions—which is a

problem for CHCCs, as they are designed for consistent

attendance and ongoing continuity of care (4–6). In fact,

13% of patients randomly assigned to the CHCC group

never attended a single session, and another 12%dropped

out before the 1-year study ended. Clearly, since the

success of group visit programs ultimately rests in large

part on consistently meeting predetermined census tar-

gets, every necessary effort must be expended to ensure

that you have full group sessions at all times.

The Second CHCC Randomized Control Study

Dr. Scott and his team next conducted a larger study

using a sample of just under 300 patients that were studied

over a longer period of time (2 years) in order to validate

the results of the earlier 1-year pilot study discussed above

(1). The goals of this study were to compare the effective-

ness of the CHCC with usual care for pre-frail, older

patients with chronic conditions. This replication study

was larger in scale, involving 19 (vs. 6) physician-led

CHCC groups and a 2 (vs. 1)-year time period. The results

reported were for that subset of 294 patients (i.e., 37.1%

of the 793 patients who agreed to participate in the study,

of whom 145 were in the CHCC experimental group

whereas 149 were in the usual care group) who, before

enrollment and randomization, expressed ‘‘strong interest’’

in participating in a CHCC. A computer-generated ran-

dom number sequence was used to randomize the study

patients between CHCC and usual care, with randomiza-

tion being done within each of the 19 participating physi-

cians’ group of patients in order to control for differences

in practice styles. CHCCs were employed in which study

patients met with their own primary care provider and

nurse on a monthly basis. No significant differences

existed on any of the demographic and baseline measures

for the experimental and control groups.

The Results of This Second Study Also
Demonstrated Important Findings

This study demonstrated that—whereas the CHCCdid not

impact outpatient utilization, health, or functional sta-

tus—it did reduce hospitalizations and emergency depart-

ment visits, and did so while increasing several patient

satisfaction, quality of life, and self-efficacy measures.

Group Size and Attendance Were Concerns
in this Study as Well

A concern to me (in that it undoubtedly reduced the

potential overall favorable economic impact of the

CHCC in this study) is that the average attendance during

the 459 group sessions held during the study period

resulted in a mean of only 7.7 patients attended CHCC

sessions (again, far short of the recommended CHCC

group size of 15–20 patients). Another concern is that

the mean number of group meetings attended per patient

was just 10.6, or 40.8% of the total number held during

this 2-year study. There was a wide variability in rates of

attendance, with 25.5% attending two or less meetings

during the 24-month study. Table 4.2 depicts the utiliza-

tion of CHCC experimental vs. control patients during

this 24-month study, with probability values being based

upon chi-square adjusted for physician.

Several Important Conclusions Were Made by
the Researchers

The authors concluded, ‘‘CHCCs were associated with

increased self-efficacy; better communication between

participants and physicians; better quality of life; fewer

health plan terminations and switching to non-study phy-

sicians; and lower emergency, hospital, and professional

services utilization. There were no significant changes in

function or health status. Although the only statistically
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significant difference in cost was for fewer ED visits by

CHCC patients, the overall cost savings for CHCC

patients over the 24-month study was $41.80 per member

per month. CHCC participants also expressed signifi-

cantly greater patient satisfaction in a number of areas

than did controls. . . .Although there were likely to be

additional factors at work, fewer terminations from the

health plan and switching to non-study physicians by

CHCC members may also reflect higher satisfaction

with their healthcare. These outcomes may be the result

of benefits inherent in the CHCC group model: a multi-

disciplinary team approach to medical care, regularly

scheduled monthly meetings, enhancement of the provi-

der–patient relationship, increased health education, and

the therapeutic benefit of group interactions between

patients and between patients and their providers. . .

.The CHCC model provides regularly scheduled oppor-

tunities for patients to see their primary care providers.

Regularly scheduled visits allow providers to monitor

patients more closely and recognize geriatric syndromes

that evolve slowly over time.’’ However, the authors do

caution: ‘‘CHCC may not be a substitute for the regular

office visit in pre-fail seniors because clinic use did not

change. Service utilization savings came from the preven-

tion of more costly ED visits, hospital admissions, and

professional services’’ (1). However, the savings from

hospital admissions and professional services (as well as

cost of termination from health plan) were not significant

at the P = 0.05 level—although they were significant at

the P = 0.10 level.

Limitations of the Second Study

In discussing the limitations of this study, the authors

point out that the CHCC requires periodic monitoring

to keep it from turning into a class, that any financial

benefit requires a sufficiently large group size, that group

care is not appropriate for patients who are uncomforta-

ble with the group setting, that CHCCs are not suitable

for physicians not comfortable with leading group discus-

sions, and that CHCCs may not be as effective in dealing

with other patient populations than pre-fail geriatric

patients. Another limitation they point out is that the

savings tend to be downstream (e.g., for reduced hospital

admissions, professional services, and ED usage), which

makes the CHCC model most suitable for integrated

healthcare delivery systems. Finally, the authors com-

ment that it is often difficult to get clinic support because

many benefits of the CHCC are invisible to clinic staff.

A Related Article also Demonstrated Important
Findings

In a related article using the same patients but coming at

the data in a different way, Coleman et al. also demon-

strated that monthly CHCC group visits reduced emer-

gency department utilization for CHCC participants who

participated in the 2-year randomized control study. The

patients for this study were 295 older adults (60 years of

age or older) whowere high utilizers of outpatient services

and had one or more chronic illnesses. They found that

the CHCC patients in the intervention group had fewer

emergency department visits than the control group (0.65

vs. 1.08 ED visits) and were less likely to have any ED

visits at all during the 2-year study (34.9% vs. 52.4%),

results that were statistically significant at the P = 0.05

level (even after controlling for co-morbid conditions,

functional status, demographic factors, and prior utiliza-

tion). These authors explained the context for their study

as follows: ‘‘Emergency department utilization by chroni-

cally ill older adults may be an important sentinel event

signifying a breakdown in care coordination. A primary

care group visit (i.e., several patients meeting together

with the provider at the same time) may reduce

Table 4.2 Utilization at 24 months for CHCC and control patients

Mean – standard deviation

Type/unit of service CHCC (N = 145) Control (N = 149) P-value

Clinic visits/patient 33.0 – 21.4 34.0 –/ 22.6 0.48

Pharmacy fills/patient 45.0 – 40.4 48.0 –/ 49.1 0.53

Hospital admissions/patient 0.44 – 0.89 0.82 – 1.7 0.013

Hospital observation admissions/patient 0.16 – 0.45 0.38 – 2.2 0.26

Hospital outpatient visits/patient 0.92 – 3.7 0.72 – 2.2 0.81

Professional services/patient 5.9 – 10.1 10.3 – 17.9 0.005

Emergency visits/patient 0.66 – 1.3 1.1 – 1.5 0.008

Skilled nursing facility admissions/patient 0.15 – 0.68 0.28 – 1.20 0.28

Home health visits/patient 0.8 – 2.5 1.3 – 3.1 0.06

Probability values being based upon chi-square adjusted for physician, From Scott JC, Conner DA, Venohr I, et al. (1), with permission of
J Am Geriatr Soc.
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fragmentation of care and subsequent emergency depart-

ment utilization.’’ They attribute this reduced ED

utilization among elderly patients attending CHCCs to

coordination of care, improved continuity of care, and

earlier identification of health problems—but add that

this hypothesis requires further study (13).

A Brief Sampling of Other CHCC Studies

There are numerous other published studies involving the

CHCC model, and such studies are continuing to appear;

however, due to limited space, the results from a sampling

of just two of these studies (which address less-studied

types of patient populations) will be briefly discussed

here. In a study conducted at the Adult Primary Care

Center at the Medical University of South Carolina at

Charleston that was meant to evaluate use of group visits

in delivering care to uninsured or inadequately insured

patients with type 2 diabetes, the authors randomly

assigned 120 patients whose diabetes was uncontrolled

into CHCC (59 patients) and usual care (61 patients).

Ages ranged between 22 and 83 (with the average age

being 54.0), and 78.3% of these patients were female.

The authors evaluated the suitability of the CHCC (invol-

ving a primary care internist and a diabetes nurse educa-

tor) for this patient sample using attendance records, the

Trust in Physician Scale, and the Primary Care Assess-

ment Tool—with measurements being made at baseline,

3 months, and 6 months. They reported that: (1) the level

of patient attendance at CHCC sessions indicated accep-

tance of the CHCC care delivery modality; (2) CHCC

patients showed improved trust in their physician com-

pared to those receiving traditional care; and (3) the

CHCC group tended to report better coordination in

their care, better community orientation, and care that

was more culturally competent. They concluded that

group visits were appropriate for these uninsured and

under-insured patients, and that the group fostered an

improved sense of trust in their physician (14).

Another study, published in 2006, describes a pilot

program at the University of Washington that extends

the CHCC model to patients with dementia, and reports

on the results of three Cooperative Dementia Care Clinics

(CDCCs) that met monthly for as long as 1 year. It

involved patients and caregivers drawn from a dementia

clinic roster who had required specialty care for at least

3 months. Although this work is still in its early stages, the

authors concluded that the CHCC could work for high-

risk dementia patients and their caregivers (15).

‘‘In CDCCs, responsive sharing of ideas, especially about

difficult or painful subjects, was often quite lively, and the

process helped alleviate families’ reluctance to adopt new

ways of managing care at home. Some of the most difficult

subjects, including fear of the future; disappointment with

thwarted life plans; and feelings of grief, anger, and frustra-

tion, fostered group cohesion and support for meeting the

challenges of the present and those yet to come. This open

exchange of ideas contrasted with expectations at the outset

of the program....For the providers, the opportunity to

witness dementia patients offering understanding, caring,

and sound advice to one another and to caregivers was

one of the most surprising and meaningful parts of the

experience. The CDCC format revealed cognitive and

empathic capacities in dementia patients that are generally

invisible in traditional medical visits and gave patients a

chance to experience their contributions as valuable. . ..The

therapeutic elements of group experience in general include

recognition of the universality of experience, instillation of

hope, imparting of information, direct advice from other

members, and the opportunity for members to give to one

another. All of these aspects of the group experience con-

tributed significantly to the care of CDCC participants and

were recognized by them over time’’ (15).

With CHCCs, the Frequency of Sessions
Is Critically Important

CHCCs, which are designed to accommodate follow-up

visits for high-utilizing, multi-morbid geriatric patients,

can be held as frequently as every 2 weeks or as infre-

quently as every 6 months; however, they are typically

held on a monthly basis. On the other hand, Specialty

CHCCs are generally held at more variable time intervals,

depending upon best practices and the specific needs of

each patient population by diagnosis. It is important to

note that, with CHCCs, the frequency with which sessions

are held appears to be critically important to success.

Appropriate frequency of contact with patients is not

only clinically important, but also permits timely identi-

fication of health problems before they become medical

crises. A 2-year study of a quarterly group intervention

that was only held every 3 months in a frail elderly popu-

lation failed to show any beneficial effect on utilization,

incontinence, falls, etc. (16).

On the other hand, experience at the Cooperative

Health Care Clinic in Colorado has demonstrated that

when monthly CHCC sessions are canceled for any rea-

son, many of the patients will make appointments for

traditional office visits during the weeks following the

canceled session. However, it has not yet been determined

whether these added individual appointments are medi-

cally necessary or if they are just motivated by a
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psychological need to touch base with the physician.

Although other interpretations of the data could be

made, it is possible that the explanation lies in monthly

CHCC sessions being sufficient to meet the needs of these

high-utilizing geriatric, multi-morbid patients whereas

quarterly sessions are not (9).

Do I Have The Skills Needed to Run
a Group Visit?

For the most part, providers need to essentially have the

exact same professional skills to successfully conduct a

CHCC that are required to conduct a traditional office

visit, e.g., empathy, the desire to deliver high-quality care,

a broad knowledge base, necessary training and experi-

ence, and the continuing education required to address

patients’ multiple and varied medical needs. With tradi-

tional office visits, the topics of conversation often change

several times, which is something that physicians are com-

fortable with but rarely have adequate time to fully discuss

or analyze. Basically the same thing happens in a group

visit, although the topics may change a little more fre-

quently. However, there are a couple of major differences

in that the group setting provides: (1) enhanced efficiencies

in which physicians are better able to effectively commu-

nicate a great deal of important information to their

patients; (2) plenty of time to enter into these discussions

in sufficient depth and detail for physicians and patients

alike to be satisfied; (3) the opportunity to deliver informa-

tion to many patients at once (so that the repetition that is

so common with traditional office visits is thereby

obviated); and (4) a venue in which sessions can be over-

booked according to the expected number of no-shows and

late-cancels (thus avoiding expensive physician downtime

and making group visits immune to this problem that is so

vexing and costly for traditional individual office visits).

Active listening skills, multitasking abilities, critical

diagnostic skills, medical decision-making skills, and the

ability to prioritize issues are all skills that physicians

exercise daily in the individual office visit setting, and

which are readily transferable to the group visit setting.

However, because they offer more time and amore relaxed

pace of care, group visits have the potential to provide

greater patient education, closer attention to patients’ psy-

chosocial needs, and a more satisfying overall healthcare

experience for patients and physicians alike. Like other

group visit models, CHCCs and Specialty CHCCs also

offer a multidisciplinary team-based approach to care as

well as the help and support of other patients integrated

into each patient’s healthcare experience. Furthermore,

they provide a venue that can be most helpful in eliciting

critical missing pieces of medical history, in addressing key

lifestyle and disease self-management issues, in prioritizing

medical interventions, and in tracking health maintenance

and disease management protocols.

It is important that physicians feel free to be them-

selves—i.e., rather than feeling that they somehow need

to be artificially professorial or entertaining. Because

patients generally select their doctor based upon the phy-

sician’s personality, skill set, practice style, ability to com-

municate, and how she/he normally interacts with

patients, patients just want their physician to be them-

selves in the CHCC—or in any other type of group visit

model, for that matter. Patients in the CHCC have

already selected and bonded with their physician, and

therefore do not expect (nor do they want) their physician

to be different in the group than they are in traditional

office visits. Patients just want quality medical care, good

service, and more time with you as their physician.

Keep in mind that patients will leave the group visit

setting with their medical needs met and with a great deal

of helpful information. They will receive much of this infor-

mation from the physician and nurse; however, a great deal

of it will also come from interacting with the other patients.

All patients want in a group visit is for the same doctor that

they have grown to like and trust during traditional office

visits to showup in the group room. In otherwords, youonly

need to be yourself in the group—the same person you

normally are during regular one-on-one office visits. Noth-

ing more is required (other than some training in group

dynamics and fostering group interaction), so do not fret

needlessly that you somehowmight not be the right person—

nor have the right personality—for a group visit as, simply

put, this has never proven to be an issue.Now that you know

that you cando it, whynot try a group visit for your practice?

Notice the Differences Between CHCCs
and DIGMAs—Including Billing Differences

As can be seen, CHCCs differ from DIGMAs in many

ways. One important difference is that medical care is

delivered to patients individually during CHCCs while

other patients are not listening—both during the initial

working break of the group segment and during the indi-

vidual visit segment. In other words, in CHCCs, the med-

ical care is not delivered to patients in front of one another

in the group setting (where efficiency can be gained, repe-

tition can be avoided, and all present can listen and learn

from what the doctor is saying)—which, from start to

finish, is a defining characteristic of DIGMAs. Also, the

actual delivery of medical care is the focus during only

certain portions of the CHCC visit (i.e., the working break
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and individual visit segments), whereas it remains the

central focus throughout the entire DIGMA session—

which, as a result, is best conceptualized, from start to

finish, as a series of individual office visits with observers.

In addition, whereas DIGMAs cover most or all patients

in a physician’s practice (or in a chronic illness treatment

program), CHCCs represent a continuity model in which

the same group of 15–20 patients is followed over time—

typically high utilizers only, as that is where the major

economic advantage lies (but only 40% or so of these

high-utilizing patients will likely make the necessary com-

mitment to attend the CHCC regularly).

Another major difference is that the patient education

occurs in the form of a formal educational presentation in

the CHCC, whereas it comes in the context of the physi-

cian sequentially working individually with one patient

after another in the group setting in a DIGMA—i.e.,

while others listen, interact, ask questions, and learn. In

addition, the CHCC is typically a 2½-hour session that is

broken down into a 1½-hour group segment followed by

approximately 1 hour of one-on-one care for approxi-

mately one-third of the patients in attendance. In a typical

CHCC, approximately two-thirds of the patients attend

the group portion of the session only. By way of contrast,

DIGMAs are typically 90 minutes long, have only a group

segment (although any patients needing a brief private

discussion or exam are provided one in the nearby exam

room, typically toward the end of the session), and consists

from beginning to end of the physician delivering one-on-

one medical care to each patient individually in the group

setting—i.e., while others listen, interact, and benefit.

DIGMAs are best viewed from start to finish as being a

series of individual office visits with observers that provides

the same medical services as traditional office visits—in

other words, they are run throughout as a series of one

doctor–one patient encounters addressing the unique med-

ical needs of each patient individually. However, this is not

the case for CHCCs and Specialty CHCCs because of the

substantial amount of group time spent on the warm–up,

educational presentation, question and answer, and plan-

ning for the next visit segments. Therefore, it is anticipated

that these differences are likely to be reflected in the formof

important billing differences between these models in the

fee-for-service world, especially for those CHCC/Specialty

CHCC patients that only attend the group segment.

What Outcome Measures Should I Use?

In evaluating any group visit model, it is important to keep

the distinctions between these SMAmodels clearly inmind

when developing the outcome measures that you will use.

This enables you not only to select appropriate measures

for the DIGMA, CHCC, or PSMA that you intend to use,

but also to avoid developing unrealistic expectations as

to what each model can achieve. For example, one would

expect CHCCs to reduce utilization of ER, hospital,

and nursing home services among the same group of

high-utilizing, multi-morbid geriatric patient being followed

over time; however, productivity and access (which are

fortes of the DIGMA and PSMA models) would likely

not be improved—and those CHCC benefits that do

occur will likely be greatest for high-utilizing patient, but

much less for lower utilizing patients. Disease-specific Spe-

cialty CHCCs would be expected to improve care delivery

and satisfaction among patients in the medical subspecial-

ties; however, they would not be expected to increase phy-

sician productivity or to improve access (which are specific

strengths of the DIGMA and PSMA models). Therefore,

the selection of proper evaluative measures is critical to

monitoring the success of any SMA program.

Weaknesses

As is the case with all group visit models, CHCCs and

Specialty CHCCs also have their own particular weak-

nesses, which are depicted in Table 4.3.

Foster Group Interaction and Keep CHCCs
from Becoming a Class

CHCC and Specialty CHCC sessions should be interac-

tive, not lectures. As Dr. Scott points out, there is a world

of difference between delivering a lecture on angina and

heart disease vs. asking the group: ‘‘Has anyone present

ever had a heart attack?’’ and ‘‘What was it like for you,

and what did you do about it?’’ Interactive group process

involves several patients responding to these questions

with their own special stories—and with the physician

not only delivering medical care and counsel but also

acting as a facilitator (i.e., while adding information and

elaborating as appropriate). In aModern Healthcare arti-

cle, Dr. Scott underscored the need to keep groups from

turning into lectures (17).

Physicians need to view patients as primary caregivers

who are learning to help themselves and each other better

manage their own health problems. Furthermore, physi-

cians also need to recognize that much of the benefit of a

group visit comes from patients interacting with and help-

ing each other. Therefore, it is extremely important to

foster some group interaction from time to time
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throughout the session. As can be seen, doing a CHCC

group well requires up-front skill building around group

process along with appropriate coaching and monitor-

ing—especially in the areas of fostering both group inter-

action and the perception that this is a medical visit and

not a class.

Even well-intentioned physicians, when left to their

own devices, will often slip into the professor or authority

figure role. This is because these roles are typically more

familiar and comfortable for physicians than that of being

the facilitator of an interactive process. This interactive

facilitator role contrasts sharply with a lecture-type for-

mat in which there is a one-way delivery of information

from the physician to the group, yet the latter is exactly

what can happen if care is not taken to avoid this problem

in the CHCC (or Specialty CHCC subtype of this model).

It is important to always keep inmind that this interaction

validates participants as legitimate sources of information

for one another in coping with their health problems.

Patients are thereby reinforced by each other as well as

by the physician and nurse, and everyone benefits from

this interactive and therapeutic process of the group. We

must realize that patients often have more direct, hands on

experience in coping with their illnesses and the aging

process than their medical caregivers do. Therefore, we

must appreciate that the patients themselves are often

their own primary caregivers and that they need to be

validated for the important role that they play as care-

givers in their own lifestyle management and personal

well-being. But to draw patients out so that they share

this valuable, hard-earned information with one

another—i.e., which they have gained from firsthand

experience by adjusting to, and coping with, their own

health problems—it is important for the provider to run

the CHCC in amanner that fosters group interaction, and

not as a formal lecture or class.

Because they most likely have not been trained in con-

ducting group visits during medical school (and have

probably had little or no experience in leading groups),

SMAs can be intimidating and anxiety provoking to phy-

sicians—especially when first starting their group visit

program. This can in turn be self-defeating because when

experiencing the discomfort of anxiety, physicians can

easily turn to the lecture-type format with which they are

more comfortable—which can undermine the interactive

process that is required for a successful CHCC. By inter-

action, we are referring to all of the important sharing of

information, mutual support, and dynamic social interac-

tion which all group visit models are designed to achieve.

Physicians must therefore guard against this tendency to

lecture rather than to foster interaction during the CHCC

or Specialty CHCC session—i.e., so that the group main-

tains a lively, healthy, and interactive nature wherein much

information and emotional support is exchanged. Trust

me, this type of group will prove to not only be maximally

beneficial to patients but also be muchmore professionally

satisfying to the physician as well.

While CHCCs and Specialty CHCCs are intuitively

appealing because the same group of 15–20 high-utilizing

patients is followed over time, constant vigilance must

Table 4.3 Weaknesses of the CHCC model

� Unless group interaction is constantly fostered, the CHCC can easily turn into a class

� Therefore, CHCCs will not be appropriate for approximately 60 percent of invited patients

� Because the economic cost-offset is greatest, CHCCs are typically designed for high utilizing patients

� Therefore, low- to mid-utilizing patients might not result in the same economic gain

� Patients must commit to attend regularly (but only approximately 40% do commit)

� For the most part, other patients do not benefit when medical care is delivered privately in a CHCC

� Only a small (albeit costly) part of the physician’s practice is covered
* CHCCs and Specialty CHCCs are primarily for 15–20 high-utilizing patients
* All other patients in the physician’s practice are largely unaffected

� 2.5 hours of the physician’s time is required

� Patients attend prescheduled sessions whether they have a medical need or not

� Unlike DIGMAs and PSMAs, CHCCs do not leverage physician time, increase productivity, or improve access

� Because benefits of the CHCC are largely downstream, they are greatest in managed care organization but less for individual physicians

� Real and meaningful administrative support is required

� The CHCC’s benefits are largely invisible to staff in the clinic

� They require up-front skill building in group process

� Initial physician and patient resistance needs to be overcome

� Because only 15–20 patients in the physician’s practice are affected, CHCCs are of limited value in managing a busy, backlogged practice

� Documentation can be problematic, especially when electronic medical records are used

� There are billing concerns, especially for the approximately two-thirds of patients who attend the largely educational group only
(i.e., who are not seen individually afterward)
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nonetheless be paid to fostering group interaction and—

because of their substantial educational format—to keep-

ing patients from viewing the CHCC as a class rather than

a medical appointment. This is because, although medical

care is delivered, the group segment of the CHCC is struc-

tured in such a way that it has a considerable amount of

socialization and education time built in (i.e., through its

warm-up, educational presentation, question and answer,

and planning for the next session segments). Therefore,

without being careful in this regard, it is possible for

CHCCs and Specialty CHCCs to be viewed as classes

rather than group medical visits. This is especially true

for those patients who happen to attend the group segment

of the visit only (i.e., for approximately two-thirds of the

patients attending any given session), and who do not need

to be seen for individual care afterward during the subse-

quent individual treatment segment of the session.

Patients Must Commit to Attend Regularly

One of the challenges for the CHCC model and its

Specialty CHCC subtype is that patients must make the

commitment to attend ongoing, periodically scheduled

sessions on a regular basis, regardless of whether or not

they happen to have a medical need at the time. Having to

make this extended commitment to attend can be a turn-

off to many. Because patients need to make an ongoing

commitment to the program (which stands in stark con-

trast to DIGMAs and Physicals SMAs, where patients

only need to commit to a single session in order to

attend), CHCCs are particularly inappropriate for

patients who are new to the system and do not yet have

an established relationship with their doctor—or for

patients who are uncomfortable in a group setting and

unwilling to commit to attending on a regular basis. For

high-utilizing patients having a lower level of commit-

ment (as well as for the vast majority of patients who

less frequently utilize healthcare services), DIGMAs

therefore often make a better choice—as maximum eco-

nomic benefit and cost offset for CHCCs typically occurs

with high-utilizing patients who strongly commit to

attending regularly.

Other Patients in the Group Do Not Benefit
when Care Is Delivered Individually in a CHCC

With the CHCC, only a portion of the medical care is

delivered in the group setting; the rest is presented to

patients one-on-one during the individual care segment

that follows. Because the individualized medical care is

actually delivered during the working break of the group

segment of the CHCC (i.e., while patients are enjoying

snacks and socializing with one another), only the hand-

ful of patients within earshot get to listen, learn, and

benefit from this one-on-one care that is being delivered

by the physician to patients individually. Worse yet,

others are not able to listen and benefit during the hour

of individual care that follows, which is delivered to

approximately one-third of the patients after the group

is over—as it is delivered one-on-one to patients in pri-

vate, after most of the patients have already left. Thus,

unlike DIGMAs, any efficiency benefit that the group

setting could have offered at the time that this medical

care is being delivered is thereby lost (i.e., during both the

group and individual visit segments of the CHCC), so that

we are largely left with the same inefficiencies here as with

traditional individual office visits.

This is dramatically different from theDIGMAmodel,

which (except for truly private discussions and exams) is

run like a series of individual office visits from start to

finish, but almost always in the group setting and in front

of all the other patients. In this way, all of the patients

attending the DIGMA can listen, learn, ask questions,

interact, and benefit while the physician is sequentially

addressing the unique medical needs of each patient indi-

vidually. In this sense, the CHCC does not fully benefit

from all of the potential efficiencies that the group visit

format can offer; however, it does instead offer the benefit

of a formal, interactive educational presentation during

each session. While beneficial to patients, this has the

potential of creating billing problems for CHCCs and

Specialty CHCCs, and of fostering the impression that

this is a class rather than a medical visit.

Most of the Physician’s Practice Is Not Covered
and 2.5 Hours of Time Is Required

Because basically the same 15–20 high-utilizing patients

are followed over time on a monthly basis (i.e., regard-

less of whether or not they happen to have a medical

need to be seen at the time), excellent medical care and

close monitoring can be provided to this small but costly

cohort of patients—and strong patient bonding can

occur. However, it must be kept in mind that: (1) the

CHCC model is primarily for high-utilizing patients (i.e.,

not for the far more frequent low- or moderate-utilizing

patients) as this is where maximum economic gain is

achieved; (2) only 40% of high-utilizing patients will

make the required degree of commitment to attend the

CHCC regularly on a monthly basis (thus making
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CHCCs largely inappropriate for low andmedium utilizing

patients, as well as for approximately 60%of high utilizers);

(3) unlike DIGMAs, the CHCC does not impact the vast

majority of the physician’s practice (nor does it improve

access in any substantial way for the physician’s other

1200–2500 patients); and (4) it is for established patients

only and not for new patients.

In addition, because CHCCs involve 2½ hours of

physician time (1½ hours for the group, followed by

1 hour of individual care) rather than the 1½ hours

required for most DIGMAs or Physicals SMAs, a corre-

spondingly larger number of patients must be seen con-

sistently during every session in order to cover the cost of

the program. Additionally, because only a small but

costly subset of the physician’s practice is covered (rather

than most or all of the practice) and because CHCCs have

not been shown either to increase the physician’s produc-

tivity or to improve access to the physician’s practice (all

of which are great strengths of the DIGMA model),

CHCCs do not provide the effective practice management

tool that DIGMAs do for better managing busy, back-

logged practices. The CHCC does, however, provide

exceptional care for this small but costly group of 15–20

high utilizing, multi-morbid geriatric patients fortunate

enough to participate.

Benefits Are Greatest in Managed Care
Organizations, Less for Individual Physicians

Dr. John Scott recently pointed out to me that one of the

limitations of the CHCC is that all of the demonstrated

savings are downstream, so that unless you have a closed

system like the VA, Kaiser Permanente, or the military,

the savings are difficult to measure. Because the major

financial benefits of the CHCC model lie in the big ticket

items (such as in reduced emergency department, hospi-

talization, and nursing care costs), its dramatic economic

success will be most enjoyed by integrated healthcare

delivery systems rather than by the physicians running

them. In other words, the individual physician in a solo

practice will likely not enjoy this financial benefit in his/

her own practice—although running a CHCC could cer-

tainly be a professionally rewarding endeavor for the

physician. Furthermore, unlike DIGMAs, the CHCC

does not improve either the individual physician’s overall

productivity or access to the physician’s practice. Because

it is not meant to be a practice management tool that

covers the physician’s entire practice, the CHCC’s major

physician benefits will be more along the line of the

improved quality, education, physician–patient relation-

ships, and ships satisfaction benefits that the model

provides for established patients. It is these benefits that

will likely be of greatest interest to the solo practitioner—

i.e., as opposed to any immediate financial, practice man-

agement, or access benefits (for which the DIGMAmodel

would be the SMA model of choice).

Real Administrative Support Is Required

It is critically important that administrators and clinic

managers understand the multiple benefits that CHCCs

can offer, and that they support and become champions

of the program. Unless there is real and meaningful

administrative support, the physician and nursing

resources required for a successful CHCC program may

not be available—and the goals of the program will

thereby not be achievable. As clinic administrators are

challenged to stretch existing resources ever further in the

face of proliferating and competing resource demands,

the necessary ingredients for a successful CHCC may

not always be available—especially with the necessary

degree of priority assigned to the program, so that the

physician and nurse will consistently and reliably be avail-

able. Therefore, CHCC groups need to be integrated into

normal clinic operations, with CHCC sessions being

viewed by all as an important part of the entire clinic’s

overall approach to care delivery.

The CHCC’s Benefits Are Invisible to Staff
in the Clinic

Unfortunately, the benefits of the CHCCmodel are often

invisible to the staff, which can result in necessary

resources being diverted to more visible demands—and

can undercut nursing and administrative support for the

program, despite the long-term favorable results that a

properly run CHCC program can provide. As Dr. Scott

has pointed out during many of the presentations that we

have given together over the years, the fact that its bene-

fits are largely invisible to staff in the clinic providing care

can create a major roadblock for CHCCs. Frontline nur-

sing supervisors can be overwhelmed meeting the here

and now imperatives of emergency care, prompt access,

and unscheduled walk-ins. In striving to meet the quality

and service mandates of managed care, nursing staffs

are often stretched to the breaking point providing

accessible care for a host of minor complaints that need

to be addressed. As a result, it all-too-often happens that

critical staff is frequently diverted to more visible

demands within the clinic, despite their awareness of the
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long-term favorable benefits of CHCCs. Therefore, it

is important to note that, with CHCCs and Specialty

CHCCs, dedicated nursing support is essential and that,

in and of themselves, upper-level administrative support

and the blessing of organizational leadership are not

sufficient. Therefore, when you consider establishing

CHCCs (or any other group visit program for that mat-

ter) at your organization, be sure to first consider the

support requirements necessary for success—and then

be certain to consistently meet them so that full benefit

can be attained (18).

CHCCs Require Up-Front Skill Building
in Group Process

Using the CHCC model to best effect requires more

up-front skill building in group process (fostering

group interaction, managing group dynamics, hand-

ling various problems that can occur in the group,

etc.) than can often be provided. As Dr. Scott has

pointed out to me, even though it is sometimes the

case that no special skill building is provided, it would

nonetheless be valuable to have the appropriate train-

ing, even though it might not be essential. Nonethe-

less, the CHCC is a model that requires adequate

coaching and monitoring in order to be maximally

effective, and this might not be readily available.

However, Dr. Scott has reported that when an appro-

priate program coordinator is available who is prop-

erly trained as a trainer (and when provided with the

necessary time and training protocols), this person

might be able to oversee as many as 40 CHCC and

Specialty CHCC groups (10).

Practice Management Limitations

CHCCs and Specialty CHCCs provide great care and a

pioneering tool for more effectively managing the same

group of 15–20 high-utilizing patients over time—a small

but costly portion of the physician’s total practice. How-

ever, because they do not affect the other 1200 to 2500

patients on the physician’s panel, neither CHCCs nor

Specialty CHCCs improve access for the other patients

in the provider’s practice—nor do they provide an effec-

tive practice management tool for better managing busy,

backlogged practices (i.e., since they do not typically

increase either the physician’s productivity or access to

care). Similarly, they do not provide an effective tool for

more efficiently reducing overall patient phone call

volume, for reducing patient complaints about poor

access, or for optimizing the physician’s schedule—all of

which are strengths of the DIGMA model. Nonetheless,

what the CHCCs and Specialty CHCCs do accomplish,

they do exceedingly well.

Physician and Patient Resistance

As is the case for all shared medical appointments,

CHCCs provide a venue for care that is dramatically

different from the traditional office visit—one that is

largely unknown to physicians and patients alike.

Therefore, it introduces a great deal of change and

can engender both physician and patient resistance,

especially initially—i.e., at the beginning of the

CHCC program. This can make it difficult to get the

program off the ground and up and running. The good

news here is that—because patient and physician pro-

fessional satisfaction with the program are very high—

once some CHCCs have been successfully launched

(and patients as well as physician colleagues begin to

hear positive reports about them and their many ben-

efits), these resistances can slowly but steadily be

overcome.

Documentation (when Electronic Medical
Records Are Used)

The issue of documenting all patients’ individual

chart notes in the CHCC group setting can prove

challenging for systems using electronic medical

records (EMR). The issue of data entry and retrieval

can prove challenging for CHCCs now that we are in

the computer age. As originally employed, the CHCC

featured patients sitting with their personal paper

medical chart in front of them, which made it easy

for chart notes to be updated during the working

break (i.e., as the nurse and physician moved from

patient to patient around the group room, entering

pertinent data). Here, notations were made in the

medical chart both during and after the group ses-

sion. However, transitioning to a fully computerized

medical record will require new formats for transfer-

ring information in the CHCC—as well as use of

functional laptop or desktop computers in the

group room. However, as Dr. John Scott recently

noted in a personal conversation, Kaiser Permanente

transitioned to EMR 10 years ago with no apparent

impact on their CHCC group visit program.

Weaknesses 119



Billing Concerns with the CHCC and Specialty
CHCC Models

Finally, for those patients who attend the group but are

not seen afterward during the individual care segment,

there could be billing issues in a fee-for-service environ-

ment due to the highly educational structure of the CHCC

group segment. CHCCs certainly differ dramatically

from DIGMAs, which are run like a series of individual

office visits from start to finish (but almost entirely in the

group room rather than an exam room), i.e., delivering

the exact same types of care, and often more, as tradi-

tional office visits. The question of billing in the fee-for-

service world is particularly acute for those CHCC

patients not taken out of the group room and seen indi-

vidually once the group segment is over.

It seems to me that taking each patient out of the room

during the group presentation just to be able to bill for the

visit presents a case of the tail wagging the dog. I say this

for two reasons: (1) because the idea of seeing each patient

individually represents a holdover from the same old

individual office visit model of care (a system that we

know has serious efficiency, access, cost, and quality pro-

blems); and (2) because it undermines the very essence and

value of a well-run group visit program in that patients

are thereby deprived of much education from (and much

time spent with), their own doctor. In addition, patients

are missing part of the group/educational presentation by

being taken out of the group room.

Whereas a physician might think that, by taking

patients out of the group room and delivering care to

them one at a time they are somehow providing each

patient with highly personalized care—after all, that is

what they are used to doing in the exam room during

routine office visits—what they are really doing from

the standpoint of the group visit is depriving the other

15 patients in the group room from listening to, and

learning from, what they are saying. As a result, repetition

is not avoided, efficiency is not gained, and the multiple

benefits that group visits are known to offer are

undermined.

Some might counter with the argument that a health

educator or some other speaker (nutritionist, physical

therapist, psychologist, smoking cessation program

representative, etc.) could be presenting to the group

while the doctor is taking patients out of the group

room one at a time. However, this misses the point

that patients have come to the group visit for a medical

visit with their own doctor, not for a class. Remember

that a SMA is first and foremost a group medical

appointment that is meant to efficiently and effectively

deliver medical care—and to provide patients with

more time to learn from their own doctor. Therefore,

it is not a class, support group, psychiatry group,

health education program, or behavioral medicine

program.

Concerns regarding billing in the CHCC might

depend to some degree—during both the working

break and the individual care delivery segments of the

session—on specifically what care is delivered, how it is

provided, and what is documented. Another complicat-

ing factor is that, unlike the DIGMA model, the group

segment of the CHCC model does not closely resemble

the traditional individual office visit model of care—at

least for those patients who attend only the group seg-

ment of the CHCC visit (i.e., for all the 15–20 patients

attending the group, except for the four to seven patients

typically seen one-on-one during the individual care seg-

ment that follows the group).

Another billing concern for the CHCC model and its

Specialty CHCC subtype is that the group sessions are

held according to some type of prearranged scheduling

sequence (e.g., such as monthly visits for the multi-morbid

geriatric patients being seen in a typical CHCC)—i.e.,

rather than being based upon true medical need. Whereas

those patients having a real medical need to be seen dur-

ing any given monthly session would likely pose no billing

problem, those without a legitimate medical need (i.e.,

who are only coming in because they had committed to

do so) might very well pose a billing issue.

A final point that needs to be emphasized, even though

it has been discussed elsewhere, is that there are no exist-

ing CPT codes for group visits at the present time. For a

variety of reasons such as those discussed previously, it

appears that the issue of securing an appropriate CPT

code is an especially important one for CHCCs and Spe-

cialty CHCCs (although less so for DIGMAs and

PSMAs). However, obtaining such group visit billing

codes can be a long and arduous process, and one which

must include safeguards against abuse. Because DIGMAs

and PSMAs are run from start to finish like a series of

individual office visits with observers, they are often billed

using existing billing codes according to the level of care

delivered and documented—except for the billing of

counseling time (as many patients might simultaneously

be benefiting from this counseling and it would be egre-

gious, if not outright fraudulent, to bill several times over

for the same counseling) or for the behaviorist’s time,

which is treated as an overhead expense to the program.

Because of this, it is not only patients, physicians, and

healthcare organizations that can benefit from a well-run

DIGMA or PSMA program, but also third-party

insurers. The latter can benefit both by getting accessible,

efficient, and high-quality care for those they do insure,

and by not being billed either for counseling time or for

the behaviorist’s time.
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The Center for Medicare Management has stated that,

generally, a physician may only bill for a face-to-face

encounter with one patient during any one visit. There

are exceptions for group psychotherapy sessions and med-

ical nutrition therapy. Also, under Medicare Part B, out-

patient diabetes self-management training sessions

are allowed. In group medical appointments, a physician

can provide care to one patient, while others observe, with

the physician only billing for the care directly given to each

patient individually, and not to any benefit derived by

the other group members who happen to be observing

and learning from this encounter (John Scott, personal

communication, Center for Medicare Management,

March 2007).

Because DIGMAs and PSMAs are run from start

to finish like a series of one doctor–one patient

encounters with observers (i.e., like a series of indivi-

dual office visits with observers), this would seem to

imply that these visits are billable according to the

level of care delivered and documented to each person

individually; however, counseling time could only be

charged to the individual patient being addressed at

any given time, and not to other patients who happen

to serendipitously benefit by observing, listening, and

learning.

Chronic Disease Management Applications

Group visits have a very important and positive role to

play in managing chronic illnesses, both for the chroni-

cally ill patients that happen to be in the physician’s

own practice and for the many patients being treated in

chronic illness population management programs (see

my chronic illness paradigm that makes full use of

group visits that is discussed in Chapter 7). Unfortu-

nately, at the very time that our glut of baby boomers is

reachingMedicare age and incurring an accelerating host of

chronic illnesses, we are losing our geriatricians, increasing

our patient panel sizes, facing ever-shorter office visits, and

discovering the multiple inadequacies of the individual

office visit in effectively meeting this rapidly increasing

demand. We are now witnessing a growing mismatch

between supply of medical services and the multiple

demands being placed upon them. More than ever, we cur-

rently need the multiple benefits that properly run group

visits can offer. When it comes to chronic illness treatment

programs, like other group visit models, CHCCs need to be

evaluated for such applications based upon their relative

strengths and weaknesses—which must therefore be under-

stood prior to embarking on such applications.

Strengths and Limitations of CHCCs in Chronic
Illness Treatment Programs

Certainly, a couple of great strengths of the CHCC in

chronic disease management applications are the fre-

quency with which patients can be seen and the remark-

able patient bonding that can occur over time. The

amount of patient education that can be provided in the

educational segment of the CHCC is also a plus, as is the

fact that CHCCs are ideally suited for some of the highest

utilizing patients within the population management

program.

Although they can provide great care for the 15–20

patients being followed, having all patients start at

one time—and then following the same group of high-

utilizing patients periodically over time at preset inter-

vals—can limit the value of the CHCC model and its

Specialty CHCC subtype when it comes to applications

in chronic illness population management programs. This

is especially true:

1. for larger population management programs in

which a great number of different chronically ill

patients (perhaps thousands or even tens of thou-

sands) need to be followed over time, whenever

they need care—and the 15–20 patients being fol-

lowed monthly in the CHCC will likely prove to be

a drop in the bucket.

2. where all levels of disease severity and utilization of

healthcare services are being included (such as many

low- and mid-utilizers, along with some high

utilizers)

3. where patients have highly variable healthcare needs,

so that periodically scheduled CHCC sessions (or even

irregularly scheduled Specialty CHCC sessions) may

not be ideally helpful

Strengths of DIGMAs in Chronic Illness
Management

All three of the above are strengths of theDIGMAmodel,

where almost all patients in the chronic illness program

would be included (i.e., regardless of disease severity or

utilization behavior)—and where patients would only

need to come in when they have an actual medical need

rather than according to some preset schedule (in fact,

they could just drop-in). As it turns out, DIGMAs are

particularly well suited to chronic illness treatment pro-

grams because of the many specific advantages that they

offer—including the facts that productivity and access are

improved, that almost all patients in the chronic illness

Chronic Disease Management Applications 121



program can attend any time that they have a medical

need, and that DIGMAs are widely used in fee-for-service

systems (although the entire issue of billing for group

visits is still evolving and not yet completely resolved).

CHCCs, DIGMAs, and PSMAs Not Only Work
Well Together But Also with Other Group
Programs

As can be seen, DIGMAs, CHCCs, and PSMAs (which

are discussed in Chapter 5) are all important and solid

group visit models; however, they are very different—

and each model (as well as its subtypes) has its own

particular advantages and disadvantages. These models

differ in design, accomplish different ends, and have

different strengths and weaknesses. They are open to

dissimilar groups of patients, are run quite differently,

require different staffing, achieve different purposes,

and appear to have different billing issues. These mod-

els have many theoretical and operational differences,

yet they complement each other very nicely and can

work well together in actual practice—I am fond of

saying: ‘‘It’s a case of one plus one equals three.’’

As but one example of how these models can work

together, take high-utilizing patients—which normally

are a forte of the CHCC model. However, even among

these high utilizers of healthcare services, only approxi-

mately 40% will make the necessary commitment to

attend a CHCC on a regular basis—the rest will either

equivocate, demure, or refuse the invitation. This focus is

complemented nicely by DIGMAs, where almost all

patients are free to attend (regardless of whether or not

they are high utilizers) and where patients only need

sufficient motivation to attend a single session—i.e.,

rather than needing to make an ongoing commitment to

attend periodically. Because of this, many of the 60% of

high utilizers unwilling to commit to a CHCC might be

willing to attend a DIGMA for a single session—or even

occasionally, on an as-needed basis. However, the level of

patient bonding will likely be less for the DIGMA than

for a CHCC, and greater attention will likely need to be

paid to consistently filling all sessions.

These differences which DIGMAs, CHCCs, and

PSMAs possess are such that they provide complemen-

tary (not competing) SMA models—models that work

well together in actual practice. Equally important, these

group visit models also work well together with the judi-

cious use of individual office visits, which they were

designed to complement and were never meant to totally

replace. Furthermore, the DIGMA, PSMA, and CHCC

models do not just work together with both each other

and individual office visits, they also complement (i.e.,

rather than compete with) virtually every other type of

successful group program that the healthcare organiza-

tion might already have put into place—e.g., health edu-

cation programs, nutrition groups, smoking cessation

programs, support groups, psychiatry groups, substance

abuse programs, and behavioral medicine groups. In

other words, if you already have other types of group

programs in place at your system, then do not view

CHCCs, DIGMAs, and PSMAs as competitors.

Instead, view these SMA models as something that will

complement, enhance, and work well with any such pro-

grams that you might already have worked hard to put

into place.

The Future of the CHCC Model

In an article that I co-authored with Dr. Scott (18), we

said the following regarding what we felt the future

held for the CHCC model. Our thoughts then hold

equally true today—not only for CHCCs and Specialty

CHCCs but also for DIGMAs and Physicals SMAs as

well. ‘‘The future for the CHCC model looks bright.

Reflect at first only on the geriatric population. This

population, currently about 12% of the whole, will

double in the next two or three decades. It does and

will control the majority of wealth in the country and

thus, for better or worse, will influence federal health-

care policy. Medicare will not be allowed to languish,

and 7 ½ minute doctor office visits (long predicted,

currently not uncommon, and surely the scourge of the

future) will not be tolerated, even under the rubric of

‘computer-assisted quality time’ or ‘institutional mem-

ory.’ People want to talk to doctors about aging,

death, and dying. WWW.DEATH.com will not suf-

fice—not for today’s elderly population, and not for

their children and grandchildren. The same is true for

virtually every chronic disease in every age group.

People’s thoughts, beliefs, fears, and expectations

about their medical issues cannot be bundled into

simple guidelines and checklists. Human reactions to

illness are often the major determinants of outcomes,

regardless of prescribed interventions. It takes time to

address these issues, and the CHCC model provides

both the time and the environment to do this. The

current one-to-one doctor–patient paradigm is not

only economically unsustainable as a sole delivery sys-

tem, but lacks the power and the therapeutic benefit of

the group dynamic’’ (18).
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Chapter 5

The Physicals Shared Medical Appointment Model: A Revolutionary
Access Solution for Private Physical Examinations

Group medical appointments provide patients with prompt access to care, greater attention to their
psychosocial needs, and increased time with their medical team.. . . A group medical visit model, called
a Physical Shared Medical Appointment (PSMA), was employed because this uses individual patient
examinations followed by a group meeting. On the day of the visit, brief physical examinations were
performed on each patient. . .At completion of the 2-hour visit, patient surveys indicated an extremely high
level of satisfaction and the preference to attend a future PSMA. Issues discussed during the group
meeting were pertinent to all transplant recipients, regardless of diagnosis. The PSMA model allows the
patient to spend extended time with their care providers while providing the care providers an opportunity
to discuss health issues with numerous patients during 1 appointment. The Dartmouth Transplant PSMA
model is expanding to pretransplantation and postallogeneic transplant recipients.

Kenneth R. Meehan, et al. Group medical appointments: organization and implementation in the
bone marrow transplantation clinic. Supportive Cancer Therapy 2006;3(2):84–90.

Introduction to Physicals Shared Medical
Appointments

After 2 years of conceptualization and trial and error,

I completed development on the physicals shared medical

appointment model (PSMA) in 2001. I originally devel-

oped this model of care delivery in recognition of an

existing healthcare need: timely access to high quality,

private physical examinations in primary and specialty

care was becoming increasingly challenging for patients

in many healthcare systems nationwide. Long waits for

physical examinations and new patient intakes were com-

monplace, but unacceptable from the standpoint of pro-

viding good service to our customers—i.e., our patients.

The PSMA model represents an important healthcare

innovation because it provides quality care, solves access

problems to physicals, enhances patient satisfaction, and

leverages existing resources to dramatically increase phy-

sician productivity in the delivery of physical examina-

tions in primary and specialty care.

Meant to enhance patient satisfaction and maintain

appropriate privacy at all times, I developed PSMAs

to offer patients the benefits of: (1) prompt access to

private physical exams; (2) more time with their doc-

tor; (3) max-packed visits; (4) greater patient education

and attention to psychosocial needs; (5) the profes-

sional skills of a behaviorist; and (6) the help and

support of a care delivery team as well as other

patients integrated into each patient’s healthcare

experience. Although I originally started the PSMA

model in primary care as a means of improving access

to care, enhancing quality, improving patient and phy-

sician professional satisfaction, and increasing the effi-

ciency of delivering complete physical examinations in

internal medicine and family practice, the model has

since been expanded into numerous applications in

many medical subspecialties. I first published upon

the PSMA model in a series of four articles in the

American Medical Group Association’s Group Practice

Journal, and have drawn from that material from time

to time throughout this chapter of the book (1–4).

Where the PSMA Model Began

The first clinical applications of the PSMA model in

actual practice occurred in 2000–2001 at the Palo Alto

Medical Clinic (PAMC), which is a part of the larger Palo

Alto Medical Foundation, and a Sutter Health affiliate.

PAMC is a largemultispecialty medical group of approxi-

mately 225 primary and specialty care physicians in

Northern California conducting approximately 700,000

outpatient visits per year with $200 million annual

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_5,
� Springer ScienceþBusiness Media, LLC 2009
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revenues with a payer mix at that time that was approxi-

mately 60% fee-for-service and 40% capitated (and over-

all, about 10% of patients were Medicare). I was then

their Director of Clinical Access Improvement as well as

the originator and head of their SharedMedical Appoint-

ment Department, which was responsible for launching

18 DIGMAs and PSMAs per year throughout the orga-

nization in primary and specialty care.

The PSMA model was originally implemented in pri-

mary care at PAMC to address significant access pro-

blems for physical examinations, as some family practice

and internal medicine physicians had backlogs in those

days as large as 200+ physicals. David Drucker, M.D.,

who was then the president and CEO of the Palo Alto

Medical Foundation, put the case for PSMAs this way:

‘‘Patient access is far and away our biggest concern—

particularly in the area of primary care. Our access

problems are based on a number of different factors,

including difficulty recruiting physicians and staff, the

demise of other medical groups in the area, tremendous

patient demand, etc. In many ways this is a happy situa-

tion—to have this level of patient demand. On the other

hand, it does produce these access problems and service

issues. So, we are looking at ways to improve our access

while maintaining our quality and we think that

SMAs—particularly in the area of physical examinia-

tions—are a way to address this. Access is a problem,

and the Physicals Shared Medical Appointment is a way

to address this problem—both solving the access issue

and achieving the highest level of quality and patient

satisfaction’’ (1).

The Medical Necessity of Physical
Examinations Is Variable

Some might question the medical necessity of providing

physical examinations at all, an issue that is complicated

by the fact that patients request physicals for a large

number of different reasons. While some requests for

physicals are demands of questionable medical necessity,

others entail necessary prevention, vague or specific

symptoms, or chronic illnesses that can involve multiple

organ systems and need to be closely monitored. The

appropriateness of, the medical need for, and the ultimate

benefit of physical examinations will undoubtedly differ

considerably for differing types of patient demands.

Nonetheless, one thing is clear:When a physical examina-

tion is medically necessary and appropriate, it is a benefit

to all if such appointments are accessible and readily

available to our patients—which is what the PSMA

model has been designed to help achieve. Look at it this

way: As long as primary and specialty care physicians are

going to provide some types of physical examinations,

why not utilize the PSMA model to have them provide

these exams more efficiently and with higher levels of

patient satisfaction?

Distinguishing Characteristics of PSMAs
and Why They Are Used

PSMAs are used for efficiently delivering physical exam-

inations, especially when the physicals need to be con-

ducted individually and in private, such as when disrobing

is involved. Otherwise, if privacy is not required and

disrobing is not involved so that the exams could be

provided in the group setting (such as in podiatry), then

the DIGMA model could instead be employed. In addi-

tion, because new patient intakes often involve a private

physical exam, the PSMA model is often used in both

primary care and numerous medical subspecialties for

bringing new patients in—i.e., either into the system or

into the individual provider’s practice. It can similarly

be used in any chronic illness population management

program where timely access to private physical examina-

tions is an important consideration.

In other words, the PSMAmodel can provide: (1) better

physician management of busy, backlogged practices (by

dramatically increasing the efficiency of, and access to,

private physical examinations); (2) better management of

chronic illnesses through effective treatment programs for

the chronically ill (especially when a private physical exam-

ination is needed either to intake patients into the program

or as part of the ongoing recommended treatment regi-

men); and (3) for new patient intakes as well as for private

physical examinations for established patients in both pri-

mary and specialty care. Productivity is gained in PSMAs

in several ways (for example, by the physician avoiding

unnecessary repetition and delegating to members of the

treatment team), and inefficiency is avoided by overbook-

ing sessions (just like the airlines do) according to the

expected number of no-shows and late-cancels—thereby

avoiding expensive physician downtime due to unfilled

physical examination slots, which are often the greatest

time sinks in the physician’s practice. However, one of

the PSMA’s greatest productivity gains lies in deferring

almost all discussions, except truly private matters and

what needs to be discussed in order to conduct the exam,

from the inefficient one-on-one exam room setting to the

highly efficient group setting—where all present can listen

and learn, and repetition can be avoided. The distinguish-

ing characteristics of the PSMA model are detailed in

Table 5.1.
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Many Consider PSMAs to Be ‘‘No Brainers’’

Some healthcare administrators have referred to the

PSMA model as a no brainer because, as they put it:

‘‘Any time you can triple the productivity of the physician

in delivering complete physical examinations while also

having happier patients and physicians—and can accom-

plish this while simultaneously eliminating the waste and

physician downtime of no-shows and late-cancels—then

that is a no-brainer.’’ When properly designed, supported,

and implemented, PSMAs can also be of greatest economic

benefit to physicians and healthcare organizations (i.e.,

among all group visit models) because they are tripling

the efficiency of delivering physical examinations rather

than follow-up visits (like DIGMAs and CHCCs)—and

physical examinations represent one of the greatest time

sinks in the physician’s practice.

Up to nine primary care physicals can be provided in

the same amount of time that it would normally take to

deliver just two or three, or up to 13 physicals in specialty

care in the amount of time that it would usually take to

deliver just two to six physicals (Table 5.2). In the case of

one plastic surgeon that I consulted with having 1 hour

intake appointments for breast reduction surgeries, we

Table 5.1 Distinguishing characteristics of the PSMA model

� The only group visit model to specifically focus upon private physical examinations, not follow-up visits

� Improved access to physical examinations

� Dramatically increased physician productivity (typically 200–300% or more) in delivering physical examinations

� Equally applicable to physicals in primary care and the various medical and surgical subspecialties

� Provides the same types of medical care as traditional individual physical examinations

� Run as a series of one doctor–one patient encounters throughout, focusing upon the unique medical needs of each patient individually

� Can be used by all types of primary and specialty care providers delivering physical exams (physicians, nurse practitioners, osteopaths,
podiatrists, etc.)

� Sessions are overbooked according to the expected number of no-shows and late-cancels

� The PSMA is used for physical examinations deemed to be medically necessary

� A ‘‘Patient Packet’’ is sent to patients 2–3 weeks in advance so that patients can complete a detailed health history form as well as all
appropriate lab tests prior to the visit

� Someone on the physician’s staff usually enters data from the completed health history forms returned to the office into each patient’s
PSMA chart note prior to the session

� The provider’s nurse typically writes down all patients’ lab results on a group room wall chart prior to the session

� Actual visit consists of two components—the physical examination segment (typically done first) and the interactive group segment
(which is basically a small DIGMA)

� Minimal talk occurs in the inefficient exam room setting (only that which is necessary to actually conduct the physical and truly private matters)

� Almost all discussion is deferred to the interactive group segment that follows—where repetition can be avoided, efficiency can be gained,
and all present can interact and learn

� Typical group size in primary care is seven to nine male or six to eight female patients, but is somewhat larger (often 10–13 patients) in the
medical and surgical subspecialties, where exams are typically of a more limited nature and can be done faster

� A multidisciplinary, team-based approach to care that typically involves two nurses/MAs, a behaviorist, and a documenter—plus a
dedicated scheduler to ensure sessions are full

� Integrates the help and support of other patients into each patient’s healthcare experience

� Greater patient education and attention to psychosocial issues are usually provided

� A relatively small group room plus four fully equipped exam rooms are usually employed

� Two nurses/MAs are typically employed during the first half of the PSMA session, with each responsible for two of the four exam rooms
(i.e., rooming patients and completing vitals and all nursing duties) – or else, one can room patients and take vitals while the other cleans
up the exam room immediately after each patient’s physical is completed (i.e., as the patient is being escorted back to the group room)

� In order to have the typical four exam rooms available for the PSMA, it is often the physician’s own two exam rooms that are used–along
with another two exam rooms of a colleague who is consistently not in the clinic at the time that the PSMA is held

� The exam rooms can be in the physician’s own office area, rather than nearby the group room)

� There are heterogeneous, homogeneous, and mixed subtypes of the PSMA model

� The mixed .PSMA subtype is most commonly used in primary care–i.e., in which patients are divided up according to sex and age group

� Used extensively in many areas of primary and specialty care—i.e., whenever a private physical exam is needed (for intakes as well as
physicals for established patients)

� Appropriate privacy is always maintained

� Patients are not nude together, or herded en masse from station to station to gain efficiency

� Visits are max-packed by fully expanding the nursing personnel and behaviorist’s duties

� While the physician is conducting the private physicals during the first half of the session, the behaviorist is in the group room with the
rotating group of unroomed patients—writing down themedical issues that each patient wants addressed during today’s visit, educating,
and fostering group interaction

� Documentation support is almost always provided throughout

� There are high levels of patient satisfaction and physician professional satisfaction
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were actually able to increase her productivity by

approximately 800% during her first PSMA session

(and to accomplish this with increased levels of patient

satisfaction)—which was the highest increase that, at least

to my knowledge, has ever been achieved by either the

DIGMA or PSMA models.

Of All SMA Models, the PSMA Is the Most
Counterintuitive and Misunderstood

Yet there is probably no other group visit model that is so

counterintuitive, so misunderstood, and so frequently

poorly designed in actual practice as the PSMA model.

When done properly, PSMAs can be a huge success; how-

ever, when incorrectly designed and improperly run, they

can be extremely frustrating and quick to fail. Therefore,

this chapter is specifically dedicated to enabling you to

understand the nuts and bolts of designing and conducting

PSMAs correctly in your practice so that you too can enjoy

the multiple benefits that this remarkable and innovative

group visit model can offer when successfully applied.

The concept of delivering private physical examinations

in a group visit setting is completely counterintuitive and

conjures up images of old World War II physicals in which

patients were nude together and ushered en masse from

station to station in order to gain efficiency. Yet the

PSMA model is nothing like that, as it gains its efficiency

through a simple observation—i.e., what takes almost all of

the time in a physical examination is not the exam itself, but

rather all the talk that accompanies it. So why not gain

efficiency by conducting rapid but thorough physical exam-

inations individually in the privacy of the exam room, and

defer all of the talk (except for what needs to be discussed in

order to conduct the exam and truly private matters) to an

interactive group segment that follows immediately after-

ward (basically a small DIGMA)—where all present can

listen and learn, and repetition can be avoided?

Full Sessions Are the Key to Success

The most important key to a successful, lively, and highly

interactive PSMA is to maintain desired census levels

during all sessions—i.e., to consistently achieve the target

census of six to eight female or seven to nine male patients

in primary care (or of 10–13 patients in most of the

medical and surgical subspecialties, where the exam itself

is often of a more focused and limited nature). This is

important both for effective group dynamics and the

economic viability of the program. Because of the rela-

tively small number of patients in attendance (i.e., when

compared to DIGMAs and CHCCs), I would recom-

mend that you design your PSMA to be toward the high

side of the recommended census range rather than toward

the low side in order to achieve effective group dynamics.

Maintaining census targets is best accomplished by effec-

tively promoting the program, by personally inviting all

appropriate patients seen during regular office visits to

have their next physical in a PSMA, and by overbooking

sessions according to the expected number of no-shows

and late-cancels. Of course, it is equally important that

the physician and treatment team be properly trained,

clearly understand their respective roles and responsibil-

ities, and gain sufficient experience in actual practice to

efficiently see this number of patients during a 90-minute

PSMA session—i.e., while delivering quality care and still

finishing on time with all documentation completed.

Table 5.2 Why the PSMA model is so efficient

1. It provides a multidisciplinary team-based approach to care that off-loads as much as possible and appropriate from the physician, and
instead delegates these responsibilities to the various, less costly SMA team members

2. It enables providers to conduct the actual physical exam in a streamlined fashion by using a documenter, along with two nurses/MAs
and several properly equipped exam rooms, during the first half of the session—without the delays, interruptions, and inefficiencies that
so often accompany traditional physical examinations

3. It defers almost all discussions from the inefficient individual exam room setting (except for what needs to be discussed in order to
conduct the exams and truly private matters) to the more productive group room setting that follows—where repetition can be avoided
and all present can simultaneously listen, interact, and benefit

4. As the physician goes around the group room focusing upon each patient individually in the interactive group setting, efficiency is gained
because patients begin to say: ‘‘I had five things I wanted to discuss with you today, but you already covered three of them’’

5. Detailed health history forms as well as all lab tests are completed by patients prior to the visits, and entered beforehand into patients’
PSMA chart notes (plus, test results are written on a wall chart by a nurse orMA prior to the session, with abnormal results circled in red)

6. During the first half of the session, the behaviorist ferrets out each patient’s medical issues that they want to have discussed today and
writes them down on a flip chart or erasable whiteboard (often with grid lines on it), thus saving the time that it would otherwise take the
physician to do so

7. A documenter is typically provided throughout the entire session (i.e., in both the private exam and interactive group segments), which
greatly enhances the physician’s productivity—and can result in a superior chart note that is both comprehensive and contemporaneous

8. Sessions can be overbooked according to the expected number of late-cancels and no-shows, thus making PSMAs immune to these costly
problems—i.e., by eliminating expensive physician downtime experienced with individual physical exams when patients do fail to attend)

128 5 The Physicals Shared Medical Appointment Model



PSMAs Are Already Gaining Widespread
Attention in Primary and Specialty Care

Originally designed for primary care, PSMAs are now

being expanded widely into many of the medical and

surgical subspecialties in such applications as digital rec-

tal exams in urology; prenatal exams in obstetrics; pelvic

exams in gynecology; foot exams in podiatry; well-baby

exams and school, camp, and sports physicals in pedia-

trics (Fig. 5.1); intakes for breast reduction and for

carpal tunnel surgeries in plastic surgery; intakes and

follow-ups for knee and hip replacement surgeries in

orthopedic surgery; intakes and follow-ups for bariatric

surgery and benign fibrocystic breast disease in general

surgery; follow-ups for bone marrow transplants in

hematology; vaccinations for long- and short-term

travelers in travel medicine; pacemaker interrogations in

cardiology; cosmetic issues, acne, and skin cancers in

dermatology (i.e., when full-body skin exams are needed);

pre-surgery cataract physicals in ophthalmology; and

intaking combat vets from Iraq and Afghanistan

into the VA. For example, Kaider-Person et al. recently

found that they were able to use the PSMA model at

Cleveland Clinic’s Bariatric Institute to provide high-

volume follow-up and offer bariatric patients prompt

access to care, and to accomplish this with high levels of

patient satisfaction (5).

More and more, the PSMA model continues to be

refined, adapted, and expanded into new areas of applica-

tion in both primary care and the various medical subspe-

cialties. Many medical specialists doing procedures and

surgeries appreciate the fact that the PSMAmodel enables

them to off-load many time-consuming individual intake

and/or follow-up appointments onto highly efficient

PSMA visits—which allows them to open up more

procedure and surgery time on their master schedules,

and to therefore to do more of what they often love to do

most while simultaneously enhancing their bottom lines.

The Role of PSMAs in Chronic Illness
and Geriatric Programs

Like DIGMAs, PSMAs can play an important role not

only in better managing busy and backlogged practices

(by solving access problems to physical examinations, and

by enabling many individual physical exam appointment

slots to be converted into follow-up or other visit types),

because so many physical exams can be off-loaded onto

highly efficient PSMAs each week), but also in the care of

geriatric and chronically ill patients due to the crucial role

they can play in both geriatric programs and chronic ill-

ness care pathways. For example, PSMAs can be used

both in intaking patients into a chronic illness population

management program (i.e., whenever a private physical

exam is required as part of the intake process), and for

providing private physicals for routine follow-ups on

patients already enrolled in the disease management pro-

gram. Although still quite new and unfamiliar to many, the

PSMAmodel has already been successfully employed with

several chronic illnesses and health conditions in a wide

variety of primary and specialty care applications. Like

DIGMAs, PSMAs have been successfully used by many

types of providers (physicians, nurse practitioners, physi-

cian assistants, etc.) having a wide variety of personalities

and practice styles—and in a wide variety of settings (e.g.,

in fee-for-service, capitated, PPO, HMO, IPA, military,

and public hospital settings).

PSMA Patient Sources

Although patients for the PSMA are typically drawn

from the physician’s own practice, this is not necessarily

the case. Whenever possible, it is wise to draw patients

from your own practice as that enhances continuity of

care; however, there are alsomany situations in which this

is not possible or appropriate. For example, in chronic

illness treatment programs, patients are often referred

according to diagnosis by many providers. Therefore,

physicians attached to the chronic illness population

management program will often see patients having a

particular chronic illness for that component of their

care—even though these patients are typically being fol-

lowed by different physicians throughout the system for

other aspects of their care. In addition, sometimes

Fig. 5.1 This Well Baby Checks Pediatrics PSMA for infants was
enjoyed by all (courtesy of Dr. Richard Green, Well Baby Checks
PSMA, Palo Alto Medical Foundation, Palo Alto, CA)
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providers on a particular team, module, pod, etc., will

share patients between themselves, so that when such

providers run a PSMA they might very well include the

patients from the other providers in their group.

Another example of physicians seeing patients out-

side of their own practice was provided by a primary

care provider who was struggling to keep his PSMA

sessions full once he had caught up with his own

backlog of patients waiting for physicals—i.e., as a

direct result of the productivity gains that he achieved

through his PSMA. This challenge of filling subse-

quent PSMA sessions persisted even after he cut back

substantially on the number of individual physical

examinations that he offered each week on his master

schedule. He therefore asked his busy physician collea-

gues who also had access problems for physical exam-

inations whether he could also include their wait-listed

patients in his PSMA. Although a couple of colleagues

refused this generous offer, others were all too happy

to accept it—and ultimately found that doing so

helped them to solve the access problems they had to

physical exams in their practices as well.

An Access Solution for Physical Examinations

The contemporary healthcare challenge of providing

prompt access to physical examinations represents a sig-

nificant and pressing healthcare delivery problem for

numerous medical groups around the country. For exam-

ple, Al Fisk, M.D., Medical Director of The Everett

Clinic stated: ‘‘One of our biggest problems is access.

We have a huge demand for primary care appoint-

ments—for physical exams, new appointments, same-

day visits, and re-checks. We also have a huge demand

for specialty appointments. We are unable to grow fast

enough to meet these needs’’ (1).

Simultaneously maintaining desired levels of access to

both physical examinations and follow-up appointments

through use of existing resources presents a significant

and ongoing challenge to many integrated delivery sys-

tems in today’s rapidly changing and highly competitive

healthcare environment. Many group practices and man-

aged care organizations simply lack the necessary

resources to hire enough physicians and associated sup-

port staff to achieve and maintain good access to both

physical exams and return appointments in primary and

specialty care through sole use of the traditional indivi-

dual office visit model. Furthermore, when emphasis is

placed upon improving access for return appointments, it

sometimes results in deteriorating access for physical

examinations and vice versa.

As reported in the January 2002 issue of Group Prac-

tice Journal, David Hooper, M.D., senior administrator

of clinical services at the Palo Alto Medical Foundation,

states: ‘‘The PSMA and DIGMA programs are the only

methods I have ever seen that simultaneously improve

M.D. morale, improve patient satisfaction, improve

access, improve the healing experience for patients with

chronic symptoms, and make money. The Physicals

Exam SMA is even more important to this organization

than DIGMAs are for return visits. This is because the

single most expensive service we provide in the outpatient

setting is the annual exam. We don’t have enough M.D.

capacity to do the preventive services that our patient

population needs from us. We have to get creative about

how to provide these services more efficiently.We will not

be able to hire enough doctors to keep up with the growth

of our practice’’ (1).

Benefits of a Well-Run PSMA Program

In this section, we address some of the multifarious ben-

efits that properly run PSMAs can offer. Despite the

additional personnel and facilities requirements that

they entail, PSMAs can so greatly increase a physician’s

productivity in delivering private physical examinations

that they are nonetheless able to offer a substantial net

economic benefit to those providers who choose to use

them.

Increased Time with One’s Physician, Greater
Patient Education, and the Help and Support
of Other Patients

As with all SMA models, properly run PSMAs can

increase both the amount of patient education and the

amount of time that patients have with their physician—

plus they integrate the help and support of other patients

into each patient’s healthcare experience.

Quality Care and a Multidisciplinary,
Team-Based Approach to Care

Like other SMA models (although they are directed at

follow-up visits rather than physical examinations), the

PSMA model provides quality medical care and a

multidisciplinary, team-based approach to care. In

the case of PSMAs, the multidisciplinary team
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typically includes two nursing personnel; a behaviorist

who—unlike DIGMAs, where the preferred behavior-

ist is often a psychologist or social worker due to the

large group size—is often a nurse; a documenter; and a

dedicated scheduler to ensure that all sessions are

consistently kept filled to the desired capacity. In addi-

tion, larger healthcare systems typically also have a

SMA champion and program coordinator in order to

move the group visit program forward throughout the

entire system as rapidly as possible. In addition, every-

thing possible is done to enhance the quality of care

within the PSMA—i.e., Patient Packets that include

relevant educational materials, max-packed visits,

prompt access, more time, greater patient education, etc.

Greater Efficiency, Improved Access
to Physicals, and High Levels of Patient
and Physician Satisfaction

Key features of the PSMA model include dramatically

increased physician productivity in delivering physical

examinations; improved patient access to physical

exams; high levels of patient and physician satisfaction;

greater attention to psychosocial issues; and a series of

one physician–one patient encounters throughout focus-

ing upon delivery of individualized medical care from

start to finish.

New Physicians Can Grow Their Practices—Plus
Help Solve the Organization’s
Access Problems

In addition to the multiple benefits for which PSMAs were

originally designed, there are many additional potential

benefits that are less obvious. For example, consider the

new physician whose schedule is not yet full who happens

to work at a facility with access problems—i.e., a facility

having some very busy physicians with established prac-

tices and long wait-lists for physical exams. By starting a

PSMA for his/her practice and including new patient

intakes, this physician can both grow a practice plus imme-

diately benefit from the increased productivity and effi-

ciency of the PSMA model—and do so while simulta-

neously helping the facility to enable new patients to get

into the system without waiting.

This physician can also help to improve access to phy-

sical examinations at the facility by asking backlogged

colleagues for permission to have their patients who are

wait-listed for physical exams given the opportunity to

attend the physician’s PSMA within a couple of weeks.

Although this decreases continuity of care, it does enable

wait-listed patients to be seen promptly for a physical

examination—and many patients will prefer this option

to waiting, especially once the patient benefits of the

program are explained. Although some colleagues might

not agree to this arrangement, others very likely will—

plus appreciate both the improved access to physicals that

this approach will ultimately provide to their own practice

and the increased service that will be offered to their

patients.

Patients Sometimes Bring Up Medically
Significant Symptoms for the First Time

There are many other potential benefits to a carefully

designed and properly run PSMA program. For example,

take the patient who denies, minimizes, or fails to report

medically important information to the physician—such

as cardiovascular symptoms, which are known to often go

under-reported in the primary care setting. Whether this

occurs out of ignorance or psychological defenses, the

results of keeping the physician uninformed can ulti-

mately be catastrophic to the patient. However, this

under-reporting of important medical symptoms can be

less likely to happen in the PSMA setting. When another

patient brings up symptoms, risk factors, or health pro-

blems during the interactive group setting that also apply

to the patient, experience demonstrates that the patient

will often let the doctor know that this discussion also

applies to him/her—which permits this medical issue to

then be properly addressed, even though it might not have

been previously disclosed to the physician.

In one recent Primary Care PSMA, a patient only

brought to the doctor’s attention that he had been having

shortness of breath and chest pain upon even the slightest

exertion because another patient brought these issues up

in his own case. As a result, the physician was able to

arrange for prompt follow-up cardiac testing, which sub-

sequently revealed a severe blockage in one of the

patient’s major coronary arteries. This is not an uncom-

mon event in a PSMA, and should help to allay the fears

of physicians who are concerned that they might miss

something important in the PSMA group setting. The

truth is that, despite their own best efforts, they will likely

occasionally miss things in the group setting; however,

what surprises many is how often they are already missing

important things during traditional office visits. Because

patients often reveal a different type of information in

group visits than they do during traditional office visits,

my belief has always been that the physicians who will end
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up knowing the most about their patients are those who

offer both individual and group visits in their practices.

Improved Compliance with Recommended
Treatment Regimens

Another hidden benefit of the PSMA program is

improved compliance with recommended treatment regi-

mens. Other patients in the group will often support the

physician in getting noncompliant patients to rethink

their position and follow the doctor’s treatment recom-

mendations—often doing so in a kind and gentle (albeit

firm) manner. Patients refusing to make the treatment or

lifestyle change that is being recommended by the physi-

cian can often be persuaded to comply by other group

members who have already made such changes—such as

those who have already quit smoking, begun exercising,

lost weight, started insulin, began to watch their diet, or

started dialysis. Patients who were once similarly non-

compliant with the physician’s treatment recommenda-

tions—patients with whom the noncompliant patient can

readily identify—can be particularly effective in this

regard. Similarly, patients who are reluctant to take a

medication or to undergo a recommended diagnostic

procedure (such as a colonoscopy or thallium treadmill)

can often be persuaded to do so by other patients who

have already taken the medication or undergone the pro-

cedure. These patients frequently encourage the reluctant

patient to do likewise, often by indicating that it is not as

difficult as it sounds—or else by pointing out what the

consequences of not following through on the doctor’s

treatment recommendations could be.

All Types of Providers of Physical Examinations
Can Benefit—Not Just Physicians

Analogous to our discussion of the DIGMA and CHCC

group visit models, although the term physician will

usually be used in this chapter on PSMAs, all types of

providers of physical examinations (such as nurse practi-

tioners, physician assistants, osteopaths, surgeons, and

podiatrists) can also run PSMAs for their practices with

the similar benefits—i.e., by using the same types of pro-

gram design, staffing, facilities, and promotional materi-

als. I only use physician here because that is the term that I

am most used to employing in the numerous presenta-

tions to medical groups that I have made over the years—

i.e., because most of the audience is typically physicians

and because many of them object to the term provider.

PSMAs Can Benefit the Entire Department

Another medical group had five obstetricians at one of

their facilities, all of whom had access problems for pre-

natal exams in their practices. Therefore, I encouraged

each of these five obstetricians to start a weekly 90-minute

PSMA for prenatal exams in their practice—with each

obstetrician’s SMA being held at the same time in the

morning, but on five different days of the week. The

first obstetrician’s Prenatal PSMAwould be onMondays

at 8–9:30 AM, the second on Tuesdays from 8 to 9:30, etc.

In addition to including their own patients, all five obste-

tricians agreed to also open their Prenatal PSMAs to

patients from their colleagues’ practices as well—i.e.,

patients needing or wanting an immediate appointment,

but unable to get in to see their own obstetrician in a

timely manner. Figure 5.2 shows a Prenatal PSMA.

This approach provided three clear and important

benefits to the entire Obstetrics Department at that facil-

ity. First of all, this Prenatal PSMA design offered the

added benefit of providing a useful tool for handling the

bumps that so often occurred in each obstetrician’s prac-

tice—i.e., when they had to cancel a couple hours of office

visits in order to go and deliver a baby. This was impor-

tant as these bumps had become the bane of their exis-

tence—especially when the patient being bumped had

already been bumped before (or had waited weeks for

the appointment that was being bumped) and there was

nowhere else on the obstetrician’s schedule in which to

put the bumped patient during the next couple of weeks.

Because each of these five obstetricians designed their

PSMAs as they did, all prenatal patients who were

bumped from any obstetrician’s regular office visit sche-

dule could thereafter be given the following choice when

Fig. 5.2 As the behaviorist, I found this Obstetrics Prenatal Exam
PSMA to be a delight to participate in (courtesy of Dr. Mary Ann
Sarda-Maduro, Obstetrics Prenatal Exam PSMA, Palo Alto Med-
ical Foundation, Palo Alto, CA)
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being rescheduled: (1) they could be scheduled either into

their own obstetrician’s next available brief individual

appointment, which might be weeks away; or (2) they

could instead be scheduled into the 90-minute Prenatal

PSMA the very next morning (or else into the first such

PSMA that the patient was able to attend). The patient

would then be promptly scheduled into whichever choice

they made. Even if they chose the individual appointment

weeks away, having this choice tended to diffuse their anger

over the fact that they hadbeen bumped and nowneeded to

wait for weeks in order to get back in to see their own

obstetrician—i.e., because they could have instead made

the choice to be seen in the 90-minute PSMA the very next

morning. Furthermore, the patient—instead of opting to

attend another obstetrician’s PSMA the next day or towait

for an individual appointment that might be weeks away—

could choose instead to attend the next session of their own

obstetrician’s PSMA, which would be held within a week.

Second, in four out of five such cases, attending the

Prenatal PSMA the following morning would also provide

the secondary benefit of providing a ‘‘get to know you’’ visit

with one of the other obstetricians in the department, who

might in fact be the obstetricianwho ultimately delivers the

patient’s baby if it occurs after hours, depending uponwho

happens to be on call at the time. This saved many indivi-

dual office visits within the department as, prior to institut-

ing this Prenatal PSMA program, each patient had to be

scheduled for an individual visit with each of the other four

obstetricians—some of which no longer needed to bemade

due to the patient having already met that provider

through their Prenatal PSMA.

Third, it solved the department’s access problems

regarding prenatal exams. Initially, the Obstetrics Depart-

ment’s access problems were solved for group visits,

because a prenatal exam PSMA visit could immediately

be offered to all of their patients any day that they wanted

to be seen. Soon, the department’s access problems were

solved by the PSMA program for individual prenatal exam

visits as well—i.e., because so many individual prenatal

exams were being off-loaded onto highly efficient PSMA

visits, so that they too eventually became more available

(i.e., as a result of the increased capacity that the PSMA

afforded). In other words, many individual office visits

were also saved in the Obstetrics Department because

patients liked the PSMA program due to the many benefits

that it offered to them. Therefore, each of the obstetricians

was able to invite many of their own patients back to their

Prenatal PSMA for many of their regularly scheduled pre-

natal follow-up visits—an offer that numerous patients

accepted in lieu of traditional follow-up office visits,

which opened up evenmore individual prenatal exam visits.

Additional individual office visits were saved because

patients were invited to attend a Prenatal PSMA in a timely

manner whenever they wanted to be seen—i.e., rather than

scheduling and waiting for a brief individual office visit

that might be days or weeks away when they had a ques-

tion or medical need in between their normally scheduled

visits. In this case, they could simply pre-schedule or drop-

in to the next available Prenatal PSMA that best fit their

own schedule. However, when patients did drop in, they

were asked to telephone the office at least a day in advance

for two reasons: (1) to confirm that the group would in fact

be meeting that day (and that the obstetrician was not out

ill, on vacation, or attending a meeting); and (2) to let the

office staff know that they were coming so that census

could be monitored and paperwork organized.

Overview of the PSMA Model

PSMAs are generally held weekly for 90 minutes,

although they could be of either shorter or longer dura-

tion and could be held either less or more frequently.

Patients only come when they need a physical examina-

tion—i.e., these are medically necessary visits. Frequently

divided by sex and age group using the mixed subtype,

Primary Care PSMAs most frequently contain between

7–9 male patients (or 6–8 female patients); however, the

census in the various medical subspecialties is often some-

what larger (typically between 10–13 patients) because the

exams are of a more limited nature and can be completed

faster. In general, these patients are due or past due for a

physical examination, and typically meet certain selection

criteria—such as position on the wait-list, age range, sex,

and diagnosis. Because these physical exams would nor-

mally require 20–45 minutes each when provided indivi-

dually—plus would include some no-shows and late-can-

cels—the PSMA result is typically a 200–300% or more

increase over the physician’s productivity for traditional

individual physicals in the primary care (with 300% being

the most common goal), and sometimes 300–400% (or

even more) in the various medical and surgical subspe-

cialties. Exceptions to this are pediatrics, obstetrics, and

dermatology, where productivity can often only be

doubled through the PSMA due to the fast pace that

these providers so frequently have in delivering individual

physical examinations. The major component parts of the

PSMA are discussed in more detail later in the chapter.

The PSMA Team

Because PSMAs represent a multidisciplinary team-based

approach to care in which the various nonphysician team
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members contribute to all aspects of the visit (including

identifying and rectifying any relevant personnel, facil-

ities, promotional, IT, operational, administrative, and

organizational problems that could impact the program),

the key to success lies in assembling a skilled and

compatible team that enables the physician to delegate

as many responsibilities as possible and appropriate onto

other, less costly members of the team. As depicted in

Table 5.3 (on the behaviorist’s responsibilities), Table 5.4

(on the champion and program coordinator’s

Table 5.3 Various duties of the behaviorist during the initial physical examination segment of the PSMA (while alone with the rotating
group of unroomed patients)

� Arrive a few minutes early to welcome patients, introduce staff, and warm the group up

� Write important patient health concerns down on a flip chart or whiteboard. First and foremost, tactfully ask each patient: ‘‘What are the
one or two (or else, two or three) most important health concerns that you would like to discuss with the physician today’’—i.e., during
the interactive group segment. The behaviorist then writes all of these issues down next to each patient’s name on a flip chart or
whiteboard, along with any other significant issues that the patient may have reported on the health history form that they previously
completed and sent to the physician’s office. Then, upon later entering the group room after completing all of the private physical
examinations, the physician can see in a glance what all of the health concerns are of the various patients. This saves the physician time.
These issues, along with important findings from the physical exam and any pertinent lab test results depicted on the wall chart in the
group room, are discussed as the physician sequentially addresses each patient during the interactive group setting that follows.

� Give the introduction to all patients in attendance (see Chapters 2 and 10, as well as the behaviorist training video on theDVD attached to
this book to see how I recommend giving the introduction to a DIGMA or PSMA). In this introduction, the behaviorist: (1) welcomes
patients and explains the benefits that the PSMA is intended to offer to patients (prompt access, more time, greater patient education,
answers to questions they may not have thought to ask, etc.); (2) discusses what to expect during today’s session and how to make the
best possible use of the interactive group segment and the time being spent with the physician (for example, by focusing immediately
upon those issues of greatest importance to them, and by sharing helpful personal experiences with other patients); (3) addresses all
relevant aspects of confidentiality and the need for patients to sign the confidentiality release form; (4) encourages patient participation;
(5) points out that individual physical exams are still available to patients in the future, just like before (although patients are also
welcome to return to the PSMA setting for future physical exams if they prefer); and (6) covers housekeeping and personal comfort issues
(such as where the bathrooms are, the need to turn cell phones off, and the fact that coffee, healthy snacks, and water are available on the
table for patients to enjoy whenever they would like during the session). This usually means giving the introduction twice during the first
part of the PSMA session (i.e., while the behaviorist is alone with patients) so that all patients are able to hear it, including those who
were initially roomed in exam rooms when the introduction was given the first time. It is true that the behaviorist could avoid this
duplicity by waiting until all patients have had their private physical examinations completed, and then giving a 3- to 5-minute
introduction once all patients are present in the group room at the start of the interactive group segment. However, the interactive group
segment is always packed with patient–physician interactions and is just 45 minutes or so in duration. Therefore, giving the introduction
twice to patients before the physician enters the group room for the interactive group segment gives the physician additional time and
increases the physician’s productivity during the session.

� Ensure that all present have signed the confidentiality agreement/release form for the session and then collect signed forms from any
attendees who might not yet have signed and turned it in when previously asked to do so by the receptionist and/or nurse.

� Distribute and discuss informational handouts preselected by the physician to patients with various health conditions such as: educational
handouts on community and internal resources; healthy lifestyles (exercise, nutrition, weight loss, smoking cessation, etc.); screening
tests (such as those for colon cancer screening); and medical topics of common interest (such as on cholesterol, hypertension, diabetes,
breast self-exam, osteoporosis, PSA and prostate health, heart disease, etc.). This only occurs after the various patient concerns
discussed above have first been written down on the flip chart or whiteboard, and when the behaviorist still has additional time
remaining (while the physician is outside of the group room providing the private physical examinations with a minimum of discussion).
The behaviorist is alone with the rotating group of unroomed patients for approximately the first 45minutes of the session, so it is wise to
have a backup plan to avoid awkward silences should the behaviorist run out of things to say. However, in these discussions, the
behaviorist does need to stay within his/her skill set and scope of practice under licensure

� Discuss behavioral health and psychosocial issues of common interest to the patients who are present, assuming that the behaviorist is a
mental health professional, although the issues discussed will likely be quite different if the behaviorist is a nurse. The behaviorist could
possibly even provide handouts as appropriate (on such issues as brief stress reduction and relaxation exercises, sleep problems,
depression, anxiety, substance abuse, stress etc.) that are of relevance to the group–or on various medical and nursing issues, if the
behaviorist is a nurse. It is important that the behaviorist be tactful when bringing up and discussing psychosocial issues, keeping inmind
that the patients are here for a physical examination from their physician

� Warm the group up by fostering some group interaction during this time when patients are in the group roomwith just the behaviorist—as,
they can often interact with each other in a helpful, supportive, and encouraging manner. Also, other patients may add health-related
issues to their own list on the whiteboard or flip chart, i.e., because other patients bring them up first as issues that they would like to
discuss with the physician. This can be especially important with cardiovascular symptoms, which are known to frequently be minimized
or denied by patients and often go under-reported to physicians. Patients might also share personal experiences (or coping and disease
self-management strategies) that have worked for them during this segment of the PSMA visit

� Perform all of the normal behaviorist responsibilities for a DIGMA during the subsequent interactive group segment—i.e., just as soon as
all private physical examinations are completed and the physician enters the group room for the interactive group segment of the PSMA
session (which is essentially a small DIGMA). When the physician first comes into the group room, the behaviorist can take a minute to
briefly bring the physician up to date on any important issues that might have been brought up during the time that the behaviorist has
just spent alone with the patients—especially those issues that need to get into patients’ chart notes
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responsibilities), and Table 5.5 (on the nursing person-

nel’s responsibilities), all members of the PSMA team

provide vital support functions and play critically impor-

tant roles in the overall success of the program.

A characteristic feature of the PSMA (and DIGMA) is

the behaviorist (often a nurse in PSMAs, but sometimes a

specially trained mental health professional such as a

psychologist or social worker with group experience and

interest in working with medical patients) who, like the

physician, is present throughout the entire session. The

behaviorist discharges a myriad of responsibilities during

both the initial physical examination (as depicted in

Table 5.3) and interactive group segments (as discussed

in Chapters 2 and 3, on DIGMAs, as this is essentially a

small DIGMA) of each and every PSMA session. The

behaviorist assists the physician in a multitude of ways:

(1) by running the small, revolving group of unroomed

patients during the initial physical examination segment

while the physician is providing the private exams (warm-

ing up the group, giving the introduction, identifying

patients’ health concerns and writing them down, distri-

buting handouts, collecting any signed confidentiality

waivers that have not yet been turned in, addressing

psychosocial and behavioral health issues, etc.); and (2)

by keeping the interactive group segment of the session

running smoothly and on time (facilitating the group,

handling group dynamic issues, addressing psychosocial

issues, temporarily taking over the group while the phy-

sician is reviewing and modifying the chart note immedi-

ately after working with each patient, etc.).

Table 5.4 What the champion and program coordinator can do to help you

� Custom design the PSMA to the physician’s specific needs, goals, and patient panel

� Arrange to have all forms, promotional materials, and enclosures for the Patient Packet (as well as a chart note template) customized and
developed from existing templates and materials in the SMA program—i.e., for the physician’s review, modification, and ultimate
approval

� Help to secure the team members that will be attached to the physician’s PSMA—nurse/MA/nursing tech(s), behaviorist, documenter,
and dedicated scheduler

� Develop a computer code for the physician’s PSMA program, and change the master schedules of the physician and the entire team to
include the PSMA on an ongoing basis

� Mail announcement letters to all appropriate patients in the physician’s practice prior to launching the PSMA program

� Train the physician’s reception, nursing, and scheduling staffs as to their respective roles and responsibilities in supporting the
program—and in effectively referring all appropriate patients into the PSMA

� Train the behaviorist, documenter, and nursing personnel attached to the PSMA, although it is advisable for the physician to also play
some role in this training to ensure that their respective duties are conducted in the PSMA as the physician wishes

� Set up the necessary procedures and pre-booking census reports to ensure that the appropriate number of patients are consistently
scheduled into each session

� Secure and schedule the group room and exam rooms for the PSMA on a regular basis, except, of course, for the physician’s own exam
rooms

� Ensure that all the necessary equipment (including working computers, printers, and telephones as needed) is properly installed in the
group and exam rooms—and that these rooms are properly set up for the PSMA sessions (forms,medical equipment, furnishings, proper
IT infrastructure, etc.)

� Order wall posters, and have them framed and prominently mounted on the physician’s lobby and exam room walls—along with a
dispenser (to be mounted next to the framed wall poster) capable of holding 100 or more program description fliers

� Make sufficient copies on an ongoing basis of all promotional materials (fliers, invitations, handouts, Patient Packets, etc.) to be used by
the physician (or else delegate this to SMA site champion)

� Address all of the logistics surrounding the Patient Packet (and assign appropriate personnel to them) so that these materials are sent
to—and received back from—scheduled patients in a timely manner

� Prior to the session, arrange to have a motivated person from the physician’s support staff enter data from completed health history
questionnaires returned by patients into their respective PSMA chart notes

� Arrange to have physician’s MA or nurse enter the lab test results for each patient entered on the lined whiteboard in the group room
prior to the start of the PSMA session

� Handle any operational, system, or administrative issues that might need to be addressed in order to launch and run a successful PSMA
program

� The champion and/or program coordinator can also sit in on two or three of the physician’s initial PSMA sessions, observing and
measuring the amount of time consumed by each physical (and in working with each patient in the interactive group segment)—plus join
the physician and PSMA team (behaviorist, nursing personnel, and documenter) as they debrief after sessions for 15–20 minutes during
the first 2months of implementation—focusing upon fine-tuning and improving the program tomake it even better andmore efficient in
future weeks

� They can help keep all sessions filled to capacity by issuing a weekly pre-booking census report on how full all sessions are for the next 4
sessions, and then by alerting the physician and staff regarding any insufficiently filled sessions—as well as by having the dedicated
scheduler top off any unfilled sessions by calling lists of appropriate patients selected by the physician and inviting them to attend

� Once launched, they can evaluate the PSMA program on an ongoing basis and issue periodic reports to keep both the physician and
management updated on the program, how it is progressing, and whether or not it is meeting its goals
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The champion (used in larger systems only) is the criti-

cally important, pivotal person who is charged with

overall responsibility for the entire PSMA program (see

Table 5.4)—from developing the PSMA program and

helping newly recruited physicians to design and imple-

ment their PSMAs, to moving the program forward

throughout the system as rapidly as possible from pilot

study to facility- and organization-wide implementation.

The program coordinator (also used primarily in larger

systems only) is responsible for: assisting the champion in

every possible way; supporting all physicians running

PSMAs in their practices on an ongoing basis; monitoring

census regularly; managing the dedicated schedulers and

behaviorists; producing periodic evaluations and reports

for the program; and handling most of the PSMA

program’s operational and administrative details (see

Table 5.4).

The nursing personnel (usually two nurses/MAs/nursing

techs—and typically including the physician’s own nurse

orMA—with each responsible for two exam rooms) play a

much expanded role in the PSMA—much as they do in a

DIGMA (see Table 5.5). They not only room patients and

take vital signs but also update injections, help keep rou-

tine health maintenance current, update performance

measures, document the nursing duties that have been

performed on each patient, and perform additional special

duties as requested by the physician. In addition, one of the

nurses/MAs typically prepares the large wall chart depict-

ing all of the patients’ previsit lab test results prior to the

visit—typically with findings that the physician considers

to be abnormal circled in red and borderline findings

circumscribed by a dotted red line. Sometimes, rather

than each MA being responsible for two exam rooms,

one MA will room patients and take vital signs while the

other cleans up the exam rooms after each exam is com-

pleted. A nurse orMA can also make confirmation phone

calls a couple of days prior to the PSMA to confirm the

appointment, ensure that pre-visit labs have been com-

pleted, check that the detailed health history form has

been completed and returned to the office, and conduct a

medication reconciliation.

The dedicated scheduler is charged with the responsibil-

ity of topping-off sessions and ensuring that every session is

completely full. The dedicated scheduler is typically a

clerical person with scheduling and telemarketing skills

who has been specially trained to telephone and invite

patients that the physician wants invited (from the wait-

list for physicals, from other lists selected by the physician,

or from those already scheduled for individual physicals

weeks or months into the future), and then sends the

Patient Packet to patients who agree to attend the PSMA.

Administration and the physician’s entire support staff

also play crucial roles in supporting the program, inviting

and scheduling patients, and in making the PSMA pro-

gram a success. For example, a motivated volunteer from

the physician’s support staff is typically recruited to enter

into patients upcoming PSMA chart notes the informa-

tion that was completed by the patient and returned to the

office—i.e., information written onto the detailed health

questionnaire form that was included in the Patient

Packet originally sent to the patient. It is worth noting

that some systems are trying to address firewall problems

so that this information could be entered directly by

patients into their own upcoming PSMA chart note. The

Table 5.5 Fully expand the nursing role (RN, LVN, MA) to be all that it can be

� Usually two MAs (or nurses) and four exam rooms are used in the PSMA to ensure that enough patients are always roomed to make
certain that the physician never catches up with the nurses—and, therefore, is never left waiting in the hallway for a patient to be roomed
and for vitals to be completed

� They will usually divide up their duties in either of two ways: (1) so that each one is responsible for two of the four exam rooms; or (2) so
that one rooms patients and completes vitals while the other cleans up the exam room after each physical examination is completed.

� Room all patients in turn into the exam rooms being used in the PSMA

� Take all standard vital signs, plus any extra vitals as requested by the physician

� Update and bring all injections current (flu shots, tetanus, pneumovax, etc.)—again, if it is within the nursing personnel’s skill set and
scope of practice under licensure

� Perform any other special duties requested by the physician—such as checking the peak flow and pulse oximetry (pO2) levels of any
patients with asthma

� Ensure that all patients have signed the confidentiality release form for the session, and have any patients who have not yet done so sign it
at this time

� Give patients any appropriate handouts that the physician might want the nurses to distribute

� Search the patient’s medical chart for routine health maintenance that is due and update it—pulling and partially completing any
appropriate referral forms (i.e., the patient information parts of these forms)

� According to the physician’s wishes, the nursing personnel can review and update each patient’s personal and family medical history
(drug allergies, health habits, high-risk behaviors, current medications, changes in health status, any health concerns they might be
having, etc.), and then document these items into the patient’s chart note for the PSMA session

� Assist in the documentation support for the PSMA session by entering into the patient’s chart note any germane information related to
the functions that the nursing personnel have just performed—usually in a separate section of the chart note template that has been set
aside for entering all nursing functions performed (which can later be reviewed by the physician either in the exam room or when
completing the chart note after working with each patient in the interactive group setting)
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MA or nurse frequently enters each patient’s previsit lab

results on the lined whiteboard in the group room prior to

the session. It is worth noting that it is often quite helpful,

when enlisting the support of the physician’s support

staff, to have them actually sit in on a PSMA session as

soon as possible—perhaps one or two at a time, starting

with key members of the scheduling staff, then the recep-

tion staff, and finally any other members of the nursing,

administrative, and clerical staffs.

The documenter plays a critically important role in

PSMAs, a function that is especially important for systems

using EMR—as it generally takes considerable time to

document an appropriate EMR chart note on physical

exams, although systems still using paper charts can some-

times develop a PSMA chart note template that is suffi-

ciently efficient for physicians to complete on their own

(i.e., because it is largely preprinted and in check-off form).

The documenter increases the physician’s efficiency by

minimizing the outlay of physician time in the extensive

charting responsibilities that physical examinations entail.

The documenter is usually a specially trained medical tran-

scriptionist, nurse/MA, nurse practitioner, Pharm.D.,

medical resident or fellow, clerical staff member, etc.

The documenter, who is also present throughout the

entire session, uses the physician’s own chart note template

to create a real-time, comprehensive, and contempora-

neous chart note on each patient—i.e., for the physician

to then review,modify, and sign immediately after working

with each patient in turn during the interactive group seg-

ment of the PSMA. Always present in the group room

during the interactive group segment, the documenter can

either shadow the physician (inwhich case, the documenter

must be qualified to be in the room with disrobed patients)

or remain in the group room documenting what the beha-

viorist is doing during the preceding physical examination

segment—depending upon what the physician wants. In

some cases, the provider prefers to briefly jot down physi-

cal findings on a crib sheet while conducting physical

examinations in the privacy of the exam rooms, and then

gives these notes to the documenter upon exiting the exam

room (as, in this case, the documenter remains outside of

the private exam room setting, but has access to a compu-

ter in the area) to complete the physical findings portion of

each patient’s PSMA chart note.

Being Contemporaneous And Comprehensive,
PSMA Chart Note is Often Superior

Also, because a specifically trained documenter using the

physician’s own chart note template can draft a compre-

hensive and contemporaneous chart note in vivo and in

real time during the PSMA session, superior chart notes

for medical services delivered can thereby be generated—

which can optimize billing for all medical services ren-

dered. During traditional individual physical examina-

tions in the clinic, the physician would normally forget

some of what transpired during the session by the time the

chart note was drafted—simply because the chart note

would be generated some time later (i.e., immediately

after the appointment, during lunch, at the end of the

day, by coming in on Saturday morning to wrap up

loose ends, etc.). In general, the more delayed the writing

of the chart note, the more that will likely be forgotten—

and the more likely that the medical services actually

provided will be under-billed.

The Documenter Must Learn How to Draft a
Good Chart Note Beforehand

Prior to the start of the PSMA, the documenter will need

to familiarize himself/herself with the physician’s own

unique style of writing chart notes. This is accomplished

by: (1) reviewing many chart notes previously drafted by

the physician beforehand, in order to get a feel for the

template that the physician is using; (2) getting the neces-

sary training from the IT department as to charting tem-

plates that are already available on the EMR system

employed by the organization, and in selecting the one

that most closely matches the physician’s own charting

template; (3) obtaining any needed training from the

organization’s billing and compliance officer to ensure

that all elements important to billing are always entered

into chart notes; and (4) shadowing the physician for a

couple of days, if necessary, drafting the chart notes for

these individual office visits until both the documenter

and physician are comfortable with the chart note being

generated. The important point here is that the documen-

ter needs to have a good working knowledge in drafting

the type of chart note that the physician wants prior to the

start of the PSMA—even though this learning process

will be ongoing in the PSMA as the physician reviews

and modifies each patient’s chart note in turn.

The Documenter’s Responsibilities During a PSMA

The physician needs to decide what to have the documen-

ter do during the first half of the session—i.e., when the

physical examinations are being conducted. In particular,

whether to have the documenter: (1) accompany the phy-

sician from one exam room to another and enter physical

findings into the record while the physical exams are being
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performed (in which case, the documentermust be a nurse

or somebody licensed to be in the exam room with dis-

robed patients); or (2) whether to have the documenter

stay in the group room during the initial physical exam-

ination segment to document what is occurring there

between the behaviorist and the small rotating group of

unroomed patients (an approach which will slow physi-

cians down because they will then need to enter the phy-

sical findings into the chart notes themselves). Sometimes,

physicians will write the physical findings down on a crib

sheet—and then give it to the documenter to enter into the

chart note when the physician emerges from the exam

room after each physical exam is completed. Although

this is less efficient than having the documenter present in

the exam room and documenting the physical findings, it

can be usedwhenever it is best (forwhatever reason) for the

documenter not to be in the exam room.

However, in return for having a documenter, the provi-

der should be willing to (1) consistently achieve targeted

census levels for the PSMA and (2) see an additional

patient in the PSMA setting (i.e., beyond the pre-

established PSMA census level) in order to cover the

added overhead cost. Having a documenter to handle 70–

90%of the documentation responsibilities for the session is

a strong motivator for physicians to run a PSMA in their

practice, and therefore to maintain the targeted census

level. Many physicians look at chart notes as a necessity,

but as drudgery as well. I have yet to meet the physician

who states: ‘‘You know, the main reason that I went into

medicine was to draft chart notes, because that’s what

I most enjoy doing.’’ Certainly, being able to offer a doc-

umenter to the physician who is considering a PSMA for

his/her practice will make the champion’s job of moving

the DIGMA and PSMA program forward throughout the

system (and to maintaining desired census levels) a much

easier one—because many physicians will otherwise

choose to not run a SMA due to concerns regarding the

drafting of so many individual chart notes.

Consider Having a Documenter Contingent

upon the Physician Maintaining Census

Providing a documenter can also align the interests of the

physician with those of administration. Consider, for

example, the physician who concludes that even though

they can see the pre-established targeted number of

patients in their PSMA, they would prefer to see several

fewer patients—because it is easier andmore relaxing to do

it that way. This could undermine the economic, produc-

tivity, and access benefits of the entire SMA program, but

administration might feel helpless to hold the line on census

in such a case—especially in systems that are physician run.

However, by offering a documenter—but making the

documenter contingent upon achieving targeted census

levels on average—administration is offering the physi-

cian a strong incentive for consistently maintaining pre-

established census levels out of self-interest. Personally, I

would gladly see several more patients in my DIGMA

or PSMA if it meant that most of my charting responsi-

bilities would be handled for me—especially when I

understood that a superior, comprehensive, and contem-

poraneous chart note that employed my own chart note

template would be drafted.

What Skill Set Is Required of a Documenter?

Who can serve as documenter in a PSMA? Clearly, the

documenter must have computer skills, be a fast typist,

have good grammar and spelling skills, and understand

medical terminology. Furthermore, the documenter

should be able to work closely with the physician, be a

good learner who is able to multitask, and be willing and

able to generate the precise type of individualized chart

note that the physician wants documented on each patient

in the PSMA—i.e., from the chart note template that has

been developed for the program. Documenters must also

have enough self-confidence to feel comfortable about

interrupting the physician in the group setting whenever

they have a question that needs to be answered about the

chart note—such as how to spell the term that the physi-

cian just used (or the medication that was just prescribed).

It is also helpful for the documenter to calm and unflap-

pable at all rimes.

Depending upon available resources, the documenter

can come from any number of possible disciplines. For

example, the documenter could be a nurse, medical assis-

tant, or medical transcriptionist specifically trained for

this duty. The documenter could also be a medical resi-

dent (whowould simultaneously be learning not only how

to draft a good chart note but also how to run a group

visit), a Pharm.D., or a nurse practitioner. It is important

to note that using another provider (such as a nurse

practitioner or PA) is seldom recommended—as they

could instead be seeing their own patients and generating

their own RVUs in the clinic. However, it is one way that

such providers can become more comfortable with the

PSMA concept by gradually introducing themselves to

the PSMA by temporarily being a documenter—i.e., if

their intent is to start their own DIGMA or PSMA

shortly thereafter. Or else, the documenter could be a

highly motivated clerical person drawn from the physi-

cian’s front- or back-office staff. However, the ultimate

choice of documenter will probably depend more upon

who happens to be available—and upon the skill set and
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personality of that individual—than it will upon their

particular professional discipline.

Do keep in mind that, in the event the physician wants

to have the documenter follow him/her from exam room

to exam room during the physical examination segment

of the PSMA to document the physical findings that the

physician is saying out loud (i.e., rather than staying in the

group room and documenting what is occurring between

the behaviorist and small rotating group of unroomed

patients), then being in the exam room with disrobed

patients will need to be a part of the documenter’s scope

of practice under licensure. Also keep in mind that having

another provider (nurse practitioner, PA, Pharm.D, phy-

sician, etc.) as a documenter during the PSMA is usually a

bad idea as—unless their overhead is costed out accord-

ing to their hourly wage—this will reduce the productivity

gain of the PSMA by half because that provider could

also have been seeing patients individually during the 90

minutes of group time.

Subtypes of the PSMA Model

The PSMA model has the same three subtypes as the

DIGMA model: homogeneous, heterogeneous, and

mixed—of which the mixed subtype tends to be most

frequently used in primary care while the homogeneous

subtype is most commonly used in the medical and surgi-

cal subspecialties. Each subtype has its own strengths and

weaknesses; however, together they provide one of the

many available options that enable PSMAs to be custo-

mized to the specific needs, goals, practice styles, and

patient panel constituencies of individual physicians.

The Homogeneous Subtype

In the intuitively appealing homogeneous subtype of the

PSMA model, only patients meeting specific diagnostic,

condition, age, sex, utilization, risk, etc., criteria qualify

to be seen in any given session—so that some common-

ality exists among the patients, which encourages patient

bonding and enables the physician to reach many patients

at once while avoiding repetition.

In the Homogeneous Subtype, Patients Can Be

Grouped for PSMAs by Diagnosis

The homogeneous subtype is often used for particular

diagnoses and conditions in the medical and surgical

subspecialties, as well as in chronic illness population

management paradigms, such as for diabetes, COPD,

CHF, or asthma. It can also be used to better manage

large, busy practices—typically by either focusing upon

one type of grouping of patients or by seeing different

homogeneous groupings of patients in a sequence during

successive weekly sessions. In other words, this can be

either for just a single condition, diagnosis (or cluster of

diagnoses, such as hyperlipodiabesity), etc., that happens

to be predominant in the physician’s practice—or it can

occur for one homogeneous grouping after another, until

the entire sequence of groupings is completed (after which

the entire sequence can be repeated over and over). In the

latter case, the criteria used for homogeneous PSMA

sessions could be based upon a sequence of diagnoses—

for example, diabetes, kidney stones, COPD, and hyper-

lipidemia. Thus, an internist could provide physical

examinations in a weekly homogeneous PSMA in the

following sequence of sessions: diabetic and pre-diabetic

(i.e., endocrine syndrome) patients during the first weekly

session; asthmatics the next week; followed by headache

patients, irritable bowel, obesity, women’s health issues,

etc.—until the entire sequence is completed. After com-

pleting the entire sequence of homogeneous weekly

groupings, the sequence would then be repeated over

and over.

Although intuitively appealing, this approach has con-

siderable operational difficulties as staff and patients lose

track of the sequence, especially when the physician is

absent for a session, and may therefore resist scheduling

patients into homogeneous PSMA sessions for that

reason—i.e., for fear of being reprimanded for putting

the wrong type of patient into any given session. Simi-

larly, having a single diagnosis as a focus for all homo-

geneous PSMAs may prove problematic in terms of

keeping all group sessions full—i.e., unless the physician’s

practice consists almost entirely of that diagnosis or if the

homogeneous PSMA is being conducted within a chronic

disease management program (in which case there would

likely be a sufficiently large pool of patients with that

particular diagnosis to ensure that all PSMA sessions

can be kept full).

Patients Can Be Grouped by Age and Sex

For example, a busy family practitioner providing physi-

cals for large numbers of both female and male patients

might conduct a homogeneous PSMA for his/her practice

according to sex and age criteria—e.g., by providing phy-

sicals in a weekly sequence of sessions first for women and

then for men of specific age ranges. Thus, session 1 could

be for women 21–40; session 2 for women 40–60; and
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session 3 for women over 60; which could then be fol-

lowed by a similar sequence of sessions for men on the

fourth, fifth, and sixth sessions in the sequence. Once

completed, the entire sequence of weekly sessions would

then be repeated over and over during subsequent

months. While intuitively appealing, in using this model,

one would need to make certain that staff and patients

clearly understand what will happen in the event that the

physician misses a session due to illness, vacation, meet-

ings, etc.—so that there is no confusion or misunder-

standing as to the subsequent sequence of sessions. For

example, in the event that the physician misses a session

due to a last minute illness, would the patients that are

scheduled for that session be rescheduled into the next

appropriate PSMA session in the sequence? Or else,

would all subsequent sessions be postponed by a week

so that the patients from the canceled session could be

scheduled into the next week’s session, which would

require calling and rescheduling all patients who have

prescheduled into future sessions in order to postpone

them by a week—which certainly does not seem like a

viable option.

Patients Can Be Grouped by the Type of Surgery

or Procedure Being Faced, as well as by Condition

or Situation

Similarly, the homogeneous PSMA sessions could be

grouped in specialty care according to the type of surgery

or procedure that patients are currently facing or have

already undergone. This could include breast reduction

and carpal tunnel intakes in plastic surgery; benign fibro-

cystic breast disease follow-ups in general surgery; hip

and knee replacement surgery intakes and follow-ups in

orthopedic surgery; pre- or post-bone marrow transplant

patients in hematology; pre-surgical physical exams for

cataract surgeries in ophthalmology; whole body skin

exams for melanomas in dermatology; prostate cancer

or incontinence intakes and follow-ups in urology; etc.

Homogeneous PSMA sessions could also be condition or

situation specific—such as for prenatal exams in obste-

trics or for well-baby checks as well as school, camp, and

sports physicals in pediatrics.

While Intuitively Appealing, Homogeneous
PSMAs Are Seldom Used in Primary Care

Although intuitively appealing, the homogeneous PSMA

subtype is most commonly used in the medical subspe-

cialties and in chronic diseasemanagement programs. It is

much less frequently used as a practice management tool

in primary care due to the diversity of their practices: (1)

sessions can be harder to keep full—especially as the

criteria for each homogeneous session becomes more

selective and restrictive—so that fewer patients within

the primary care physician’s practice qualify to attend

each of the narrowly defined sessions; (2) if different

homogeneous groupings are seen in a sequence, then the

sequence of sessions can be difficult for both patients and

staff to keep track of, especially after the physician misses

a session due to illness, meetings, or vacation; (3) schedul-

ing staff might not schedule patients appropriately into

sessions for fear of being reprimanded for placing patients

into the wrong session; (4) there could be so many differ-

ent groupings in the sequence that it could be too long of a

wait before the patient having a particular diagnosis

could attend the next appropriate session; and (5) patients

might appropriately schedule the correct homogeneous

PSMA session based upon their primary diagnosis, but

then bring up a laundry list of diverse, unrelated medical

needs into the session that are individualistic and not

relevant to the focus of that session.

There Are Many Difficulties with the Intuitively

Appealing Homogeneous Subtype

As regards this final point of patients frequently bringing

a lengthy list of medical concerns to the visit, this certainly

happens quite often during traditional physical examina-

tions. As this continues to occur in a homogeneous PSMA

(especially once the physician sees that such diverse issues

can be successfully addressed during the session), there

tends to be a natural evolution for the homogeneous

primary care subtype of the PSMA model to become

more heterogeneous over time.

There are other difficulties as well with the homoge-

neous model. For example, patients could be mistakenly

scheduled into the wrong session. Along similar lines, the

scheduling staff might be hesitant to schedule patients

into homogeneous PSMAs for fear of mistakenly schedul-

ing the wrong type of patient into any particular session—

and then being punished as a result. Therefore, theymight

(indeed, they often do) instead choose to simply not sche-

dule any patients at all into the homogeneous PSMA.

As is the case with DIGMAs, the support of the schedul-

ing staff is critical to the success of the PSMA program

due to the key role they can play in keeping all sessions

filled. Also, in the case of a sequence of sessions, patients

who have to wait too long for the next appropriate

session might instead schedule an individual physical

examination appointment—a situation that runs counter

to the intent of the PSMA program (which is to off-load

individual physical exams onto more productive,
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accessible, and cost-effective PSMAs whenever possible

and appropriate, and to thereby improve accessibility to

physicals).

The Heterogeneous Subtype

In the heterogeneous subtype of the PSMAmodel (which

is at the opposite end of the homogeneous–heterogeneous

spectrum), sessions are designed in such a way that most

or all types of patients (typically of a given sex in primary

care) can attend each and every session—regardless of

age, diagnosis, condition, etc.

Although not intuitively obvious, this model mini-

mizes operational problems, is relatively easy to admin-

ister, often works well in actual practice, and is therefore

sometimes used (although not nearly as often in primary

care as the mixed PSMA subtype). The heterogeneous

PSMA design offers the advantages of: (1) being easy for

patients and staff to keep track of, and to schedule into

(as all sessions are open to the same large group of

patients); (2) being relatively easy to keep sessions full,

as most patients qualify to attend each session; (3)

patients having little wait time until the next appropriate

session; (4) scheduling staff not having to worry about

scheduling the wrong patient into any given session; and

(5) being able to address the laundry list of diverse mind–

body issues that different patients bring into the hetero-

geneous PSMA setting.

As an example of a heterogeneous PSMA design in

primary care, consider an internist who performs mostly

male physicals. In this case the internist might choose a 90-

minute weekly heterogeneous PSMA design in which every

session is open to physical examinations for allmale patients

from the internist’s practice—regardless of age, health sta-

tus, diagnosis, or utilization behavior. Of course, the issues

brought up in such heterogeneous groupings could be quite

diverse. Because they are diverse does not mean that the

issues being discussed are not of interest to other patients,

especially when some group interaction is fostered.

Similar to the case for heterogeneousDIGMAs, patients

report that they find it interesting when the physician is

addressing diverse medical issues brought up by other

patients (i.e., even when these issues do not directly apply

to them) for several reasons: (1) while these issuesmight not

apply to them now, they could end up facing these very

same issues in the future should they ever develop similar

health problems; (2) these issues might apply to other

people they know (parents, relatives, neighbors, friends,

etc.); (3) they find having the physician discuss so many

diverse medical issues ‘‘like being in a mini-medical school

class taught by my own doctor’’; or (4) ‘‘it’s better than

watching ER!’’. Also, because of the amount of press

regarding prostate problems and breast cancer, younger

men in a heterogeneous PSMA for men might find it inter-

esting when the physician is addressing older patients with

BPH or prostate cancer—and younger women in a female

heterogeneous PSMA could similarly find it interesting

when the physician was addressing breast disease and

breast cancer with some of the older women in attendance.

In This Subtype Patient Groupings Can Be Too Diverse

Although the heterogeneous model has been successfully

employed in some primary and specialty care applications,

it must be used with caution due to the small group sizes of

PSMAs—and because the heterogeneous PSMA model

can result in patient groupings that are too diverse to

achieve maximum benefit and efficiency. Here, patient

groupings could be too diverse to be able to avoid repeti-

tion and redundancy in discussing issues, and to achieve

high levels of patient bonding and sharing. In other words,

the heterogeneous model can sometimes result in patient

groupings that are too diverse to optimize patient bonding

and commonality of issues—which, due to their relatively

small group sizes, is much more of a problem for hetero-

geneous PSMAs than for heterogeneous DIGMAs.

As a result, the heterogeneous PSMA subtype tends to

be less frequently utilized than either the mixed subtype or

the homogeneous subtype (which can be widely used in

the medical subspecialties and chronic disease manage-

ment programs). On the other hand, some heterogeneous

PSMAs (especially in the medical subspecialties) are suf-

ficiently homogeneous by their very nature to work well

in practice—such as heterogeneous Obstetrics PSMAs for

prenatal exams, which are open to all of the obstetrician’s

pregnant patients (i.e., regardless of age, trimester, health

status, marital status, utilization behavior, or number of

previous pregnancies) or heterogeneous Endocrinology

PSMAs—because most of the patients in them will likely

have diabetes (and most commonly, type 2 diabetes).

Actually, this terminology can be a little confusing as

one might argue that the aforementioned ‘‘heterogeneous

obstetrics PSMA for prenatal exams’’ is in fact a homo-

geneous PSMA for prenatal patients.

The Mixed Subtype

Although the homogeneous model (with its disease and

condition specific focus) is frequently employed in medical

specialties and population management programs for

chronic illnesses, the mixed subtype of the PSMA model
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is also very popular—and is probably the most frequently

used PSMA subtype in actual practice in primary care.

In the mixed subtype of the PSMA, the physician’s

practice is typically divided into four large groupings of

patients—with one being the focus of the PSMA during

each of the 4 weeks of the month, and with the same

sequence of sessions being repeated over and over during

future months. In the mixed subtype, patients are usually

separated into large, relatively homogeneous groupings

containing similar ages, sexes, diagnoses, medical condi-

tions, or healthcare issues. In this subtype, patients and

staff can easily remember which week of the month con-

tains the PSMA session that has the focus which is most

relevant to each patient. It is important that the patient

groupings for each of the four weekly sessions that are

held each month be designed to be sufficiently broad so

that all sessions can consistently be kept full. In addition,

the four categories of patients must also be sufficiently

inclusive to ensure that all patients that the physician

wants the PSMA to cover do indeed qualify for at least

one of the four weekly sessions held each month.

As is the case for DIGMAs, for the couple of months

each year containing five weekly mixed PSMA sessions,

the fifth session of the month could either be closed or be

designed to include whatever group of patients the physi-

cian wants covered—for example, backlogged patients of

a certain type on the wait-list or those types of patients

having the greatest access problems to physicals in the

physician’s practice. Similar to the case for the mixed

subtype of the DIGMA model, mixed PSMAs also often

have the proviso that—in the event that a patient’s sche-

dule makes it difficult or impossible to attend the most

appropriate session for them that month—the patient

would then be invited to attend another appropriate ses-

sion which better meets the patient’s scheduling needs

(i.e., even if the focus of that session was not the best fit

for that particular patient). This proviso is made because,

whenever possible and appropriate, the goal is for

patients to choose a highly efficient and productive

PSMA for their physical examination rather than a

more costly individual physical examination (with the

restriction that the patient must be appropriate for the

alternative session being attended, which would not be the

case for a male patient who finds it more convenient from

a scheduling point of view to attend the PSMA session

focusing upon some grouping of female patients).

In Primary Care, the Most Frequently Used PSMA Is the

Mixed Subtype

In primary care, the mixed subtype of the PSMAmodel is

most frequently used because it allows patients to be

divided according to large sex and age groupings—so

that patients attending any given session will share some

commonmedical issues and concerns (Fig. 5.3). The same

is true for the various medical and surgical subspecialties,

although the homogeneous subtype is also frequently

used here (e.g., for diabetes, arthritis, cardiovascular pro-

blems, and breast reduction intakes). This commonality

fosters a certain degree of patient bonding while enabling

the provider to gain efficiency by discussing some issues of

common interest to many patients at once, thereby avoid-

ing the need for time-consuming and costly repetition.

The following are examples of the mixed PSMA subtype,

i.e., in which each of the four weekly sessions is divided

into patient groupings that are sufficiently broad (while

still being somewhat homogeneous) to, in combination,

cover all the types of patients that the physician wants

included in the PSMA.

Some Primary Care Examples of the Mixed PSMA

Subtype

For example, a female internist doing mostly same-sex

physicals on female patients might employ a mixed

PSMA to deliver physicals to women 40 (or 45) and over

on the odd weeks of the month (addressing peri-menopau-

sal and age-related health concerns such as HRT, osteo-

porosis, and cancer) and women under 40 or 45, respec-

tively, on the even weeks—focusing upon birth control,

infertility, PMS, STDs, child-rearing issues, etc. Or, if this

internist had approximately equal numbers of physicals for

females of all ages, she might design her mixed Primary

Fig. 5.3 The mixed subtype of the PSMA model is most frequently
used in primary care, because it allows patients to be divided accord-
ing to large sex and age groupings—thus ensuring some common-
ality of issues, so that appropriate patient education can be
efficiently provided (courtesy of Dr. Jan Millermaier, Women’s
Primary Care PSMA, ProMed Family Practice, Kalamazoo, MI)
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Care PSMA to provide physicals to females 18–29 on the

first week of the month; women 30–44 on the second week;

women from 45 to 59 on the third week; andwomen 60 and

over on the fourth week of the month.

Similarly, a male family practitioner who predomi-

nantly provides physicals to male patients of all ages

might select a mixed PSMA design that delivers physicals

to men 50 and over on the even weeks of the month—and

tomen under 50 on the odd weeks. However, the four male

groupings of the month could also be for males 21–34 on

the first week; 35–49 the second; 50–64 the third; and 65

and over on the fourth week of the month. The exact ages

used for these dividing points should take into account not

only the different medical issues that various groupings of

patients face but also what ages should be used in order to

have enough patients of each category in order to keep all

sessions consistently full. In other words, the exact break-

ing points of these age groupings (and consequently the

patient mix) would be determined by the physician—but

would depend upon patient demand (i.e., the volume of

patients needing physical examinations by sex and age

groupings) and upon the needs of the patients, the physi-

cian, and the physician’s practice. Ideally, these dividing

points would be selected so that there was some common-

ality of issues between patients in any particular grouping

in order to foster some patient bonding and to avoid need-

less repetition—and so that the various patient groupings

were themselves large enough to ensure that all sessions

could be consistently kept filled to desired capacity.

As an additional example of the mixed PSMA in pri-

mary care, consider internists, family practitioners, and

nurse practitioners with busy practices who provide

numerous physicals each week to male and female

patients of all ages. These providers could utilize the

following type of mixed Primary Care PSMA design:

physical examinations for adult females under 40 on the

first week of the month; women 40 and over on the second

week; adult males under 50 on the third week; and men 50

and over on the fourth week of the month. For those

months having five sessions, the mixed PSMA could

either be closed on the fifth session or be open to whatever

group of patients the physician wants included—which

would typically be that group of patients most severely

backlogged for physical examinations (i.e., for whom the

patient demand for physical exams is greatest). The pro-

viso here would be that a male under 50 could also attend

the session formen 50 and over if it better fits his schedule,

just as the female patient 40 or over could attend the

session for women under 40 should that better fit her

schedule. However, neither sex would be invited, in this

mixed PSMA example, to attend a session for the oppo-

site sex—as this could be inappropriate and interfere with

open discussions on the patients’ part.

In Primary Care PSMAs, the Sexes Are Usually Kept

Separate

This latter decision was reached during the very first

mixed Primary Care PSMA session ever held—which

was designed for men 50 and over. One of the male

patients in attendance pointed out that his wife, who

was also one of the doctor’s patients, had asked him if

she could also attend the session with him because she

needed a physical examination as well. When I asked the

other men in the group how they would have felt about it

if she had attended, they all initially agreed that it would

have been all right; however, one of the quieter men in the

group then added that—although it would have been fine

by him—he ‘‘probably wouldn’t have talked.’’ Others in

the group then admitted that they felt the same. For this

reason and others (for example, some issues might be

awkward to discuss in front of the opposite sex, whereas

other issues might not be relevant to the opposite sex), all

agreed that keeping PSMA sessions uniform as to sex was

a wise policy for primary care physical examinations.

However, this issue of keeping the sexes separate is often

less of an issue in the medical subspecialties, such as for

diabetic or cardiac patients. Figure 5.4 shows an over-50

men’s primary care PMSA.

Patient Privacy in PSMAs

The PSMA model is the least intuitively obvious of the

three major group visit models, as it is difficult to imagine

how physical examinations can be efficiently conducted in

Fig. 5.4 Primary Care PSMAs are usually segregated according to
sex and age, as in this PMSA formen over 50. Notice documenter on
computer behind physician and lab test results on wall chart (cour-
tesy of Dr. Thomas Morledge, Men’s Primary Care PSMA,
Cleveland Clinic, Cleveland, OH)
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a shared medical appointment format. Just like the case

for DIGMAs, the issue of confidentiality is treated very

seriously in all PSMAs. All attendees are asked to sign a

confidentiality waiver at the start of each session. In

addition, confidentiality is also thoroughly covered in

the behaviorist’s introduction to each session. Recall

that the behaviorist’s introduction is often given twice in

the group room during the initial physical examination

segment of the PSMA, so that all patients get to hear the

introduction—including the four patients that might have

been roomed in exam rooms when it was first given. Also,

it is very important that the fact that part of the PSMA

occurs in a group setting be made clear to patients in all

promotional materials as well as by the physician’s sche-

duling staff, so that there are no surprises—and no patient

feels that a bait and switch tactic had been used upon

them.

Billing for PSMAs and DIGMAs

Throughout the entire session (i.e., throughout both the

physical examination and interactive group segments),

PSMAs are run as a series of one doctor–one patient

encounters that address each patients unique medical

needs individually. Like DIGMAs, PSMAs focus upon

the delivery of quality medical care to one patient at a

time from start to finish, i.e., there is no educational class-

like presentation, no formal question and answer period,

no planning for the next session, and no separate beha-

vioral health or support group component. As with

DIGMAs, all patient education occurs during the inter-

active segment of the PSMA in the context of the physi-

cian working with one patient at a time while others in the

group are privileged to listen, learn, interact, and benefit.

Also like the case for DIGMAs (but not for other group

visit models that are more class-like or psychosocial in

nature), many fee-for-service (FFS) systems bill for

PSMAs just like individual office visits—i.e., according

to the level of care delivered and documented, using exist-

ing E&M codes (except that they do not bill either for

counseling time or for the behaviorist’s time, which is

treated as an overhead expense to the program).

In a 2001 article in Modern Physician, Sutter Medical

Group discussed their approach to billing, since group

visits are not specifically addressed in the current CPT

manual. As in individual office visits, physicians provide

all the care they normally would, but in the group setting,

and then bill by standard procedures (6).

Although I am an expert in group visits and not in

billing and compliance, there is one integrated healthcare

delivery system—one that billed based upon the level of

care delivered and documented—that took an approach

to billing that I found particularly appealing (7). Their

approach was to first notify all insurers about what they

were doing and why. They notified all of their insurers,

including Medicare, that they were starting a DIGMA

and PSMA program in order to improve access, offer

patients more time with their physicians, provide greater

patient education, enhance patients’ care experiences,

integrate the help and support of other patients into

each patient’s healthcare experience, etc.

They also told them exactly what they would be doing in

terms of billing: that theywould be billing forDIGMAs and

PSMAs exactly like individual office visits, according to the

level of care delivered and documented using existing E&M

codes. However, they would not be billing either for coun-

seling time (as many patients could be benefiting at once

and it would be egregious, and most likely outright fraudu-

lent, to bill several times over for the same block of counsel-

ing) or for the behaviorist’s time—which was instead trea-

ted as an overhead expense to the program because, to do

otherwise, would result in patients getting two bills (and

consequently two co-payments) for a single visit, which

would anger patients and obviously be problematic.

Clearly, not billing for counseling time or the beha-

viorist’s time provides a benefit to insurers, which is in line

with the previously mentioned goal of patients, physi-

cians, healthcare organizations, insurers, and corporate

purchasers all simultaneously benefiting to some degree

from the group visit program. In addition, this organiza-

tion reviewed all billings for the first 2 months after each

new DIGMA or PSMA was started—and spot-checked

them for compliance thereafter in order to ensure that all

outgoing SMA bills were supported both by the level of

care delivered and by appropriate documentation.

Although billing issues for group visits are still evol-

ving and are not yet completely resolved (and because no

E&M codes currently exist that are specific either to

group visits in general or the various types of group visit

models), many healthcare organizations in the fee-for-

service world are therefore currently offering DIGMAs

and PSMAs—and billing according to the level of care

delivered and documented using existing E&M codes (but

not billing for counseling time or the behaviorist’s time).

Many question whether separate group visit billing codes

are even necessary for the DIGMA and PSMAmodels, as

they are run from start to finish as a series of one doctor–

one patient encounters with observers—i.e., attending in

turn to each patient’s unique medical needs (which is not

the case, however, for other types of group visit models).

They treat DIGMAs and PSMAs in this manner

because they feel that this is the best that they can do

within the existing rules and current billing and compli-

ance guidelines. At least this appears to be the case for
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DIGMAs and PSMAs in particular, as these are the two

group visit models that are run from start to finish just

like a series of individual office visits with observers—and

with the same medical care (and often more) being deliv-

ered. However, these organizations stand ready to adapt

to any future changes in regulations and billing require-

ments that may occur for the various group visit models,

which they can only hope will be carefully thought out

and reasonable so as to not undermine the multitude of

patient, physician, and organizational benefits that well-

run SMA programs can offer.

Census Targets for PSMAs

As with DIGMAs, there are three types of census levels

that need to be predetermined for each PSMA program

before it is actually implemented. The target census (or

ideal census) for a PSMA is typically seven to nine male

patients or six to eight female patients for most 90-minute

sessions in primary care. An additional patient (or occa-

sionally even two) would typically be added to this number

to compensate for the expected number of no-shows and

late-cancels—i.e., by doing like the airlines and overbook-

ing sessions accordingly. In the case of the medical subspe-

cialties, where the physical exam is often more limited in

scope and therefore quicker to perform, the target census is

often higher than for comprehensive physical examinations

in Primary Care PSMAs—with 10–13 patients being a

relatively common target census in the various medical

subspecialties. On the other hand, the maximum census is

set to be themost patients that the physician is willing to see

in a fully attended PSMA; however, it is actually set to be

slightly higher than this as it must take into account the

likely number of no-shows and late-cancels per session.

While the target census for a PSMA is typically set to at

least triple the physician’s productivity in delivering phy-

sical exams (although there are a couple of exceptions for

physicians who are already extremely productive in deli-

vering physical examinations, and for whom the PSMA

model may only be able to double their productivity), the

minimum census is often set somewhat lower than the

target census—such as to at least double the physician’s

productivity (or perhaps more). However, for reasons of

effective group dynamics as well as the economic viability

of the program, I personally prefer to set the minimum

census at a considerably higher level than this. In actual-

ity, I almost always prefer to set the minimum census for

almost all PSMAs in primary and specialty care to at least

triple the provider’s actual productivity (as opposed to

potential scheduled productivity) in delivering physical

examinations through individual office visits alone.

There are three exceptions that I have found in practice

wherein the PSMAmodel can only double the physician’s

productivity—all of which are the result of extremely high

initial levels of physician productivity in providing indi-

vidual physical examinations. These exceptions are pre-

natal exams in obstetrics, full baby skin exams in derma-

tology internists and family practitioners offering only 15

or 20minute physical examinations, andwell-baby checks

as well as school, camp, and sports physicals in pediatrics.

The Chart Note Template

In addition, when custom designing the PSMA program,

the physician needs to develop the chart note template that

will be used for the program—i.e., that the documenter will

use for drafting the real-time individualized chart note on

each patient. For systems still using paper, the chart note

template to be used in the DIGMA or PSMA should be

largely preprinted and in check-off formwhenever possible

in order to increase efficiency. For systems using electronic

medical records (EMR), physicians can either choose to

use a chart note template that has already been developed

for the SMA program (i.e., selecting the existing SMA

program template closest to their own needs, and then

customizing it to their own specific requirements) or con-

tinue with a chart note template similar to that which they

are already using during individual physical examinations.

In any case, the documenter needs to be specifically trained

(e.g., by reviewing 20–40 of the physician’s normal indivi-

dual office visit chart notes to get a sense of the format

being used, and by shadowing the physician for a couple of

days thereafter and documenting individual physical

exams) in efficiently documenting the chart note through

the use of the selected template according to the specific

desires and requirements of the individual physician – i.e.,

prior to the actual launch of the PSMA. This training will

continue on an ongoing basis after the PSMA is implemen-

ted because the physician will review and modify the chart

note generated by the documenter on each patient imme-

diately after working with that patient during all future

PSMA sessions. This provides the documenter with

immediate and ongoing feedback from the physician,

which makes for a quick learning curve.

PSMAs Have Three Basic Components

The PSMA model can best be conceptualized as consist-

ing of three basic components—two of which constitute

the PSMA session itself, whereas the ‘‘Patient Packet
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Segment’’ precedes the actual session. The actual session

is divided into two parts: (1) the physical examination

segment during which the physical exams are provided

by the physician to all patients individually in the privacy

of an exam room (but with a minimum of talk), while the

behaviorist meets with the small and rotating group of

unroomed patients in the group room; and (2) the inter-

active group segment which typically occurs immediately

afterward in the supportive group setting (with the phy-

sician, behaviorist, documenter, and patients present

throughout), where all present can listen, learn, and

encourage one another as the physician sequentially

addresses the unique medical issues of each patient indi-

vidually. The physical examination segment of the PSMA

can likewise be divided into two parts: (1) the private part

of the physical examination consisting of those compo-

nents of the physical which involve disrobing and require

privacy (e.g., prostate, rectal, and testicle exams for men;

pelvic and breast exams for women) as well as any other

components of the exam that either the physician or

patient prefers to have conducted in private and; (2) the

non-private part of the physical (i.e., the remaining com-

ponents of the physical examination, which do not need

to be conducted in private) which could in theory be

provided during the interactive group setting if so desired.

The flow of a typical PSMA session is presented in

Table 5.6.

The Initial ‘‘Patient Packet’’ Segment

When patients are scheduled into the PSMA appointment

(unlike DIGMAs, patients are typically prescheduled and

do not generally drop-in), the person from the physician’s

support staff who has been assigned this responsibility

sends a Patient Packet to each patient that has been

scheduled into the PSMA—typically 2–3 weeks in

advance of the session. The Patient Packet can include

any number of items, and is customized to the particular

needs and requirements of the individual physician. How-

ever, it typically contains the following items: (1) a perso-

nalized one-page cover letter, signed by the provider, that

welcomes patients, thanks them for signing up, and

describes all important details about the program (includ-

ing its patient benefits and what to expect); (2) a program

description flier that is specifically designed to describe

and promote the program; (3) any important informa-

tional handouts and educational materials that the

physicianmight want to select for inclusion (e.g., a recom-

mended health maintenance screening schedule by sex

and age group; diagnosis or condition-specific educa-

tional handouts); (4) a detailed health history

questionnaire (usually similar to the form already being

used by the physician for individual physical examina-

tions, but often more detailed and including sections on

personal and family health histories, recent health

changes, current medications, allergies, any special med-

ical concerns, etc.) which the patient needs to complete

and return to the office (by mail, e-mail, web site, or

personally delivering it) at least a couple of business

days prior to the session; and (5) forms for any needed

routine and special lab tests (especially blood screening

tests) that need to be completed prior to the appointment.

The goal is to schedule patients into the PSMA 2–4

weeks in advance of the session, and then to promptly

send the Patient Packet to patients by mail, fax, or electro-

nically (e-mail; web site; etc.). The patient is instructed

(when scheduling the appointment as well as in the cover

letter) to complete the enclosed forms as soon as possible

and to promptly return them to the office once com-

pleted—either personally or by mail, fax, or electronically

(i.e., assuming that firewall problems can be overcome).

The goal is to schedule patients far enough in advance to

allow sufficient time for patients to complete the routine

health maintenance and screening tests in advance of the

visit—and to complete and return the detailed health his-

tory form contained in the Patient Packet to the office at

least a few days prior to the PSMA session that they are to

attend. If the lab tests are not done prior to the session, or

the detailed health history questionnaire is not completed

and returned to the office 3–5 days prior to the visit, then

someone from the physician’s office needs to promptly

follow-up with any such patients and strongly encourage

them to do so immediately. Some physicians evenmake it a

policy to postpone seeing any such patients in the PSMA

until they have completed the health form and lab tests.

Some physicians also have their nurses complete a large

wall chart before the PSMA session—one that contains all

of the patients’ names in the rows and all of their lab test

results in the columns, and with any results that the phy-

sician considers abnormal circled in red. In addition, phy-

sicians often have someone from their staff abstract and

enter the information contained in the completed health

history questionnaire (that has been returned to the office)

into patients’ medical charts prior to the scheduled session.

This will help to organize the physician’s discussions with

patients during the interactive segment of the PSMA ses-

sion—plus add considerably to the physician’s efficiency in

conducting the group, as the physician will be able to see

the lab test results on all patients in a glance (with abnor-

mal findings highlighted in red) upon entering the group

room for the interactive group segment.

In addition, physicians will have the relevant informa-

tion from the completed health history forms already

entered into patients’ chart notes by a member of their
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Table 5.6 Flow of a typical Primary Care PSMA

2–3 Weeks prior to the session: the Patient Packet segment

� Patient Packet is assembled and mailed to all pre-registered patients

2 Weeks to 3 days prior to session

� Patients complete detailed health history form and return it to the physician’s office

� Patients complete all blood screening tests (and anything else the physician has ordered)

� Avoid emergency interruptions during PSMA by arranging clinic coverage in advance

2–4 Days prior to the session

� Staff member follows up with any patients who have not yet completed form or tests
* Patients are told to get these done ASAP
* If not done prior to session, patients will be postponed until they are completed

� Staff member enters data from completed forms and tests into PSMA chart note

� Nurse/MA makes confirmation phone calls to all scheduled patients—doing a medication reconciliation, confirming that detailed
health questionnaire, and pre-visit labs have been completed, reviewing HEDIS measures, and checking for any injections or routine
health maintenance that is due

� Beforehand, nurse/MA prepares a large wall chart (typically an erasable whiteboard with grid lines on it) containing each patient’s test
results
* Display all screening test results as columns (and all patients’ names in rows)
* Circle in red any findings that the physician considers abnormal

� Once completed, chart is displayed in group room (temporarily covered for privacy)

15–45 Minutes before PSMA session

� Seven to nine male (or six to eight female) patients start arriving and registering for PSMA session
* Each receives a name tag (first name) and is asked to sign confidentiality release
* Any support person accompanying patient also signs release, which is collected

� Patients are either asked to sit in lobby or are directed to the group or exam rooms
* Two nurses/MAs and four exam rooms are usually used (each nurse/MA handles two exam rooms)
* First four patients to register are typically individually roomed in the exam rooms

& Nurses/MAs take vital signs, give injections, update health maintenance, and provide special duties on each patient as they are
roomed

& Nurses/MAs prepare patients for physical exam (gown, etc.)
& Nurses/MAs enter what they have done on the patients’ chart notes
& Nurses/MAs pull out and complete patient identifying information on any referral forms for physician’s signature

� The remaining patients (other than those in exam rooms) are directed to the group room after they register

� If physician arrives early, exams can be started on roomed patients with vitals completed

From 10–15 minutes beforehand until the start of the session

� Behaviorist arrives into group room (can escort unroomed patients from the lobby)

� Behaviorist welcomes patients, gets patients talking, and asks each patient what they want to discuss with the physician today

� Each patient’s first name and medical concerns are written on flip chart or whiteboard,

� Behaviorist usually gives same introduction as for DIGMA (but twice so all can hear it)

� Behaviorist explains benefits, confidentiality, and encourages patients to participate

First half (�45 minutes) of the PSMA: The private physical examination segment

� The physician provides physical examinations to one patient at a time in the exam rooms
* These are complete exams, but are performed rapidly with a minimum of talk
* Most male physicals take 3–6 minutes, and female physicals a minute or so more
* Only private matters and that which needs to be said for the exam are discussed
* All other talk is tactfully deferred to the interactive group segment that follows
* The documenter can follow provider from one exam room to another

& The documenter would document physical findings spoken by provider
& Preferred by most physicians, but documenter must be a nurse, MA, or somebody licensed to be with disrobed patients
& Or else, documenter can stay at a computer outside of exam rooms (but nearby) to enter physician’s crib sheet notes into each

patient’s PSMA chart note just as soon as physician finishes exam on that patient
& Or else, documenter can stay in group room charting what occurs there
& In latter case (which is generally not as desirable), physician documents own physical findings in chart note

* When physician finishes an exam, the patient dresses and is taken back to group
* MA/nurse cleans exam room
* The nurse/MA immediately calls out and rooms another patient from the group
* Enough nurses/MAs and exam rooms are used to ensure the provider is never held up
* This process continues until all physical examinations are completed
* This process usually takes the first half of the session (i.e., around 45 minutes)
* Upon rooming and completing expanded PSMA nursing duties on all patients, nurses/MAs return to normal clinic responsibilities
* Once all physicals are done, one MA can stay to recheck elevated blood pressures and then become care coordinator
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staff—i.e., rather than having to do it themselves. By so

doing, the physician will be in possession of both results

from the lab tests that were ordered and the latest health

history form information that has been abstracted into the

patients’ medical records prior to the PSMA session. Hav-

ing this latest updated information at their fingertips at the

time of the visit enables physicians to treat patients based

upon the most recent information and test results avail-

able—which can enhance the quality of care delivered in

PSMAs. This is particularly true for healthcare systems

where such information and screening test results are typi-

cally not available for traditional individual physical

exams. Having the list of each patient’s medical concerns

(i.e., that were written down on a flip chart or whiteboard

in the group room by the behaviorist earlier during the

initial physical examination segment of the PSMA) further

adds to the physician’s efficiency in the PSMA setting.

The PSMA Visit Typically Begins with the
Physical Examination Segment, Which Is
Conducted Thoroughly but Rapidly with a
Minimum of Talk

On the actual day of the PSMA visit, the patients are

registered, sign confidentiality releases, and are taken to

a group room as for a DIGMA (so that information will

Table 5.6 (continued)

� Meanwhile, the behaviorist runs the small rotating group of unroomed patients
* As each patient returns from the exam room, their health concerns are noted
* Behaviorist continues writing down medical concerns (while fostering some group interaction) until all patients are done
* Behaviorist can discuss handouts and psychosocial issues during any extra time
* Discussions continue as patients return from exam room while others are roomed
* Provider is briefed upon any such discussions upon later entering the group room
* Behaviorist gives introduction a second time (including confidentiality briefing)

& When patients who did not hear first introduction return to group room
Second half of PSMA session (i.e., last �45 minutes): The interactive group segment
� Last half of the PSMA session (interactive group segment) is basically a small DIGMA

* Physician enters group room just as soon as all physical examinations are done
* PSMAs are run like a series of individual office visits from start to finish
* Throughout, medical care is provided in a series of one doctor–one patient encounters
* Provider runs this segment like DIGMA, starting with any needing to leave early
* The provider sequentially addresses each patient’s unique medical needs
* Physician discusses results of physicals, labs, and completed health history forms
* Physician addresses each patient’s medical concerns on flip chart or whiteboard
* For each patient, physician also refers to lab test results depicted on wall chart
* History, risk assessment, medical decision-making, counseling, etc., are provided for each patient in turn
* While each patient is treated individually, some group interaction is fostered
* When finished with a patient, the provider reviews chart note with documenter

� The behaviorist handles group dynamic and psychosocial issues, keeps group running smoothly and on time, and temporarily runs
group while provider steps out of group room (for brief private discussions or exams) of finishes each chart note

� The documenter generates individualized, contemporaneous, and complete chart notes
� The two segments combined make PSMAs complete individual physical examinations
� The PSMA goal is to always to start and finish on time—and end with chart notes done
� One MA or nurse, rather than returning to regular clinic duties, can become the care coordinator—calling patients out of group room

to schedule any follow-up appointments or referrals, and to give them their PSMA chart note after visit summary (AVS)—which
includes treatment plan, medications, etc.)

� Provider steps out to discuss any private issues arising in group interactive segment—typically toward end of interactive group segment
so as to not interrupt flow of group

At the end of session
� Physician formally ends session (hopefully on time) by thanking patients for attending
� Physician needs to leave as soon as session is over, or else patients will also stay
� Documenter also leaves as soon as session is over
� Patients (plus any support persons) anonymously complete patient satisfaction form

* Some systems ask all attendees to complete patient satisfaction form after group
* Do this anonymously—have patients put completed form in a box without any patient identifying information
* Other systems prefer to later send patient satisfaction form by mail

Behaviorist stays 10–15 minutes late to clear and straighten up group room
� Behaviorist stays a few minutes late to answer logistical questions, clear the room, and straighten up group room

SMA Team debriefs after sessions for first 2 months
� For first 2 months, provider and SMA team (behaviorist, documenter, andMA/nurse(s)—sometimes with the champion and program

coordinator) can debrief after sessions to improve the PSMA program and make future sessions better and more efficient
� After first couple of months, debriefings will only need to occur on an as-needed basis
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not be repeated here), except that nursing personnel enter

early enough to (1) room approximately four early arriv-

ing patients into exam rooms for physical examinations

and (2) complete all nursing duties on these patients prior

to the arrival of the physician. Immediately upon entering

the PSMA session, the physician typically begins provid-

ing physical examinations on those patients who have

been roomed into the exam rooms first—and upon

whom all nursing duties have been completed. As with

DIGMAs, the behaviorist similarly enters the group

room a few minutes early to warm up the small, rotating

group of patients—and begins conducting the previously

described behaviorist’s duties, such as welcoming

patients, giving the introduction, and writing down the

issues that patients want to discuss during today’s visit.

It is during the physical examination segment of the

PSMA that patients are roomed (typically two to four at

a time in separate exam rooms), that vital signs are taken,

that injections and routine health maintenance are

updated, and that expanded nursing duties are performed.

It is also when the physician sequentially delivers physical

exams to all patients individually in the privacy of the exam

room—much as they would for traditional individual phy-

sicals, except for minimizing the amount of talk in the

exam rooms (and tactfully deferring it to the interactive

group segment that follows). The physical examination

segment typically takes approximately half of the time

that is allocated to the entire session (e.g., approximately

45 minutes in the case of a 90-minute PSMA). It typically

consists of the physician sequentially conducting indivi-

dual private physical examinations in rotation on all

patients in attendance, usually with four patients being

roomed at a time in four different exam rooms (although

two to six exam rooms have been variously employed at

one time or another).

Depending on the physician’s preference, vital signs

could also be taken at other times during the session by

the nurse/MA. However, taking vitals in the privacy of

the exam room when rooming patients does offer certain

advantages, such as (1) patients can talk to the nurse

without disturbing the group, which could be a problem

if vitals were taken in the group room and (2) patients’

weights can be taken in private, as patients are sometimes

reticent to share their weight and age with others.

Depending upon the physician’s preference, the docu-

menter can either shadow the physician as physical exam-

inations are being given (assuming that the documenter’s

scope of practice includes being able to be with disrobed

patients) or stay in the group room documenting what the

behaviorist is doing.

One important difference between the PSMA and tra-

ditional physical examinations is that exams in PSMAs

are conducted thoroughly but rapidly, with an absolute

minimum amount of talking between the doctor and

patient—which definitely involves a learning curve for

participating physicians. It might take a couple of months

of actual experience (and of debriefing after sessions with

the PSMA team) for providers to become comfortable

and efficient with this new approach.

As a SMA champion, I often stand outside of the exam

rooms during a physician’s initial PSMA session with a

stop watch, timing how long each physical exam takes

and listening for any unnecessary talk and laughter inside

the exam room—which will certainly slow the PSMA

down and make it difficult to finish on time. To the

maximum extent possible and appropriate, all discussions

(except those which are truly private or needed to conduct

the exam)—as well as answers to questions posed by

patients—are tactfully deferred from the inefficient one-

on-one exam room setting to the subsequent interactive

group component of the PSMA session—where all

present can benefit, repetition can be avoided, and effi-

ciency can be increased. This is accomplished tactfully

and without the physician appearing to be rude or disin-

terested in the patient’s issues, for example, by the physi-

cian saying something like: ‘‘Oh, that’s a great point! Why

not write that question down for now and bring it up in

the group that follows where everyone can benefit from

the answer?’’ The patient is simply told that, rather than

having such significant questions and health concerns

addressed individually in the exam room, such discus-

sions are so important that they should be deferred to

the group that follows—where all present can listen, inter-

act, and learn.

The main point here is that, by removing almost all the

time-consuming talk and discussion from the inefficient

exam room setting, the physical examination segment is

conducted with great efficiency—typically only taking

3½–6 minutes for a complete primary care physical on

men, and a minute or two longer for women. Actually,

only the private part of the physical examination needs to

be performed in the physical examination segment,

whereas the non-private part can be completed in either

the physical examination segment or in the interactive

group segment—although most physicians prefer the for-

mer, as they find it to be more convenient and efficient to

provide the non-private parts of the physical in the exam

room rather than the group room in the PSMA model.

The Interactive Group Segment

The third component of the actual PSMA session is the

interactive group segment, which is basically a small

DIGMA. Together with the physician and behaviorist
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(and frequently a documenter), all of the patients are

simultaneously present in the group room for the interac-

tive group segment. Occasionally, the physician’s own

nurse will also attend—sometimes acting as documenter—

although the nurse/MA(s) more commonly return to nor-

mal clinic duties as soon as their nursing duties on all

patients have been completed in the physical examination

segment. Quite often, either a MA or nurse stays to then

become the care coordinator—i.e., to retake elevated

blood pressures, schedule all recommended referrals and

follow-up appointments, and to individually give patients

their after visit summary (AVS). Typically lasting between

45 and 60 minutes in a 90-minute PSMA, it is during this

interactive group segment that almost all of the discussion

between the physician, patients, and behaviorist occurs as

the physician sequentially works with each patient indivi-

dually—and, in that context, discusses such topics as dia-

betes, treatment options, medication side effects, exercise,

nutrition, and community and organizational resources.

The physician does not give a class-type presentation

during the interactive group segment of the PSMA. Instead,

as is the case for DIGMAs, all of the patient education

occurs in the context of the physician working with each

patient individually while others listen, interact, ask ques-

tions, and learn. During the interactive group segment, the

physician can often go into more detail because efficiency

can be increased and repetition avoided—and because of the

extra time that is available. By deferring topics of common

interest to the group room (which are made clear in the

group room from the flip chart listing all of the patients’

concerns and from the wall chart depicting all of the

patients’ lab test results), where everyone can simultaneously

listen and benefit, internists and family practitioners can

discuss issues only once but often more comprehensively.

This is especially important for those issues that they nor-

mally would find themselves repeating over and over to

different patients individually throughout the workweek.

For example, the physician can discuss such issues of

common interest as cholesterol, hypertension, breast self-

exams, prostate problems, diabetes, osteoporosis, GERD,

HRT, asthma, sun protection, irritable bowel, inconti-

nence, fungus toenails, stress management, sleep pro-

blems, depression, alternative medicines, information

patients glean from the Internet or direct pharmaceutical

ads, and internal and community resources. It is during the

interactive group segment that almost all of the talking,

social interaction, history taking, risk assessment, patient

education, and attention to psychosocial aspects of the

physical examination visit occur. Questions are answered,

health concerns are addressed, important healthcare infor-

mation is provided, healthy lifestyles are encouraged,

diseased self-management strategies are explained, non-

compliance is addressed, prescriptions are changed or

refilled, many tests and procedures are ordered, and inter-

nal as well as outside referrals are made (Fig. 5.5).

As in a DIGMA, the physician works individually with

one patient after another in the interactive group segment

but also fosters some group interaction (but not too much

so as to finish on time). Group discussions are frequently

stimulated by various patients’ questions and health con-

cerns—and helpful suggestions are often made by other

patients. As with DIGMAs, the goal of every PSMA is to

address the unique medical needs of all patients individu-

ally; to provide quality care with high levels of patient and

physician professional satisfaction; to start and end on

time; and to have all documentation completed during

the session. Also like DIGMAs, the physician will need to

leave the session as soon as it is over, or the patients will

continue to stay as long as the physician does. On the other

hand, the behaviorist should stay 10–15 minutes afterward

to answer any last minute questions that patients may have

(such as where to go for their colonoscopy or diabetes

program), to clear the room, and to quickly straighten

the group room up for the next group that will use it.

Three Ways as to When to Conduct the
Physical Examination Segment

There are three possibilities as to when to conduct the

physical examination segment during the PSMA ses-

sion—i.e., during the first part of the session; ongoing

throughout the session; and during the last part of the

session. Together, these three approaches represent but

one of the many options that the robust PSMA model

Fig. 5.5 In the interactive group segment of this Women’s Health
PSMA, healthcare information is provided, questions are answered,
healthy lifestyles are encouraged, disease self-management strate-
gies are discussed, noncompliance is addressed, prescriptions are
changed or refilled, referrals are made, and many tests and proce-
dures are ordered (courtesy of Dr. Holly Thacker, Women’s Health
PSMA, Cleveland Clinic, Cleveland, OH)
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makes available to individual physicians for customizing

the program to their exact needs, goals, preferences, prac-

tice styles, and patient panel constituencies.

Option 1: Conduct Physicals During First Part
of the Session (Most Common Choice)

In this option, the physician conducts the physical exam-

inations individually in the privacy of the exam rooms

(which always includes the private part of the physical

exam, plus often much or all of the non-private part as

well) during approximately the first half of the PSMA

session—i.e., while the behaviorist temporarily leads the

small, revolving group of unroomed patients.

Here, the physician first completes the private physical

examinations individually on all patients with a minimum

of discussion, and then immediately goes to the group

room afterward to conduct the subsequent interactive

group segment of the PSMA session. Experience with

numerous primary care physicians as well as medical

and surgical subspecialists in healthcare systems nation-

wide has demonstrated that this option of completing the

private exams first tends to be the most productive and

efficient—as well as the least disruptive of the group

process. It is therefore the approach that typically works

best in actual practice. In this option, as well as the other

two options that will be discussed shortly, because the

charting requirements for physical examinations tend to

be quite extensive, it is strongly recommended that a

documenter be used throughout the PSMA session—in

order to not only optimize the physician’s efficiency, but

also to generate a superior real-time chart note that is

both comprehensive and contemporaneous.

Option 2: Provide Physical Examinations
Throughout the Interactive Group Segment

Here, physical examinations are delivered throughout the

interactive group segment, which constitutes the entire

PSMA session. In this option, the physician steps out of

the group room with each patient in turn during the inter-

active group session to conduct a brief private exam in a

nearby exam room (i.e., if there is a private component to

the physical examination), or else the exam can be con-

ducted in the group setting if there is no private compo-

nent—in which case you basically have a DIGMA rather

than a PSMA. Stepping out of the group room to conduct

a physical examination typically happens after the physi-

cian has finished working with each patient in turn in the

interactive group setting, and involves going to the exam

room to complete any components of the physical exam-

ination that the physician might prefer to provide in pri-

vate. Unfortunately, doing this can not only be inefficient

(as patients need to disrobe, etc., prior to the actual exam)

but also disruptive of the group process. Of the three

options being discussed here (i.e., for providing the physi-

cal examinations segment before, during, or after the inter-

active group segment of the PSMA session), this approach

of providing the physical examinations during the interac-

tive group segment of the PSMA is the least used—and the

most difficult to perform successfully in actual practice.

This option actually represents a common beginner’s

mistake as physicians often initially prefer to start their

PSMA sessions with a brief introduction by the behaviorist

that is promptly followed by the interactive group discus-

sions—i.e., during which the physician would individually

take each patient out to a nearby exam room for the

physical exam immediately after working with that patient

in the group setting. However, providers will quickly find

that, although intuitively appealing (because it so closely

resembles what they normally do with individual physical

exams), this approach is replete with difficulties. Actually,

this approach represents a common beginner’s mistake

often made by physicians who are new to group visits—

physicians who are clinging to elements of the individual

office visit model of care to their own peril when they shift

to group visits. In this case, they are sequentially leaving

the group room with each patient individually to conduct

the private exam—i.e., with the mistaken belief that this is

somehow better for billing purposes or for providing a

more personalized, better form of care for their patients.

I Do Not Recommend This Option For Several
Reasons

If patients are indeed being shuffled back and forth

between the group and exam rooms by sequentially

being taken out of the group room for a private physical

examination (i.e., after the physician has finished talking

to them in the group room), then this approach is too

wasteful of time and full of patient flow difficulties to be

efficient. This is because the nursing personnel must

somehow first room and complete all nursing functions

on each patient in turn—and get each patient gowned and

prepared—by the time the physician leaves the group

room and enters the exam room for the patient that has

just been worked with in the group setting. The same

types of inefficiencies and group disruption also occur

after the exam because the physician immediately returns

to the group room, whereas the patient is somewhat

delayed in doing so because they must first get dressed—
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at which time they then enter and disrupt the group. As

can be seen, completing the physical examination segment

first (and keeping it separate from the interactive group

segment) is usually a far better and more efficient option.

Because stepping out of the group roomwith one patient

at a time to do the private physical examination can be so

inefficient and disruptive of the group dynamic (plus, can

so drastically undercut the amount of time patients spend

with the physician, and consequently the amount of patient

education that they can derive from the session), this

approach tends not to be used very often. Simply put, I

seldom recommend this approach. Nonetheless, some sys-

tems are making this mistake—for example, by having a

diabetes educator as the behaviorist running the group as a

diabetes education class while the physician steps out with

one patient after another to perform the physical examina-

tion. However, this mistaken approach greatly reduces the

amount of direct contact time that each patient is able to

spend learning from their own physician in the group set-

ting—which therefore dilutes the entire PSMA program

down to being less medical andmore educational in nature,

which can have negative billing implications as well.

Such an Approach Can Often Result in a DIGMA Rather

than a PSMA

On the other hand, if one tries not to step out of the group

room to conduct private exams, what one has is aDIGMA.

This approach of just having an interactive group setting

during which the physical examinations are delivered—i.e.,

without any separate physical examination segment—tends

to only be used in circumstances where there is no private

component to the exam (i.e., when patients do not need to

disrobe, so that the exams can be efficiently conducted in

the group room). For example, such an approach can be

used in the case of pacemaker interrogations in cardiology,

foot exams in podiatry, and diabetic foot exams in endo-

crinology. However, when this happens, you basically have

a DIGMA rather than a PSMA—i.e., other than the fact

that the focus of the SMA sessionmight happen to be upon

a physical examination rather than a follow-up visit.

Option 3: Perform the Physical Examination
Segment During the Last Part of the Session

Although providing the private physical examinations

during the last part of the PSMA session (i.e., after the

interactive group segment) is intuitively appealing—and

was in fact the first approach that I used in actual prac-

tice—experience has repeatedly shown that it is not nearly

as efficient as Option 1 (i.e., as performing the private

examinations during the first part of the PSMA session,

before the interactive group segment).

InOption 3, the session typically begins on timewith the

behaviorist’s introduction, which emphasizes the fact that

all Q&A and group discussions are to occur during the

interactive group segment that immediately follows—and

not later on during the time that the physician is providing

private physical examinations to patients individually in

the exam rooms. As soon as the behaviorist’s introduction

is finished, the physician immediately begins to lead the

interactive group segment of the PSMA visit like a

DIGMA—i.e., by sequentially focusing upon the unique

medical needs of each patient. This often involves using the

wall chart with lab test results written on it (as well as the

flip chart upon which the behaviorist has already written

down each patient’s health concerns) as a guide.

Only afterward, during the last 30–45 minutes of the

Option 3 PSMA session, does the physician leave the group

room to provide the exams individually in the privacy of

the exam rooms for all of the patients attending the session.

While the physician is working with the last one or two

patients in the interactive group segment, the nurse/MA(s)

call out two to five patients (depending upon the number of

exam rooms available) from the group room and escort

them into the exam rooms to begin vitals, etc. That way, by

the time the physician has finished working with the last

patient in the group room, the first cohort of patients will

have been roomed and prepared with all of their nursing

duties completed. While the physician is providing private

physical examinations to the patients in the exam rooms,

the behaviorist takes over leading the remainder of the

group. The behaviorist typically discusses any handouts

preselected by the physician as well as any behavioral

health and psychosocial issues of interest to those patients

who happen to still be present in the group room—unless

the behaviorist happens to be a nurse (which is often the

case in a PSMA), in which case issues more appropriate to

the skill set of the nurse might instead be discussed at this

time. Once their private physical exam is complete, each

patient can then choose to either go home or return to the

small group being led by the behaviorist. As always, the

goal is to finish on time with all chart notes completed.

In Option 3, Keep the Number of Patients Roomed for

Physicals to a Minimum

Because PSMAs are relatively small (with the census typi-

cally being 6–9 patients in primary care and 10–13

patients in the medical subspecialties), it is recommended

that when Option 3 is used, the nursing personnel only

room two patients at a time toward the end of the session.

152 5 The Physicals Shared Medical Appointment Model



Otherwise, if three or more patients are roomed at a time

in different exam rooms, the number of patients that are

left remaining in the group (i.e., which is being led by the

behaviorist) rapidly becomes quite small—so that the

group dynamic can be quickly lost. For the same reason,

once their private exams have been completed, patients

should be encouraged to return to the group room to gain

additional benefit—i.e., rather than just going home (as

this keeps the group size larger and the psychodynamic

more productive).

Option 3 Is Seldom Recommended Because It Is

Difficult to Finish on Time

Unfortunately, despite being intuitively appealing, Option 3

suffers from one major drawback—but it is a critically

important one (i.e., physicians often finish late and some-

times quite late). This happens because—no matter how

much the physician and behaviorist emphasize that all dis-

cussion is to occur in the initial interactive group segment,

and not later in the exam room—patients almost always still

want to ask the physician a few additional questions during

their private physical examinations toward the end of the

session. Sometimes, they even store up their questions to ask

the physician later during their private physical exam.

As a result, the patients end up engaging the physician

in further discussions while they have the physician alone

to themselves in the privacy of the exam room. In part,

this is habit and is based upon what patients have grown

to expect as the result of a long history with traditional

individual physical exams. However, regardless of the

reason, the net result is that the physician is now stuck

with answering all of these questions in the inefficient

one-on-one exam room setting, which ultimately under-

cuts the productivity gains of the PSMA and results in the

physician not finishing sessions on time.

Because this approach was so intuitively appealing to

me, the first PSMAs that I ever ran were of this type;

however, I quickly found it to be a beginner’s mistake

because the physicians using it were so frequently finish-

ing late—and often very late. In fact, starting with Option

#3 almost cost me the PSMA model as the first three

physicians to try it were so frustrated about finishing

late that they wanted to quit—and two did.

Weaknesses of the PSMA Model

Although the PSMA model is unique among today’s

major group visit models because it alone focuses upon

the efficient delivery of private physical examinations

rather than follow-up appointments, it is nonetheless clo-

sely related to the DIGMA model—i.e., with approxi-

mately half the session, the group interactive segment,

essentially being a small DIGMA. Therefore, PSMAs

suffer from most of the same disadvantages as the

DIGMA model. Like DIGMAs, PSMAs must be care-

fully designed, adequately supported, well promoted, and

properly run—plus consistently have all sessions filled to

pre-established target census levels. Both models suffer

from the weaknesses of having substantial personnel and

facilities requirements (which are similar, but somewhat

different)—as well as the need for high-quality, profes-

sional appearing promotional materials. In larger sys-

tems, like DIGMAs, PSMAs also require a champion, a

program coordinator, and dedicated schedulers to ensure

that the PSMA program is rapidly moved forward

throughout the system and that all sessions are consis-

tently filled. These are personnel resources that might not

be readily available within the system, and for whom

there will likely be competing demands.

Personnel Requirements

Although both group visit models require a behaviorist,

the preferred behaviorist in a DIGMA is typically an

experienced psychologist or social worker with group

skills who enjoys working with physicians and medical

patients, whereas the preferred behaviorist in a PSMA is

often a nurse. Although having two nursing personnel

(rather than one) and a documenter are helpful in a

DIGMA, they are almost a necessity in a PSMA. Two

nurses/MAs are also needed, typically with each being

responsible for managing two of the four exam rooms,

in order to expeditiously dispatch all of the expanded

nursing duties that PSMAs entail. In addition, having

two nurses allows them to always stay ahead of the phy-

sician in their rooming of patients and performance of

expanded nursing duties—which is critical as efficiency

dictates that the physician must never be left waiting in

the hallway for a patient to be roomed and to have all

nursing functions completed.

Because of the extensive documentation requirements

that physical examinations entail, having a documenter is

even more important for PSMAs than for DIGMAs—

yet, it is sometimes challenging to find an appropriate

person available within the system to act as documenter.

Like DIGMAs, PSMAs also require a champion, pro-

gram coordinator, and dedicated schedulers in larger

organizations to expeditiously move the SMA program

forward throughout the system and to consistently meet

predetermined census targets.
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Facility Requirements

Just like DIGMAs and CHCCs, PSMAs have their own

facilities requirements—which can also be a weakness for

PSMAs because the appropriate group and exam room

space might not be readily available to the provider.

Because physical examinations and new patient intake

appointments are usually of longer duration than return

or follow-up appointments for established patients, it

generally takes fewer patients in attendance for PSMAs

to triple a physician’s productivity than is the case for

DIGMAs. Therefore, PSMAs generally have the advan-

tage of needing a smaller group room than do DIGMAs

and CHCCs (especially if support persons are not

included). A group room only half a large as that required

for a DIGMA can often be used because only six to nine

patients typically attend a Primary Care PSMA—i.e.,

rather than the 10–16 patients that is common for a

DIGMA or the 15–20 patients (plus additional support

persons) recommended for a CHCC. Another reason that

a smaller group room is needed for PSMAs is that, unlike

DIGMAs and CHCCs, spouses and support persons are

often not invited to attend. When equipping a group

room, in addition to making it a warm and comfortable

environment with enough chairs, consider having a large

wall clock on at least two (if not all four) of the walls so

everyone remains cognizant of the time at all times—

which helps to keep the group moving along so that it

finishes on time.

DIGMAs typically require only one exam room—i.e.,

one that is located nearby the group room. However,

PSMAs do have the disadvantage of requiring two to

five exam rooms (with four exam rooms typically being

ideal)—although these multiple exam rooms can often be

in the provider’s own office area rather than adjacent to

the group room (as is preferred for the DIGMA exam

room). Although only two to four exam rooms might be

required in a Primary Care PSMAs dedicated to male

patients, as many as four or even five exam rooms might

be needed for efficiently dispatching female physicals in

primary care.

Many Physicians Do Not Find PSMAs to Be
Intuitive

Although PSMAs work well in both primary and speci-

alty care, many providers do not find this model to be at

all intuitively obvious—and therefore fail to consider

implementing PSMAs in their practices. This is especially

unfortunate because a large number of physicians actu-

ally running them for their practices find their PSMAs to

be professionally satisfying and a no brainer. They say this

because of: (1) the dramatic increases in relative value

units (i.e., RVUs) and productivity that this model can

provide in the delivery of physical exams; (2) the

improved access to physical exams that they so often

experience in their practice once a PSMA has been

started; (3) the fact that costly physician downtime as a

result of patient no-shows and late-cancels can virtually

be eliminated for physical exams by correspondingly

overbooking PSMA sessions; and (4) the high levels of

patient and physician professional satisfaction engen-

dered by the PSMA model.

Filling All Sessions to Targeted Census Levels
Can Prove Challenging

Another weakness is that the great efficiency and produc-

tivity gains provided by PSMAs can create a different

type of challenge—i.e., where to draw the patients from

in order to keep sessions filled once the physician’s own

backlog of patients that are wait-listed for physical exam-

inations has been brought current and eliminated. It is

surprising how efficient this model is at providing physi-

cal examinations, and at how quickly it can work down

backlogs and wait-lists for physicals. Like DIGMAs, the

key to a successful PSMA session is to consistently keep

all sessions filled to the desired capacity. Once the physi-

cian’s own wait-list for physical examinations has been

brought current and eliminated, the physician will some-

how need to create additional demand for PSMA physi-

cals in order to keep all future PSMA sessions filled to

targeted census levels.

When this does happen (i.e., once wait-lists and back-

logs for physicals are brought current), here are five steps

that providers can take to put pressure on—and increase

demand for—PSMA appointments. First, they can

reduce the number of individual physical examinations

that they offer each week, perhaps by restructuring the

provider’s master schedule to shift many individual phy-

sical examination time slots to other appointment types

(such as by creating additional return appointments or

extra time in the schedule for procedure and/or surgeries).

Second, providers can increase their panel sizes so that

more patients need physical examination appointments

each week. Third, providers can accept new patient

intakes for their practice (i.e., for new patients who need

a private physical examination as part of their intake)

directly into the PSMA, so that both established and

new patients needing a physical exam are included in the

PSMA. Fourth, the provider can try to recruit patients

from elsewhere in the clinic—such as by including
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wait-listed patients from other providers’ practices who

are unable to schedule timely physical exams (but only for

providers who agree to this arrangement). Or else, such

providers might be able to draw some patients into their

PSMA from chronic illness population management

programs—i.e., for patients willing to attend who need a

timely physical exam. The problem with this fourth

approach is that, while it can improve access to physical

examinations, it reduces continuity of care with patients’

own providers. Fifth, the provider can also increase

demand for PSMA sessions by reducing the number of

hours spent in the clinic each week, especially by reducing

the number of individual physical examination appoint-

ments offered each week.

The Behaviorist’s Job Is More Difficult in PSMAs

In Option 1 (which is the most common type of PSMA),

the provider is typically absent from the group room for

approximately the first half of the session—i.e., while

delivering individual, private physical exams on all

patients in the various exam rooms (one patient at a

time but with minimal discussion). As a result, another

weakness of the PSMA model is that it typically places

greater pressure upon the behaviorist than does the

DIGMA model because, throughout almost all of the

DIGMA session, the physician is present in the group

room delivering medical care. However, in the Option 1

PSMA, the physician is absent from the group room for

the entire first half of the session while the behaviorist is

left alone in the group room with a small, revolving group

of unroomed patients—which puts considerable pressure

on the behaviorist. It can be challenging for the behavior-

ist to keep this small, revolving group of patients moving

along, and to make the best use of this time spent alone

with patients. The challenge for the behaviorist is to keep

the group productive, interactive, and interesting to all

patients present in the group room at any given time—

and, at the same time, to try at all times to not run out of

things to talk about and be doing things that will ulti-

mately prove helpful to patients and the physician.

During this time, the behaviorist has several jobs to do:

(1) welcoming patients and warming up the group to get

patients interacting with one another; (2) distributing

nametags and collecting signed confidentiality release

forms from any patients for whom this has not already

been done; (3) giving the introduction to the PSMA ses-

sion, usually twice so that all can hear it, including any

late arrivers and the four or so patients who happened to

be roomed in the exam rooms when it was initially deliv-

ered (thereby later saving precious interactive group

segment time, because patients are able to hear the intro-

duction prior to when the physician joins the group after

completing all of the physical exams); (4) asking patients

what medical concerns they would like to discuss with the

provider today; (5) writing these issues down on a flip

chart or erasable whiteboard next to each patient’s name,

along with any other medically important issues that the

patients might have reported on the health history form

that they previously completed and returned to the office

(i.e., for the physician to promptly see, upon later entering

the group room for the interactive group segment); (6)

distributing and reviewing handouts preselected by the

provider (which can be discussed along with any other

contents in the Patient Packet that was sent to patients

when they scheduled today’s PSMA visit); and (7) per-

forming any other duties the provider and behaviorist

might want to have provided during this time.

At the same time, the behaviorist must avoid any pos-

sible perception of appearing self-serving—for example,

by promoting the behaviorist’s own private practice, a

book they might have written, or a program they might

be involved with. The behaviorist must at all times main-

tain a focus upon optimal patient benefit, and avoid any

possible patient perception regarding potential conflict of

interest or personal gain.

Behaviorists Must Have Specific Qualifications
and Stay Within Their Scope of Practice

In addition to being professionally competent, experi-

enced in running groups, possessing a strong working

knowledge regarding the PSMA model, and understand-

ing the medical and psychosocial needs of medical

patients and their families, it is also helpful if the beha-

viorist is friendly, warm, compassionate, and congenial in

their style of relating to patients. Unlike the DIGMA

model (where the preferred behaviorist is often a mental

health professional, such as a psychologist or social

worker with group experience and expertise), in the case

of the PSMA model, a gregarious nurse who knows the

patients is often a preferred choice for the behaviorist

role. This is because the group size is typically much

smaller in the PSMA than in the DIGMA—especially

during the initial physical examination segment, and

because this small group of patients often pumps the

behaviorist for medical information—often of a type

that the nurse can readily give but the mental health

professional cannot do to not being either within their

skill set or scope of practice under licensure.

A nurse practitioner would certainly also provide an

excellent choice for behaviorist in the PSMA—in which
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case the census must be correspondingly larger to com-

pensate for the increased overhead cost of using two

providers (unless, of course, the nurse practitioner or

PA chooses to work a couple of extra hours in the clinic

so that his or her overhead cost to the PSMA is clearly the

hourly wage, and not the revenues that the nurse practi-

tioner or PAwould have produced to the system by seeing

patients themselves during 2 hours of clinic time). There-

fore, when a nurse practitioner is used, it is very important

that the time spent as behaviorist in the PSMA be viewed

as extra hours in the clinic. In this case, the financial

model used to assess the overhead cost of the behaviorist

to the PSMA program would then only charge for the

nurse practitioner’s time according to the nurse practi-

tioner’s hourly wage. This would result in a much smaller

overhead cost to the PSMA program than if the nurse

practitioner’s time were to be billed out according to the

revenues that could have been generated for the system

had the nurse practitioner instead been acting as a provi-

der seeing patients individually during this amount of

clinic time. If the latter were to be the case, the high

overhead expense charged to the SMA program would

unfortunately make the nurse practitioner too costly to be

a realistic choice for behaviorist in a PSMA. (For a

detailed financial analysis of the PSMA and DIGMA

models, see the last part of Chapter 2.)

It is imperative that, just as is the case for DIGMAs,

the behaviorist used in PSMAs stay at all times within

their scope of practice under licensure—as well as within

their skill set and level of professional competence. This

can sometimes prove to be challenging to the behaviorist,

especially when alone with the rotating small group of

patients during the first half of the session—particularly

when being pressed for medical information outside of

their scope of practice. At such moments, the behaviorist

can always tell patients that they will need to discuss that

matter with the physician during the interactive group

segment that will be following. However, if the physician

has preselected any handouts on the topic being asked

about, then the behaviorist can certainly distribute such

handouts to interested patients in the group and go over

some of the information contained therein—i.e., while

pointing out that these handouts were preselected by the

physician and limiting their comments to such informa-

tion as is contained in these handouts.

Logistical Challenges in the PSMA’s ‘‘Patient
Packet’’

One additional weakness of the PSMA model is that

there are logistical and operational issues posed by the

Patient Packet that is initially sent to patients when they

schedule a PSMA appointment. First of all, the physi-

cian for whom the PSMA is being custom designed must

decide precisely what items will be included in the

Patient Packet—although the contents usually include

such items as a cover letter (signed by the physician)

welcoming patients and describing the program; a health

maintenance schedule by age and sex; a detailed health

history form to be completed by the patient and returned

to the physician’s office prior to the visit (typically simi-

lar to the health history questionnaire already being used

by the physician for physical examinations, but more

detailed); a form for lab tests (typically blood and urine

tests) to be completed prior to the visit; and any hand-

outs selected for inclusion by the physician.

Once the contents of the Patient Packet are deter-

mined, it must then be decided how far in advance of the

appointment that it is to be sent to patients (e.g., 2 or 3

weeks ahead), and in what manner will it be sent (mail,

e-mail, web site, etc.). It must also be determined how the

completed health history form will be returned to the

office by patients, and whether a self-addressed, stamped

envelope should be included in the Patient Packet for this

purpose. It will also need to be decided how far in advance

of the session the completed health history form will need

to be received by the physician’s office.

Although it will typically be a receptionist, scheduler,

MA, volunteer, or motivated clerical person on the

physician’s staff, it also needs to be planned who will:

(1) assemble and mail the Patient Packet to all patients

when they initially schedule the PSMA appointment;

(2) take primary responsibility for receiving the com-

pleted health history forms from all patients registered

to attend each week (and ensure that all such completed

forms are returned to the office in a timely manner); and

(3) follow-up with patients who have not returned their

completed health history form or had their routine blood

screening lab tests done a couple of days prior to the

session—explaining that patients must return their com-

pleted health history form and get their lab tests done

prior to attending the PSMA session. If the physician feels

strongly about this matter, then it could also be added

that otherwise the patient will be postponed until the next

appropriate session after these two items have been com-

pleted (but only if another patient can be located at the

last minute to replace such a patient who is late in getting

their labs or form completed so that PSMA sessions are

kept full).

In addition, someone on the physician’s support

staff needs to abstract and enter the relevant informa-

tion from the completed health history forms (i.e., that

have been returned to the office) into patients’ chart

notes for the upcoming PSMA session. And finally,
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someone (typically a nurse) also needs to transfer

patients’ lab test results onto a wall chart in the

group room prior to the PSMA session—i.e., depicting

each patient as a separate row and circling findings

that the physician considers abnormal in red.

How to Maximize Productivity and Efficiency
in a PSMA

Let us next examine the various techniques and resources

that physicians can use effectively to maximize their pro-

ductivity and efficiency in running a PSMA for their

practice.

Stay Succinct and Focused

The single greatest challenge that physicians face in run-

ning a PSMA for their practice lies in staying focused and

efficient throughout the entire session, in delivering the

level of quality care that they hope to provide their

patients with, and in finishing on time with all documen-

tation completed. It is very important to start and end on

time, and to make every reasonable effort to consistently

do so. Keep in mind that there are temptations to linger at

every turn—temptations that you must resist if you are to

be efficient and stay on time throughout the session. It is

tempting to enter into social chitchat and inefficient indi-

vidual discussions when alone with patients in the exam

rooms. There is certainly a learning curve associated with

becoming comfortable with tactfully deferring all possible

conversation (except that which is truly private or neces-

sary in order to complete the exam) to the more efficient

interactive group segment that follows. There is also a

tendency for physicians to take too long with the first

couple of patients addressed during the interactive

group segment of the PSMA session (as well as with the

first couple of physical examinations provided). In addi-

tion, there can also be a natural tendency to take too long

in the interactive group segment when discussing

treatment recommendations, medications, recommended

lifestyle changes, diabetes, heart disease, hypertension,

cholesterol, HRT, osteoporosis, etc., especially when

those topics are of particular interest to the physician.

The behaviorist can contain the talkative or dominat-

ing patient, help to draw out the quiet patient, and facil-

itate getting group discussions back on track when

distracting side conversations occur in the group—or

when tangential comments derail the focus of the group.

Most physicians grow to appreciate having their beha-

viorist tactfully intervene when discussions are overly

lengthy and no longer productive for patients, or when

they are starting to become tangential or purely aca-

demic—especially because of the help it provides in get-

ting finished on time. Virtually all physicians find this to

be preferable to not having the behaviorist intervene at

all, with the result being that discussions can become

lengthy and continue past the point of being of practical

value to the patients—and, as a result, of finishing late.

However, it does take some time and experience in actu-

ally running the PSMA for the physician, behaviorist,

nursing personnel, and documenter to learn to seamlessly

coordinate their efforts throughout the session so as to be

optimally efficient in finishing on time with all work

completed.

Physicians Must Fully Delegate to the
PSMA Team

In order to double or triple their productivity in delivering

physical examinations, physicians must learn to effec-

tively delegate as much as possible to other members of

the PSMA team. Simply put, the census of the PSMA

(and therefore the ultimate productivity and efficiency

benefits of the program) can bemaximized only by having

the physician delegate as many time-consuming responsi-

bilities as appropriate and possible to other, less costly

members of the PSMA team. This allows the physician to

do much less, but that much less is what the physician

alone can do—i.e., that for which the physician has gone

through extensive medical school and residency training

in order to provide, and the type of care that physicians

generally most enjoy delivering.

In Larger Systems, Delegate Fully to the Champion

and Program Coordinator

In larger systems, the champion for the DIGMA and

PSMA program (who is given overall responsibility

for the entire SMA program) plays a critical role in

designing and implementing first the pilot study, and

then—assuming that the pilot is successful—in moving

the SMA program forward throughout the system to full-

scale, organization-wide implementation. The program

coordinator, who works closely with and assists the

champion, handles most of the operational and adminis-

trative details associated with starting, running, expand-

ing, and evaluating the SMA program.

During the planning and start-up phases of every new

PSMA, the physician can delegate most of the associated

time-consuming tasks to the champion—who, in larger
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systems, might in turn delegate many of these duties to the

program coordinator. Although the physician will

undoubtedly need to invest some time and energy into

designing and setting up their PSMA program, the cham-

pion and program coordinator can minimize the extent of

the physician’s time commitment. The physician’s parti-

cipation in the PSMA launching process can typically be

limited to: (1) four to five planning and training sessions,

some of which will be between the physician and cham-

pion whereas others will include the physician’s support

staff and the various team members (behaviorist, nursing

personnel, documenter, and dedicated scheduler) selected

for the physician’s PSMA, sessions which should be held

outside of normal clinic hours whenever possible to avoid

costly clinic downtime; and (2) customizing forms, hand-

outs, promotional materials, the chart note template, and

the Patient Packet for the program according to the

physician’s particular needs and practice (typically from

templates and materials already developed for the SMA

program by the champion, program coordinator, and

other physicians).

Although most of the initial planning meetings will

usually include only the physician and the champion,

subsequent meetings will likely be larger and include, at

various times, the entire PSMA team and occasionally all

of the physician’s support personnel (scheduling staff,

receptionists, office manager, etc.) necessary to make the

PSMA successful. In order to save the physician time,

some of these larger information and training meetings

may be conducted by the champion and program coordi-

nator without the physician needing to be present. There-

fore, these meetings can variously include the physician,

nurse/MA(s), behaviorist, documenter, dedicated schedu-

ler, champion, program coordinator, office manager, the

physician’s receptionists and schedulers, and the super-

visors for the physician’s nurses, receptionists, and sche-

dulers. There are three goals for these meetings: (1) to

custom design each PSMA so that it best meets the needs

of the physician and the physician’s practice; (2) to mini-

mize the physician’s time commitment to getting the

PSMA designed and implemented; and (3) to do every-

thing possible to ensure that the PSMA program is suc-

cessfully launched and properly run.

The champion and program coordinator, not the phy-

sician, should oversee most of the time-consuming tasks

associated with the planning and start-up phases of each

new PSMA that is launched. Since many of these tasks are

repetitive with the launch of every new PSMA, the cham-

pion and program coordinator can usually dispatch them

more efficiently and at lower cost than would be the case if

the physician were to do them—e.g., using the pipeline

(see Part 2, Chapter 11) established by the champion and

program coordinator for systematically launching all new

DIGMAs and PSMAs. Also, delegating these tasks to the

champion and program coordinator whenever possible

will minimize any physician time away from normal clinic

duties during the planning, designing, training, launch-

ing, and evaluating stages of every new PSMA that is

implemented. With the assistance of the physician, the

champion and program coordinator will ensure that all

operational details for the PSMA program are attended

to in a timely manner. The many ways that the champion

and program coordinator can help the physician are pre-

sented in Table 5.4.

Maximize the Behaviorist’s Role

It is surprising how much of the physician’s valuable time

can be spent on psychosocial and behavioral health issues

during the interactive group segment of the PSMA ses-

sion. Experience has shown that it is often just as effective

(and sometimes more so), and definitely far more expedi-

ent, for such issues to be handled whenever possible by the

behaviorist when alone with the group during the initial

physical exam segment of the visit—and during the brief

amount of time that the behaviorist has when temporarily

leading the interactive group segment while the physician

is completing the chart note on each patient. However, for

this approach to work, it is required that the behaviorist:

(1) understands what the behavioral health and psycho-

social issues of these medical patients are likely to be;

(2) has the skill, training, and experience to successfully

address these issues within the limits and confines of the

PSMA setting; (3) has a relationship of trust developed

with the physician so that this teamwork can be effectively

coordinated; and (4) is fully utilized by the physician—

who must be willing to delegate such duties to the beha-

viorist, and to correspondingly relinquish a certain degree

of control in the PSMA setting.

Making full use of the behaviorist throughout each

PSMA session certainly means delegating fully to the

behaviorist during both the physical examination and

interactive group segments of the PSMA session. This

includes having the behaviorist pace the interactive

group segment so that it runs smoothly and finishes on

time, even if this means having the behaviorist occasion-

ally intervene with tact to truncate any lengthy discus-

sions that the physicianmight be entering into (i.e., before

they become lofty, completely academic, and of minimal

practical value to the patients).

Just as with DIGMAs, full use also means accepting

the help of the behaviorist in numerous ways throughout

the interactive group segment of the PSMA session: (1) in

managing group dynamic issues (such as drawing out the

quiet patient, containing the controlling or dominating
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patient, tactfully dealing promptly with two patients who

might start up distracting side conversations in the group

room as such side talk can quickly become an annoyance

to patients and slow the group process down, etc.); (2) in

briefly addressing patient’s behavioral health and psycho-

social issues as they arise, typically more to bring these

issues to the attention of the physician for treatment (e.g.,

who might opt to start such patients on a psychotropic

medication) or to triage patients into the appropriate

internal and external programs of the physician’s choos-

ing (e.g., cognitive behavioral treatment programs for

depression or anxiety, smoking cessation classes, stress

management programs, community support groups, etc.)

rather than having the behaviorist actually treat these

issues in the PSMA setting (for which there is not suffi-

cient time); (3) in temporarily running the group alone for

a couple of minutes while the physician is completing the

chart note immediately after working with each patient

(or should the physician have to step out of the group

room briefly in order to have a brief private discussion

with a patient or to attend to a clinic emergency); etc.

As can be seen, in order to effectively dispatch these

duties, the behaviorist will need to play a relatively struc-

tured and active role in the PSMA, be knowledgeable of

internal and external resources available to the patients,

and remain focused and succinct throughout. The beha-

viorist will often need to focus more on stimulating group

interaction and discussion than on being the educator

himself/herself, and on speaking to the group in a warm

and succinct manner—i.e., in sound bites rather than

extended explanations.

Maximize the Role of Nursing Personnel

Optimizing physician efficiency in the PSMA setting also

requires making the best possible use of the nursing per-

sonnel (typically two nurses, medical assistants, nursing

techs, etc.) assigned to the PSMA—plus expanding their

role to max-pack visits by completely utilizing their skills,

capabilities, and scope of practice under licensure. Because

nursing personnel are so often under-utilized in ambula-

tory outpatient settings in healthcare systems around the

country (often repetitively performing such mundane func-

tions as rooming patients and taking a small set of vital

signs), they typically verymuch enjoy working inDIGMAs

and PSMAs. In these SMA settings, nurses can: (1) develop

professionally; (2) showcase their skill set; and (3) have the

professional satisfaction of maximizing their contribution

to this multidisciplinary team-based approach to care. In

addition, consider having them enter into each patient’s

chart note the nursing services that they have rendered in

the PSMA setting (as well as their findings). One of the

nurses utilized in the PSMA could also be assigned the

responsibility of entering the lab results just obtained on

all patients onto a wall chart in the group room prior to the

session.

Sit down with your nurse/MA(s) beforehand and ask

them what all they can do in the PSMA setting to fully

contribute to making the program all that it can be—

based not on what they are currently doing in the clinic,

but upon what they ideally could do in the PSMA. For

example, consider having the nursing personnel attached

to the PSMA perform such duties as are depicted in

Table 5.5 (plus have them volunteer what else they could

do to make the PSMA even better). With DIGMAs and

PSMAs alike, there is often a sense of excitement and

positive team building that occurs because all members

of the SMA—team including the MAs and nurses—

recognize that they have contributed in a meaningful

way to the overall success of the program.

Delegate to the Documenter

Although the physician will ultimately be held responsible

for the content and quality of the chart note, it is impor-

tant that the physician also gain efficiency in the PSMA

setting by delegating a great deal of the responsibility for

drafting a comprehensive chart note onto the documen-

ter. The need for documentation support is particularly

critical in the PSMA model because physical examina-

tions generally impose far greater documentation

demands upon the physician than do return visits—

which are the focus of DIGMAs and CHCCs. Despite

ultimately being the physician’s responsibility, the

amount of time and energy required to complete chart

notes on all patients attending the PSMA session can be

reduced considerably through use of a documenter. In

return, it is recommended that the physician agree to

consistently meet targeted census levels—plus one addi-

tional patient in order to cover the added cost of having a

documenter.

In addition, because the chart note drafted by the

documenter is both contemporaneous and comprehen-

sive (and uses the physician’s own documentation tem-

plate), it can provide a superior chart note as compared to

that which the physician might generate on their own

after working with each patient individually in the

PSMA setting. This is because some of what has been

done with that patient would likely already have been

forgotten by the time that note was written, even though

it would be drafted by the physician immediately after

working with each patient in turn in the group setting—a

situation that would be much worse for those physicians

choosing to complete chart notes on all patients in
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attendance after the session is over (which is something

that I never recommend doing).

An additional benefit of having a documenter is that,

unlike physicians (who seldom enjoy drafting chart notes),

the documenter volunteers for the job because they believe

that they will enjoy doing the documentation on all

patients—which can add to the quality of the chart note.

In addition, as the documenter continuously gains experi-

ence over time, their chart note will likely only get better. I

recently heard independently from two different physicians

at different sites in a larger healthcare system—physicians

who share a couple of patients with a specialist that runs a

DIGMA—to the effect that they were just reviewing the

most recent chart note on their shared patient (which

happened to be a DIGMA chart note) and found it to be

the best that they had ever seen from this specialist. Need-

less to say, upon later hearing about this positive feedback

regarding the quality of the DIGMA chart note, the doc-

umenter was exceedingly proud.

Only through such documentation support will the

physician be able to efficiently complete the lengthy doc-

umentation requirements that physical examinations

entail within the time constraints of the PSMA. This is

especially true for systems using electronic medical

records (EMR), and goes a long way toward ensuring

that the physician does not get the common complaint

that: ‘‘My doctor never looked at me. He/she just looked

at the computer the whole time.’’ Although having

a documenter remains helpful for optimizing physician

efficiency in healthcare systems still using paper charts,

physicians are sometimes able to get by without one—

either through use of a chart note template that is largely

preprinted and in check-off form, or by dictating chart

notes into a microcassette. If the physician does dictate

the chart note into a recorder, then it is recommended that

the physician use this as a teaching point during the ses-

sion by dictating loudly into the recorder immediately

after working with each patient individually during the

interactive group segment—so that the entire group can

listen and learn. The physician can even say something

like the following to the group: ‘‘OK, listen up everybody.

I am going to dictate the chart note on Tom, so listen

carefully and let me know if I leave anything out’’. Patients

often learn a lot by listening intently to both how the

physician summarizes their case and to the physician’s

treatment recommendations. Nonetheless, even in the

case of systems still using paper charts and physicians

who dictate into a microcassette, having a documenter

can still increase physician efficiency as there would then

no longer be any transcribed chart notes coming back later

from the system’s medical transcription that the physician

would be required to go through and correct long after the

PSMA is over.

Depending upon what the physician wants the docu-

menter to do during the initial physical examination seg-

ment of the PSMA session, the documenter will either (1)

shadow the physician by going from exam room to exam

room and entering the data into each patient’s chart note

as the physician is stating all physical findings out loud

while conducting the physical examinations (in which

case the documenter will need to be a nurse or someone

qualified to be in the room with disrobed patients) or else

(2) stay in the group room with the behaviorist and small

group of unroomed patients entering the reasons for

today’s visit into each patient’s chart note (as well as

anything else that the behaviorist might be covering). In

a variant of the first approach (i.e., when the physician

prefers to not have the documenter in the exam room), the

physician could also quickly write the physical findings

down briefly on a crib sheet—and then give it, as soon as

the exam is over, to the documenter (who is using a nearby

computer outside of the exam room) to enter into the

patient’s PSMA chart note. I generally recommend the

former as it adds to the physician’s efficiency during

the PSMA; however, some physicians are so used to

entering their own physical findings into the chart note

when conducting physical exams that they prefer the

latter. Then, during the interactive group segment, the

documenter will obviously be in the group room scribing

into each patient’s chart note what is transpiring there in

real time—i.e., as the physician is delivering care to that

patient in the PSMA session, exactly as is done in

DIGMAs.

Involve the IT Department to Simplify the EMR

Documentation Process

For healthcare organizations that are already using

EMR, another key area of documentation support is to

have the IT Department work on making the EMR doc-

umentation process for PSMAs as user friendly as possi-

ble. Among other things, such help from the IT Depart-

ment can include all of the following points:

� Help in developing the basic PSMA documentation

template developed for each medical subspecialty
� Have the ability to preprint (to the maximum degree

possible, through simple keystroke shortcuts) a com-

plete normal physical examination chart note template

for each patient in attendance, so that only changes,

updated information, and abnormal findings regarding

the patient need to be entered into the PSMA chart note
� Have the ability to drop large preprinted sections into

the chart note through simple keystroke shortcuts (such

as paragraphs on hypertension, diabetes, cholesterol,
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and PSA) for various diagnoses and conditions—i.e.,

along with any pertinent abnormal findings
� Adapt the EMR in every possible way to maximally

accommodate it to the specific documentation require-

ments of the PSMA physician, and to make it as user

friendly as possible

Involve the Organization’s Documentation and Billing

and Compliance Experts

Similar to involving IT in the planning and implementation

phases of the PSMA program, I likewise recommend

including the documentation as well as billing and compli-

ance officers in the organization—as their contributions

can often be invaluable in optimizing both chart notes

and billing. The billing and compliance officer can also be

involved in training the documenter for the PSMA,with an

emphasis upon making certain that all of the key elements

for billing purposes are indeed included in the chart note. I

remember one time in particular when, as the billing and

compliance officer pointed out, by including two rather

simple additional components in the PSMA, we could bill

at a considerably higher level—which gave us an opportu-

nity to explore including those two components, as they

were beneficial to the patients anyway. In effect, we would

essentially have been delivering a much higher level of care

than we would have been able to bill for if we had not

involved billing and compliance in the planning process for

this PSMA. Similarly, on several occasions, I have found it

to be invaluable to involve the organization’s documenta-

tion officer in the PSMA planning process because the end

result was often a superior chart note.

Despite Delegating As Much As Possible to
Others, the Physician Must Still Personally
Invite All Appropriate Patients

Despite all of the champion and program coordinator’s

efforts during the planning and start-up phases, as with

DIGMAs, there is one important responsibility that every

physician running a PSMA must commit to undertaking

on an ongoing basis. Physicians must take approximately

30 seconds during every office visit with all patients need-

ing a physical examination (whomeet the criteria for their

PSMA) in order to: (1) briefly explain the program to all

appropriate patients in positive terms; (2) personally

invite them to attend the PSMA the next time they need

a private physical examination; and (3) promptly book all

patients accepting this invitation into the appropriate

upcoming PSMA session.

There is nothing more important in persuading them to

attend a PSMA the next time they need a physical exam-

ination than a positively worded, personal invitation from

their physician, whomust, by the way, personally believe in

their PSMA program in a heartfelt manner if they are to

expect patients to accept this invitation and actually attend.

How the Physician Words the Invitation Is Important

to Its Success

When inviting patients, the physician should first briefly

describe a couple of the program’s key selling points for

the patient—prompt access, more time together, greater

patient education, the help and support of other patients,

etc. Then, the physician can add something like: ‘‘It’s also

fun, plus you’ll get answers to questions that you might

not have thought to ask because others will ask them. And

you will have the opportunity to meet some other patients

of mine dealing with similar issues, who will likely share

some helpful hints. We even serve some snacks. Would

you like to give it a try and come to my PSMA for your

upcoming physical exam?’’ Such a positively worded

statement is often helpful in persuading an ambivalent

patient to attend a PSMA for the first time. On the other

hand, success is hardly to be expected with a bland invite

like: ‘‘You are due for a physical examination. You can

have either an individual physical or you can come to my

group. Just schedule whichever you like when you leave.’’

In this case, the patient will almost certainly go out and

schedule what they are familiar with—i.e., a traditional

individual physical examination—thus putting the PSMA

program at high risk for failure.

While patient satisfaction with properly run PSMAs is

very high for those patients who do attend, the challenge

lies in getting patients to attend for the first time—as

patients are used to the old way of receiving traditional

individual physical examinations. However, once there,

patients almost always like this new venue of care and are

willing to return to it the next time they need a physical

examination—or to a DIGMA for their next return

appointment, in the event that the physician also happens

to run a DIGMA for their practice.

Thirty Practical Tips for Making Your PSMA
Program a Success (Table 5.7)

Table 5.7 depicts 30 practical tips that will help you to

make your PSMA program a success, some of which are

discussed here while others are discussed elsewhere in this

book. These are but a few hard-earned pearls that have
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Table 5.7 Thirty helpful tips for making your PMA program a success

1. First secure administrative support, as group visits represent amajor paradigm shift from traditional individual office visits and require
real and meaningful support from administration in order to succeed.

2. Secure the budgetary, personnel, promotional, and facilities resources required for success.

3. In larger systems, secure the best possible champion to oversee the entire program and rapidly move it forward throughout the
organization—plus secure the best available program coordinator to assist the champion in handling many of the program’s
operational and administrative details.

4. Start by adhering closely to the PSMA model as it is presented here in order to avoid making many beginners’ mistakes.

5. Promote the program effectively to all appropriate patients by utilizing high quality, professional appearing promotional materials;
however, try to develop all such materials for the PSMA program in template form in order to minimize costs.

6. Have all attendees sign a confidentiality release during each session—patients as well as any support persons accompanying them.

7. In both primary and specialty care, always try to increase physician productivity for physical examinations by 200–300% or more—
preferably 300% in most cases.

8. Establish and consistently meet targeted census levels (typically between 7 and 9 male patients or 6–8 female patients per 90 min PSMA
in primary care, and 10–13 patients in most medical subspecialties) during all sessions to optimally leverage the physician’s time and
simultaneously have the best possible group interaction. Generating weekly pre-booking census reports on all sessions for the next
2 months (plus using a dedicated scheduler) can be most helpful in achieving census targets.

9. Do like the airlines do and overbook sessions according to the expected number of late cancels and no-shows—i.e., to make yourself
immune from this otherwise vexing and costly problem of physician downtime.

10. Be certain that the PSMA program is completely voluntary—both to the patients who attend and the physicians who choose to run
them in their practices.

11. Carefully select all handouts to be used in the program, as well as all of the enclosures for the Patient Packet.

12. Carefully design and work out the logistical details around the Patient Packet: what will be included in the contents; who will assemble
them; how far in advance will they be mailed; who will receive the completed health history questionnaires returned by patients; how
will they be returned to the physician’s office; who will abstract this information beforehand into the chart notes for the session; who
will follow-up with patients who fail to return their completed health history forms or to complete their lab tests in a timely manner; will
patients who fail to do so be postponed until a later session; etc.

13. Use skilled, trained, motivated, and compatible PSMA team members—the best available rather than the cheapest.

14. Try to secure 2 nursing personnel (nurses,MAs, nursing techs, etc.) who are enthusiastic supporters of the program and able to perform
the expanded nursing duties of the PSMA.

15. Prior to the session, have one of the nurses gather all of the new lab test data from all of the patients and enter it onto a wall chart that
will then be posted in the group room and used in the PSMA—circling abnormal findings in red.

16. Carefully select an appropriate, well-trained behaviorist (often a nurse, but sometimes a psychologist or social worker) with the
necessary skills for the program—one who is compatible and able to work closely with the physician—and then make full use of the
behaviorist throughout the entire PSMA session.

17. To optimize physician’s productivity, secure the necessary documentation support via a specifically trained documenter who is a good
typist, facile on the computer, knowledgeable about medical jargon, unflappable, able to multitask, compatible with the physician, and
capable of generating an excellent chart note—one that is both in line with the physician’s wishes and uses the physician’s own chart
note template.

18. Assign a dedicated scheduler to the PSMA and allow adequate time each week (usually up to 2–4 hours, or as needed) to call lists of
patients selected by the physician for the PSMA so as to ensure that all sessions are consistently filled to capacity.

19. Delegate fully, maximally utilize the skills of the entire PSMA team, and fully expand the roles of the behaviorist and nursing
personnel.

20. Adequately train the entire PSMA team, as well as the physician’s reception and scheduling staffs, so that all can fulfill their roles in
making the program a success. Here is point 21 to 30 of Table 5.7, which would not fit on the previous yellow ‘‘Sticky Note’’:

21. Secure the necessary facilities, which typically include a small group room capable of seating 10–16 persons and 2–5 exam rooms (with 4
often being optimal).

22. Solve any operational or system problems as they arise.

23. Whenever possible, try to provide the private physical exams first and the interactive group segment afterwards—which is usually the
best and most efficient design for the PSMA model.

24. Conduct the private physical examinations thoroughly but rapidly by minimizing all unnecessary talk in the inefficient exam room
setting—and by limiting any such talk to truly private matters and those which need to be discussed in order to conduct the exam.
Tactfully defer all other discussions and Q&A to the interactive group segment that follows.

25. Stay focused and succinct throughout the PSMA session, but be certain to foster some group interaction during the interactive group
segment.

26. Provide any simple procedures that might be needed either during the private physical examination or towards the end of the session—
unless the physician chooses to do them during the group, such as dermatologists sometimes do when freezing skin tags.

27. Always strive to start and finish on time—and to complete all documentation during the session—so that when the PSMA session is
over, all of the work is done.
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been gained through the trials and tribulations of my

personal experience in working with over 400 physicians

(and over 20,000 patient visits) in DIGMAs and PSMAs

that I have helped to launch nationwide. Hopefully, these

pearls regarding keys to success and pitfalls to avoid will

prove helpful to others who are considering a PSMA

program for their practices—so that they can learn

from, and not have to repeat, my previous mistakes

(upon which these pearls are quite often based).

Whenever Appropriate, Defer Discussions
from the Exam Room to the Group Room

A common beginners’ mistake is unnecessarily entering

into social chitchat or inefficient individual discussions

with patients in the exam room. Although this is some-

thing that physicians are accustomed to doing during

traditional individual physical examinations, it is very

wasteful of time. This is a mistake because doing so ends

up reducing the amount of time that the physician can

spend in the highly efficient interactive group setting—as

the entire PSMA visit, including both the physical exam-

ination and interactive group segments, has only a fixed

amount of time allocated to it (typically 90 minutes). All

of the promotional materials for the PSMA program, as

well as the behaviorist (during the introduction) and phy-

sician, need to make it very clear to patients that the

private physical examination segment of the session is

only for the physical exam—and for occasional brief

private discussions, as necessary—and that almost all

discussion will occur in the group segment that follows.

Remain Concise and Focused Throughout

Failure to stay succinct and focused throughout the

session (i.e., during both the physical examination and

interactive group segments) is one of the most common

mistakes made in practice by physicians running PSMAs

for their practices. Avoid social chitchat and as much talk

as possible while alone with patients in the exam room—

while at the same time, being certain not to come across as

disinterested or rude. Whenever possible, tactfully defer

as much discussion as possible from the inefficient exam

room setting to the highly efficient interactive group seg-

ment that follows. However, even during the interactive

group setting, limit yourself to succinct and focused dis-

cussions that will be helpful to the patients in atten-

dance—avoiding any theoretical or tangential discussions

that are not directly pertinent to the medical needs of the

patients who are present, no matter how interesting they

might be.

Whenever Possible, Limit the Amount of Time
Spent on the First Couple of Patients

Spending too much time on the first couple of patients—

in either the exam room or the group room setting—is a

common error frequently made by many physicians when

they first start a PSMA in their practices. Be careful to not

take too much time with the first couple of patients that

you work with in both the physical examination and

interactive group segments. Instead set a pace with the

first patient or two that you can sustain throughout the

remainder of these segments and still finish the PSMA

session on time. Keep in mind that if you should happen

to fall into this common trap, you will likely end up

finishing late—and possibly even quite late.

Be Sure to Foster Some Group Interaction, but
Not Too Much

It is important to foster some group interaction during the

interactive group segment in order to keep discussions in

the group lively, engaging, and interesting to all, but too

much interaction can be problematic. View group inter-

action as like using spices in cooking—a little bit can go a

long way toward making a superior dish, but too much

can ruin it (in the case of PSMAs, by taking up so much

time that the physician cannot finish on schedule).

Table 5.7 (continued)

28. Expect that you will likely finish late and not have all charting completed during your first few sessions, and that you will be tempted
to make your group smaller for the next session. However, do not yield to this temptation because the reason you are finishing late is
that you and your team are still learning and not yet fully coordinated. Instead, maintain your census and debrief with your team for
15–20 min after sessions for the first 2 months (and from time to time thereafter), focusing upon how to make subsequent sessions even
better and more efficient.

29. In larger andmid-sized systems, strive to launch the targeted number of Physicals SMAs per year—perhaps asmany as 12–18 programs
annually.
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As with DIGMAs, during the interactive group

segment, physicians sometimes make the common mistake

of falling into the individual exam room model of just

talking to the patient that they are focusing upon—and

forgetting to involve the rest of the group in the discussion.

When this happens, other patientswill then quickly become

disinterested—andmight even start distracting side conver-

sations among themselves or, worse yet, leave the group

altogether. A sure sign that this is happening would be if

patients were to get up, one by one, and leave the session

immediately after their medical needs have been addressed

by the physician in the interactive group setting. It is

imperative that the physician always keeps in mind that a

group visit is an entirely different venue of care delivery—

i.e., one in which considerable attentionmust be paid to the

group itself as well as to the individual patients within it.

For this reason, foster some group interaction from time to

time throughout the interactive group segment—and be

certain to not go over and quietly speak privately to one

patient while turning your back to the rest of the group.

Also, be sure to speak loud enough at all times so that all

present can hear you and learn from what you are saying.

While Appropriate for Most, PSMAs Are Not
Meant for All Patients

Although PSMAs are appropriate for most types of

patients needing a physical examination, they are not

meant for all patients—nor are they intended to comple-

tely eliminate the need for individual physical examina-

tions. For example, it is usually best to try to exclude the

following types of patients from your PSMA program.

� Those who do not speak the language that the PSMA

is being conducted in; however, if enough monolingual

patients speaking that language exist to ensure full

sessions, then certain sessions each month could actu-

ally be conducted in that language—providing that the

physician speaks that language or an appropriate

translator is available
� Those who are too hearing impaired or demented to

benefit
� Patients with serious contagious illnesses (such as

SARS, bird flu, or TB)
� Patients who refuse to maintain confidentiality
� Patients experiencing a medical emergency (such as

severe, acute chest pains)
� Patients who refuse to attend because they prefer a

traditional individual physical examination

As regards patients who do not speak the language and

those who are too hearing impaired or too limited in their

comprehension to benefit, these patients can often be seen

either individually or in a PSMA that has been specifically

designed for such patient populations. For example, one

could hold Spanish-speaking PSMAs for monolingual

Spanish-speaking patients; utilize microphones and loud-

speakers for the hearing impaired (while the physician,

behaviorist, and documenter wear earplugs); or encou-

rage appropriate caregivers to accompany patients hav-

ing significant cognitive impairments. However, before

starting highly specialized homogeneous PSMAs like

these, first make certain that you are seeing enough

patients of that particular type to keep such sessions

consistently full. Certainly, PSMAs are not for patients

who will not maintain confidentiality, nor are they for

patients who refuse to attend because they strongly prefer

traditional individual physical examinations.

Strive to Increase Productivity by 300%

The goal is always to have the PSMA session end on time

with all documentation completed, and to accomplish this

while seeing enough patients during each session to leverage

the physician’s time by 200–300% or more—with 300%

being the most common goal. Furthermore, the goal is

always to accomplish this while delivering quality care,

improving performance measures and outcomes, maintain-

ing appropriate privacy, keeping the program voluntary to

patients and physicians alike, and achieving high levels of

both patient and physician professional satisfaction.

A 200–300% Increase in Productivity Can Only Be

Achieved by Delegating Fully to the Entire PSMA Team

As previously discussed, the physician needs to effectively

delegate as many responsibilities as possible and appro-

priate to other, less costly members of the PSMA team—

initially to the champion and program coordinator during

the planning and start-up phases of the program, and

later to the behaviorist, nursing personnel, documenter,

and dedicated scheduler attached to the PSMA on an

ongoing basis. Delegating so much to others leaves the

physician with much less to do (i.e., that which the phy-

sician alone can do), and this in turn enables the census

and productivity in PSMA sessions to be optimized.

While the group itself adds somewhat to the efficiency

of the PSMA session (because things only need to be said

once for the benefit of all so that repetition can be

avoided, and because sessions can be overbooked accord-

ing to the expected number of late-cancels and no-shows),

this is not the main reason that PSMAs are so efficient.
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As with DIGMAs, the major reason that PSMAs are

so productive is because they have the opposite effect of

almost every other change that has occurred in medicine

during the past decade or two—which seem to always be

putting evermore responsibilities and work onto the

shoulders of the physician. The secret to the PSMA’s

success (as well as to the success of the DIGMA model

before it) is that it does just the opposite—i.e., by taking

as many duties and responsibilities as possible off the

physician and placing them instead onto the shoulders

of a less expensive and specifically trained multidisciplin-

ary care delivery team.

If Predetermined Census Levels Are Not Consistently

Met, Track Down the Problem and Solve it Promptly

Carefully work out the details of promoting the program

and scheduling enough appropriate patients into every

PSMA session so as to ensure that predetermined target

census levels are consistently met. Everybody involved in

inviting, referring, and scheduling of patients into the

PSMA must understand their roles and responsibil-

ities—and be held accountable for fulfilling these func-

tions (or be given additional training should they fail

to perform). Are there framed wall posters prominently

displayed on the physician’s lobby and exam room

walls, and is a dispenser capable of holding at least 100

program description fliers attached next to it? Are these

dispensers being kept full, and who is responsible for

doing so (as well as for ordering new fliers before they

run out)?

Is the physician’s reception staff giving out invitation

letters and saying a few kind words about the PSMA

program to all appropriate patients as they register for

their regular office visit appointments (so that the patients

can read the flier while waiting in the lobby)? Is someone

responsible for replenishing these invitations before they

run out at the reception desk? Are the physician’s nurses

promoting the program to all appropriate patients seen

during normal office visits, and making certain that each

patient gets a program description flier to read while

waiting for the physician to arrive in the exam room? Is

the physician’s normal scheduling staff appropriately

trained to refer patients into the PSMA when they need

a physical examination, and have the guidelines and sam-

ple scheduling scripts necessary for doing so been put into

place?

Try to have a dedicated scheduler attached to the

PSMAprogram to ensure that all sessions are consistently

filled to capacity. Will the dedicated scheduler be inviting

patients by phone, or doing so by mail and e-mail as well?

Will the dedicated scheduler be allocated adequate time

each week to fulfill this vital function—typically 2–4

hours on weeks where their assistance is needed, although

no time is needed when the physician and staff are able to

keep upcoming PSMA sessions filled? If a call center

(either on- or off-site) is to be involved with scheduling

patients into the PSMA, how will accountability for sche-

duling patients into the PSMA be introduced and main-

tained within the call center? For example, will there be a

couple of specially trained scheduling angels within the

Call Center to whom all incoming calls from patients

wanting to schedule an appointment with the PSMA

physician will be referred, so as to increase the likelihood

of successfully referring and scheduling patients into the

PSMA?

What patients are to be invited and, if patients’ names

are coming from lists (such as lists of the physician’s

patients by age, sex, or diagnoses; lists of patients already

scheduled for individual physicals beyond a certain point

in the future; lists of patients provided by the physician;

and existing wait-lists), who will be responsible for gen-

erating and updating these lists of patient’s names? Who

will be responsible for securing the physician’s approval

as to which patients on the list are to be called and not

called? Also, if patients are to come from other physi-

cians’ wait-lists as well, which physicians have and have

not agreed to this arrangement—and for what types of

patients?

Secure the Necessary Documentation Support

If physicians are to increase their productivity by

200–300% or more, then they will need to secure the

necessary documentation support for their PSMA pro-

gram to efficiently complete the PSMA chart notes on so

many patients during the allotted time. Having documen-

tation support translates directly into increased physician

productivity during the session. This documentation sup-

port includes: (1) somebody to abstract the information

from the completed health history forms (i.e., the form

contained in the Patient Packet originally sent to the

patient upon scheduling the PSMA, and that was subse-

quently completed by the patient and returned to the

office prior to the session) into patients’ PSMA chart

notes prior to the session; (2) the help of the nursing

personnel in documenting all of the information and

data they collect (as well as the expanded services they

are performing) into the nursing section of the chart note;

and (3) actually having a documenter present throughout

the PSMA session (i.e., in both the physical examination

and interactive group segments), which is especially

important for systems already using EMR.
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Schedule Patients into PSMAs 2–3 Weeks in
Advance

Scheduling patients into PSMA sessions at least 2–3

weeks in advance appears to be ideal. The Patient Packet

could either be sent to patients as soon as they schedule

their PSMA appointment or approximately 2–3 weeks

before the session. The Patient Packet needs to be sent

to patients far enough in advance of the visit for the

patient to complete the required blood and urine screen-

ing tests and to also complete and return the enclosed

health history form. Keep in mind that the health history

questionnaire is quite detailed and can be time-consuming

for the patient to fill out—and that it will take some time

for a staff member to abstract this information from the

completed forms that have been returned to the office (as

well as the new lab test results that have been gathered)

into each patient’s chart note prior to the session.

Prescreen New Patients

Be cautious about including patients in your PSMA with

whom you are completely unfamiliar—i.e., without first

at least doing a little basic prescreening. If, as some phy-

sicians do, you accept either new patients or patients from

other physicians’ practices into your PSMA, then try to

first find out a certain minimum amount of basic screen-

ing information about such patients. When physicians

accept other physician’s patients—or patients new to

their own practice—into their PSMA without any pre-

screening whatsoever, they run the risk of having unex-

pected situations occur that could slow their PSMA down

and make it impossible to finish on time.

This situation occurred in a Family Practice PSMA

designed for adult women when a new patient the physi-

cian had never seen before attended the session. She was

in her mid-30s and a recent immigrant. She had never

been sexually active, and had considerable difficulty

speaking and understanding English. She had come

from a country where healthcare services were far below

Western standards, and had never previously had either a

pap smear or a pelvic exam. Therefore, these procedures

needed to be explained to the patient in considerable

detail in the exam room—which proved to be especially

time-consuming because of the language barrier. The end

result was that the private physical exam for this patient

took much longer than the few minutes normally allotted

for an adult woman in a PSMA.

To make matters even worse, this patient’s friend also

attended the same session as a new patient. As it turned

out, her circumstances were similar—but even more

challenging to the physician because, although she pre-

viously had one pelvic exam in her nation of origin, she

described it in broken English as the worst experience she

ever had in her entire life. It therefore took the physician

even more time in the exam room to comfort and reassure

this patient—and to complete the physical examination—

than it did for her friend.

Needless to say, this physician ended up finishing the

PSMA session quite late—and also felt pressured and

frustrated by the experience. It is important to note that

this problem could have been completely avoided by sim-

ply instituting a very basic prescreening procedure for

patients new to the physician wanting to attend the

PSMA. For example, by only accepting patients who

speak fluent English and have previously had a pelvic

exam that went relatively well (two basic prescreening

questions that could be quickly asked by either the phy-

sician’s scheduling staff or by the specifically trained

dedicated scheduler), this problem could have been

avoided. Patients who fail to pass such a basic prescreen-

ing test (and therefore do not qualify for the physician’s

PSMA) could instead be scheduled into a traditional

individual physical examination.

If You Finish Late At First, Do Not Immediately
Cut Back on Your Targeted Census Level

Expect that you will likely finish late and not have all of

your charting completed during your first few sessions.

When this happens, one of the first thoughts that you and

your behaviorist will likely have is the temptation to make

your group smaller for the next session by immediately

reducing your targeted census level. However, it is very

important that you do not yield to this temptation,

because the reason you are finishing late is likely due to

the fact that you and your team are not yet well coordi-

nated and are still learning. Instead, maintain your census

and debrief with your team for 10-15 minutes after ses-

sions for the first 2 months (and, as needed, from time to

time thereafter), focusing upon just 2 things: (1) how to

make future sessions more time efficient; and (2) how to

make subsequent sessions even better.

If, after a couple of months, you find that you are still

finishing quite late (yet that you have tried everything

possible to get done on time), then go ahead and reduce

your target census level—but only by one patient, and

then try again to finish on time during the next 2 months.

If you give into the temptation of reducing group size

prematurely, you will never grow to truly appreciate

how much better a full group can be not only economic-

ally, but psychodynamically as well—as you will likely
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find that a full group is also a more lively, fast-paced,

interactive, and interesting group.

Have Patients Stay for the Entire Session

Because important medical care, information, and support

are provided during all parts of the PSMA session, patients

should be encouraged to stay for the entire visit whenever

possible. This is especially true when the private exams are

provided during the first part of (or even during) the ses-

sion—because there is so much to learn throughout the

interactive group segment, even after the physician has

addressed the patient’s particular individual medical needs

in this setting.Undoubtedly, therewill be occasional patients

whowill need to return towork as soon as possible (or return

home to care for children). Nonetheless, whenever it is pos-

sible, patients should be encouraged to stay for the entire

session so as to gain full benefit from the PSMA experience.

Ten Common Beginner’s Mistakes When
Starting a DIGMA or PSMA Program

Physicians and healthcare organizations often make

many beginners’ mistakes when starting a DIGMA and/

or PSMA program of which, ten of the most common are

discussed here. Remember that group medical appoint-

ments are often counter-intuitive, involve much change,

stress the system, and are a major paradigm shift–all of

which can lead to many beginner’s mistakes.

First Prove That It Works, and Then
Administration Will Support It

The first commonmistake is when the organization tells the

physician who has an interest in starting a DIGMA or

PSMA program to first do one and demonstrate that it

works—and then administration might support it. The pro-

blem here is that DIGMAs and PSMAs represent a major

paradigm shift and require administrative support as well as

significant personnel, facilities, and promotional resources

in order to succeed. It is foolhardy to expect motivated

physicians to somehow go out and develop a successful

group visit program on their own, without any meaningful

administrative support. Such an approach will almost cer-

tainly result in unnecessary frustration, numerous design

and operational errors, inadequate census, and a program

that has a high likelihood of failure—even in systems where

group visit programs could otherwise be very successful.

Launching the SMA Program Prematurely

Another common error is for physicians, upon hearing

aboutDIGMAs, CHCCs, or PSMAs, to become so excited

about starting one that they launch their group visit with-

out first securing the necessary supports for a successful

program. First of all, the physician must read up on these

different group visit models and thoroughly understand

them in order to select the best one for meeting his or her

own particular needs—and then, the physicianmust design

and run it properly. This book is an ideal resource for

accomplishing these ends. In addition, the physician will

need to first secure administrative support, and then obtain

the necessary promotional materials (notice that examples

of all necessary promotional materials and forms for

DIGMAs and PSMAs are included in the DVD attached

to this book). The physician must then carefully select all

the patient education materials and informational hand-

outs for the program, obtain and schedule the required

facilities, and then secure and train the necessary personnel

for the SMA team. The physician will also need to develop

the chart note template, have the medical risk department

or corporate attorney develop an appropriate confidenti-

ality release, and resolve any billing issues that might arise

prior to launching the new SMA program.

Failing to Design Four Major Dimensions into
Every SMA: Quality, Census, Economy, and
Assessment

Another common beginners’ mistake is to fail to carefully

design four different critically important dimensions into

each and every SMA that is launched: (1) build all possi-

ble quality into the design and flow of each and every

group visit program; (2) ensure that targeted census is

consistently met during each and every session; (3) keep

overhead costs of the program down (while still trying to

secure excellent promotional materials and personnel);

and (4) measure all important outcomes from the SMA

program on an ongoing basis.

Designing the DIGMA or PSMA to Be More
Homogeneous than It Needs to Be

Yet another especially common mistake is for a physician

to design theDIGMAor PSMA to bemore homogeneous

than it needs to be. This occurs as frequently as it does

because physicians often initially feel more comfortable

with a homogeneous grouping of patients, which at first
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seems to be amore intuitively appealing option. However,

as a result, such physicians almost always end up design-

ing a DIGMA or PSMA that is too homogeneous—with

the ultimate result being that they have a hard time con-

sistently filling the sessions and meeting targeted census

requirements. They therefore end up designing a SMA

program that is intuitively appealing, but at high risk for

failure.

Do not make this common beginner’s mistake of

designing your PSMA or DIGMA around your interests

or comfort level rather than around patient demand.

Therefore, if you are a primary care physician and think-

ing about designing a DIGMA for diabetic patients in

your practice, then I would strongly encourage you to

instead make it a Hyperlipodiabesity DIGMA (or Endo-

crine Syndrome DIGMA) that includes almost all of the

hypertensive, hyperlipidemia, diabetic, and obese patients

in your practice—as there is much overlap in the issues

that all of these patients face. By doing so, you will

probably increase the percentage of patients in your prac-

tice qualified to attend the group visit from 15 or 20% in

the case of diabetes to perhaps as many as 70–80% of

your patients when you open the SMAup to those dealing

with obesity, hypertension, hyperlipidemia, or diabetes—

a consideration that holds as true for PSMAs as it does

for any group visit program.

Failing to Consistently Meet Pre-established
Census Requirements

By far, the most common reason for DIGMAs and

PSMAs to fail is insufficient census. Always design your

DIGMAs and PSMAs to increase your productivity

during group time by at least 200–300% or more (i.e.,

compared to actual, not scheduled, productivity during

individual office visits)—and try to have full sessions right

from the start. You can learn to adapt to the full group

size by debriefing after sessions with your team for the

first 2 months, focusing upon how tomake future sessions

even better and more efficient. It is a common mistake to

try to start with small groups and then gradually work up

in size—an approach that seldom allows you to ever reach

your targeted census level, as you will probably reach a

group size you are comfortable with and then not try to

increase census any further.

Also be careful to not let your census gradually drop

off over time, which sometimes happens when we have an

initial history of success and then become complacent. Do

not settle for partial benefit from your DIGMA or PSMA

program by rationalizing unfilled groups and telling your-

self that they are allowing you to provide better care and

to have highly satisfied patients. Keep in mind that full

sessions result not only in an economically viable pro-

gram but also in more lively and interactive groups that

are more likely to be optimally beneficial to your patients.

Not Promoting the DIGMA or PSMA Effectively
to All Appropriate Patients

It is also a common beginners’ mistake to not promote a

DIGMA or PSMA program effectively to all appropriate

patients. Effective promotion means that you do all of the

following:

1. send an announcement letter out to all of your appro-

priate patients at the start of the program;

2. prominently display an appropriately sized, profes-

sional appearing framed poster on the walls of your

lobby and exam rooms (with an flier holder next to it

containing 100 or so graphically matching program

description fliers for patients to take);

3. have your receptionist(s) give all appropriate patients

an invitation letter (plus tell them some kind words

about the program) on an ongoing basis when they

register for regular office visits;

4. have your nurse/MA give patients a program descrip-

tion flier to read while waiting for the physician to

enter in the exam room (plus say a few positive, perso-

nal remarks about the program) when rooming all

suitable patients during normal office visits;

5. personally invite all your appropriate patients during

normal office visits through a carefully worded script

to attend your PSMA the next time they need a physi-

cal exam (this is the most important single promotional

step);

6. train your scheduling staff to offer (and promote) your

group visit to all suitable patients when they call for an

appointment (i.e., regardless of whether they are call-

ing for a physical examination, or whether they are

calling for a follow-up visit but happen to be due for

a physical), and to then offer them the choice of either a

90-minute PSMA appointment within 2–3 weeks or

your first available individual physical examination

appointment (which might be months away);

7. have a dedicated scheduler attached to your PSMA

who can reach out to the patients you want to have

invited by telephoning them and encouraging them to

attend (i.e., for weeks where this service is needed due

to low census for the upcoming session); and finally

8. inform patients about your new PSMA program

through patient newsletter articles and positive cover-

age in the local mass media (TV, radio, newspapers,

etc.);
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9. Invite patients attending your PSMA to return when

they next need another physical exam.

Assembling the Cheapest or Most Available
PSMA Team, Rather than the Best and Most
Appropriate One

Another common mistake is to assemble the cheapest or

most available personnel for your DIGMA or PSMA

team—i.e., rather than assembling the most appropriate

team. Get the best team (i.e., a skilled, trained, and

compatible team) for you and your practice, and do not

short-change your program by trying to do without critical

personnel. In larger systems, be certain to get help from,

and to fully utilize the services of, the champion and pro-

gram coordinator. Select a skilled and experienced beha-

viorist that you trust and feel you can work with—one with

a complementary skill set that can effectively performall the

behaviorist’s duties that are required in awell-run PSMA. If

you are a physician who frequently finishes late in the clinic,

be certain to select a behaviorist with good time manage-

ment skills—who can at least pace the interactive group

segment of the PSMA and ensure that it finishes on time.

Similarly, select one or two appropriate nursing per-

sonnel who are motivated and capable of expeditiously

performing the expanded nursing duties that the PSMA

involves—one of whom will typically be the physician’s

own nurse or MA. If at all possible, especially if you are

on electronic medical records, try to secure a documen-

ter for your SMA—and then see an additional patient

during each PSMA session to cover the added overhead

cost of having a documenter, which will almost certainly

prove to be a wise choice.

Be certain to train your reception and scheduling staff

regarding inviting and scheduling patients into your

SMA—and be sure to also have them sit in on a session

or two (one or two at a time) just as soon as possible after

your PSMA is launched (particularly if they are of the

same sex as the patients that the PSMA is designed for).

This will help your reception and scheduling staff to later

be able to explain and sell the program to patients there-

after. Finally, try to secure an appropriately skilled and

trained dedicated scheduler for 2–4 hours per week on an

as-needed basis to help you top off any unfilled sessions

and ensure that PSMA sessions are consistently filled to

targeted census levels. If the most appropriate resources

do not happen to be available to you—i.e., so that you are

unable to construct an ideal PSMA—then you might still

want to set up the best PSMA that you are able to with the

resources at your disposable (as a good enough PSMA is

often better than no PSMA at all).

Physicians Not Fully Delegating to the Various
SMA Team Members

Another frequently made mistake when starting a

DIGMA or PSMA program is for the physician to not

fully delegate as many duties and responsibilities as

appropriate and possible to the various members of the

SMA team. This is particularly important, as the ability

to delegate is not always a physician’s strong suit.

Remember that one of the overarching principals of

DIGMAs and PSMAs is to gain efficiency by delegating

all that is possible and appropriate to less costly members

of the PSMA team. This means that the physician must

fully delegate to the champion and program coordinator

in larger systems, as well as to the behaviorist and nursing

personnel—who have greatly expanded roles and respon-

sibilities in PSMAs. The physician must also delegate as

much as possible to the documenter and the physician’s

own support staff—especially the scheduling staff, nurses,

and receptionists.

However, the one exception here is to not delegate as

much as possible to the dedicated scheduler, who is only

there to top off the census for those sessions that the

physician and support staff have failed to adequately

fill. The dedicated scheduler is meant to strictly play a

backup role in the PSMA, so that ideally the dedicated

scheduler’s efforts would never prove necessary. Because

nobody else can be as effective and efficient in getting

patients scheduled into the PSMA, the physician will

always need to take a little time with all suitable patients

seen during office visits to personally invite them in a

positive manner to attend their PSMA—preferably

through a carefully worded script that is warm, inviting,

and effective. A successful strategy that some physicians

employ is to try to invite enough patients seen during

individual office visits each day to get at least 2 to accept

this invitation and schedule their next physical exam

appointment into the PSMA—or, in the case of a

DIGMA, to get 3 patients each day to accept the invite

and schedule their next return visit into the DIGMA. For

full-time physicians working 5 days a week, this translates

into ten patients scheduling future PSMA appointments

every week, and/or 15 scheduling DIGMA visits on a

weekly basis. Over time, this strategy will virtually guar-

antee the long-term success of their SMA program.

The Physician Not Staying Focused and
Succinct Throughout the Entire PSMA Session

Another common beginners’ mistake is for the physician

not to stay focused and succinct throughout the entire
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DIGMA or PSMA session. There are temptations and

alluring potential inefficiencies at every turn, and it is very

easy for the physician to lose focus, get into tangential

discussions, or enter into unnecessarily lengthy explana-

tions that are interesting but of minimal benefit to

patients. Try not to leave the group room once the session

has commenced—either to attend to clinic matters or to

unnecessarily step out with patients individually in the

mistaken belief that you are somehow providing them

with better and more personalized care. If you do so,

what you will likely be doing is entering into private and

inefficient, one-on-one discussions that all of the other

patients in the group will no longer be able to hear or

benefit from.

Nonetheless, you will undoubtedly need to leave the

PSMA setting on rare occasion, perhaps to deal with a

clinic emergency or to handle a private matter with a

patient. However, try to minimize this by only stepping

out of the group room when it is truly necessary. Further-

more, when it is necessary for you to step out of the group

room with a patient, try to make it towards the end of the

interactive group segment (as this will be less disruptive to

the flow of the group) and as brief as possible. Similarly,

try to defer as much discussion as possible from the

PSMA’s inefficient exam room setting to the subsequent

interactive group segment where all can listen and learn—

and try to avoid unnecessary talk while actually conduct-

ing the private exams in order to conduct these exams

thoroughly but efficiently. It is also a common mistake to

take too much time with the first patient or two that you

work with in the PSMA’s private exam and interactive

group settings. Therefore, along with your behaviorist,

take every reasonable precaution to not make this com-

mon mistake—i.e., by limiting the amount of time spent

on the first two patients accordingly. Then, once you have

established an appropriate pace in the PSMA (one that

will allow you to finish on time with all documentation

completed), try to maintain that pace throughout both

the private exam and interactive group segments of the

session.

Failing to Encourage Any Group Interaction, or
Fostering Too Much to Finish on Time

One final beginner’s mistake that is frequently made is

that, while it is very important to foster some group

interaction during the interactive group segment of the

PSMA, it is equally important to not foster too much

interaction—as that will slow you down too much, and

will make it impossible to finish on time. I usually recom-

mend that the physician sit on a stationary chair, just like

everyone else in the group room, rather than sitting on a

stool or chair with wheels—which creates a temptation

for the physician to fall into the old individual office visit

habit of wheeling over to the patient and talking quietly

and privately to that patient. Unfortunately, by doing so,

the physician’s back will be turned to the rest of the group

and others will not be able to hear what is being said—

thus preventing any meaningful group learning or inter-

action to occur. If the group cannot hear and learn from

what the physician is saying, patients will quickly turn to

others sitting next to them and begin distracting side

conversations—which can cause the physician and beha-

viorist to rapidly lose control of the group.

Another tip would be for the physician to stay focused

upon the patient that the physician is working with in the

interactive PSMA group segment at that moment, and to

keep any group interaction that is fostered focused upon

what is helpful to that patient—such as in confronting any

noncompliance by that patient with recommended treat-

ment regimens. This also helps to keep the physician on

track for running the PSMA like a series of individual

office visits with observers. Simultaneously, it limits the

amount of group interaction that can occur (which could

otherwise quickly become too time-consuming) to that

which is most helpful to the patient that the physician

happens to be focusing upon at the moment. It is a com-

mon beginners’ mistake to instead foster a type of group

interaction that shifts almost randomly from one patient

to another in the group until all focus is lost—thus allow-

ing group interaction to bounce around like a pinball

from one patient to another in the group room. It is

helpful to remember that, if you have a documenter in

the room and are using electronic medical records, the

documenter has the chart note of the patient that the

physician is working with at that time up on the computer

screen—and is systematically working through that

patient’s chart note from start to finish. The documenter

simply cannot keep up with such a rapidly changing focus

in the group by quickly switching computer screens from

one patient to another—and then quitting each patient’s

partially completed chart note in midstream—as the

group interaction is allowed to jump indiscriminately

from one patient to another.

One of the best ways to use a limited amount of group

interaction is to use it to obtain help from the group

when confronting a noncompliant patient’s behavior—

especially regarding the long-term consequences that such

noncompliance is likely to ultimately have upon the

patient. It is often better and more effective to have

other patients in the group room, especially those who

have already suffered such negative consequences by simi-

larly being noncompliant to the physician’s advice, con-

front the noncompliant patient on his/her behavior. I say
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this because they will likely be seen by the patient as being

more credible due to having already gone through the

same experience themselves. Such patients will therefore

be muchmore likely to get through to the patient, and will

probably be more successful than the physician in chan-

ging the noncompliant patient’s behavior.

A Concluding Comment on the PSMA Model

I would like to conclude this chapter on the PSMA

model with the following quotation which, I believe,

captures the exciting potential of this remarkable—

albeit counterintuitive—SMA model. Once they

understand this innovative model and its multifarious

benefits, some have referred to the PSMA as a ‘‘no

brainer’’—i.e., because of the remarkable efficiency,

quality, service, and economic benefits that it can

offer. While counterintuitive, this remarkably efficient

model can be an exciting addition to any busy, back-

logged physician’s armamentarium for better mana-

ging high-volume patient demand for private physical

examinations—and one that typically results in excep-

tional productivity, improved access, high-quality

care, and satisfied patients and physicians.

A 2003 Managed Care article puts it this way: ‘‘Noff-

singer developed PSMAs in response to access problems

specifically for physical examinations in the private sector,

in the armed services, and in the VA system. The actual

physical exams are done in private and take only a few

minutes. As in the other models, its the subsequent group

dialogue where patients benefit and physicians gain tre-

mendous efficiencies, seeing up to 3.7 times as many

patients as they would otherwise in the same amount of

time. PSMAs are segregated by sex and age. A typical

group might be men over 50, where PSA tests would be

on the agenda, or women over 45, who would be interested

in issues such as hormone replacement therapy. ‘I started

with some apprehension,’ says Palo Alto Medical Clinic

family physician James Stringer, MD, whose patients are

mostly men. He has been doing PSMAs for a year and a

half and is starting weekly DIGMAs for follow-up visits. ‘I

thought you’d have to be an entertainer type person, but

you just talk to patients as you do in the exam room. They

enjoy it and I look forward to it’ ’’ (8).

‘‘Mary Ann Sarda-Maduro, MD, an obstetrician-

gynecologist at the Palo AltoMedical Clinic in Fremont,

Calif., has been doing PSMAs with her obstetrics

patients for two years, as have three of her OB-BYN

colleagues. ‘I love doing them,’ she says. ‘I have them

on Thursday mornings, and if I have a great SMA, I feel

great for the weekend.’ These days, anything that elicits

this kind of enthusiasm from physicians is worth looking

into’’ (8).
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Chapter 6

Physician Buy-In: The Key to Successful SMA Programs

Substantial benefits also accrue to me from the group. I find the group to be a meaningful enhancement to
the quality of my professional life, particularly because (a) it gives me the feeling that I am satisfying
previously unmet needs of my patients, (b) I get to know my patients better, and (c) sometimes I get to
know my patients in ways that would simply never come up one-on-one in the exam room. Furthermore,
some office visits and phone calls are avoided through the use of the group. It is gratifying to feel more
available to my patients. And the group is a pleasant and gratifying professional diversion—sort of like
dessert—I look forward to with great relish.
Dr. Mason from Noffsinger EB, Mason JE Jr., Culberson CG, et al. Physicians evaluate the impact
of Drop-In GroupMedical Appointments (DIGMAs) on their practices.Group Practice Journal 1999;

48(6):22–33.

Physicians and Healthcare Organizations
Recognize the Need to Change

Faced with the multiple pressures and harsh economic

realities of today’s highly competitive healthcare environ-

ment, which include rapid change, large practices, less

time available per patient, and weakening bottom lines,

physicians and healthcare organizations alike are grap-

pling to meet these modern challenges through innova-

tive new approaches to delivering accessible, high-quality,

and high-value medical care. In this challenging environ-

ment, a rare combination of benefits makes the DIGMA

and PSMA models exciting and unique: physicians see

considerably more patients in the same amount of time;

patients enjoy more time with their doctor and a more

relaxed pace of care; access is improved through use of

existing resources; greater attention is provided to patient

education as well as psychosocial needs; patients and

physician alike benefit from a multidisciplinary, team-

based approach to care; the help and support of other

patients is integrated into each patient’s healthcare experi-

ence; the professional skills of a behaviorist are provided;

patients and physicians are more satisfied; and the bottom

line can be strengthened. It is this rare combination of

benefits that has enabled DIGMAs and PSMAs to con-

sistently work so well in a wide variety of applications in

actual practice.

While the judicious use of individual medical appoint-

ments will always play a vital role in the delivery of quality

medical care, highly efficient DIGMAs, CHCCs, and

Physicals SMAs—as well as other group visit models still

to be developed—are expected to play an increasingly

important role in the appointment mix offered by physi-

cians in primary care and the variousmedical subspecialties

as we continue to move into the 21st century. These group

visit models have broad applicability to integrated health-

care organizations (HMOs, PPOs, IPAs,VHA,DoD, com-

munity health, etc.) strugglingwith issues of quality of care,

accessibility, service, adequacy of staffing levels, cost con-

tainment, and strengthening the bottom line.

Physician Acceptance Is Critical to Success

Properly run DIGMAs, CHCCs, and Physicals SMAs

can offer major economic benefits to the organization as

well as numerous benefits to patients. However, equally

important to the benefits that well-run group visits can

provide to the organization and to patients are the multi-

ple benefits that they can also offer to the physicians who

run them for their practices—benefits that physicians

must understand if they are to be expected to embrace

these relatively new shared medical appointment (SMA)

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_6,
� Springer ScienceþBusiness Media, LLC 2009
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models. Many physicians will at first be reticent to initiate

DIGMAs and PSMAs in their practices for a variety of

reasons: they might have various concerns and resistances

that have not been adequately addressed; they could be

comfortable with the status quo; and theymay cling to the

mistaken belief that the individual treatment model in

which they have been trained and practicing is simply

the best form of providing medical care. Clearly, these

issues must be thoughtfully addressed with physicians;

however, they must also be properly balanced against

the many real benefits that DIGMAs, CHCCs, and

PSMAs can offer to physicians, patients, and the organi-

zation alike.

Physician buy-in hinges on two key factors: (1) all phy-

sician questions, concerns, and resistances need to first be

promptly and fully addressed; and (2) physicians must

clearly understand the multiple benefits that DIGMAs,

CHCCs, and PSMAs can offer to them as well as their

practices.

Extensive Experience Demonstrates that
Physician Acceptance Is Achievable

Although I originally expected patients and healthcare

organizations to like DIGMAs, I was not as certain that

physicians would embrace them. In my experience to date

with over 400 different providers and 20,000 patient visits

in the DIGMA and PSMA models, I have found that

physicians who choose to run them for their practices do

in fact generally like them. This is true in both primary

care and the numerous medical subspecialties in which

thesemodels have been applied—as well as in the different

fee-for-service and capitated medical groups around the

country (and most recently, internationally) that have

launched such SMA programs. Even physicians initially

reluctant or resistant to starting a DIGMA or PSMA, but

willing to try one and give it their best shot, are often

rapidly won over by the concept once their SMA has

been implemented—as, almost always, physicians quickly

grow to like their SMA once they have participated in it

for a few sessions and have grown comfortable with it.

Generally speaking, I have found physician resistance

to be greatest for the PSMA and heterogeneous DIGMA

models, less for the homogeneous and mixed DIGMA

models, and least for CHCCs. In other words, initial

physician acceptance appears to hinge upon how intui-

tively appealing each of these models is, rather than upon

the ultimate benefit and utility that each of these models

offers to the physician’s practice—e.g., to better mana-

ging both a busy, backlogged practice and chronic ill-

nesses. In any case, extensive personal experience with

these models demonstrates that physician acceptance is

nonetheless achievable with all of these SMAmodels, so

long as all physician concerns are thoroughly addressed

and physicians grow to understand how these various

SMA models can be of benefit to them and their

practice.

Physician Acceptance from Pilot Study
to Full-Scale Implementation

The initial goal in starting a SMA program in mid-sized

and larger healthcare organizations is typically to interest

enough physicians in the concept to be able to start a pilot

study. Once the SMA pilot study has been launched,

evaluated, and demonstrated to be successful within the

organization, the objective then typically immediately

shifts to having the champion advance the SMA program

toward full-scale implementation as rapidly and effec-

tively as possible throughout the entire organization in

order to fully capture its multiple benefits to patients,

physicians, and the organization alike on the largest pos-

sible scale. Clearly, full-scale implementation requires

widespread physician acceptance of these SMA models

throughout the entire system—something that the cham-

pion and program coordinator can be most helpful in

achieving.

Physician Buy-In Occurs at the Grassroots
Level

Ultimately, successful large-scale implementation of a

SMA program in an integrated healthcare delivery system

will only be achieved through physicians hearing positive

reports from their colleagues who are already running

DIGMAs, CHCCs, and PSMAs for their practices with

benefit. When coupled with the ongoing efforts of the

champion and program coordinator in advancing the

SMA program throughout the system, such positive

reports encourage other physicians to try DIGMAs,

CHCCs, and PSMAs for their own practices as well.

Through this word-of-mouth process between peers, a

critical mass of positive reports from colleagues can even-

tually begin to circulate within the organization—so that

more and more physicians eventually become willing to

give them a try. However, this will only happen if every

effort is made to ensure that these initial DIGMAs and

PSMAs are successful—which means that they must be

carefully designed, appropriately resourced, well pro-

moted, and properly run.
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DIGMAs and PSMAs Provide Healthcare
Organizations with a Golden Opportunity

In this manner, DIGMAs and PSMAs can provide

healthcare organizations with a golden opportunity to

initiate system reform toward leveraging existing

resources, increasing productivity, containing costs, and

enhancing service and quality from the ground up,

instead of having to be dictated top-down to physicians

by administrators (an approach that can be rife with

problems). However, it is important to note that even

when physician concerns and resistances are addressed,

and when provider acceptance is ultimately achieved,

successful DIGMAs, CHCCs, and PSMAs do not just

happen. They require considerable effort and work for

such innovative and dramatically different programs to

succeed, particularly on the parts of the champion and

program coordinator (in larger systems). Furthermore,

because they represent such a major paradigm shift,

there are steep learning curves for all involved. Successful

DIGMAs, CHCCs, and PSMAs require administrative

support, the best possible champion and program coordi-

nator, detailed planning, appropriate facilities, a skilled

and trained multidisciplinary team, effective promotion,

buy-in from physician and support staff, constant atten-

tion tomaintaining targeted census levels, and an ongoing

effort to optimize and max-pack each and every SMA

session—including the quantity and quality of medical

care delivered.

Physicians Have Many Initial Concerns About
the Group Model

Physicians have not been trained in these group visit

models. For the most part, physicians have also not

been trained in how to manage groups or how to deliver

medical care in a group setting. As a result, they often

have many initial concerns, worries, and anxieties about

starting DIGMAs, CHCCs, and Physicals SMAs in their

practices. Physicians worry and ask many questions. Will

it work for me? Will it fit my personality and practice?

What if somebody asks a question that I can’t answer?

Will I eventually become comfortable with this new mod-

ality of delivering care? What if I lose control of the

group? How can I possibly get all of the chart notes

done? Is this really better patient care, or is it just another

way to squeeze more work out of already beleaguered

physicians? Is this just another crazy idea that won’t

stand the test of time?

Interestingly, I have found that providers initially

worry about innumerable relatively trivial, anxiety-

based concerns such as those just mentioned, concerns

that will prove to be of little long-term significance once

these physicians gain some experience and comfort in

actually running their DIGMA, CHCC, or PSMA. How-

ever, this is certainly not to say that such worries as these

could not keep physicians from ever trying one in the first

place because this is, unfortunately, all too commonly the

case—which, together with inadequate SMA designs and

insufficient resources, has much to do with why more

healthcare organizations are not already doing group

visits on a much larger scale. Yet these same providers

seldom, if ever; worry about the single most important

issue (and the key to a successful DIGMA, CHCC, or

PSMA program): consistently maintaining targeted cen-

sus levels during all sessions. Nobody seems to initially

ask the most critical question of all: ‘‘Am I design my

DIGMA, CHCC, or PSMA in such a way that I can be

certain of consistently filling all sessions over time?’’

Most Physician Concerns Are Anxiety Rather
than Reality Based

Many of these physician concerns are anxiety based and

come from considering something as dramatically differ-

ent from traditional office visits and unfamiliar as group

visits are. Generally speaking, these are irrational fears

that will quickly dissipate once the DIGMAor PSMAhas

been started—and once experience and comfort has been

gained with these new paradigms of care delivery. Many

of these concerns—such as possibly losing control of the

group, being overwhelmed by nursing responsibilities, or

being unable to complete documentation during the ses-

sions—are solved by appropriately delegating as many

duties as possible and appropriate to the skilled behavior-

ist, nurse/MA(s), and documenter that are provided in

these SMA models. Additional concerns (such as worries

about being able to finish on time with all documentation

completed when so many patients are being seen) can be

gradually overcome by debriefing with the team after

sessions for the first couple of months—focusing upon

how to make future sessions even better and more

efficient.

Group Visits Do Have Their Own Requirements
for Success

Some physicians nonetheless remain skeptical and uncon-

vinced, despite the accumulating body of evidence regard-

ing the remarkable potential that DIGMAs, CHCCs, and
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PSMAs can hold for them, their patients, and the organi-

zation. However, it is anticipated that this evidence

should continue to accumulate over time and gradually

become evermore helpful in persuading such skeptical

physicians to eventually try one for their practices (see

Chapter 9). However, when such skeptical physicians

ultimately do start a DIGMA, CHCC, or PSMA for

their practice, they should not expect a cakewalk,

although, on the other hand, running a group visit pro-

gram is certainly not rocket science. This is because

DIGMAs, CHCCs, and PSMAs introduce much change

and do require considerable effort on the physician’s part

(especially with respect to personally inviting all appro-

priate patients) if they are to be fully successful—plus,

they have their own specific design, training, personnel,

facilities, budgetary, and promotional requirements.

Addressing the Most Common Physician
Concerns and Resistances to SMAs

Some physician concerns are legitimate challenges that

must be grappled with; however, most are the results of

unrealistic fears—either misunderstandings that arise

from trying something as new and different as DIGMAs,

CHCCs, and PSMAs are from traditional office visits, or

anxieties about delivering medical care in a large group

setting. Furthermore, these anxieties and worries are not

helped by the fact that shared medical appointments tend

to be so counter-intuitive and require so much change.

Additionally, other concerns are realistic, but solvable.

However, it will be seen that there are also a couple of

physician concerns that involve forces greater themselves

(such as a substantially increased patient panel size being

their reward for running a successful group visit in their

practice) over which they have little or no control—con-

cerns that administration must be very careful about

addressing appropriately lest they undercut the success

of their SMA program. Because they are so dramatically

different from the traditional individual office visits in

which physicians have been trained and practicing,

DIGMAs, CHCCs, and PSMAs are often initially diffi-

cult for physicians to envision as being workable for their

personalities and practices.

‘‘I’m Too Busy to Start One at This Time’’

I start with this concern because it is, by far, the most

common worry voiced by those very busy, backlogged

physicians who would most benefit from a well designed

and run DIGMA or PSMA program. Physicians often

report that they are simply too busy, too backlogged, too

overworked, or already experiencing too much change to

start a SMA for their practices at this time. They say that

they have neither the necessary time nor the extra energy

required to invest in starting something so new, unfami-

liar, and different for their practice. They are already too

pressured dealing with current heavy workload demands

and hectic day-to-day professional responsibilities to con-

sider adding something burdensome and new to their

schedule at this time. Many physicians report that they

have already been working for sometime to: cut back;

reduce professional demands upon them; simplify their

lives; not feel so overloaded; and enjoy more personal and

family time. So why, they ask, should they add a SMA to

their practice and complicate their lives further at a time

like this?

Although it might be difficult to view from this per-

spective—especially in the light of ever-increasing change

and practice demands—the answer to this question is that

such a concern provides exactly the right reason for start-

ing a DIGMA, CHCC, or PSMA at this time. For exam-

ple, coping with excessive workloads, trying to better

manage a large and backlogged practice, and attempting

to increase efficiency and professional satisfaction are

precisely what DIGMAs and PSMAs have been specifi-

cally designed to accomplish, i.e., along with increasing

capacity, reducing demand, and matching supply and

demand.

Clearly, the solution to busy practices, overwhelming

workloads, and inexorable change requires a long-term

perspective and strategy. It is understandable that physi-

cians who are already overburdened by the extent of their

current workload would find themselves too busy to step

back for a moment and take a longer view toward more

effective practice management.

In the more than 400 primary and specialty care

DIGMAs and PSMAs that I have personally assisted in

designing and implementing with different healthcare

providers to date (i.e., in medical groups nationally and

internationally), my experience has been that virtually all

of the pilot physicians involved were already extremely

busy and having some degree of this type of angst and

concern. All were tempted to say: ‘‘I’m too busy to start a

DIGMA or PSMA for my practice at this time.’’ In fact,

many initially did say this, but later recanted and, withmy

encouragement as champion, did start a SMA in the

hopes of creating a long-term solution to their current

excessive workload demands and access problems.

Once their SMAs were launched, these physicians

typically rapidly became comfortable with their new pro-

grams. They found their DIGMA or PSMA to be inter-

esting and helpful, and gradually learned how to use their
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SMA program to best advantage. In the end, they even-

tually grew to like their SMAs and the many benefits they

provided. After successfully running their SMAs for a

while, these physicians simply did not want to go back

to their pre-SMA days of: being unable to effectively

manage their large and busy practices; facing access pro-

blems and numerous patient complaints regarding poor

access; enduring all-too-many work-ins and double book-

ings; coping with high patient telephone call volume; and

getting exhausted each day on the fast-paced treadmill of

delivering medical care through inefficient individual

office visits alone. In addition, they found that their

DIGMAs and PSMAs introduced some enjoyment and

fun into their otherwise hectic and draining workweeks—

plus, they often left SMA sessions feeling energized rather

than depleted (Fig. 6.1).

‘‘What if I Don’t Know the Answer or Say
Something Stupid in Front of 15 Patients
At Once?’’

This is one of those common anxieties that physicians

often privately worry about prior to starting a DIGMA

or PSMA for their practice, but one that quickly dissi-

pates once the program actually starts and the physician

has the opportunity to observe that this potential cata-

strophe seldom, if ever, occurs. Physicians must keep in

mind that their patients have selected them to be their

doctor for a variety of personal and professional reasons.

All that their patients want is for the same doctor that

they have grown to know and trust during individual

office visits to show up for the SMA.

Physicians only need to be themselves in the SMA.

They do not need to put on airs or suddenly become a

genius, a scholar, a humorist, an entertainer, or any-

thing different from what they normally are, just

because they find themselves in a group setting. Physi-

cians quickly come to realize that their patients are not

out to get them in the SMA, nor are they likely to

jump on them for making a mistake. Experience has

shown that physicians are quite uniformly treated by

their patients with kindness and respect in their

DIGMAs and PSMAs—as patients appreciate having

improved access, more time with their doctor, greater

patient education, the professional skills of the beha-

viorist, an additional healthcare choice, and the oppor-

tunity to learn from (and be emotionally supported by)

other patients in attendance.

Even if physicians were to say something they felt was

foolish or incorrect in front of 15 of their patients at once,

all that would need to happen is for them to say some-

thing like: ‘‘Oops, that wasn’t what I meant to say. Let me

try to answer that again.’’ The patients would then likely

briefly laugh with the physician, and the situation would

quickly be corrected, with no harm done. If anything, you

will appear to be all the more human to your patients. In

fact, when this does happen, the patients often express

that they now feel even closer to the physician than

before, since their doctor now seems more human and

approachable to them.

The same is true if you do not know the answer to a

question. Simply acknowledge this, but add that you will

try to find out the answer by the time the patient comes in

for his/her next medical visit, unless, of course, it happens

to be one of those important medical questions that

nobody yet knows the answer to (in which case, just let

the patient know that this is the case). Keep in mind that

patients tend to be quite reasonable and supportive of

their physicians in the group setting—so try to find

some reassurance in this fact.

Nonetheless, the very fact that this fear happens to be

unrealistically exaggerated in the physician’s mind (in

that it is extremely unlikely to actually occur in practice

with anything close to a catastrophic consequence) cer-

tainly does not mean that it has not kept many physicians

from ever trying a SMA for their practice in the first place.

This is simply one of those many anxiety-based worries

that physicians often have when initially considering a

DIGMA or PSMA for their practice. I would encourage

providers having such fears to simply trust me and put

them aside for now, and try to proceed with starting a

DIGMA, CHCC, or PSMA for their practice anyway—

i.e., if that otherwise seems to be a wise choice for them. In

Fig. 6.1 SMAs are enjoyable to all in attendance, including the
physician and behaviorist—which results in physician professional
satisfaction being consistently high (courtesy of Dr. Patricio
Aycinena, Diabetes DIGMA, Cleveland Clinic, Cleveland, OH)
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other words: Just do it! You can always fine-tune the

program later, and make adjustments as you go.

A contrary problem is the physician who has a false

sense of security—i.e., the physician who thinks he/she

knows more about running a DIGMA or PSMA than

they in fact do, often because they have been asso-

ciated with some type of group or class in the past.

However, what is required for a successful DIGMA is

often very different from that which is required for

success in other types of group programs and classes.

Worse yet, this false sense of confidence on the physi-

cian’s part can lead to poorly designed, inadequately

supported, hastily thrown together, and improperly run

DIGMA and PSMA programs—as well as to many

unnecessary beginners’ mistakes. This could, in turn,

frustrate the physician and ultimately foster the incor-

rect conclusion that SMAs will not work in their prac-

tice—when in fact they could, if only they had been

properly designed, supported, and run.

‘‘It Won’t Work for My Personality
and Practice’’

Physicians sometimes state that, while DIGMAs and

PSMAs might have worked well for others, their own

personalities and practices are quite different for a variety

of reasons, so that these SMAs would not work for them.

For example, an internist or family practitioner might

comment that while they can see how a DIGMA would

work for the relatively homogeneous patient population

of a specialist (such as a rheumatologist, cardiologist,

nephrologist, neurologist, oncologist, obstetrician, or

allergist), it would not work for them. Not uncommonly,

primary care physicians will state that their patients are

simply too heterogeneous for DIGMAs or PSMAs to

work for them—adding that their patients often come in

for one thing, but then also want a long laundry list of

additional medical issues addressed.

One possible solution to the concern of heterogene-

ity could lie in selecting a mixed or homogeneous

DIGMA or PSMA model rather than a heterogeneous

one—so as to partition the physician’s diverse practice

into more homogeneous and compatible groupings of

patients. For example, the mixed DIGMA model in

primary care could be custom designed to the specific

needs of the primary care physician’s practice by focus

upon: cardiopulmonary patients during the first week

of the month; diabetes and obesity the second week; GI

patients the third week (GERD, inflammatory bowel

disease, irritable bowel, ulcers, etc.); and women’s

health issues on the fourth week. Other choices could

include having chronic pain (headache, arthritis, fibro-

myalgia, musculoskeletal neck and back pain, etc.) on

one of the weeks, and multi-morbid geriatric patients

(or patients who are depressed, anxious, or having

stress-related problems) on another week of the

month. However, whenever you consider a mixed or

homogeneous DIGMA for your practice, be certain to

first ask yourself whether the patient groupings that

you are designing the program around are sufficiently

broad—and involve a large enough number of

patients—to ensure that you will be consistently be

able to fill all of your future DIGMA sessions.

Interestingly, extensive experience with primary care

DIGMAs demonstrates that—even if the mixed or

homogeneous model is initially used—it is not uncom-

mon for the program to gradually evolve into a com-

pletely heterogeneous DIGMA over time. This is one

of those observations about SMAs that is not intui-

tively obvious. But when one thinks about it, it does

make sense. I say this because when patients come in

for one reason that qualifies them for the session, but

then bring up other unrelated issues on their laundry

list, the physician will likely just deal with the entire list

of medical issues brought up during the SMA. This not

only keeps patients from needing to come back for

these other issues (which would needlessly tie up an

additional appointment), but also results in the mixed

or homogeneous DIGMA gradually becoming more

heterogeneous over time.

Unexpectedly, the heterogeneous DIGMA subtype is

often the easiest to set up and run from an operational

perspective—plus, it is typically the best subtype of the

DIGMA model for better managing a large and back-

logged practice. Because the follow-up visits of vir-

tually all established patients qualify for inclusion,

schedulers are more likely to schedule patients into a

heterogeneous DIGMA—as they do not fear being

reprimanded for putting the wrong patient into a ses-

sion. Because of its operational advantages (plus the

fact that it is easier to keep heterogeneous DIGMA

sessions full, as the physician’s entire practice qualifies

to attend any given session), it is probably the most

common DIGMA subtype used in primary care—

despite being so counterintuitive. On the other hand,

the homogeneous subtype is often the most common

subtype used in chronic illness population management

programs—i.e., where enough patients with a particular

diagnosis are available to ensure that all homogeneous

sessions can consistently be kept full. However, this

would be much more difficult to accomplish if the

homogeneous DIGMA was instead designed around

the much smaller number of such patients that would

be in an individual provider’s practice.
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Few heterogeneous DIGMAs have been more wide

ranging and diverse than those that I experienced in

neurology, where patients experiencing migraine and

cluster headaches, younger patients with multiple

sclerosis and seizure disorders, and older patients with

stroke, dementia, and Parkinson’s disease were all seen

together during every sessions. Even here, this hetero-

geneous mix of patients worked out well. Patients were

not only highly satisfied with these DIGMA visits but

also found them to be very interesting and informative

as well. Patients left the session realizing not only that

they were not alone in dealing with a serious health

problem but also that there were many others whom

they felt were worse off.

Although the physician must have the necessary

motivation to try a DIGMA or PSMA, experience

has shown that physician personality otherwise appears

to be a largely irrelevant factor to success. DIGMAs

and PSMAs have worked for introverted, reserved phy-

sicians who feel painfully awkward and uncomfortable

in groups—as well as for outgoing, gregarious physi-

cians with exceptional interpersonal skills and no reser-

vations whatsoever about delivering medical care in a

group setting. DIGMAs and PSMAs have also worked

with physicians who were initially highly resistant and

skeptical to the concept, but were nonetheless willing to

give a SMA a try despite their initial reluctance. They

have also worked with providers who were initially so

frightened by their SMA group experience that they

actually broke out in full body hives, shook with ner-

vous tremors, or spoke with a voice that kept cracking

during their initial SMA sessions.

However, it must nonetheless be pointed out that

DIGMAs are not for all physicians—especially physi-

cians who are not willing to invest the necessary time

and energy into making their SMA a success. This is

particularly true for physicians who are not willing to

personally invite—on an ongoing basis—all appropri-

ate patients (i.e., through a carefully scripted and posi-

tively worded invitation) seen during regular office

visits to have their next visit be in a DIGMA or

PSMA. Nor are they likely to be as helpful to physi-

cians with small practices, many unfilled appointment

slots, and no access problems because of the difficulty

that such physicians might have in filling their SMA

sessions. Other than these few exceptions, the factor of

physician personality appears to be largely irrelevant—

an observation that initially came as a big surprise to

me (as I felt in the beginning that DIGMAs would

work best for physicians perceived either a technically

brilliant or outwardly gregarious and entertaining), and

which represents just one more factor about group

visits that is highly counterintuitive.

‘‘It Might Work for Others, but My Patients Are
Different and Won’t Want a Group’’

I have heard this physician concern time and time again,

in a variety of contexts, a few of which are mentioned

here:

� ‘‘It won’t work for my patients because they are highly

educated managers and CEOs who are of too high a

socioeconomic level to want a group.’’
� ‘‘It won’t work for me because my patients are primar-

ily the urban poor and of low socioeconomic levels.’’
� ‘‘It won’t work for me because my practice is a rural

one, and patients often know one another.’’
� It might work in America, but it won’t work in our

country because our patients are different.’’
� ‘‘It won’t work for my military practice because of

issues around rank and work proximity.’’
� ‘‘It won’t work for my practice because I work in a

public hospital withmany homeless, poor, emotionally

disturbed, and disenfranchised patients.’’
� ‘‘It won’t work for me because I work in a prestigious

academic setting, and my patients won’t tolerate a

group visit.
� ‘‘It won’t work for my patients because I often work in

nursing homes or domiciliaries.’’
� ‘‘It won’t work for me because my patients are too

complicated.’’
� ‘‘It won’t work for my patients because they are too

difficult, demanding, psychologically needy and require

a lot of professional handholding.’’
� ‘‘It won’t work for me because my patients are of tough

Norwegian farming stock and tend to keep their pro-

blems to themselves rather than burdening family and

friends.’’
� ‘‘I can see where it will work for the chronically ill, but

it won’t work for my patients because most of them

have an acute health problem rather than a chronic

one.’’
� ‘‘It might work for the elderly, but not for my practice

because I primarily see younger patients who are still

working.’’
� ‘‘It won’t work for me because my patients won’t be

willing to stay for 1½ hours.’’
� ‘‘It won’t work for me because my patients are used to

having my undivided attention.’’

However, in all such cases where these suppositions have

actually been put to the test, such initial concerns have

ultimately proven to be unfounded—as DIGMAs and

PSMAs have been shown to be robust SMA models that

can work well in all of these situations. However, such

concerns might translate into extra effort needing to be

taken to ensure confidentiality or that the SMA is
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appropriately custom designed to a particular physician’s

practice. Whenever I heard such concerns, but was none-

theless able to persuade the physician to try a DIGMA or

PSMA, we were able to custom design the program to the

physician’s particular needs, concerns, and patient

panel—and the SMA was in fact almost always shown

to work successfully in actual practice. It turns out that

people are people, and they like the many patient benefits

that well-run SMAs can offer—plus they like to talk

about their health problems with others who can truly

understand.

Although there will always be patients who prefer the

individual office visits to which they have become accus-

tomed, the point here is that when the SMA program is

properly run and promoted to patients, there can still be a

large enough number of patients willing to attend the

group visit program to make it a success. In fact, I am

still looking for applications whereDIGMAs and PSMAs

simply will not work—so, if you find any, please let me

know at ‘‘TheDIGMAmodel@aol.com’’. Once we do

know the limits of these robust SMA models, we will be

better able to more accurately assess what types of

patients and conditions will best be serviced by DIGMAs

and PSMAs—and which types would best be seen in

individual office visits.

‘‘I’m Already So Busy that There Is No Way
I Can See Three Times as Many Patients
in a DIGMA or PSMA’’

This is a frequently stated concern by physicians who are

interested in trying a DIGMA or Physicals SMA in their

practice, as it is with these particular SMA models that

tripling a physician’s productivity is a common goal.

However, busy and harried physicians who are already

overwhelmed by the demands of a large and busy practice

frequently have a difficult time envisioning how they will

be able to successfully address the needs of this added

patient volume during the allotted 90 minutes of group

time. This concern fails to take into consideration the

substantial gains in efficiency that the physician can

experience by delegating as much as possible and appro-

priate to the multidisciplinary SMA care delivery team—

one that often includes a nurse/MA(s), behaviorist, doc-

umenter, and dedicated scheduler. It also fails to take into

account the remarkable efficiency gains that can come

from the group setting itself, where the physician can

avoid repetition by only saying things once (but often

going into greater detail) to the benefit of the entire

group, and where sessions can be overbooked according

to the expected number of no-shows and late-cancel—i.e.,

to avoid this burdensome source of waste and physician

downtime.

The unfortunate fact is that, should physicians give in

to this anxiety-based concern, they will probably make

the common beginners’ mistake of designing their SMA

to be too small—and thus lose much of the economic and

psychodynamic benefit that the program could in fact

offer. If physicians start with a small census with the

intention of then gradually making their group size larger

over time (i.e., as they gain experience and comfort with

the SMA), they are likely to find that this strategy will

seldom work in actual practice. Instead, they will prob-

ably reach a group size with which they are comfortable,

and then stop there—which will result in the physician

never reaching the true productivity potential of the

remarkable DIGMA and PSMA models.

What I recommend is that physician’s adopt the oppo-

site strategy. Start out with full groups having a target

census that at least triples their actual productivity over

individual office visits. The four exceptions to this rule

(that I am currently aware of) would be for (1) prenatal

visits in obstetrics; (2) well-baby checks and school, camp

and sports physicals in pediatrics; (3) full body skin exams

in dermatology; and (4) extremely productive primary

care providers having only 10-minute office visits.

Because of the very high initial productivity levels of

these providers during traditional office visits, the

DIGMA and PSMA models are frequently only able to

double the productivity of such providers as these. This

strategy of starting with full-sized groups from the outset

will likely result in the physician soon learning to adapt to

this higher census level, and soon becoming accustomed

to running SMAs with these larger group sizes. Keep in

mind that, with experience, some physicians have been

able to successfully run DIGMAs with census levels con-

siderably larger than the maximum of 16 patients that I

typically recommend as an upper limit to DIGMA group

size. When using this approach, accept the fact that you

will likely finish late—plus possibly not have all of your

chart notes completed—during your initial DIGMA and

PSMA sessions. However, this is a temporary problem

that you will quickly learn to overcome as experience and

comfort is gained with these larger DIGMA and PSMA

group sizes.

While finishing late without all documentation com-

pleted will likely happen at first (but not always, as some

physicians are very efficient time managers from the very

beginning), my recommendation for addressing this pro-

blem is to simply debrief with your behaviorist, nurse/

MA(s), and documenter for 15–20 minutes after sessions

for the first couple of months—focusing upon how to

make future sessions even better and more efficient. By

doing this, and then carrying the suggestions made
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forward into your next group sessions, you will likely

soon become accustomed to this higher workload volume

during your DIGMAor PSMA—andwill gradually learn

to pace the group so as to finish on time and with all

charting done. By doing so, you will be able to achieve the

optimal group size for your SMA from both psychody-

namic and economic perspectives, and thereby derive its

full benefit. Because of the increased efficiencies of the

DIGMA and PSMA settings, this often translates into

being able to see two, three, or more times as many

patients (with three times being most common) in your

SMA than you would be able to see individually during

the same amount of time spent seeing patients individu-

ally in the clinic.

‘‘I’m Not Comfortable Delivering Medical
Care in a Group Setting’’

Physicians differ as to how much medical care they are

comfortable delivering (or are willing to provide) in the

group setting, and often have strong feelings about this,

which must be respected. Additionally, physicians some-

times worry about whether the group will demand more

medical care than they can realistically provide. On the

other hand, the delivery of medical care is the paramount

feature of SMAs—which is why they are not support

groups, health education classes, psychotherapy groups,

or behavioral medicine programs. Over time, physicians

generally appear to gradually gain comfort in delivering

more and more medical care in the group setting—i.e., as

they gain experience with their DIGMAs and PSMAs.

A common variant of this concern is that there will not

be enough time during the SMA session for delivering

qualitymedical care to all of the patients who are present—

and to meeting all of their diverse medical needs. It can be

argued that one of the major reasons that patients bring a

long laundry list of medical issues to their appointments is,

at least in part, a result of the inaccessibility and rushed

nature of today’s individual office visits. Because

DIGMAs and PSMAs help to solve such accessibility

and time problems, it could also be argued that such

SMA programs can help these laundry lists of issues to be

gradually worked through, so that single issue, focused

visits ultimately become more achievable over time. This

issue of enough time being available to deliver quality care

to all attendees is addressed by requiring that the SMA

census not be too large—i.e., that attendance remain

within the recommended range for each SMA model.

Experience demonstrates that 10–16 patients plus 3–6

support persons is an ideal group size for most 90-minute

DIGMAs in primary and specialty care. It is for this

reason (plus the fact that physicians often find the pace

of still larger groups to be exhausting) that I do not

generally recommend groups larger than 16 patients in

attendance for a 90-minute DIGMA. Nonetheless,

DIGMA groups with as many as 22 or more patients

have been successfully run in actual practice by physicians

having years of experience in running DIGMAs in their

practice—and with high levels of patient satisfaction. In

fact, in one such group that was particularly large, there

was even a spontaneous standing ovation by patients for

the physician at the end of the session.

Ultimately, the amount of medical care delivered in the

group setting will depend not only on the physician’s

goals in running the SMA for his/her practice but also

on the physician’s comfort level, practice style, and

patient panel—and on the physician’s level of experience

in running the DIGMA or PSMA. Many physicians,

especially those with busy practices and large backlogs,

will want to deliver as much medical care as possible

during their DIGMAs, so that as many appropriate

patients as possible can attend in lieu of individual office

visits in order to get their medical needs comprehensively

addressed. On the other hand, there are certain physicians

who have large numbers of patients with extensive infor-

mational and psychosocial needs. These physicians might

therefore choose to have slightly smaller groups and to

deliver some direct medical care in their DIGMAs—i.e.,

so as to focus upon meeting the extensive informational

and psychosocial needs that these patients are experien-

cing. In either case, I have repeatedly observed that—as

physicians become more experienced and comfortable

with their SMAs—the amount of medical care they actu-

ally deliver during their DIGMAs and PSMAs typically

tends to increase over time.

Although, at least in the case of DIGMAs almost all

medical care is provided in the group setting, certain types

of care are nonetheless provided by the physician in the

privacy of the nearby exam room, typically toward the

end of the session—e.g., brief private exams that require

disrobing, brief discussions of a truly private nature, and

some simple procedures (e.g., ear wax cleaning, liquid

nitrogen freezes, trigger point injections, and brief hear-

ing tests).

In addition, brief behavioral health evaluations, inter-

ventions, and referrals can also occur in the DIGMA

setting. For example, information can be provided—

with the assistance of the behaviorist—in the group set-

ting (where all present can listen and learn) about: disease

prevention and self-management; developing healthy eat-

ing and exercise habits; addressing anxiety, depression,

and substance abuse; adopting healthy lifestyles and good

sleeping habits; avoiding high-risk behaviors; available

internal and external resources and treatment programs;
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stress management techniques; and the importance of

compliance and various self-help techniques.

‘‘This Sounds Like More Managed Care
Cost-Cutting, Not Increased Quality of Care’’

When they first hear about DIGMAs and PSMAs, phy-

sicians sometimes express concern as to whether quality

of care will really be increased or whether SMAs represent

just another cost-cutting measure by managed care orga-

nizations in a dangerous trend toward justifying the over-

working and understaffing of physicians. It is true that

DIGMAs and PSMAs can leverage existing resources to

dramatically increase physician productivity and effi-

ciency—and thereby help to contain healthcare costs.

However, this is a serendipitous concomitant of these

group visit models—because the reason that I originally

developed the DIGMA and PSMA models was to

enhance the quality of care and healing experience that

patients receive.

Although SMAs could be used in capitated settings to

increase practice sizes, an issue which will be addressed

shortly (see ‘‘Why should I run a SMA if my reward will

just be a 200 patient increase in my panel size?’’), my

experience has been that well-run DIGMAs and PSMAs

benefit physicians in a variety of ways (a topic discussed in

detail during the second half of this chapter) and accom-

plish this while simultaneously enhancing service and

quality of care to patients. SMAs provide medical care

with a warm, personal touch, and allow physicians to

interact with their patients in ways that short, rushed

individual visits simply do not permit. In fact, some phy-

sicians have even commented that—through their

DIGMA or PSMA—they are finally able to deliver to

their patients the quality medical care that they originally

envisioned being able to provide when they were in med-

ical school.

DIGMAs offer a wide variety of quality of care benefits

to patients. Patients are afforded drop-in convenience

wherein they can spend 60, 90, 120, or more minutes

(most typically 90 minutes) with their own doctor any

week that they have a medical need and want to attend.

Patients are amazed and appreciative about having this

amount of time with their doctor—and this degree of

prompt, barrier-free access to care. In addition to the

increased patient education and broad range of medical

services thatDIGMAs and PSMAs offer, they also provide

the additional benefits of: (1) the behaviorist (who can help

the physician to diagnose depression, anxiety, substance

abuse, and other psychiatric conditions that so often go

under-diagnosed and under-treated in the primary care

setting); (2) an expanded nursing function; (3) a documen-

ter (which enables to physician to look at the patient and

more closely focus uponwhat the patient is saying); and (4)

a supportive group of other patients from the physician’s

own practice who share similar issues, offer encourage-

ment, give helpful advice, and can really understand.

BecauseDIGMAs can improve access to the physician’s

practice, patients requiring periodic monitoring and sur-

veillance are able to be followed as closely as the physician

deems appropriate—i.e., rather than being limited to the

few individual appointments that might be available in the

clinic, which might also be weeks or months away. For

example, if the patient is started on a new medication or

treatment regimen and the physician would like to see how

the patient is doing the following week, then this is always

possible with a weekly DIGMA—because all it means is

that one more patient will be seen in the next week’s group

session. In other words, the patient will not have towait for

the next available individual appointment opening in the

physician’s schedule—which could be weeks or even

months away.

Another quality of care benefit is that other patients in

the DIGMA or PSMA session will often ask medically

important questions that the patient never thought to ask,

but would like to know the answer to. Similarly, other

patients might describe significant medical symptoms

they are having that the patient is also experiencing, but

has neither recognized as medically important nor

reported to the physician. This is of particular benefit

with certain types of symptoms which patients are

known to frequently deny, minimize, or underreport,

such as cardiovascular symptoms. In addition, as the

physician individually addresses each patient’s medical

concerns and answers their questions throughout the

group session, everyone present is able to listen, learn,

interact, and benefit. Patients report that they often find

this information to be both interesting and helpful to

themselves as well. Patients have described this experience

as like being in a mini-medical school class taught by their

very own doctor—and as being akin to Dr. Welby care.

DIGMAs provide patients with effective mind–body

medical treatment in a relaxed setting—along with the

information, encouragement, and support that they and

their families need for better coping with and managing

their health problems—and for living life as fully as pos-

sible, despite illness. The message is, ‘‘You might have an

illness, but it doesn’t have to have you.’’ Others in the

group might have the same condition as the patient,

which can create patient bonding and provide a unique

opportunity for the patient to ask questions and discuss

important issues with someone else who is similarly

afflicted. Others may have already undergone the treat-

ment or procedure that is being recommended by the
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physician, but which the patient may be resisting (e.g.,

taking insulin, starting radiation or chemotherapy, begin-

ning dialysis, undergoing a prostatectomy or mastect-

omy, or having a potentially disfiguring surgical proce-

dure). The encouragement and support provided by other

members of the group can improve not only the patient’s

mood but also the likelihood of compliance with the

medical treatment regimens that are being recommended

by the physician. Plus, SMAs are completely voluntary

and provide patients with an additional treatment choice.

In short, far from being managed care at its worst, there

are many quality benefits that can be provided by a

properly run SMA program (many of which we build in

from the start, such as updated injections and health

maintenance, Patient Packets, and appropriate hand-

outs). This is not surprising given the fact that I originally

developed two of today’s three major group visit models

as a disgruntled patient—i.e., because of what these group

visit models could provide for our patients.

‘‘What if I Lose Control of the Group?’’

Another common concern that physicians express with

DIGMAs and PSMAs is the loss of control they fear that

they could experience in these group settings. After all, the

reasoning goes, you can control a situation much better

one-on-one than when you are facing a large group of

your patients as a whole and are not certain about what

will happen next.

In addition, there is the perceived loss of control that

comes with delegating to others many responsibilities that

you have traditionally conducted yourself. Interestingly,

even though physicians not infrequently complain about

all the workload responsibilities they carry, they often

have considerable difficulty in letting go and delegating

them to others. In SMAs, many such responsibilities are

dispatched to a multidisciplinary care delivery team,

although all team members (behaviorist, nursing person-

nel, and documenter) should have been specifically

trained for these SMA responsibilities—and each should

bring a helpful and complementary skill set to the group

appointment.

When first contemplating a DIGMA or PSMA for

their practice, physicians often initially envision a whole

host of loss-of-control calamities that could occur to them

if they should chose to proceed. They worry about losing

control in the group, especially if there is an incessant

talker who dominates the group and would not shut up

or if there are many quiet patients who simply would not

talk. They worry about receiving negative feedback from

patients in the group, about the possibility of being

confronted by angry patients, and about whether situa-

tions might develop that could spiral negatively out of

control. These include the possibility of having an exces-

sively demanding and difficult patient attend the SMA, of

being embarrassed by patients asking questions in group

that they are unable to answer, or of having a patient with

such intensive and overwhelming medical and psychoso-

cial needs that the physician does not know where to

begin (or whether there will ever be any end to all of the

medical needs that must then be addressed).

In part, the solution to many of these anxieties and

concerns lies in the careful selection of a compatible, well-

trained, and trusted behavioral health professional—such

as a health psychologist or medical social worker—who is

capable of handling many of the group dynamic and

psychosocial issues that the physician might not be com-

fortable dealing with. The behaviorist should ideally pos-

sess a strong working knowledge of the DIGMA, CHCC,

and PSMAmodels—plus be experienced in running large

groups, working closely with physicians, and dealing with

the emotional and psychosocial needs of medical patients.

DIGMAs and PSMAs provide the physician with real

and meaningful help from the behaviorist, nursing per-

sonnel, documenter, and dedicated scheduler, who assist

the physician in running the group and in pacing the

session to finish on time.

Because the physician and behaviorist function as a

coordinated team, the behaviorist can take primary

responsibility for handling the group dynamics and

addressing behavioral health and psychosocial issues—

which the physician may not be as skilled and comforta-

ble in dealing with. The behaviorist can also run the group

alone (focusing upon behavioral health and psychosocial

issues) when the physician arrives late, provides a brief

private discussion or exam, documents a chart note, or

temporarily steps out of the group room to address an

urgent clinic matter.

Dealing effectively with the emotional and psychoso-

cial issues of difficult, angry, demanding, information-

seeking, psychosocially needy, and high-utilizing patients

is one of the great strengths of the DIGMA and PSMA

models—and one uponwhich physicians actually running

them frequently comment very favorably. Unlike indivi-

dual office visits, where the physician frequently has little

time and must deal with both medical and psychosocial

issues alone, DIGMAs and PSMAs can actually provide

more control by offering greater time plus the help of both

the behaviorist and the group itself. Furthermore, other

patients almost invariably support the physician’s recom-

mendations and often provide additional information

that is helpful to the challenging patient. I have never

found patients to be out to somehow get or embarrass

their physician.
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For this reason, the in-your-face angry patient, the

distrustful patient, the anxious or depressed patient, the

patient who is constantly bothering staff or telephoning

the physician’s office, the information-seeking patient

(who refuses to leave until a long list of questions is

answered), the lonely widow for whom her doctor’s

appointment is the high point of her entire week, the

worried well, and the inappropriately high-utilizing

patient with extensive psychosocial needs are all typically

more effectively treated in SMAs than in relatively brief

individual office visits. The overall net result of running

DIGMAs and PSMAs for one’s practice can actually be

an increase in the amount of control that physicians have

in better managing their practices—i.e., rather than the

loss of control that physicians might initially fear.

‘‘Group Programs Strip Away My Easy
Patients, Leaving My Hard Ones for the Rest
of the Week’’

Physicians expressing this concern are saying that many

group programs (such as some health education classes

and behavioral medicine programs for hypertension,

hyperlipidemia, early stage diabetes, and health and well-

ness) selectively remove some of the easiest patients that

they normally see during their workweek. This can actu-

ally result in the physician experiencing an overall net

increase in workload, because the patients that they are

then left to see individually during the remainder of the

week are the ones that are more difficult and time-con-

suming to deal with, i.e., those with more complex med-

ical and psychosocial needs. The perception here is one of

actually having to work harder as a result of establishing

DIGMA and PSMA group programs, rather than finding

some relief in workload through them.

The DIGMA and PSMA models address this issue

because they have great flexibility, multiple parameters,

and can be custom designed around the specific needs

and requirements of the individual physician. Physicians

considering a SMA for their practice must first ask them-

selves: ‘‘Specifically what do I want my DIGMA or Physi-

cals SMA to accomplish for me and my practice?’’ Physi-

cians who are capitation driven (i.e., who want their SMA

designed so as to maximize productivity and efficiency in

order to improve access, expeditiously manage their prac-

tice, and increase revenues) will opt for one type of SMA

design—i.e., one that will maximally leverage their time

and optimally increase their efficiency and productivity.

On the other hand, physicians most wanting to preserve

their easier patients (or patients whom they most enjoy

working with) for their individual appointment slots will

instead want to design their SMAs to handle many of their

more difficult, problematic, and demanding patients.

Although some physicians might be tempted to cherry

pick their easy patients for their DIGMA or PSMA, I

generally recommend against this. Why see your easy

patients during a 1½-hour segment of your workweek,

and then leave yourself with your most difficult, proble-

matic and challenging patients for the entire remainder of

your week? In other words, why not specifically target your

most problematic, difficult, psychosocially needy, challen-

ging, and information-seeking patients for your 90-minute

DIGMA—and then leave many of your easier, more inter-

esting, and pleasanter patients to enhance your professional

satisfaction during the rest of your workweek? In addition,

once you adopt such a strategy, you quickly come to realize

that many of these patients that are so difficult and time-

consuming to treat when you are seeing them one-on-one

(e.g., fibromyalgia, chronic pain, headache, and irritable

bowel) are often better and more easily handled in the

DIGMA group setting, which is an additional, albeit coun-

terintuitive, benefit of this group visit model.

Or else, why not adopt the strategy of trying to see all

appropriate patients possible during your DIGMA—and

reserve your individual office visits for those few patients

who cannot be appropriately seen in yourDIGMA. These

can include such patients as those who: do not speak

the language in which you are conducting the group;

are too demented or hearing impaired to benefit; have

highly contagious serious illnesses; refuse to maintain

confidentiality; or are experiencing medical emergencies

and rapidly evolving medical conditions. They can also

include patients with urgent medical conditions, patients

needing complex medical procedures, and patients who

refuse to attend a group visit.

‘‘I Will Still Need Individual Appointments’’

My response to this frequently stated physician concern is

that these SMA models were never meant to completely

eliminate individual office visits, i.e., that DIGMAs,

CHCCs, and Physicals SMAs are not designed to totally

replace their individual appointments. Instead, these

SMA models were designed to be compatible with indivi-

dual office visits—and to complement and work together

well with the judicious use of individual visits. This is not

an either–or situation, but rather an additional healthcare

choice that is available to patients. DIGMAs, CHCCs,

and PSMAs provide physicians with an important tool to

use in optimizing their management of time so that

patients most appropriately seen in group medical
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appointments can be efficiently seen in that venue of care,

thereby preserving more costly individual office visits for

those patients truly needing them (or refusing to partici-

pate in a group visit).

In this way, patients and conditions best treated in the

highly efficient and cost-effective DIGMA, CHCC, and

PSMA settings can be seen in these group milieus,

whereas patients best treated through individual office

visits can then be seen in that venue of care. In fact,

individual office visits should actually be more available

to patients needing them as a result of the SMA pro-

gram—i.e., because so many individual office visits are

off-loaded onto the highly accessible DIGMAand PSMA

group visits that individual visits should soon also become

more available to patients needing or wanting them.

Each care model offers its own advantages. DIGMAs

are often best for routine follow-up appointments and

monitoring chronic illnesses because they offer the advan-

tages of increased productivity and efficiency, improved

access, a more relaxed pace of delivering care, closer

follow-up care, and the support provided by the beha-

viorist and other patients in the group. PSMAs offer

similar advantages, but for private physical examinations

rather than follow-up visits. CHCCs are best for the

follow-up appointments for the same group of 15–20

high-utilizing, multi-morbid geriatric patients. Individual

office visits are often best for patients who are experien-

cing an urgent medical situation, having a serious acute

infectious illness, needing a complex procedure, or refus-

ing to attend a group visit. It is important to note that

DIGMAs and PSMAs are meant to be voluntary to

patients and physicians alike. In all of these SMAmodels,

patients are to be told that they can still have individual

office visits as before. However, if they prefer, they are

also welcome to return to the DIGMA the next time they

have a medical need—in which case, the follow-up visit

can immediately be scheduled into the appropriate future

DIGMA session.

Therefore, the challenge facing us now is to find that

optimal mix of DIGMAs, PSMAs, CHCCs, and indivi-

dual appointments to maximize benefit and value in the

medical care that we are providing to our patients—i.e.,

while simultaneously providing quality care, excellent

service, contained costs, and high levels of both patient

and physician professional satisfaction.

‘‘I’m Concerned About Confidentiality’’

Physicians frequently express concerns about confidential-

ity, and whether patients might be unwilling to discuss (or

have discussed) personal medical issues in a group setting.

One of the great counterintuitive surprises about SMAs is

that patients are quite often unexpectedly open and candid

in the group setting. Sometimes patients in the DIGMA

will tell the physician that they did not feel comfortable

bringing an issue up in their last individual visit, but that

they feel safe with these nice people here—and then pro-

ceed to talk about topics that can be remarkably personal

(erectile dysfunction; incontinence; diarrhea; vaginal dis-

charge; sexual problems; mental health and substance

abuse issues, etc.). In general, patients with concerns

about confidentiality—as well as those who are unwilling

to discuss their medical issues in a group setting—will

typically opt not to attend a SMA in the first place.

Although physicians almost always worry about this

issue of confidentiality when first contemplating a SMA,

experience has shown that this issue has been surprisingly

well handled in DIGMAs and PSMAs to date. This is

accomplished in a conservative manner by: (1) having all

promotional materials and scheduling personnel make

clear to patients that this is a group visit and that other

patients will also be in attendance; (2) having all patients

and support persons sign an appropriate confidentiality

release form prior to the start of every DIGMA and

PSMA session; (3) having the behaviorist thoroughly

address the entire issue of confidentiality in the introduc-

tion given at the beginning of each DIGMA and PSMA

session; and (4) making private one-on-one time with the

physician available to all patients wanting or needing it

during every SMA session.

It is worth noting that, although they are typically

willing to discuss the most personal of issues in a SMA,

there are two things that patients are frequently unwilling

to share with others in the group setting—i.e., their weight

and age (unless it happens to be a weight management

group). For this reason as well as others (e.g., it can be

distracting to the group process when the patient and

nurse/MA are talking and laughing together while vitals

are being taken in a curtained off section of the group

room), it is recommended that vital signs, injections, and

other nursing duties be performed in a nearby exam room

rather than in the group room itself. Also, when weight

does need to be discussed (such as in a morbid obesity or

weight loss DIGMA), the physician can always refer to

Body Mass Index (BMI) and the amount of weight that

has actually been lost since the patient joined the SMA

rather than the patient’s former or current weight—which

is a much less sensitive issue for patients to have discussed

in the group setting than their actual weight.

Experience demonstrates that, if the program is prop-

erly promoted, many patients will voluntarily attend a

DIGMA or PSMA. Afterward, it is not uncommon for

patients to state that they are willing to return, would

recommend it to family and friends, or even that they
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prefer the group setting to individual office visits. One

family practitioner, who had to cancel a DIGMA session

at the last minute due to two deliveries she needed to

perform, was surprised when one of her patients (who

had driven 90miles in a snowstorm in themiddle of winter

to attend her DIGMA) refused the physicians’ offer to see

the patient individually as soon as the deliveries were

over. This patient said that he would ‘‘. . . rather be seen

in theDIGMA’’—which he did by returning the following

week, again after another 90 mile drive in a snowstorm.

Just as some patients will prefer traditional office visits,

others will strongly prefer SMAs.

The entire issue of confidentiality has certainly not

proven to be the overwhelming obstacle that physi-

cians, upon first hearing about SMAs, often initially

envision. Keep in mind that many successful group-

based programs have been successfully running in psy-

chiatry and behavioral medicine departments for dec-

ades. In fact, I am not aware of any cases where

confidentiality has proven to be a problem with

DIGMAs or PSMAs, which is undoubtedly due in

large part to the conservative manner in which I

recommend that confidentiality be handled.

‘‘I Have Some Ethical Concerns’’

Occasionally, a physician reports having an ethical

concern about delivering medical care in a group set-

ting. Such concerns certainly can play an important

and healthy role in curbing any potential for abuse of

group visits, either now or in the future. Although

many of these ethical issues can be resolved (or avoided

entirely) through careful planning and accrued experi-

ence, physicians must at all times stay well within their

zone of comfort in the SMA, both medically and ethi-

cally. I strongly recommend this in each and every

case. We must always remain cognizant that every

SMA introduces practical and ethical concerns about

quality of care and patient service issues: what should

the targeted census level be for the group; what types

of, and how much, medical care can be effectively

delivered in the group setting; how is the program to

be promoted to patients; which of the physician’s

patients can and cannot reasonably be anticipated to

benefit; how will each session be designed and staffed

so as to optimally meet both the patients’ and physi-

cian’s needs; etc. However, it has been my experience

that physicians’ ethical concerns regarding SMAs can

be effectively addressed through appropriate sensitivity

to such concerns, as well as careful planning and atten-

tion to detail.

‘‘This Is ‘Meat Market’ Care’’

The argument here is that SMAs represent managed care

at its worst, treating people like cattle by herding them into

a group instead of providing them with personalized,

individual care—as the individual office visit has been

considered by many to be the gold standard of care.

When the idea of implementing a DIGMA or PSMA

program for their practice is first presented, many physi-

cians initially harbor some variant of this concern—a

concern that is often exacerbated by pre-existing physi-

cian resentment over the amount of unwanted change

that has already been imposed upon them and their prac-

tices from outside forces. Some physicians would like to

maintain the status quo; however, they are also faced with

many unwanted facts—that reimbursements have been

reduced, patient panel sizes have increased, evermore

patients need to be seen with less time per patient, and

patients are frequently unable to obtain appointments to

see them in a timely manner. Furthermore, the latest trend

is for reimbursement to be increasingly tied—in any of a

variety of ways—to meeting performance measures, to

best practices, to demonstrated outcomes, and to patient

satisfaction.

Based on extensive personal experience, I can comfor-

tably state that carefully designed, adequately supported,

well-promoted, and properly run DIGMAs and PSMAs

are anything but meat market care. To the contrary,

patients have remarkable accessibility, are able to spend

considerably more time with their doctor, can attend any

week that they have a medical need and want to be seen,

have the convenience of max-packed visits, enjoy closer

follow-up care, experience greater continuity of care with

their own doctor, and report high levels of patient satis-

faction. In addition, DIGMAs and PSMAs have the

added benefit of the professional skills of a behaviorist

to better address many patient behavioral health and

psychosocial issues—which are known to drive a large

percentage of all medical visits. Furthermore, these

SMA models provide the added benefit of other patients

with similar conditions who can provide the patient with

encouragement, help, and support—which can enhance

mood and increase compliance with recommended treat-

ment regimens. In fact, the warm and enjoyable atmo-

sphere of a SMA not uncommonly causes some patients

to refer to DIGMAs and PSMAs as ‘‘Dr. Welby care.’’

Every possible effort needs to always be expended

(through professional appearing marketing materials,

distributing carefully thought out Patient Packets, pro-

viding healthy snacks, paying greater attention to patient

education and psychosocial issues, etc.) to create the cor-

rect impression to patients that the physician, behaviorist,

nurses, and support staff have all gone to a great deal of
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effort to ensure that patients receive an enjoyable and

personalized form of high-quality healthcare in the

DIGMA or PSMA. Compare this to the situation of

the busy, backlogged physician who clings to the tradi-

tional individual office visit paradigm of care—where

long waits for appointments are commonplace and

where physicians are sometimes reluctant to schedule

follow-up appointments for fear of further adding to

their backlogs and wait-lists. I can only ask ‘‘Which of

these two situations really results in better care?’’

Clearly, optimal quality, value, and service will only

be achieved in today’s highly competitive and fast-

paced healthcare environment by providing that ideal

blend of group and individual appointments based on

patient needs and the individual physician’s particular

needs, practice style, and patient panel.

‘‘What’s In It for Me?’’

This concern can easily be addressed by making it clear to

physicians what the many provider benefits of properly

designed and run SMAs really are—ranging from an

opportunity to do something interesting and different to

better physician management of busy, backlogged prac-

tices. Although the multitude of physician benefits that

the various SMA models can provide are discussed in

detail in the second half of this chapter, the important

point here is that the many direct physician benefits that

well-run SMAs can offer must be clearly communicated

to all physicians.

‘‘Why Should I Run a SMA If My Reward
Will Only Be a 200 Patient Increase in My Panel
Size?’’

This concern is most frequently expressed by staff physi-

cians in fully (or largely) capitated systems—particularly

staff model HMOs. Of all the concerns expressed by phy-

sicians when they are initially considering starting a SMA

for their practice, this is themostworrisome one in that this

is the only physician concern that the DIGMA and PSMA

models themselves cannot address and solve. The potential

for long-term abuse here is real, as the organization could

in theory strip away the entire physician benefit that the

DIGMA or PSMA has been designed to provide by corre-

spondingly increasing physicians’ panel sizes. The organi-

zation could do this by simply increasing the physician’s

panel size commensurate with the expected efficiency gains

offered by the SMAprogram—i.e., typically an 8–9% gain

in overall physician productivity for the entire week for

each 90-minute weekly DIGMA or PSMA that success-

fully increases a full-time physician’s productivity by

300%. Obviously, increasing the physician’s panel size by

8–9% would completely absorb and nullify the entire effi-

ciency gain that the DIGMA or PSMA provides the phy-

sician with. In effect, doing so would leave the physician

with no net professional gain (at least in terms of improved

productivity and access, and therefore in bettermanaging a

busy, backlogged practice) for having undergone the risk

and change in practice style that running a SMA for their

practice entails.

But if their potential gain in efficiency is completely

offset by a corresponding increase in panel size, then

physicians will likely resist DIGMAs and PSMAs. The

physician’s argument here would be ‘‘Why should I start a

DIGMA or PSMA for my practice if the net result will

only be a substantial increase in my panel size—i.e., one

that completely nullifies any potential net gain in produc-

tivity and access that these models could otherwise pro-

vide for me and my practice?’’ Therefore, in a fully capi-

tated system, a physician’s panel size must be reasonably

fixed before a physician will even consider the potential

benefits of a group visit for his/her practice. If the reward

for increased productivity is simply going to be more

work through a larger panel size—and with no commen-

surate increase in reimbursement (time or dollars)—then

the remarkable potential and multiple benefits that prop-

erly run DIGMAs and PSMAs can offer are doomed

from the outset. Obviously, the situation in fee-for-service

systems is quite different, especially in systems where

reimbursement is 100% tied to the physician’s productiv-

ity; however, even here, some physicians might not want

such an increase in patient empanelment.

Clearly, this is an issue of fairness and trust, and

ultimately involves the managed care organization’s lea-

dership objectives and long-term goals regarding access,

productivity, and efficiency.Many physicians inmanaged

care settings expect some modest future increase in panel

size over time, but they hope that any such increase will be

reasonable and manageable. Some feel that they are

already being pushed to the outer limits of their ability

to deliver adequate and effective care through traditional

individual office visits alone. Many recognize the need for

a practice management tool that will enable them to

‘‘Work smarter, not harder.’’ However, they question

how to accomplish this. Still others might recognize the

multiple potential benefits that group visits could offer to

them and their practices; however, they might choose to

not do them—which is a decision that must be respected,

as it has always been intended that SMAs be voluntary to

patients and physicians alike.
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For the DIGMA and Physicals SMA program to suc-

ceed, it must provide a win–win–win situation for patients,

physicians, and healthcare organizations. In addition to

the benefits that accrue to the patients and the organiza-

tion, for DIGMA and PSMAs to be truly successful, phy-

sicians too must derive some substantial net benefit from

the increased productivity and efficiency provided by their

SMAprogram. From the physician’s perspective, this is an

issue of fairness and equitability. Therefore, integrated

healthcare delivery systems wanting to fully capitalize on

the multiple benefits that DIGMAs and PSMAs offer to

patients, physicians, and the organization alike should

adopt a long-term business plan that builds upon this

trust—and provides meaningful benefits for all, including

their physicians. Administration would therefore be wise

to seek ways to equitably partition the overall gains pro-

vided by the SMA program in such a manner that they

provide clear net gains to physicians as well as to the

organization—which could include incentives based on

money and time. By following this cautionary recommen-

dation, managed care organizations could experience an

acceptance of DIGMAs and PSMAs by practicing physi-

cians at the grassroots level, so that SMAs are gradually

and increasingly embraced from the bottom-up, instead of

having to be dictated by administration top-down (which

can lead to inefficiency and passive resistance).

The Multiple Benefits that Well-Run SMAs
Offer to Physicians

The innovative DIGMA, CHCC, and PSMA models,

which can provide efficient, cost-effective delivery of

high-quality medical care while solving access problems

with existing resources (the latter is for DIGMAs and

PSMAs only), provide high-value care with a warm,

personal touch. These models have broad applicability

and can be especially helpful to health maintenance

organizations (HMOs), independent practice associa-

tions (IPAs), preferred provider organizations (PPOs),

and other profit and not-for-profit capitated, fee-for-

service, and managed care organizations—i.e., for med-

ical groups in the private, governmental, and public

arenas that are struggling with issues of quality, service,

accessibility, staffing levels, cost containment, and ade-

quacy of staffing levels. Although the DIGMA and

PSMA models offer clear advantages to managed care

organizations (such as leveraging existing resources,

reducing costs, improving quality and outcomes, increas-

ing productivity and efficiency, and improving accessi-

bility to care), the key to their long-term success

ultimately lies in these SMA models being accepted by

the physicians who will be running them in their

practices.

However, this buy-in ultimately depends upon physi-

cians clearly understanding the multitude of physician

benefits that these SMA models can in fact provide—

which is what the last half of this chapter is dedicated to.

Physician Professional Satisfaction with SMAs
Is High

Among the more than 400 primary and specialty care

providers that I have personally worked with to success-

fully launch DIGMA and PSMA programs, physician

professional satisfaction has always been consistently

high. Dr. John Scott has similarly found high levels of

physician professional satisfaction with the various

CHCCs that he has helped to launch over the years. The

fact that these innovative models of healthcare delivery

can increase physician professional satisfaction, and can

therefore be embraced by physicians, is absolutely critical

to the ultimate success of the DIGMA, PSMA, and

CHCC models.

Physicians have found that they can relax a little, laugh

with the group, interact in a positive manner with their

patients, and enjoy themselves more than they otherwise

could during a comparatively rushed individual office

visit. Physicians often find that running a group visit for

their practice can be both a positive experience and a

welcome break from their normal, busy routine—and

one which provides an oasis in their otherwise hectic

workweek. One physician put it this way: ‘‘This is one of

the things that I most look forward to every week.’’

Another stated: ‘‘It’s really interesting because I learn

something new every week.’’ Physicians also report:

enjoying the collegial interaction they share with their

behaviorist (who assists in meeting the emotional, psy-

chosocial, and informational needs of patients and their

families); appreciating the interesting learning experience

that the group provides; and enjoying the intriguing

opportunity to do something different and interesting—

which also adds balance to the physician’s busy medical

practice and professional life.

Why do providers enjoy these group visit models so

much? First of all, DIGMAs, CHCCs, and PSMAs are

typically custom designed for the physician’s own needs

and practice. In addition, physicians benefit directly from

well-run SMAs that help them to provide better care,

leverage their time, get to know their patients better,

and enhance their ability to manage busy, backlogged

practices (Table 6.1).
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When Properly Run, Group Visits Can Provide
Better Care

Physicians’ goals in running DIGMAs for their prac-

tices vary considerably. For many, the goal is to

provide a higher, more satisfying level of care than

they are able to provide during the rush of a brief

individual office visit, especially when, as a result of

access problems, such appointments are also limited

and numerically inadequate for the large patient

panels that many physicians currently have. Some

physicians running DIGMAs and PSMAs have

reported that, for the first time in years, they are

able to adequately address both the psychosocial and

medical needs of their patients during the amount of

time allotted—and that this development represents ‘‘a

quantum leap forward’’ in the care that they are able

to provide.

Help from the Behaviorist as well as the Group Itself

Certainly, one of the great strengths of SMAs—due to the

help and support of other patients as well as the profes-

sional skills of the behaviorist (at least in the case of

DIGMAs and PSMAs) and multidisciplinary team—lies

in their ability to better handle patients’ behavioral health

and psychosocial issues, which are known to drive a large

percentage of all medical visits. To help maximize the

physician’s productivity in the DIGMA or PSMA, the

behaviorist assists the physician throughout the entire

session in every way possible (Fig. 6.2).

Mind and Body Needs Can Be Addressed

Because DIGMAs and PSMAs make available the pro-

fessional skills of the behaviorist as well as the help and

Table 6.1 SMAs offer many benefits to physicians

� Customized to the needs of each physician

� The ability to deliver enhanced care

� A tool for working smarter, not harder

� An opportunity to do something new, interesting, different, and fun

� More time and a more relaxed pace of care

� A regular oasis in their workweek in which they are away from normal clinic duties and distractions—and are able to just focus
on their patients

� SMAs are enjoyable, as most physicians like the group format

� Dramatically increased physician productivity and efficiencya

� Improved accessa

� A means of better managing large, busy practicesa

� Physicians enjoy the collegiality of the behaviorista and SMA team

� A tool for better managing chronic illnesses

� Reduced telephone call volume, patient complaints, and double bookingsa

� A tool for managing some of their most costly, high-utilizing patients

� Documentation support can be provideda

� SMAs can be used to help grow a practicea

� Providers can optimize their master schedule and appointment mixa

� Visits can be max-packed and defect rates can be decreaseda

� The physician receives real, meaningful help from the SMA team

� Patients help patients and compliance can be increased

� Physicians can find out more information about their patients

� Reduced repetition of information

� An effective venue for difficult, demanding, noncompliant, information-seeking, angry, and inappropriately high-utilizing patients

� Increased patient education and attention to psychosocial issues

� Enhanced patient–physician relationships

� Enhanced continuity of care with patients’ own physician

� The same group of 15–20 high-utilizing, multi-morbid geriatric patients is followed over timeb

� Expensive downtime can be avoided by overbooking sessions according to the expected number of no-showsa

� High levels of patient and physician professional satisfaction

� A stronger bottom line can be achieved
aPrimarily applies to the DIGMA and PSMA models
bPrimarily applies to the CHCC model
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support of the patients themselves, they enable physicians

to better meet the mind as well as body needs of their

patients. This provides an important quality of care benefit

in helping patients to successfully implement some of the

lifestyle changes that the doctor is recommending (such as

dietary changes, exercise regimens, and smoking cessa-

tion). Having a mental health behaviorist present in the

group room can also help the physician to diagnose and

treat such symptoms as anxiety, depression, and substance

abuse—conditions that could otherwise go under-diag-

nosed and under-treated in the primary care setting.

Compliance Can Be Increased While Demand

for Services Can Be Reduced

An additional benefit of having the help of a behavioral

health professional as well as the group itself is that

DIGMAs and PSMAs can increase compliance with

treatment recommendations and do so while also better

attending to the negative emotions and psychosocial

needs that patients might have. It is not uncommon for

other members in the group to gently confront and put

pressure upon the noncompliant patient—encouraging

them to adhere to the doctor’s treatment recommenda-

tions. Also, because unmet behavioral health and psycho-

social needs can result in a spate of otherwise unnecessary

appointments, DIGMAs and PSMAs can thereby reduce

patient demand on healthcare services, as well as increase

supply, due to the exceptional productivity gains that

well-run DIGMA and PSMA programs can provide. A

2003 article in The Washington Times by Christian Toto

quotes Dr. KimMcMillin (a family practitioner at Baylor

Health Care System in Garland, TX, who had been run-

ning her group visit for almost a year at the time), who

noted how many people watched the television show ER

and how patients are attracted to SMAs because of their

innate curiosity (1).

Physicians Get to Know Their Patients Better

Because physicians spend more time with their patients,

get to know them better, and can monitor them more

closely, they frequently report that their SMAs enhance

their relationships with patients. Physicians not infre-

quently comment that properly supported SMAs also

provide an oasis in their workweek in which they can get

away from regular clinic distractions and just focus upon

their patients. Also, patients often bring up different types

of information in the group than they do in traditional

office visits, especially when others first bring these issues

up. Physicians frequently comment on how their

DIGMAs allow them to discover things about patients

that are medically important but were previously

unknown to them—even with patients they have worked

with and known for years.

William Peters, MD, discusses how his nephrology

DIGMA has enabled him to get to know his patients

better, and to thereby medically manage his patients in a

more efficient manner that reduces both healthcare costs

and the human toll of end-stage renal disease. ‘‘The group

has more than fulfilled my original expectations. Person-

ally, it has allowed me to grow and to develop my under-

standing and skill in treating end-stage renal disease and

to recognize how this disease affects the lives of my

patients and their families. It has provided an atmosphere

in which I have been able to learn valuable skills from the

behavioral medicine specialist. . .that I now use in other

areas of my practice. I find the group to be a source of

significant professional satisfaction for another reason. I

communicate better with my patients as a result of know-

ing them better ‘as people,’ not just as patients with end-

stage renal disease. Most important, the group has taught

me firsthand by lettingme hear frommy patients what it is

like to be ‘on the other side,’ an experience which has

increased my awareness of the important human side to

treatment of kidney disease. The group allows us to find

out how kidney problems affect each person’s lifestyle,

psyche, and family life in a unique way that is not strictly

tied to the medical point of view. My group has allowed

me to observe how different individuals adapt to end-

stage renal disease and has enabled me to learn from my

patients in a way that I could not have learned from any

other setting’’ (2).

Fig. 6.2 Throughout the entire DIGMA or PSMA session, the
behaviorist does everything possible to assist the physician in
order to help maximize productivity (courtesy of Dr. Barry Eisen-
berg and behaviorist Gina Earle, LCSW, Internal Medicine
DIGMA, Palo Alto Medical Foundation, Palo Alto, CA)
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Physicians Can Increase Productivity, Improve
Access, and Better Manage Busy Practices

DIGMAs and PSMAs leverage physicians’ time by

enabling them to see a dramatically larger volume of

patients in a given amount of time, to substantially

increase productivity (which can then be applied toward

working down backlogs and wait-lists), and to improve

access to the physician’s practice (Fig. 6.3). Moreover,

this increased productivity is achieved with max-packed

visits, quality care, and high levels of both patient and

physician professional satisfaction. DIGMAs and

PSMAs enable physicians to spend more time with their

patients and to provide closer monitoring and surveil-

lance. Also, because of the greater amount of time avail-

able, the pace of care feels more relaxed, and the physi-

cian–patient relationship can often be enhanced.

With regard to his weekly 90-minute DIGMA, neurol-

ogist C. Gregory Culberson, MD, said, ‘‘Considerable

time savings are realized because patients need not be

escorted individually to an exam room and because I

need not return to my office before and after seeing each

patient. During the one and a half hours that myDIGMA

occupies, I am able to see three or more times the number

of patients than I would ordinarily see individually during

that interval, and I usually also feel less pressured.

Patients perceive that I am less hurried and that we have

enough time to discuss their current concerns—regardless

of whether they are medical or psychological in nature. . . .

The group experience has been positive for me as well: I

look forward to it every week. In addition to the benefits

mentioned, the group time has generally had a flow and

cadence unmatched in the typical office day. It usually

feels natural and unforced, and I generally feel better

about what I’ve accomplished in that time. I can also be

assured that I’ve increased my availability and service to

my patients without spending more hours at the office

and fewer with my family! My DIGMA truly enables me

to ‘‘work smarter, not harder’’ (2).

Patients Have Not Abused the Excellent Access that

DIGMAs and PSMAs Provide

Interestingly, experience has shown that the improved

accessibility that DIGMAs and PSMAs provide is not

abused by patients, and that this greater availability of

appointments does not result in inappropriate high utili-

zation, even when accessibility to appointments improves

for an entire department (3). In other words, visits are

replaced, not added. This is but one of the many surpris-

ing and counterintuitive findings regarding group visits.

Nor does this improved access result, as some initially

feared, in the same 10–16 patients returning week after

week and clogging the DIGMA so that others cannot get

in. By increasing productivity and by moving numerous

individual return and physical examination appointments

appropriately into highly efficient DIGMA and PSMA

group visits, waiting lists can be rapidly diminished and

individual appointments made more available for those

patients truly needing or preferring them.

DIGMAs and PSMAs Enable Productivity to Be

Dramatically Increased

It is through the inherent efficiencies of the group itself

(where repetition can be avoided because all present can

simultaneously listen and learn, and where sessions can be

overbooked just like the airlines do)—as well as by allow-

ing physicians to delegate as much as possible to less

costly members of the SMA team—that DIGMAs and

Physicals SMAs enable physicians to significantly

increase productivity. To my knowledge, this increase in

physician productivity has not been similarly demon-

strated for CHCCs, which require a 2½-hour block of

the physician’s time (rather than 1½ hours like DIGMAs

and PSMAs) and provide individual treatment to only

approximately one-third of the patients in attendance.

CHCCs also have patients return on a prescheduled

basis, regardless of whether or not it is medically neces-

sary (i.e., whether or not the patients happen to have a

medical need to be seen at that time). However, the

CHCC model has been shown to provide a different

Fig. 6.3 Multidisciplinary team-based DIGMAs and PSMAs
enable physicians to increase productivity by two to three times or
more, and thereby help them to improve access and better manage
busy, backlogged practices (courtesy of the American Group Med-
ical Association and Dr. Lynn Dowdell, Kaiser Permanente San
Jose Medical Center, San Jose, CA)
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type of benefit (one that is realized downstream) by redu-

cing the cost of the big ticket healthcare items for the 15–20

patients who attend on an ongoing basis—i.e., reduced ER

visits, hospitalization stays, and nursing home costs (see

Chapter 4 for a detailed discussion of the CHCC model).

One Weekly DIGMA Can Increase a Full-Time Physician’s

Productivity for the Entire Week by 8–10%:

Dramatically increased productivity, high-quality care,

max-packed visits, improved access, better physician man-

agement of large practices, chronic illness treatment appli-

cations, and high levels of patient and physician profes-

sional satisfaction represent a virtual trademark

combination of benefits for the DIGMA and Physicals

SMA group visit models. In fact, it is this remarkable

leveraging of existing resources (and resultant increased

physician productivity) that enable properly runDIGMAs

and PSMAs to improve access and enable physicians to

better manage their busy practices. One 90-minute

DIGMA or PSMA per week that increases the physician’s

productivity by 300% will improve a full-time physician’s

overall productivity for the entire week by 8, 9, or even

10% (depending on the exact number of patients in atten-

dance and the number of clinic hours per week that physi-

cians are expected to schedule in the system). It will also

enable the physician to see the same number of patients

during the 1½-hourDIGMAor PSMAaswould normally

require 4½ hours of clinic time to see individually through

traditional office visits—providing the physician with a net

gain in productivity of 3 hours per week. This benefit is

equivalent to having an equally skilled and productive

colleague help the physician 3 hours every week to better

manage the physician’s practice—and this benefit corre-

spondingly increases with every DIGMA and PSMA that

the physician runs per week.

Running Multiple SMAs per Week Increases the Physician’s

Productivity Correspondingly:

Of course, the physician could run more than one

DIGMAor PSMAs per week (assuming that the physician

has a busy enough practice to keep all sessions consistently

filled), and thereby enjoy correspondingly greater benefits.

There are physicians who run DIGMAs every day of the

week—and who therefore can experience five times this

amount of benefit. Running 2, 3, 4, or 5 90-minute

DIGMAs per week (i.e., with each leveraging the physi-

cian’s time by 300%) would, respectively, result in the

equivalent gain of 6, 9, 12, or 15 hours of additional help

per week. And this increased help would effectively come

from an equally productive and skilled colleague, because

it is the physician’s own time that is being leveraged.

The Increased Productivity of DIGMAs and PSMAs Can Be

Used in Many Important Ways:

The physician can use the extra capacity generated by the

efficiency gains of the DIGMAprogram in any number of

ways: to increase RVUs (relative value units), revenues

and income; to improve access and better manage a large

practice; to convert some short individual office appoint-

ments on the physician’s schedule into visits that are 5 or

10 minutes longer; to convert some individual patient

contact time each week into nonclinic time (e.g., for

administration, reading journals, research, training, or

desktop medicine); or to simply work fewer hours in the

clinic and go home earlier. However, if the physician

elects to cut back productivity elsewhere on his/her sche-

dule, the additional overhead costs of the group visit

program must also be taken into account.

Improvements in Productivity, Access, and Patient

Satisfaction Are Relatively Easy to Measure:

Certain economic benefits of DIGMAs and PSMAs can

be relatively easily measured, such as evaluating the degree

to which these SMA models leverage existing staffing,

increase productivity, and solve access problems—i.e.,

without the need of hiring additional physician staffing.

This is because it is relatively easy to measure decreases in

backlogs and wait-lists, improvements in access, and how

muchDIGMAs and PSMAs are able to leverage physician

time to create extra full-time equivalents (FTEs) for the

system out of existing resources—i.e., by enabling provi-

ders to see dramatically more patients in the same amount

of time. Recall the discussion of the economic benefit that

comes from the DIGMA’s (or PSMA’s) increased produc-

tivity alone, which is analyzed at the end of Chapter 2 and

can amount to millions of dollars over just a few years’

time. Patient satisfaction is also a comparatively easy thing

to measure, although an appropriate patient satisfaction

form, a good experimental design, and both valid and

reliable processes will need to be employed.

The Economic Benefits of Other DIGMA and PSMA Gains

Can Be More Difficult to Measure:

There are also many other economic benefits other than

improved productivity and access that can come from a
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well-run DIGMA or PSMA program (see Table 2.8).

Although not impossible, it is often more difficult to

measure the financial impact of many of these other

benefits that well-run DIGMAs and PSMAs can offer.

These can include economic gains potentially arising from

such additional DIGMA and PSMA benefits as follows:

enhanced quality of care; consistently bringing perfor-

mance measures and routine health maintenance current;

max-packed visits that provide patients with a one-stop

shopping healthcare experience; increased patient educa-

tion and disease self-management skills; building the help

and support of other patients into each patient’s health-

care experience; helping patients to comply with recom-

mended treatment regimens; teaching patients how to

more appropriately utilize medical services; reducing

defect rates; reaching out to underserved high-risk patient

populations; etc. There are additional potential down-

stream financial benefits as well. One further economic

benefit not easily directly measured is the fact that

DIGMAs and PSMAs can sometimes more effectively

handle many of the behavioral health and psychosocial

needs of patients—issues that are known to drive a large

percentage of all office visits and to increase utilization.

For Every 12 DIGMAs and PSMAs Run per Week, an Extra

Physician FTE Can Be Created:

Because each weekly 90-minute DIGMA or Physicals

SMA that increases a physician’s productivity by 300%

on average enables the physician to see as many patients

in the 1½-hour group as would normally require 4½

hours of clinic time to see through individual office visits

alone, an average saving of 3 hours of physician time per

week occurs for each such weekly DIGMA or PSMA that

is run. In systems where 36 hours per week of direct

patient contact time is the clinic standard for a full-time

physician, this translates into one extra physician full-

time equivalent (FTE) being created out of existing

resources for every 12 such weekly 90-minute DIGMAs

and PSMAs that are run. In turn, this translates into the

need to hire one less physician in the future due to this

increased capacity created by the DIGMA and PSMA

programs.

However, the true savings to the system is probably

closer to 1.5 times the number of physician FTEs created

through the DIGMA and PSMA programs because these

additional FTEs are created out of existing provider

staff—i.e., without the need of actually hiring any addi-

tional physician staff. Therefore, these extra physician

FTEs will not require any additional office space, exam

rooms, durable medical equipment, support personnel

(beyond that required for the SMA program itself), or

recruitment costs. This translates directly into the true

savings from the DIGMA and PSMA programs (i.e.,

based on the reduced physician staffing ratios required

to provide good service and quality care) being closer to

150% of the savings from that of the saved physicians’

salaries alone. Of course, to determine the true net savings

for the DIGMA and PSMA program, one would then

need to deduct the additional overhead from the addi-

tional personnel, facilities, and promotional costs of the

program (see illustrative financial analysis at the end of

Chapter 2).

Reduced Telephone Call Volume, Patient
Complaints, and Need for Double Bookings

Because of the increased productivity and improved

accessibility that DIGMAs and Physicals SMAs provide,

physicians often report a decrease in the volume of patient

telephone calls, in patient complaints about poor access,

and in the need for double bookings (i.e., forced bookings

or work-ins). Because patients can attend a DIGMA any

week that they have a medical need and want to be seen,

patient complaints about poor access as well as patient

telephone volume often decrease. Why call when you can

simply come in?

Help in Getting Physicians Back on Schedule when

Running Late in the Clinic

One less obvious physician benefit of DIGMAs is that—

by acting as a shock absorber in the physician’s fast-paced

schedule—they can help physicians to get back on sche-

dule by the end of the DIGMA session, even if they

happen to enter the group a little late and behind schedule

because they happen to be running late in the clinic.

Although physicians are encouraged to not be more

than 3–5 minutes late for their DIGMA (as the behavior-

ist will start the group on time with a 3- to 5-minute

introduction, for which the physician does not have to

be present), this is not always possible as physicians do in

fact occasionally run late in the clinic.

Normally, when a physician falls behind schedule

during regular clinic hours, the only way to get back on

schedule is to: (1) cut the remaining visits during the day

a little short; (2) miss lunch; (3) forego some desktop

medicine or administration time later in the day; or (4)

go home late. This is not true when the physician enters

the DIGMA a little late, because the behaviorist can

start the group on time and make good use of this extra

time in a manner that is helpful to both patients and the
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physician. For example—after the introduction and

while waiting for the physician to enter the group

room—if there are some late arriving patients, the beha-

viorist can also write down on the flip chart their medical

concerns which they want to discuss with the physician

that day. If there is still more time available before the

physician enters the group room, then the behaviorist

can go over the contents of the Patient Packet that

patients received upon registering for today’s visit. The

behaviorist could also continue fostering some group

interaction and warming the group up, or else discuss

community and organizational resources that are avail-

able to the patients (or address any relevant behavioral

health and psychosocial issues of common interest to the

patients in attendance).

In the rare circumstance that the physician arrives

later still, the behaviorist can then go over some of the

handouts that have been preselected by the physician,

or else have the patients briefly introduce themselves to

each other (which is something that I normally do not

recommend, as this can take up too much valuable

group time). What the behaviorist has discussed with

the group can then be briefly related to the physician

when she/he arrives—hopefully, with the physician not

being more than a few minutes late. While attention to

actual medical issues is postponed until the physician

arrives, the intent here is to make the best possible use

of the time that the behaviorist shares with the group

until the physician does in fact arrive. The goal of each

and every DIGMA or PSMA session is to make the

entire SMA useful to patients from start to finish, and

to complete all business (including the documentation

of all chart notes) within the allotted amount of time.

Upon arriving, the physician then begins promptly

addressing in turn the unique medical needs of each

patient individually (but at a slightly faster pace due to

being late)—i.e., until the work is finished with each

patient, which will hopefully be completed by the time

that the group is scheduled to end. The physician then

leaves the group room back on schedule, preferably

without any unresolved group-related issues that

might require attention later on. Nonetheless, when-

ever possible, I strongly recommend that the physician

arrives in the group room no later than 3–5 minutes

late for the session.

SMAs Are Customized to Each Physician’s
Particular Needs

It is important that physicians understand from the outset

that their DIGMAs, CHCCs, and PSMAs are being

customized around their own particular needs, goals,

practice style, and patient panel constituency—and that

every effort is being made to extract every possible physi-

cian benefit from their group visit program so as to opti-

mally improve the physician’s professional work-life.

Individual physicians can select the specific benefits that

they most want, and their DIGMA, CHCC, or PSMA

can be customized accordingly. However, to optimize the

benefits that SMAs can make available to physicians, the

managed care organization must provide the necessary

administrative support, personnel, promotional materi-

als, and facilities required for success. The many ways

that SMAs can be customized to the physician’s specific

needs are listed in Table 6.2.

When custom designing a DIGMA or PSMA to the

physician’s needs, any of the three subtypes of these mod-

els can be used: (1) the heterogeneous subtype, in which

each session is open to most or all patients in the physi-

cian’s practice (regardless of diagnosis, age, sex, or

Table 6.2 How SMAs can be customized to the physician’s parti-
cular needs

� Whether to use the DIGMA, CHCC, or PSMA model

� Selection of the homogeneous, heterogeneous, mixed, or
Specialty CHCC subtype

� The frequency and length of SMA sessions

� The weekday and time of day that sessions will be held

� Selection of particular SMA team members—nurse/MA(s),
behaviorist, and documenter

� Specific expanded duties that the behaviorist and nursing
personnel will perform

� What training will be provided, and to whom (including
physician’s support staff)

� The group and exam rooms to be used, and how they will be
furnished

� What medical equipment, forms, etc., will be available in the
group and exam rooms

� Marketing materials to be used, and how the SMA is to be
promoted to patients

� Whether announcement letters will be sent to patients at the start
of the SMA (howmany, to whom, some each week or all at once,
etc.)

� Whether a Patient Packet will be handed out, and specifically
what it will contain

� The particular educational materials and handouts to be used

� Whether or not a documenter will be used

� Will a dedicated scheduler will be attached and, if so, how many
hours per week

� The amount of medical care to be delivered during each group
session

� What types of exams, procedures, and discussions will be
provided in private

� The specific chart note template to be used

� The level of involvement by billing and compliance

� The particular physician benefits the SMA will be designed to
primarily achieve
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condition); (2) the homogeneous subtype, in which each

session is only open to patients with the same or similar

diagnoses or conditions; or (3) the mixed subtype, an in-

between concept that usually partitions the physician’s

entire practice into four major diagnosis or condition-

related groups, one for each week of the month. However,

the mixed subtype also allows patients who are not able to

attend the session which best fits their particular condi-

tion that month to attend any other appropriate SMA

session that happens to better fit their schedule (see

Chapters 2 and 5 for more information on the subtypes

of DIGMAs and PSMAs). Similarly, physicians can

select either the CHCC model or the Specialty CHCC

subtype when customizing their group visit program.

When custom designing a DIGMA or PSMA to

accommodate the particular desires of the physician,

careful consideration should be paid to preferred time,

day of the week, length of the session (60–120 minutes,

with 90 minutes being most common), and frequency of

sessions (daily through monthly or quarterly, with weekly

being most common, at least initially). As depicted in

Table 6.2, DIGMAs have great flexibility, and can be

customized to the physician’s precise needs and practice

along many different dimensions.

Individual physicians can select the benefits they most

want, and their DIGMAs and PSMAs can be custom

designed accordingly. To optimize the physician benefits

of SMAs, it is strongly recommended that the organiza-

tion provide: the necessary budget; the best possible

champion and program coordinator; an appropriate

behaviorist; one to two nursing personnel; a documenter;

a dedicated scheduler for 2–4 hours per week; profes-

sional appearing marketing materials; appropriate

group and exam rooms (if there is no group room space

available, consider using the lobby during off-hours); the

time required for training; and sufficient time dedicated to

the program each week for each member of the team to

fulfill their respective duties (including debriefing after

sessions for the first 2 months). Also, it is advisable to

have the physician’s primary scheduling staff—and after-

ward, the reception staff—sit in on a session (or at least

part of a session), one or two at a time, as soon as possible

after the SMA is up and running.

Documentation Support Can Be Provided

One of the great physician benefits of a DIGMA or

Physicals SMA is that documentation support can be

provided to generate a superior chart note, i.e., one that

is done in real time and is both comprehensive and con-

temporaneous, and can therefore optimize billing.

Efficiency Is Gained by the Physician Delegating

to the Entire SMA Team

This is in line with one of the basic overarching principles of

a well-run group visit program—i.e., that efficiency can be

gained by having the physician delegate as many tasks and

responsibilities as appropriate and possible to less costly

members of the SMA team, which includes the documenter

(Fig. 6.4). This approach also offers the additional advan-

tage of more consistency in the actual performance of these

duties—i.e., as theses duties that are delegated to the SMA

team are then done on all patients per the protocol pre-

viously agreed upon with the physician. This is particularly

true of the expanded nursing duties provided by the nursing

personnel attached to the DIGMA or PSMA, as these are

performed upon each patient in attendance by protocol—

i.e., without the hit andmiss approach of expecting this to be

consistently done by the physician and nurse in the indivi-

dual office visit setting.

Having Documentation Support Provides a Strong

Incentive for Physicians

Physicians view having a documenter in the room—who

actually takes care of approximately 70–90% of the chart

note responsibilities (as the physician does need to spend a

little time reviewing, modifying, and signing off on each

chart note immediately after working with that patient in

the group setting)—as being a major benefit of running a

Fig. 6.4 To optimize productivity in DIGMAs and PSMAs, phy-
sicians delegate as much as possible and appropriate to the entire
SMA team (behaviorist, nurse/MA(s), documenter, and dedicated
scheduler)—fromwhom they get real andmeaningful help (courtesy
of Dr. Patricio Aycinena, Diabetes DIGMA, Cleveland Clinic,
Cleveland, OH)
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DIGMA or PSMA for their practices. This is especially

true because the documenter has been specifically trained

by the physician to draft the chart note exactly as the

physician wants it done, and because the documenter is

also trained to use the physician’s own chart note

template.

A Documenter Is Especially Helpful for Systems

Using EMR

This benefit is particularly helpful for systems using elec-

tronic medical records (EMR) because, for systems using

paper charts, it is relatively easy for the physician to use a

chart note template that is largely in a preprinted, check-

off form. Likewise, for physicians who use amicrocassette

recorder to dictate chart notes into, this is also relatively

easily handled in the group setting by the physician (i.e.,

immediately after working in turn with each patient indi-

vidually) saying something like, ‘‘OK, listen up everybody

while I dictate the chart note for John, and let me know if

I leave anything out.’’ The physician then proceeds to

dictate the chart note out loud (so that all can hear)

immediately after completing the work with each patient

individually, thereby using the dictation process as an

additional teaching tool within the group setting.

However, there are two major problems with dictating

in this manner. First, it means that all of the work, which

includes the documentation of all chart notes, will not be

completed by the time the SMA is over—i.e., because the

physician will still have to read, modify, and sign off on all

chart notes for the group after they are later completed by

the medical transcriptionist and returned to the physi-

cian’s office for signature. Second, this approach squeezes

out the invaluable minute or two of time that the beha-

viorist would otherwise have to foster some group inter-

action and address psychosocial issues while the physician

is briefly reviewing and completing the chart note on each

patient—i.e., immediately after finishing the work with

that patient.

Although EMRoffersmany benefits and can generate a

very professional appearing chart note, this process does

take a certain amount of time on average for each of the

many patients in attendance. By multiplying this average

amount of time per chart note by the number of patients in

attendance, one quickly comes to realize that a great deal

of the DIGMA or PSMA session could be occupied by the

physician documenting chart notes on the computer. In

addition, it also takes considerable expertise to completely

utilize the potential of EMR, and to do so in a highly

efficient manner—e.g., taking full advantage of the various

shortcuts, smart phrases, smart texts, etc. for accessing and

incorporating an assortment of stock or standardized

paragraphs and templates into the finalized chart notes

(such as dropping in the hypertension, hyperlipidemia, or

diabetes paragraphs). Because documenting chart notes is

all that the documenter does (i.e., this is the documenter’s

sole job in the DIGMA or PSMA), and because of the

specific training that the documenter has received, the

documenter quickly develops a high degree of proficiency

in working with EMR to full advantage—often soon

becoming more efficient and capable of drafting high-

quality chart notes than the physician.

DIGMAs and PSMAs Can Help to Grow
a Physician’s Practice

Because they can off-load many follow-up visits for

established patients onto highly efficient DIGMA visits

(or individual physical examinations for new and estab-

lished patients onto cost-effective Physicals SMAs),

DIGMAs and PSMAs can add sufficient capacity for

physicians (especially those who are new to the system)

to grow their practices. By doing so, many individual

office visits on the physician’s schedule can thereby be

freed up—which can ultimately permit the physician’s

master schedule to be changed accordingly so as to add

extra new patient intake appointments onto the sche-

dule, and thus bring additional new patients into the

practice. When this is done for DIGMAs, one change

option is to reduce the number of short follow-up

appointments offered by the physician each week—and

then consolidate and convert the time thereby opened up

on the physician’s master schedule into additional new

patient intake appointments. In addition, the physician’s

PSMA can itself include up to a certain number of new

patients.

SMAs Enable the Physician’s Master Schedule
and Appointment Mix to Be Optimized

In addition, physicians can use DIGMAs and PSMAs to

optimize the appointment mix they offer on their master

schedules each week to best meet their professional goals

and objectives. For example, physicians can reduce the

number of individual return office visits or physical

examination appointments that they offer each week,

and then correspondingly increase the number of other

types of appointments they offer on their master sche-

dules. This could include additional new patient intakes

or additional time set aside for administration, research,

desktop medicine, phone calls, e-mails, consultations,
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teaching, etc. In other words, this equivalent of extra

hours of help from an equally talented and productive

colleague that is gained by leveraging the physician’s

time through a well-run DIGMA or PSMA each week

can be spent in many ways—including optimizing the

physician’s master schedule—depending upon the needs

and priorities of the individual physician.

Certain specialists and surgeons can use the additional

time that DIGMAs and PSMAs provide to ratchet up

income substantially, i.e., by off-loading lower compen-

sated visits (such as intake appointments and follow-up

visits) onto highly efficient DIGMAs and/or PSMAs, and

then converting the time thereby freed up to providing

more highly compensated appointment types, such as

additional surgeries and procedures.

In addition, because of the increased productivity that

properly run DIGMAs and PSMAs can provide, physi-

cian incomes should also be correspondingly increased

due to the improved productivity of 200–300% or

more—at least to the extent that physicians’ salaries are

determined by their productivity. However, a comprehen-

sive cost–benefit analysis would need to be conducted in

order to assess the true economic gain of the DIGMA or

PSMA program, as full groups are critical and the over-

head costs of the program would need to be appropriately

factored in and, of course, deducted from the revenues

generated in order to determine the actual net positive

economic impact upon the physician’s income and

practice.

Visits Can Be Max-Packed and Defect Rates
Can Be Reduced

Not only can visits be max-packed but also certain

aspects of care can be systematically built into the

DIGMA or PSMA in order to reduce defect rates.

For example, due to the fast pace of individual office

visit care, one dermatologist was very concerned about

forgetting to give a full disclosure (or failing to fully

document the fact that a full disclosure was given) to

every patient for whom he was recommending cosmetic

surgery. This concern has been greatly reduced in the

DIGMA setting by appropriately designing the physi-

cian’s full disclosure into every session—so that if the

physician should happen to forget to provide a full

disclosure to a patient for any reason, the behaviorist

would then remind him/her to do so.

Similarly, by expanding the nursing role in the

DIGMA or PSMA and by consistently including a

wide variety of additional nursing duties that are per-

formed on all patients in attendance, this becomes a

routine part of the care that is systematically delivered

by protocol to all patients during their DIGMA or

PSMA visit. Ultimately, this consistency in nursing

duties performed on all patients should lead to fewer

mistakes and oversights—and therefore, to decreased

defect rates. When I visited one mid-sized medical

group that I had consulted with and helped to start

several DIGMAs and PSMAs a year earlier (i.e., with

the intent of helping them to celebrate the 1-year anni-

versary of their SMA program), I asked them what their

greatest surprise was about their DIGMA and PSMA

program during the previous year. They told me that

neither the high levels of patient satisfaction that they

were documenting nor the high level of physician pro-

fessional satisfaction they were experiencing was surpris-

ing to them. What surprised them most was that a very

large percentage of all the patients attending their

DIGMAs and PSMAs during the previous year had

not had their tetanus shot updated during their last

individual office visit, even though having this done

was a clinic standard that had previously been estab-

lished in the system for all individual office visits in

primary care. Despite their best efforts during tradi-

tional office visits, they had a very large defect rate

regarding tetanus shot updates. By making it part of

the routine protocol for nursing duties in the DIGMAs

and PSMAs, virtually all patients attending a DIGMA

or PSMA had their tetanus shot checked and appropri-

ately updated during the visit.

Physicians Receive Real, Meaningful Help
from the Entire Multidisciplinary SMA Team

In addition to the enjoyable collegiality of the behaviorist

and entire SMA team, DIGMAs and Physicals SMAs

provide physicians with real and meaningful help from

the entire SMA team. Physicians appreciate the help

received from: the champion in designing and implement-

ing the SMA program (with a minimum amount of time

commitment on the physician’s part), and in moving it

forward throughout the organization; the program coor-

dinator in training the team and in getting the program

launched (as well as in later evaluating the SMA on an

ongoing basis); the dedicated scheduler in keeping all ses-

sions filled; the documenter in completing all chart notes

during the allotted amount of group time, using the phy-

sician’s own chart note template; and the one or two

nursing personnel (MAs, RNs, LVNs, nursing techs,

etc.) in performing the expanded nursing duties and

bringing injections, vital signs, and routine health main-

tenance current. Even the physician’s own support staff is
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trained to be helpful and involved, especially in informing

appropriate patients about the PSMA, inviting them to

attend, and scheduling them into the PSMA. Physicians

also appreciate the information, encouragement, help,

and support provided by patients themselves in the

group setting.

Physician also value the friendship and help

received from the behaviorist on an ongoing basis—

i.e., by coming in early to warm up the group; giving

the introduction; controlling and pacing the group to

keep it running smoothly and on time; handling group

dynamic and psychosocial issues; tactfully bringing

depression and anxiety to the physician’s attention;

managing various difficult and challenging situations

that might arise in the group setting; responding effec-

tively to angry or demanding patients; temporarily

taking over the group when the physician documents

chart notes or steps out of the group room to conduct

brief private discussions and exams; and staying late

for a few minutes after sessions to address any last

minute patient issues, clear the room, and quickly

straighten up the group room.

For example, in an article centered upon how physi-

cians evaluate the impact of DIGMAs on their practices,

family practitioner Monica Donovan, MD, reported the

following with regard to the help that she received from

the author when serving as behaviorist in her Family

Practice DIGMA of mixed design. ‘‘Of the four group

sessions held during each month, my pain group is most

difficult for me. It meets on the third Monday of each

month and is open to all my pain patients, who have such

conditions as neck and low back pain, arthritis, chronic

pain, headache, and fibromyalgia. Because such patients

are often difficult and sometimes show manipulative or

drug-seeking behavior, I especially welcome the outside

help and assistance that Dr. Noffsinger provides as a

health psychologist, both in addressing the extensive emo-

tional and behavioral issues of these patients and in guid-

ing the direction and pace of the group. The participation

of Dr. Noffsinger permits me to improve my ability to

remain sympathetic to this patent population while mini-

mizing my own negative feelings and thoughts about

some of their behaviors’’ (2).

Dr. Donovan goes on to state: ‘‘I believe that attending

the group sessions can help people to build on their

strengths, to pay closer attention to the positive aspects

of their lives, and to make their medical care a more

pleasant experience. The group also gives patients the

opportunity to spend more time with me, to see me inter-

act with them and others, and to get to know me better.

This enables my patients to feel more comfortable in

expressing what they need to say in order to get their

medical needs met’’ (2).

Patients Help Each Other, Which Makes
the Physician’s Job Easier

One of the great benefits of SMAs is that patients help each

other in a variety of different ways—by supporting one

another, by genuinely caring, by sharing important infor-

mation, and by discussing their personal experiences

(heartaches as well as successes). They share hard-earned

coping strategies and disease self-management skills that

they have learned through trial and error in dealing with

their own health problems. By confronting noncompliant

patients with the potential future consequences of not

paying attention to what their doctor is telling them (and

doing so in a manner that the patient is able to hear and

understand), other patients assist the physician and help to

increase the compliance of such patients with recom-

mended treatment regimens.

Also, patients interact and ask questions from time to

time throughout the SMA session, which keeps it interest-

ing and enables other patients to benefit by getting answers

to important medical questions that they might not have

thought to ask. Patients also learn from each other when

they bring up medical advice gleaned from friends, family,

television, direct pharmaceutical ads, and the Internet,

which gives the physician an opportunity to correct any

misinformation or incorrect beliefs that patients might be

espousing. They also share amyriad of helpful information

with one another. All in all, when coupled with the prompt

access and greater time with the physician that the SMA

provides, it is the caring and support of other patients (as

well as the multidisciplinary SMA team) that makes group

visits so unique—and such a warm and rewarding experi-

ence for all.

When he was Chief of the Department of Neurology at

the Kaiser Permanente Medical Center in San Jose, neu-

rologist Rajan Bhandari, M.D., reported on the following

case from his heterogeneous Neurology DIGMA, which

clearly illustrated how patients help patients in the group

visit setting. ‘‘An elderly man had Parkinson’s disease for

approximately 25 years and was having frequent falls and

a poor response to most dopa agonists and replacement

drugs. The disease progressed to Hoen and Yahr stage 4.

The patient had been mostly confined to his bed until 18

months previously, when he had a pallidotomy; there-

after, he could ambulate using a walker, responded to

both dopa replacement and dopa agonist medications,

and had far fewer falls. He and his wife visited my Neu-

rology DIGMA every three to four months and acknowl-

edged that the group visits helped them by enabling them

to interact with other patients and families struggling with

severely limiting medical illnesses. Indeed, they greatly

inspired my other patients with chronic debilitating neu-

rologic conditions. He did not mind having his limb tone
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and motor function checked in group, nor did he mind

performing motor tasks in the presence of others. Having

the opportunity to watch him walk around the room and

observe how he appeared was important for me as his

physician. I have still seen him in individual appoint-

ments, but less frequently. Both the patient and his wife

felt that they were getting more benefit from the group

visits than from individual office visits’’ (2).

Because of the Multiple Benefits They Provide,
Physicians Tend to ‘‘Own’’ Their SMAs

Because they provide a whole host of benefits to the physi-

cian, SMA programs tend to be owned by the physicians

running them. As a result, there tends not to be any invisible

or orphan DIGMA, CHCC, and PSMA programs without

strong physician ownership, which could be the case with

some types of group programs that provide fewer direct

physician benefits, and to which the physician might not be

as strongly identified or attached. Physicians typically grow

very fond of their DIGMA, CHCC, and PSMA programs,

and come to enjoy them very much—with many comment-

ing that their SMA is one of the things that they most look

forward to eachweek.One physician even toldme that it was

the only thing that he looked forward to each week. Inter-

estingly, even for those DIGMAs and PSMAs that do ulti-

mately fail (which is almost always due to insufficient census

for economic viability of the program), the physicians are

often very reluctant to stop their program, because they have

grown to enjoy it and recognize the many benefits that it

provides to both their patients and themselves.

Reduced Repetition of Information

Almost all physicians find that they have certain things that

they keep saying over and over to different patients indivi-

dually throughout the course of the workweek—which is a

sure sign that they should start a DIGMA or PSMA for

such patients, where such issues would only need to be

discussed once. Furthermore, because more time is avail-

able, this information can often be covered in greater depth

during the SMA session—and with less likelihood of forget-

ting to cover something important in the explanation.

Example 1: Hormone Replacement Therapy

and Peri-menopausal Issues in Gynecology

One of the most dramatic examples of this physician

benefit was offered by an experienced, middle-aged

gynecologist whose busy practice consisted mostly of

peri-menopausal women. She reported being ‘‘. . .bored

out of my mind by repeating the same types of informa-

tion over and over to different patients all week long.’’ She

went on to state that she had 20- and 40-minute appoint-

ments on her clinic schedule, but that such repetitive dis-

cussions with her patients completely filled the available

time. She added that: ‘‘My sessions are so full that I don’t

want patients to talk or ask questions, because that takes

too much time and ends up making me late for my next

patient.’’ Needless to say, her patient satisfaction scores

with traditional office visits had not been very good.

By inviting all of her peri-menopausal and hormone

replacement patients to attend her Peri-menopausal

DIGMA any week they needed to be seen, she was able

to have lively, interesting, and more comprehensive dis-

cussions regarding these issues with all such patients in

attendance at once—but in the context of sequentially

working with each patient individually. Interestingly, on

the patient satisfaction form that was used to evaluate this

system’s DIGMA program (which consisted of a 5-point

Likert scale for each of the seven satisfaction questions

that patients were asked to respond to), this physician

received the highest possible rating on all questionnaires

turned in during the first 4 weeks that her DIGMA was

held (which was the length of the pilot study to which I

was attached)—something that I have never seen before

or since. Her patient satisfaction scores had gone from

mediocre to exceptional through her group visit program,

and she grew to truly enjoy her group experience. It is

dramatic result such as this that cause me to wonder if

DIGMAs and PSMAs could not be used to actually raise

patient satisfaction scores for those physicians whose

scores are currently unsatisfactorily low, especially by

pairing them off with a behaviorist who happens to have

exceptional communication skills.

Example 2: Treating Headache in Neurology

and Primary Care DIGMAs

As another example, consider how a physician can handle

headache in a neurology or primary care DIGMA in

which there happens to be many different headache

patients in attendance. Here, common medical issues

regarding headache can be addressed simultaneously

with many similarly afflicted patients—issues that the

neurologist would otherwise need to keep repeating over

and over to numerous patients individually throughout

the entire workweek. The various types of headaches

(rebound, migraine, cluster, tension, etc.), treatment

options, self-help techniques, and medication manage-

ment issues (including typical side effects, addiction
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potential, scheduling, dosage, and alternative medications)

could be discussed with the entire group at once while the

physician is sequentially working with one headache patient

after another in the DIGMA setting. By fostering group

interaction, this discussion could simultaneously be helpful

to all headache patients who are present—and could also

lead to a stimulating and helpful group discussion.

In addition, when one patient then asks a follow-up

question, the entire group has the opportunity to hear the

answer, which might simultaneously apply to many other

patients in the group as well. Even if the answer does not

happen to relate directly to some of the other patients’

current personal circumstance, it might in the future in the

event that they started having headaches later on. None-

theless, these other patients without headaches often state

that they find the answers to such questions interesting—

as they see how it might apply to others they know, and

state that they now know what to do should the same type

of thing happen to them in the future. In addition,

because of the professional skills of a behaviorist and

the gentle confrontation of other patients—both of

which are potentially present throughout the entire ses-

sion— limits can often more easily be put on drug-seeking

headache patients that put considerable pressure on the

neurologist to give them drugs that they want (but which

are medically contraindicated).

DIGMAs Are Excellent for Difficult, Demanding,
and Psychosocially Needy Patients

DIGMAs provide an excellent modality for treating some

of the most difficult, demanding, time-consuming, and

problematic patients in the physician’s practice—patients

who have extensive informational and psychosocial

needs, are inappropriate high or low utilizers of health-

care services, are angry and litigious, are distrusting and

anxious, or are depressed and filing numerous com-

plaints. Because of the greater amount of time available,

the professional skills of the behaviorist, and the help and

support provided by other patients, psychosocial issues

such as these can often be much better addressed in

DIGMAs and PSMAs than in traditional office visits.

Greater Patient Education Can Be Provided

In addition to providing greater attention to psychosocial

issues, DIGMAs and PSMAs can also provide more

patient education. Because the physician is able to effi-

ciently provide information of common interest to many

patients at once in the DIGMA group setting, questions

can be answered and medical recommendations provided

in a setting where all present are able to listen, interact,

and learn. In addition, the patients themselves are also

often able to help and support each other, which include

the sharing of important information they have obtained

as well as successful coping strategies.

The Doctor–Patient Relationship Can Be Improved

In the DIGMA, patients have the opportunity to spend a

full 90 minutes with their doctor, the behaviorist, and the

other patients. They can get their mind as well as body

issues addressed, see their physician laugh and be more

relaxed, and get to know their doctor better—all of which

can lead to improved patient–physician relationships

(which is something that patients attending DIGMAs

and Physicals SMAs often report). Patients and physicians

alike often leave the SMA setting reporting that they have

gotten to know each other better, that their relationship

has changed in a positive manner, and that they now feel

more comfortable and able to work effectively together.

Psychosocial Issues Can Often Be Better Handled

in SMAs

Although psychosocial issues are often difficult to address

during a brief individual appointment, they can often be

better handled during a DIGMA or Physicals SMA

because of the combination of more time available plus

the support and help of both the behaviorist and the

group itself. After one DIGMA session, the physician

commented: ‘‘This group is excellent for patients who

are lonely, depressed, or lack the support of others—

also for patients experiencing a great deal of life stress

that we couldn’t begin to address in a relatively brief

individual appointment.’’ Also, because of the added

diagnostic skills that an experienced and skilled behavior-

ist can bring into the treatment setting, the behaviorist

can help to diagnose clinical depression, anxiety, and

substance abuse (and to tactfully point these out to the

physician)—conditions that are known to often go under-

diagnosed and under-treated in the primary care setting,

and to drive many office visits.

Refer Some of Your Most Problematic and Demanding

Patients into Your DIGMA

Physicians have not infrequently commented upon how

valuable their DIGMA has been for handling and
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containing some of their most demanding, time-consum-

ing, and draining patients. Any of the following types of

patients could be included here: (1) information-seeking

patients who, despite being 40 minutes into a 20-minute

office visit, bring out a typewritten sheet filled with ques-

tions that they still want the physician to answer; (2) the

patient who comes in with a folder containing several

articles downloaded from the Internet that they want

the physician to promptly read and comment upon;

(3) the lonely widow who looks forward the entire week

to her doctor’s appointment; (4) the doctor shopper, who

is repeatedly dissatisfied with medical care received;

(5) the litigious and chronically unhappy patient who

frequently files complaints both internally and externally;

(6) the uncommunicative patient who frequently with-

holds information, gives only minimal responses, and

fails to voluntarily let the physician know what her/his

important healthcare issues are; (7) the patient with vague

and ever-changing physical complaints who refuses to

accept the possibility of contributory lifestyle factors or

a psychogenic origin of symptoms; (8) the frequent flier

who inappropriately overutilizes healthcare services, who

constantly telephones the doctor’s office, or keepsmaking

unnecessary medical appointments; (9) the patient who

interacts inappropriately with the healthcare system, and

misuses or abuses the services offered; (10) the worried

well with the multifarious and varied medical complaints

that they so frequently present with; etc.

Negative Feelings Are Often Better Handled in SMAs

Although DIGMA and PSMA sessions largely have a

positive and upbeat tone, anger and negative feelings

are nonetheless expressed and responded to. Patients

sometimes bring up, openly discuss, and favorably

resolve their frustration and anger with the system—

or with prior medical care. Such negative feelings can

arise from any of a large variety of perceptions and

misperceptions—that initial treatment or follow-up care

was inadequate; that too little time was spent with their

physician; that too much time elapsed between

appointments; that the doctor or staff seemed disinter-

ested; that their doctor was not reachable and did not

return calls; that their diagnosis and treatment had

been delayed; etc. In instances such as these, the

improved access, drop-in convenience, and additional

time that DIGMAs offer—coupled with the help and

support of the behaviorist and other patients—can

provide real and meaningful help to the physician,

and invaluable assistance to the patient in resolving

these negative feelings.

My Most Difficult Single DIGMA Experience

as a Behaviorist

Because of my extensive experience in the DIGMA and

PSMA settings, both as a behaviorist and as a champion,

I am sometimes asked to describe the most difficult

moment I ever had in a DIGMA session. The answer to

this question provides an excellent example of the benefit

that a skilled behaviorist—as well as the group itself—can

provide to the physician and patient alike when challen-

ging moments arise in the group. It occurred during a

large oncology DIGMA session with approximately 18

attendees, a session that was particularly full of negative

energy because two recently diagnosed cancer patients

who were attending the group for the first time were

extremely angry at their disease, their primary care doc-

tor, and their healthcare plan. Their fury escalated even

further as first one patient and then the other spoke loudly

in an absolute rage. They loudly blamed their doctors,

medical negligence, and the system for their plights. In

addition, the oncologist (who was not used to being

attacked and talked down to in such a negative, hostile

manner) was becoming increasingly irritated and defen-

sive as these two patients kept spewing their venom. To

put it mildly, the group room immediately became very

hot and tense with their vociferous accusations and see-

mingly insatiable fury.

As the behaviorist in this group, I waited for a couple of

minutes (although it seemed like an eternity), listening

intently to what these patients were saying before I said

anything myself—trying to first get a handle on exactly

what it was that these patients were so furious about. It

seemed to me that these two patients were actually very

fearful that, now that they were truly ill, the managed care

organization would let them die or suffer needlessly rather

than spend the necessary dollars to ensure that they

received appropriate treatment and the care that they now

so desperately wanted.When I asked them if this might not

be the case, these patients seemed to stop dead in their

tracks, and immediately became tearful as they acknowl-

edged that this was indeed their greatest fear. They said that

they had just that week read a national magazine article to

this effect about managed care organizations—how they

would let patients suffer needlessly and die, rather than

spending the necessary money on them to ensure that they

get appropriate care.

I was then able to immediately ask the physician

whether or not this was a realistic concern on their

part, which gave the oncologist an opportunity to

intervene and reassure the patients—with heartfelt sin-

cerity I might add—that this would definitely not hap-

pen regarding their treatment. He went on to say that

neither he nor the healthcare system would stand for

The Multiple Benefits that Well-Run SMAs Offer to Physicians 201



this, and that in his decades with the organization this

had never happened with any of his patients—and that,

if it ever did, he would promptly resign. The oncologist

was then able to add that his facility was a test site in

cancer research, and on the cutting edge with regard to

the latest in cancer treatment studies. All of this went a

long way toward reassuring these patients that they

would in fact be receiving the care that they needed

and toward greatly reducing their hostility.

It Is Unlikely This Positive Outcome Could Have Been

Achieved as Quickly with Individual Office Visits

As a result of these interventions by the behaviorist and

physician (together with other patients in the room

acknowledging that what the oncologist was saying was

certainly true in their case), the intense anger of these two

patients was successfully resolved within 15–20 minutes.

Afterward, both patients became very cooperative and

compliant with the oncologist’s recommended treatment

regimens, and they both continued to appropriately

attend future DIGMA sessions on an as-needed basis

without further incidents or problems. During that trying

session, an important positive shift had occurred in the

therapeutic relationship that these two patients had with

their oncologist—whom they now began to trust and

listen to, and started viewing as an ally and partner in

the treatment of their disease.

At the end of that singularly hot and heavy DIGMA

session, which was initially so full of hostility and negativ-

ity, theoncologist commentedon ‘‘what a goodandhelpful

group it was today.’’ He pointed out that the fierce rage

that had been expressed by these two patients that day was

much better handled in the DIGMA than he could possi-

bly have dealt with it during individual appointments. He

added that, ‘‘It would probably have taken several indivi-

dual appointments to achieve a similar result, if it would

have been possible at all.’’

Expensive Physician Downtime Can Be
Avoided by Overbooking SMA Sessions

Another benefit that DIGMAs, CHCCs, and PSMAs

offer physicians is that, by appropriately overbooking

sessions, expensive physician downtime during the

DIGMA can be avoided. With individual office visits—

when patients fail to keep their appointment or cancel too

late for the appointment to be refilled with another

patient—the result is typically an expensive loss in physi-

cian productivity and revenues. With group visits, this

costly problem can easily be avoided by simply overbook-

ing sessions according to the expected number of no-

shows and late cancels, a number that can readily be

empirically determined with considerable accuracy for

any given physician after only a few SMA sessions.

Some Concluding Comments

As we continue to expand and exploit the multiple ben-

efits that DIGMAs, CHCCs, and PSMAs can offer (to

improve quality and outcomes, to optimize productivity

and efficiency, to increase the amount of medical care

delivered, to increase patient education and disease self-

management skills, and to solve real-life healthcare

delivery problems such as improving access and contain-

ing costs), wemust always remember that the foundation

for this entire effort lies with the individual physician

running a SMA for his/her practice. In the many medical

groups where SMAs have been tried, physician profes-

sional satisfaction with the program has generally been

very high.

Only with physician acceptance and buy-in can the

remarkable benefits that DIGMAs, CHCCs, and PSMAs

offer to patients, physicians, and the organization alike be

fully realized. As we have seen in this chapter, there are two

things that are absolutely critical to securing physician

acceptance of any DIGMA, CHCC, or PSMA program:

(1) one must promptly and thoroughly address the many

concerns and resistances that physicians need to have

resolved before they will be willing to try a SMA for their

own practice; and (2) physicians need to clearly understand

the many potential physician benefits that properly run and

supported SMAs can offer to them and their practices.
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Chapter 7

A Comprehensive Chronic Illness Treatment Paradigm
that Makes Full Use of Group Visits

Chronic conditions such as Type 2 diabetes and heart failure have become epidemic. This is not just a
problem unique to the United States; it is a global problem. A contributing factor to the increase in many
of the chronic conditions has been the epidemic of obesity. In the past 20 years, the rates of obesity have
tripled in developing countries that have adopted a Western lifestyle involving decreased physical activity
and overconsumption of inexpensive, high calorie foods. Today more than 1.1 billion adults and 1.7 billion
children are overweight.1 The impact of this problem has staggering numbers attached to it. In the US the
combined costs for diabetes and heart failure exceed $200 billion per year.2 Worldwide by 2030, there will
be approximately 366 million people with Type 2 diabetes (Footnote 1). Our current models of providing
care have not worked in addressing this problem. If we are to have a broad impact in reversing this trend we
must find more effective ways in helping patients address the necessary health behavior changes. Group
visits that help foster self-management support can have a substantial impact on the efficient use of
resources necessary to reverse this trend. Not only can they impact the effects of conditions such as
diabetes and heart failure, they have a broad applicability to a host of problems faced by an aging
population.

Jim Nuovo, MD, personal communication, February 1, 2007

SMAs Offer Many Benefits to Chronic Illness
Population Management Programs

In this chapter, we discuss a comprehensive chronic disease

treatment program that I developed, implemented, and first

published in the February 2008 issue of Group Practice

Journal—one that takes full advantage of the multiple ben-

efits that group visits offer and should work equally well for

managing virtually any chronic illness (1). This paradigm

represents a high quality, high volume, and cost-effective

approach to chronic disease management that makes full

use of the multiple quality, service, economic, and satisfac-

tion benefits that well-run SMA programs can offer. As will

be seen, of all the group visitmodels, theDIGMAmodel has

many specific advantages that make it singularly well suited

to chronic disease and lifestyle management programs—

although the other group visit models can also be applied

in certain unique ways. For illustrative purposes, diabetes is

used in this chapter as a specific application of the proposed

chronic disease management paradigm. However, the

reader should keep inmind that this is but a single example,

and that this same paradigm could work equally well for

any chronic illness treatment program (CHF, asthma, dia-

betes, hypertension, hyperlipidemia, stroke, Parkinson’s

disease, etc., provided that there are sufficient patients

with that diagnosis to fill the SMA groups).

Delivery of Medical Care Is Central for All
Group Visit Models

Recall that the central characteristic of a group visit

(or shared medical appointment, group medical appoint-

ment, group appointment, etc.) is the efficient delivery

of medical care in an informative and supportive group

setting that includes other patients. Despite working long

hours as hard and efficiently as possible, many physicians

are nonetheless finding that access problems are worsen-

ing, that patient panels are becoming larger, and that

these increasingly large practices are becoming more

difficult to manage. In addition, patients are becoming

1Hossain P, Kawar B, El Nahas M. Obesity and diabetes in the
developing world. A growing challenge. New England Journal of
Medicine 2007;356:213–215.
2Nuovo J, editor. Chronic Disease Management. New York,
Springer, 2007.

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_7,
� Springer ScienceþBusiness Media, LLC 2009
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more informed and demanding; the patient population is

aging; multiple chronic diseases are becoming common-

place; obesity is becoming an epidemic; and tens of mil-

lions of uninsured are likely to soon gain universal health-

care coverage. Furthermore, many providers are striving

tomove toward same-day access, but are finding that they

need a tool such as group visits to increase their produc-

tivity and help them to achieve—and then maintain—this

high level of accessibility to their practices. In addition to

helping physicians better manage large and busy prac-

tices, group visits can also be used with an equally positive

effect in better managing chronic illnesses and high-risk

patients—a topic to which this chapter is dedicated.

Their Unique Combination of Benefits Makes
Group Visits Ideal for Chronic Disease
Management

Group medical appointments truly represent a glimpse into

the future because of their unique ability to simultaneously

cut costs, save time, enhance quality, update routine health

maintenance, improve outcomes, and better meet the needs

of patients and physicians alike. Typically involving the

patient’s own physician and a multidisciplinary treatment

team, shared medical appointments (SMAs) have the flex-

ibility to allow patients to bring one support person along

with them (spouse, adult family member, caregiver, or

friend)—at least this is the case for DIGMAs and some

PSMAs, but not for CHCCs. Group visits also make full

use of the complementary skill sets of all members of the

SMA team—for example, the nurse/MA(s), who are

pushed to do the maximum amount possible, but always

stay at a level that is within their skill set and scope of

practice. The goal here is to off-load as many responsibil-

ities as possible from the shoulders of the physician to less

costly (and often more specifically trained) members of the

care delivery team. Because these shared medical appoint-

ments occur in a group setting (i.e., where all can simulta-

neously listen and learn), a broader scope of prevention

and disease self-management information can be efficiently

delivered—and this can be accomplished while greater

attention is also paid to the psychosocial and educational

needs of patients, which can drive so many office visits.

The Greatest Untapped Resource in Medicine
Today—The Patients Themselves

I have always felt that perhaps the greatest untapped

resource available to medical groups around the world

(and one that group visits fully tap into) is the patients

themselves—not only in their own disease self-management

but also in the altruistic sense of helping one another.

Because they efficiently incorporate not only all the elements

of the traditional individual office visit but also the help and

support of other patients (as well as a multidisciplinary

treatment team), group visits offer many advantages in the

treatment of the chronically ill. Because shared medical

appointments also have the potential to provide more time

with the physician, unimpeded access to care, greater patient

education, more attention to psychosocial needs, and closer

follow-up care, they offer an ideal venue for treatingboth the

chronically ill and the elderly.

SMAs Validate Patients as Legitimate Sources
of Information and Help

Aspatients share helpful information, encourage eachother,

learn from one another, and provide an incentive to each

other for improving their health, group visits validate

patients as legitimate sources of information for other

patients. It is amazing howmuchmore effective an animated

positive report from one patient proclaiming success with a

particular dietary, exercise, smoking, or medication change

can be in motivating others to also comply with recom-

mended treatment regimens than can the advice or admoni-

tions of the physician. Also, because of the warm, relaxing,

and supportive nature of the group environment, patients

often volunteer sensitive personal issues more readily than

they would during regular individual visits with their physi-

cian. This social support can not only reduce the feelings of

isolation, alienation, anxiety, and despair that chronically ill

and geriatric patients so often experience, but also provide a

healing balm that comforts and consoles—and accomplish

all of this while validating patients as legitimate sources of

information and help.

Patient Participation Is a Critical Ingredient
to a Successful SMA Program

Because patients are the key underlying ingredient to

the interactive educational and emotionally supportive

processes that occur in the group visit milieu, patient

participation is critical to the full success of any group

visit program—which is something that patients need to

be reminded of and valued for. It is important to recog-

nize that, in addition to the physician actually providing

medical care, patients are themselves primary caregivers

in their own chronic disease management. They are the
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ones having the most first-hand experience in coping

with their illness and in developing the requisite coping

skills. It is the relationships between patients, as well as a

healthy group dynamic, that are the keys to this interac-

tive process—i.e., to enabling patients to help and support

each other and to building the necessary self-efficacy

skills. Although no patient is required to comment at

any particular time during the SMA session, nonpartici-

pation could negatively impact both effective group

dynamics and the potential benefit that each patient

receives. Therefore, it is critically important that patients

be strongly encouraged to speak candidly and openly

during every SMA session. As can be seen, it is essential

that group interaction be fostered to the appropriate

degree and that any contributions by patients are

acknowledged as being worthwhile and valuable.

DIGMAs Offer Singular Benefits to Chronic
Disease Management

DIGMAs were specifically designed to: (1) dramatically

increase physician productivity (by 200–300% or more);

(2) improve patients’ access to medical care through use

of existing resources; (3) provide more time with the

patient’s own physician, a more relaxed pace of care,

and closer follow-up care; (4) integrate the help and sup-

port of others dealing with similar experiences into each

patient’s healthcare experience; (5) enhance quality,

increase patient education, and better attend to patients’

psychosocial needs; (6) reduce repetition, increase effi-

ciency, and strengthen the bottom line (although cost-

effectiveness requires consistently maintaining targeted

census levels); (7) increase patient and physician satisfac-

tion; (8) provide medical care from start to finish (i.e.,

as a series of individual office visits with observers);

(9) provide only medically necessary visits (as patients

only come in when they have an actual medical need);

and (10) enable physicians to better manage both chronic

illnesses and busy, backlogged practices.

In terms of a treatment paradigm for the population

management of various types of chronically ill patients,

DIGMAs offer certain advantages over CHCCs because:

(1) they are open to virtually all patients having that parti-

cular chronic illness (i.e., rather than just the same 15–20

high utilizers being covered over time, as is the case for

CHCCs); and (2) patients can come into any DIGMA ses-

sion they wish, whenever they have amedical need andwant

to be seen (as opposed to coming into a prescheduled series

of visits regardless of whether or not they happen to have a

medical need, as with CHCCs and Specialty CHCCs). With

DIGMAs, patients can typically be seen any week that they

happen to have a medical need (or any day, in the case of

daily DIGMAs)—although sessions could be held more or

less frequently.

An additional advantage of the DIGMA model is the

fact that DIGMAs provide accessible care to all chroni-

cally ill patients who are willing to attend even a single

session, no matter how weak their motivation might be—

as, unlike CHCCs, they do not need to initially commit to

coming on an ongoing basis. Finally, because DIGMAs

permit patients to come in whenever they have a medical

need, different patients typically attend each session—

which is diametrically opposed to the CHCC model in

which the same 15–20 patients are followed over time,

with all patients needing to start at the same time. This

means that every DIGMA session is open to all (or almost

all) patients in the chronic illness populationmanagement

program, and that they are welcome to come in any time

that they happen to have a medical need. Therefore,

DIGMAs are unique with regard to the exceptional access

to care that they can provide within a chronic disease

management program—even with patients only willing

to commit to just coming once.

Also, because they focus upon delivery of medical

care from start to finish (and because they can best be

conceptualized as a series of individual office visits

with observers attending to each patients unique med-

ial needs individually), DIGMAs are never perceived

as classes—which can be the case for CHCCs. Further-

more, DIGMAs are often billed by fee-for-service orga-

nizations through use of existing E&M codes according

to the level of care delivered and documented (although

they do not typically bill for either counseling time or

the behaviorist’s time). Finally, while DIGMAs are pri-

marily used for return or follow-up visits, they can also

be used to intake new patients into a chronic disease

management program—unless the intake process

requires a physical exam that must be completed in the

privacy of the exam room (for example, because it

involves disrobing), in which case the Physicals SMA

model would instead be used for intakes.

For these same reasons, DIGMAs are ideal not

only for chronic disease population management pro-

grams, but for lifestyle medicine as well—i.e., where

the goal is for certain patient populations to make

important and appropriate lifestyle changes (in such

behaviors as diet, exercise, smoking, etc.). The same is

true for geriatric patients, where the remarkable com-

bination of benefits that DIGMAs (as well as CHCCs)

offer can provide a remarkable level of care to these

medically needy and often time-consuming patients—

and do so while also bringing a certain degree of relief

and joy back into the practice of medicine for the

providers treating them.
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DIGMAs Also Offer Some Disadvantages
to Chronic Disease Management

On the other hand, while DIGMAs offer many advan-

tages over CHCCs in chronic illness population manage-

ment programs, they also suffer from a couple of disad-

vantages. For example, because different patients attend

each session, DIGMAs have the disadvantage of requir-

ing constant vigilance as to census—which is a less critical

issue for CHCCs once the 15–20 committed, high-utiliz-

ing patients have initially been selected. In addition,

although adequate, patient bonding is generally less for

DIGMAs than for CHCCs—as patients in some CHCC

groups have already been meeting together for over 10

years. In addition, while both require nursing personnel

and a program coordinator, DIGMAs require certain

additional personnel that CHCCs do not—the most

obvious of which are the behaviorist, the documenter,

and the dedicated scheduler.

Because different patients typically attend every

DIGMA session, and sometimes include patients attend-

ing for the first time, another weakness lies in the impor-

tance of conservatively handling the entire issue of con-

fidentiality. With DIGMAs, it is particularly important

that patients know what to expect and understand that

their medical issues will be discussed in front of others in

the group setting. In addition, I always have every atten-

dee (patients and their support persons) sign a confidenti-

ality release prior to the start of every DIGMA and

PSMA session, a release which makes clear that, by sign-

ing, patients are affirming that they will hold confidential

anything that is said about other patients in the group

setting—and to not disclose this information to anyone

else after the group is over. This critically important issue

of confidentiality is covered in the following quotation

taken from Dorothy L. Pennachio’s cover story entitled

‘‘Should you offer group visits?’’ in the August 8, 2003

issue of Medical Economics (which includes quotes from

Steve Ingraham, an attorney with Harris Beach in Roche-

ster, NY, and from D’Arcy Guerin Gue of Phoenix

Health Systems in Montgomery Village, MD) (1):

‘‘HIPAA doesn’t prevent people from voluntarily discussing
personal health information with others. The intent is to
protect patients’ privacy,’’ says Ingraham. ‘‘The focus of the
privacy standards is on the doctor, whether he treats one-on-
one or in a group. He has obligations under HIPAA with
respect to permissible disclosures.’’ This means a doctor can’t
reveal personal health information acquired from a patient
during a group session for nontreatment purposes, such as
research, publication, or promotion—any more than he can
reveal information learned during a one-on-one visit, unless
the patient authorizes him to do so. ‘‘Beyond that, there’s
nothing in HIPAA that precludes group appointments, pro-
vided the patients are willing and competent to participate,’’
says Ingram. D’Arcy Guerin Gue of Phoenix Health Systems

in Montgomery Village, MD, advises caution, though:
‘‘HIPAA’s read on group visits hasn’t been tested, but I
suggest erring on the side of conservatism. If tested, a deci-
sion byHHS would come down on the side of the patient’’(2).

CHCCs Also Have Unique Advantages
and Disadvantages

However, CHCCs do offer certain advantages. Because

the care provided in a CHCC focuses upon the same

15–20 patients over time, the patient bonding and con-

tinuity of care—as well as the quality of care—can be

exceptional for these patients. On the other hand,

CHCCs also have several disadvantages because they

fail to offer many of the advantages that DIGMAs do

when it comes to managing the chronically ill. For exam-

ple, CHCCs fail to offer the convenience of being able to

drop in and require that patients only enter during pre-

scheduled sessions—which might be held on a monthly

basis or, in the case of the Specialty CHCC, sessions could

be held according to a schedule recommended by best

practices. Also, because CHCCs involve patients commit-

ting to attend a series of ongoing follow-up visits, they are

used for follow-ups rather than new patient intakes—

whereas DIGMAs can be used for both, so long as the

exam does not require disrobing and can be completed in

the group setting (or else the PSMA model would be

used). Furthermore, with CHCCs, patients would be

expected to come for each session—i.e., regardless of

whether or not they happened to have a medical need at

that time.

One of the major drawbacks of the CHCC model is

that participation would likely be limited to a relatively

small percentage of all the chronically ill patients in the

program—perhaps to just 15–20 high-utilizing patients,

because that is where the economic offset is. However, it is

important to keep in mind that only approximately 40%

of these high utilizers will make the necessary commit-

ment to attend regularly. Therefore, the CHCCmight not

be so useful for the remaining 60% of high utilizers—as

well as for the low and moderate utilizers in the program

(which will likely be the vast majority of chronically ill

patients in the program). Whereas CHCCs provide excel-

lent and accessible care for the 15 or 20 high-utilizing

chronically ill patients fortunate enough to attend regu-

larly, they do little to either increase physician productiv-

ity or to solve access problems—nor do they provide

ongoing care for the vast majority of patients in the dis-

ease management program who happen to have that par-

ticular chronic illness (i.e., all the other patients who are

not a part of the 15–20 patients in the CHCC program, as

it is not open to them). It is for reasons such as these that
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the DIGMA model provides the backbone of the pro-

posed chronic disease population management program.

A Few Comparative Comments on
Use of CHCCs and DIGMAs in Chronic
Disease Management Programs

As can be seen, DIGMAs and CHCCs are both important

and solid group visit models for the follow-up visits of

established patients—models that can play important roles

in chronic disease management programs. However, these

models are also very different in design, accomplish different

ends, have different strengths and weaknesses, are open to

different groups of patients—and would appear to have

different billing issues. However, because of these differ-

ences, CHCCs and DIGMAs provide complementary

shared medical appointment models for follow-up visits.

They can, and do, work verywell together in actual practice.

In addition, they also combine well with both individual

office visits and Physicals SMAs (which is the preferred

group visit model when the physical examinations involve

disrobing and/or must be conducted in private).

In chronic disease management programs, the bulk of

appointments will be for follow-up visits—which means

thatDIGMAsandCHCCswillbeofparamount importance

here. Although improved access to private physical exams

can sometimes be important, it is clear that the CHCC and

DIGMA models will play the major role in chronic illness

population management programs because of their focus

upon return or follow-up visits (although sometimes DIG-

MAs are also used for new patient intakes). With the same

15–20 patients returning on a monthly basis to all sessions,

CHCCs tend to focus upon a small but costly subsegment of

the chronic disease management program—i.e., high-utiliz-

ing, multi-morbid geriatric patients. Therefore, CHCCs

wouldmost likely beused in the individual casemanagement

component of a chronic illness population management

paradigm (provided that the case manager had enough

patients to fill a CHCC), although DIGMAs could be used

for these very high risk patients as well.

With different patients typically attending every session

(and all qualifying patients invited to attend whenever they

have a medical need and want to be seen), DIGMAs are

unlike CHCCs in that they typically cover most or all of the

patients in the provider’s practice or in the chronic illness

program. In addition, patients can come into any DIGMA

session they wish (i.e., whenever they have a medical need)

rather than being expected to start at the same time and then

return on a prescheduled monthly basis—i.e., regardless of

whether or not they happen to have a medical need at that

time, as is the case for the CHCC. An additional important

distinction is that DIGMAs leverage existing resources to

dramatically increase productivity, improve access, and deli-

vermedical care from start to finish. From the standpoint of

chronic disease management programs, DIGMAs therefore

offer many critically important and uniquely beneficial

features.

Unlike CHCCs, which are typically held monthly, all

patients within a diabetes program would be invited to

come into DIGMAs any week that they had a medical

need—i.e., assuming that the DIGMA is held weekly.

Furthermore, unlike CHCCs, chronically ill patients within

the diabetes program would be invited to attend DIGMAs

regardless of whether they are high or low utilizers, compli-

ant or noncompliant, motivated to attend on an ongoing

basis or not, and irrespective of how long it has been since

their last visit. Although the CHCC and DIGMA models

can both offer high-quality care, improved outcomes, excel-

lent patient education, the help and support of others, pri-

vate time with the physician, and high levels of patient and

physician professional satisfaction, it is important to keep

the defining characteristics and benefits (as well as the weak-

nesses) of each model in mind when you are designing your

chronic illness population management program and select-

ing which model to use.

A Comprehensive SMA Treatment Paradigm
for Managing Chronic Illnesses

A comprehensive treatment paradigm that especially

involves DIGMAs (but also CHCCs and PSMAs) for the

population management of various chronic illnesses is

depicted in Fig. 7.1. This chronic disease management para-

digm, which fully utilizes group visits, consists of three basic

Fig. 7.1 A comprehensive treatment paradigm for all types of
chronic illnesses that makes full use of group visits (as well as
other types of group-based programs)
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components. First, a system-wide capability (often an IT

function) for identifying, assessing, tracking, and referring

chronically ill patients into the appropriate form of care

within the proposed chronic illness treatment program.

However, direct referrals from providers throughout the

entire system could also be made into the various compo-

nents of the disease management program.

Second, there is a critically important 3-phase chronic

illness treatment pathway for delivering the appropriate

types of care to all of the patients in the program having

this particular chronic illness. In the case of diabetes, these

three phases would likely include: (1) a Phase 1 diabetes

education class as an entry point into the program; then (2)

a whole host of additional Phase 2 programs (most of which

would be group based) for delivering additional care; and

finally (3) a Phase 3 individual casemanagement component

for those patients at highest risk.Third, groupvisitswouldbe

used in the practices of virtually all of the providers attached

to the chronic illness treatment program who are delivering

medical care to these chronically ill patients. Soas to leverage

their time and maintain good access to their appointments.

An overarching principal of this proposed chronic illness

treatment paradigm is that it be possible to expeditiously

refer patients fromany one component to any otherwithin 1

week’s time—i.e., that there be nobottlenecks at anypoint in

the paradigmwith regard to appropriately referring patients

from any one element to another in a timely manner.

Because of the large number of patients anticipated to be

enrolled in any such disease management program, it is

anticipated that—in order to leverage resources sufficiently

to achieve this degree of accessibility throughout—it is likely

that almost all of the care delivered in each component of the

proposed paradigm would need to be provided in groups.

Group visits would therefore be employed for the vast

majority of medical care delivered, with individual office

visits largely being reserved for applications where SMAs

are not appropriate. In terms of the group visit models to be

employed in the various components of this paradigm, it is

the DIGMA model that would be the primary workhorse

playing themajor role, followedby theCHCC (whichwould

likely be used to a considerably lesser extent) and then the

PSMA—which would only be used in a limited way, as it

would be reserved for those patients requiring a private

physical examination.

First Component: A System for Identifying,
Assessing, Tracking, and Placing All Diabetic
Patients into the Program

The first step in the proposed population management pro-

gram for diabetic patients (or for any other chronic illness) is

to establish a reliable, cost-effective IT system—including

the necessary personnel, resources, computer systems, and

processes—for identifying and tracking all diabetic patients

within the healthcare organization, and for placing them

into the appropriate care pathway within the chronic illness

treatment program. In addition, direct referrals from physi-

cians andotherproviders throughout the entire systemcould

also be made into the chronic disease management program

in a similar manner. The IT system must ensure that all

diabetic patients are afforded ongoing monitoring and sur-

veillance and that they are referred at proper times into the

appropriate treatment modalities. This IT function needs to

determine which patients within the system have a diagnosis

of diabetes, and then ensure that they are referred into

the appropriate level of treatment within the proposed dia-

betes diseasemanagementprogram—i.e., for their needs and

stage of illness (with the most common entry point being

placement into Phase 1 of the 3-phase care pathway).

Ideally, this should be a comprehensive, ongoing sys-

tem for identifying, placing, and monitoring the progress

of all diabetic patients—one that should play an impor-

tant role throughout all stages in the treatment of diabetes

to ensure that all affected patients are receiving appro-

priate care, and that no patients end up slipping through

the cracks. Additionally, this system must be capable of

tracking outcomes and performance measures. For most

patients, regardless of whether they are referred into the

program through the IT system or by direct physician

referral, entry into this chronic disease management pro-

gram will involve referral into Phase 1 of the proposed

chronic illness treatment paradigm. In the example of

diabetes that we are using in this chapter, Phase 1 would

most likely be the diabetes education class.

Second Component: A 3-Phase Care Pathway

For this proposed chronic illness treatment paradigm,

which is meant to make full use of group visits, the second

component is a 3-phase care pathway.

Phase 1—The Diabetes Education Class

Phase 1 is the educational, self-help component of the

proposed chronic illness treatment paradigm—i.e., the

diabetes education class. Because patient education and

the presentation of critically important information

regarding the basics of diabetes and its treatment are the

central focus of Phase 1, it is here that information about

diet, exercise, medications, available treatments, insulin,

and disease self-management skills are taught.
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Allow Patients to Enter the Diabetes Education Class

at Any Point

Phase 1 would normally consist of between one and five

diabetes education class sessions, with one to three sessions

beingmost typical. If the diabetes education class consists of

more than one session, then I would strongly recommend

that these sessions bedesigned in suchamanner that patients

are able to enter into the program during any of the sessions

and then cycle through the entire sequence of sessions from

that point forward in a manner that best fits their own

schedule. This allows for best possible access to the pro-

gram—i.e., for prompt placement of all patients into the

program within 1 week’s time.

It Is Here that the Basics About Diabetes and Its Treatment

Are Taught

In Phase 1, patients are taught the basics about diabetes and

its treatment—i.e., what diabetes is, its various forms and

progressive nature, and the different types of treatments that

are currentlyavailable.Theyalso learnabout the importance

of: (1)makingkey lifestyle changes (suchasdiet, exercise, and

smoking cessation); (2) complying with recommended med-

ical regimens; (3) keeping blood glucose levels under tight

control and within an acceptable range; and (4) understand-

ing the potential long-term health consequences of this

disease (hyperglycemia, hypoglycemia, hypertension, hyper-

lipidemia, neuropathy, retinopathy, nephropathy, cardio-

vascular complications, amputations, strokes, heart attacks,

etc.). In addition, patients learn about the various healthcare

services that are available to them (both internally and exter-

nally), how and when to access these services, how to make

the best use of these services, the potential consequences of

noncompliance, and the importance of appropriate and

ongoing treatment—and of keeping all their appointments.

The Nutritional Aspects of Dealing with Diabetes Are Also

Taught in Phase 1

It is in the diabetes education class (which constitutes

Phase 1 of the proposed chronic illness treatment para-

digm) that patients also learn about meal planning, the

food pyramid, how to count carbohydrates, the impor-

tance of maintaining ideal body weight, and the critical

role that proper nutrition can play in the effective self-

management of diabetes. Patients also learn about

resources available to them—e.g., the proposed diabetes

program, smoking cessation classes, health education and

exercise classes, mental health services, diabetes support

groups in the community, weight control programs, etc.

The Importance of Exercise Is Also Taught During Phase 1

The need for proper exercise—particularly the need for

aerobic exercise and improving one’s body mass index

(BMI)—is also explained to patients in Phase 1. It is

here that patients learn about the different types of exer-

cise they can undertake with benefit, the need to start slow

and to build up gradually, the way to employ interval

training, and the importance of involving their medical

care team in decisions regarding exercise. It is here that

the importance of selecting an appropriate form of exer-

cise that one enjoys and can stick with over time is also

emphasized.

The Different Medication Treatments Can Also Be Covered

in Phase 1

Patients can also be taught about the different kinds of oral

medications and insulin regimens currently available for

treating diabetes, the potential side effects of these treat-

ments, and when and how to take/inject these medications.

The Phase 1 diabetes education class can also include

discussions regarding injection site rotation and the possi-

ble use of pill boxes (i.e., with clearly labeled compartments

for daily doses) so as to avoid patients forgetting about

whether or not they have taken their pills. They can also be

taught how to properly store their insulin and how to

dispose of syringes and needles. In addition, the diabetes

education class can teach patients about how to test their

blood glucose levels—and the importance of regularly

checking these levels each day according to the regimen

their doctor has prescribed for them (but often before and

after meals, as well as upon arising and at bedtime). They

also learn about the importance of tracking their test

results on an ongoing basis in a logbook or diary as well

as the significance of having their glycosylated hemoglobin

level checked at periodic intervals.

During Phase 1, Patients Also Meet, Support, and Learn

from Each Other

It is in the Phase 1 diabetes education classes that patients

have an opportunity to meet one another during group

meetings, and to share with each other some helpful hints

and successful coping strategies that they have learned. It is

for this reason that I recommend that the Phase 1 diabetes

education classes be somewhat interactive in nature—i.e.,

rather than just being a lecture-type class format—as

patients will likely learn more and it will better hold their

interest. Patients in attendance learn that the concern and

support of others can help them to feel better, to copemore

effectively with their disease, and possibly even to have
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better outcomes. In addition, patients learn that coping

with diabetes can be stressful, can involve multiple losses,

and will likely include significant lifestyle changes. They

gain understanding about how stress can impact blood

glucose levels and can even be taught specific stress man-

agement techniques that can be employed to help them

deal more effectively with their disease.

Phase 1 Will Be Enough for Some Patients,

but Not for Others

For many patients, Phase 1 of the 3-phase chronic illness

care pathway that is being proposed here will provide

them with enough information to understand and control

their diabetes—at least at this point in time. For them, the

diabetes education class will be sufficient to: motivate

them to comply with recommended treatment regimens;

help them to gain the skills necessary to self-manage their

disease; and enable them to make the best use of their

future medical appointments. Unfortunately, there will

likely also be many other diabetic patients for whom

Phase 1 will not be sufficient—i.e., Phase 1 will not pro-

vide these patients with enough information, support,

and help for them to be able to appropriately self-manage

and cope effectively with their disease. Such patients

will therefore need more than Phase 1. In most cases,

such patients will subsequently need to attend one or

more of the various programs in Phase 2 (and in some

cases, even Phase 3) of the proposed 3-phase care pathway

for the treatment of diabetes. One of the goals of the

proposed chronic illness treatment paradigm is, whenever

possible, to keep patients from deteriorating to the point

that they need Phase 3 (individualized case management)

care; therefore, a whole host of Phase 2 programs must be

employed to reduce this risk.

Phase 2—An Assortment of Relevant Group Programs

Phase 2 in this proposed chronic illness population

management paradigm, which naturally is located between

Phase 1 andPhase 3 of the 3-phase care pathway, is for those

patients who do not yet qualify for Phase 3 (i.e., individual

casemanagement)—yet needmore than thePhase 1 diabetes

education class because their diabetes is still not sufficiently

tightly controlled. Due to limited resources and the large

number of chronically ill patients likely to be in a chronic

illness population management program, the great majority

of these Phase 2 programs are likely to be group programs in

order to adequately handle the high anticipated patient

volume. In Phase 2, we might have smoking cessation

groups, chronic illness support groups, cognitive behavioral

treatment programs for depression and anxiety, nutrition

classes, exercise groups, etc. These Phase 2 programs could

include behavioral medicine group programs, psychiatry

groups, health education classes, support groups, commu-

nity programs, and any other types of lifestyle or disease-

specific group programs that these patients might require.

These Phase 2 group programs are specifically designed

for those chronically ill patients requiring additional help

beyond Phase 1, as most of these patients will have already

completed Phase 1. In our example of a diabetes population

management program, the therapeutic goal of these Phase 2

programs would be to provide the additional medical care,

information, emotional support, disease self-management

skills, and resources required for these patients to get their

diabetes under better and tighter control as quickly as pos-

sible. Clearly, the goal of these Phase 2 group programs is to

give these patients what they need and to keep them from

deteriorating to the point where they reach Phase 3—i.e.,

individual case management.

In Phase 2, Many Types of Group Programs

(as well as SMAs) Can Be Utilized

It is in Phase 2 that the various types of group programs

(includingpossibly somegroupvisit programs) canplay their

greatest role. It is here, in Phase 2, that such group programs

as weight management groups, smoking cessation classes,

nutritional classes, exercise programs, hypertension and

hyperlipidemia programs, cognitive behavioral treatment

programs for depression and anxiety, chronic illness support

groups,griefgroups,andcaregiversgroupscanallbeoffered.

However, group visits such as DIGMAs and CHCCs can

also be used not only in Phase 2 but also in Phase 3 aswell as

in the practices of all of the providers attached to the chronic

illness program—which is where SMAs can play their great-

est role. However, this is only true if these programs are

promoted well enough to ensure that enough patients are

willing andable to attend tokeep all such groupvisit sessions

filled to targeted census levels, so that census requirements

for these SMA programs can be consistently met.

Mid-Level Providers Often Provide Most Phase 2 Care

In actual practice, it is often mid-level providers (nurses,

diabetic nurse educators, social workers, psychologists,

etc.) with a special interest in working with chronically ill

patients (diabetic patients in the example being discussed

here) who are involved with many of these Phase 2 group

programs. However, group visits such as DIGMAs,

CHCCs, and PSMAs will clearly need to involve a med-

ical provider (physicians, nurse practitioners, physician

assistants, etc.) attached to the chronic illness program.
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The Precise Content of Phase 2 Programs Will Vary

According to Need

The exact types of Phase 2 group programs offered, as well

as the precise content of these programs, will vary accord-

ing to the particular needs of the chronically ill patients

attending the programs. Although some individualized

care could also be made available to certain chronically

ill patients on an as-needed basis, Phase 2 programs in the

proposed paradigm would characteristically be group

based—and built upon best practices whenever possi-

ble—so as to best serve the needs of the anticipated large

volume of patients. These Phase 2 group programs could

include educational, support, behavioral medicine, and

mental health groups in addition to SMAs. In addition

to being efficient and cost-effective, these reasonably large

group programs would also provide the help and support

of other patients dealing with similar issues—i.e., as well as

a multidisciplinary care delivery team. Because of the

helpful presence of other patients, these Phase 2 group

programs could offer not only additional patient educa-

tion and emotional support but also closer attention to

such important psychosocial issues as patient noncompli-

ance—and accomplish all this while expanding upon the

medical and self-care information presented in Phase 1.

Phase 3—Individual Case Management

In the 3-phase care pathway of the proposed comprehensive

chronic illness treatment paradigmmaking full use of group

visits,Phase3represents the individualizedcasemanagement

of thosepatientswhoareat greatest riskbecause theirdisease

is most out of control. In the example of diabetes being used

here, Phase 3 would be the intensive, individualized case

management stageofdiabetes care for thosediabeticpatients

whose illness is advancing most severely. Although each

system will have its own particular cutoff point for patients

to qualify for Phase 3, this criterion is often something like

HbA1c levels over 10, 11, or 12. Phase 3 will often include

patients having advanced disease, those whose disease is

currently most out of control, those with compliance issues,

and patients who are high utilizers of healthcare services.

While Phase 3 Is Primarily for Individualized Case

Management, SMAs Can Also Be Used

It is in Phase 3 of the proposed population management

paradigm for treating chronically illnesses that individua-

lized case management is typically provided for these high-

risk patients—often by mid-level providers such as nurses

andmedical social workers. The goal in Phase 3 is to provide

individualized case management—i.e., to deliver close,

appropriate, and ongoing monitoring and care to these

high-risk and costly patients so that they can get their dia-

betes under better control as quickly as possible. The hope

here is that this improved control will occur before further

and irreversible medical damage is suffered by the patient,

andbefore thehealthcare system incurs the additional costof

a chronic illness unnecessarily turning into an acute medical

emergency. However, this having been said, the DIGMA

and CHCCmodels can still play an important role in Phase

3—provided that enough Phase 3 patients are willing and

able to attend the groupvisit so that census requirements can

bemet and the programcan be economically sustainable. By

using group visits, the individual case manager’s time can be

leveraged and more patients reached with the care that they

need. As an additional healthcare choice, the group visit

formatwill actually turn out to be the preferred care delivery

modality for many of these patients. The CHCC model

would be used in Phase 3 when one desires to set up say

monthly meetings with the same group of out-of-control

diabetics over time, and where these same 10–20 patients

would be expected to attend all periodically scheduled ses-

sions. On the other hand, DIGMAswould typically be held

on a weekly basis and could be attended by most if not all

Phase 3 diabetic patients; however, different patients would

typically attend each session as they would only attend

DIGMA sessions when they had an actually medical need

to be seen.

A Word of Caution Regarding Phase 3 SMAs

The one word of caution here is that—because Phase 3

DIGMAs consist solely of patients with HbA1c levels over

some criterion level, say 10 or 11—they are often filled

with noncompliant patients who minimize or deny their

disease, and those who are living their lives in a singularly

unhealthy manner. Therefore, the word of caution here is

that these patients are often all-too-willing to support each

other’s noncompliant and unhealthy behaviors. In such

DIGMAs, it is not uncommon to hear one patient say to

another something like, ‘‘Yeah, I know exactly what you

mean, Jim. Like you, I’ve also eaten red meat and cheese

all my life—and I’m not about to change now either!’’ Or

patients might say, ‘‘The doctor told me the same thing

and actually expects me to quit smoking. It’s easy for her

to say, but I’ve also been smoking for over 40 years. I can’t

quit now, and I’m not about to. I understand exactly how

you feel.’’ Or else, a patient might say something like the

following to another patient that is resisting the doctor’s

advice to start exercising: ‘‘I’m like you. I hate to exercise. I

don’t like getting all sweaty and tired out either. I just

don’t see the sense of it. I understand what you’re saying.’’
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Individual Case Managers Using Group Visits Must Be

Ready to Promptly Handle Certain Challenges

Clearly, any provider running DIGMAs or CHCCs for

Phase 3 patients will need to be aware of this, and will need

to promptly confront such poor advice from other patients

in the group whenever such comments and recommenda-

tions are put forth—i.e., by other patients whose HbA1c is

also currently out of control. I have only found this ten-

dency for patients to side with one another’s noncompli-

ance (i.e., rather than with the doctor’s recommended

medical advice) to occur in DIGMAs consisting almost

solely of patients whose chronic illness is out of control. It

is for this reason that I usually choose to not runDIGMAs

solely for patients with out-of-control diabetic symptoms,

and generally prefer to include patients with a wide range

of HbA1c levels. This is because the patient whose HbA1c

used to be over 10—but has worked very hard to gain

tighter glucose control during the past year, and is now

below 6—will often not be tolerant of such erroneous

advice being offered by patients whose diabetes is still

out of control. This patient will therefore likely strongly

support the advice that the physician is giving to such

patients in the group setting. This does not mean that

Phase 3 DIGMAs cannot be run; it simply means that

extra effort will need to be taken by both the physician

and the behaviorist to remain ever-vigilant to this possibi-

lity, and to counter such counterproductive advice from

other patients promptly just as soon as it occurs.

Third Component: SMAs in the Practices of All
Providers Attached to the Chronic Illness
Program

In the chronic illness treatment program depicted in

Fig. 7.1 (which makes full use of the multiple benefits

that group visits can offer, and covers all patients having

a particular chronic illness within the system), the third

critical component is to have all providers attached to the

program—at least those providers willing to do so—run

SMAs for the chronic disease management program (and

possibly also in their own separate practices).

SMAs (Especially DIGMAs) Offer Many Potential

Benefits to the Chronically Ill

Because of the high volume of patient visits that are antici-

pated, it is likely that the providers attached to the chronic

illness programwill quickly becomeoverwhelmed by patient

demand unless their capacity is somehow increased to the

point where it balances demand—i.e., so that access pro-

blems do not develop in this paradigm at the provider level.

The solution here is for providers in the program to make

optimumuse of group visits. By being highly productive and

efficient, these SMAs could be designed to improve patient

access to care and to enhance quality within the program.

DIGMAs, CHCCs, and Physicals SMAs (and their various

subtypes) could be used with benefit both in the proposed

chronic illness population management program’s 3-phase

care pathway (especially in Phase 2, but possibly also in

Phase 3) and in the practices of all providers involved with

the program.

In addition to the potential for improving access, pro-

ductivity, and efficiency by leveraging existing resources

that these SMA models can offer, they can also provide

chronically ill patients multiple quality, service, educa-

tion, support, and patient satisfaction benefits as well.

In addition to chronic disease management, group visits

can also be extremely helpful in both geriatric and lifestyle

medicine—i.e., due not only to the help and support of

other patients in the group setting but also to the profes-

sional skills of the behaviorist (at least, in the DIGMA

and PSMA models).

The homogeneous subtype of the DIGMA model

is especially helpful in chronic disease management because

it can positively impact all chronically ill patients of that

particular diagnosis—both in the population management

program and in each physician’s practice (Fig. 7.2). Further-

more, DIGMAs are also particularly well suited to popula-

tionmanagement programs because they: offer drop-in con-

venience; are held frequently; are open to all appropriate

chronically ill patients within the program (high and low

Fig. 7.2 To maximize efficiency while minimizing repetition, the
proposed chronic disease management paradigm would have most
or all providers attached to the program leveraging their time by
running homogeneous DIGMAs in which follow-up care would be
sequentially delivered to each patient individually—but in the group
setting, whenever appropriate and possible. (Courtesy of Dr. Patri-
cio Aycinena, Diabetes DIGMA, Cleveland Clinic, Cleveland, OH)
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utilizers alike, as well as those not willing to commit to

attending more than a single session); and deliver medical

care from start to finish—i.e., in the group setting, where all

present can listen, learn, ask questions, and interact.

In addition, patients can start attending theDIGMAany

time that they have a medical need rather than only in a

prescheduled series of appointments, like theCHCC. There-

fore, all patients in the chronic illness treatment programcan

attend any DIGMA session they would like—i.e., rather

than just the same group of 15–20 patients, who would

need to start the CHCC at the same time, being followed

as a group in a prescheduled series of appointments over

time. However, CHCCs can play a helpful role in the treat-

ment of the chronically ill, especially for treating the most

costly and highest risk subset of patients in the program

(especially in Phase 3). In other words, both CHCCs and,

in some cases, PSMAs can playmeaningful supportive roles

in this chronic disease management paradigm, albeit a less

important role than the homogeneous DIGMAmodel.

Access to the Chronic Illness Program Is Improved

By having all providers attached to the diabetes program

run one or more homogeneous DIGMAs each week (and

possibly a CHCC or Physicals SMA as well), the time of the

providers attached to the program can be leveraged—hope-

fully, to the point where all diabetic patients within the

program should be able to be seen in a timely manner

whenever they have amedical need. Clearly, these DIGMAs

can be a part of any provider’s practice; however, they could

also be specifically designed for the chronic illness treatment

program as well. In the case of a diabetes program, the

various internists, family practitioners, nurse practitioners,

and endocrinologists attached to that program could

have homogeneous or mixed DIGMAs specifically direc-

ted at diabetes, hypertension, hyperlipidemia, obesity,

sleep apnea, etc.—or they could have a more heteroge-

neous ‘‘hyperlipodiabesity’’ DIGMA open to all endocrine

syndrome patients in the event that pre-diabetic patients

are also included in the disease management program.

In a similar manner, nephrologists attached to the

diabetes population management program could run

DIGMAs for hypertension, kidney disease, dialysis, pre-

dialysis, etc. Similarly, podiatrists could run Podiatry

DIGMAs for diabetic foot care as well as for the various

types of foot problems associated with diabetes. By offer-

ing group visits such as DIGMAs and PSMAs, all provi-

ders attached to your diabetes population management

program would be able to dramatically increase their

efficiency and productivity within the program—so that

patients are always afforded prompt access into appro-

priate care. In addition, by offering CHCCs (which do not

increase physician productivity or improve access) to the

most high-utilizing subsegment of the chronic illness

population management program, these 15–20 patients

could receive intensive care on a prescheduled basis—

with the expected result being a reduction in ER, hospi-

talization, nursing home care, and referrals to specialists

for this cohort of 15–20 high-risk patients.

In other words, by having all providers attached to the

chronic disease management program offer DIGMAs on

a weekly, twice-weekly, or even daily basis (while perhaps

also offering them outside of their work within the pro-

gram to better manage their own large, busy practices),

access to these providers should be greatly improved

(Fig. 7.3). The intent here is to improve access to these

providers to the point where their appointments within

the disease management program remain sufficiently

open to referrals from all other components of the para-

digm that any patients who are referred can be seen by

these providers within a week. As depicted in Fig. 7.1,

it permits patients to be promptly referred from any Phase

1, 2, or 3 program (or even from the IT function or other

providers inside or outside of the program) in a timely

manner into the DIGMA of the appropriate provider

within the population management program.

In addition, although having homogeneous DIGMAs

offered by most or all of the providers attached to the pro-

gramwould undoubtedly be best for the bulk of the patients

within the population management program, also having a

Specialty CHCC for the same group of 15–20 high-utilizing

diabetic patients would enable the provider to follow this

small but costly group of patients more closely over time.

Fig. 7.3 Most follow-up visits within the proposed chronic illness
population management program are seen in the highly efficient
DIGMAs offered by providers attached to the program (rather than
costly individual office visits), wherein most of the medical care
(other than private matters) is delivered in the group setting. (Cour-
tesy of Dr. Margaret Forsyth, Internal Medicine DIGMA, Palo
Alto Medical Foundation, Palo Alto, CA)
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This is also true in Phase 3 of the proposed paradigm, for

those out-of-control diabetic patients at especially high risk

to be high utilizers of healthcare services. Similarly, Physicals

SMAs could also be used within the diabetes treatment

program to efficiently provide any private physical examina-

tions that might periodically be needed. However, because

group visits are meant to be voluntary for patients and

physicians alike, it goes without saying that for any patients

who might refuse to attend a SMA, individual office visits

should still be available to them as before.

Homogeneous DIGMAs Work in Chronic Disease

Management Programs, but Less So in Providers’

Own Practices

Please note that there are twomajor differences between the

DIGMAs that are run by physicians involved with

the chronic illness treatment paradigm under discussion

and DIGMAs that are designed for these providers’ own

individual practices. First of all, DIGMAs that are a part of

a chronic illness population management program are gen-

erally of a homogeneous design, so that theDIGMAfocuses

specifically upon patients with that particular illness or con-

dition—and the various issues they must deal with. The

homogeneousDIGMAdesignworkswell in this application

because there are typicallyhundreds, thousands, or even tens

of thousands of patients attached to a typical chronic illness

populationmanagement program so that consistently filling

all sessions of a homogeneous DIGMA is not that difficult.

Because somanypatients havingaparticular diagnosis or

condition are referred into the diseasemanagement program

by IT and multiple providers throughout the system, the

issue of keeping a homogeneous DIGMA filled to targeted

census levels becomes less of an issue than it would be if it

were only for the physician’s own practice. This is because,

even in primary care, the physician’s own practice would

typically include only 1–3 thousand patients in total—of

which only a relatively small percentage would have that

particular chronic illness (and most of these would not have

a medical need to be seen at any given time). Homogeneous

DIGMAs for physicians’ own practices are typically more

challenging to consistently fill because only a relatively small

percentage of the physician’s own practice (perhaps just 10–

30%) would typically have any given chronic illness such as

diabetes, CHF, or hypertension. Therefore, only a compara-

tively small number of patients from the physician’s own

practice would qualify to attend any particular session, so

that homogeneousDIGMAsessions for the physician’s own

practice could be difficult to consistently fill.

A second difference is that chronic illness SMAs offered

through a chronic disease management program lack con-

tinuity of care in that they are typically open to all patients

with thatdiseasewhoare interested in attending, andmostof

these patients will have been referred from other physicians

practices throughout the system for that component of their

care—although someof these patientsmightwell come from

the provider’s ownpanel. Byway of contrast,DIGMAs that

are designed for better managing a providers’ own busy,

backlogged practices are typically open only to patients

from that provider’s own practice—so that continuity of

care with the patient’s own provider is ensured.

Group Visits Enable the Program’s High Workload

Demands to be Met

In this paradigm, enough providers must be involved with

the chronic illness population management program to sys-

tematically meet the predicted high volume of demand for

medical services that is expected to be generated by the large

number of chronically ill patients with a particular diagnosis

that are covered. In order to be able to productivelymeet the

anticipated high level of demand generated by a chronic

illness treatment program, DIGMAs (and to a lesser extent,

CHCCs, Physicals SMAs, and other group visit models still

to be developed) need to be frequently employed through-

out. With DIGMAs and Physicals SMAs, the goal would

typically be to triple the provider’s productivity (i.e., vs.

individual visits) during the same amount of time. This

would not hold true for CHCCs, which have been demon-

strated to provide other types of benefits—but not to sub-

stantially leverage the physician’s time.

In effect, by tripling the provider’s productivity during a

90-minute DIGMA, one would increase the number of

patients that a full-time provider attached to the chronic

illness program could see each week by approximately

8–10% (16–20% in the case of half-time providers). For

full-time physicians running two, three, or even five success-

ful DIGMAs per week for the program, these numbers

would increase to 16–20%, 24–30%, and 40–50%, respec-

tively—percentages thatwouldbe twiceas large forhalf-time

providers within the program. The latter is important

becausemanyof theprovidersattachedtothechronicdisease

management program will only work part-time within the

program; therefore, by leveraging this time through DIG-

MAs, they can experience a tremendous increase in their

productivity within the program.

Simplyput, such large increases inproductivityare critical

to the success of any chronic illness populationmanagement

program due to the high volume of anticipated patient

demand for medical services from such a large number of

high-risk patients. For example, in the case of a diabetes

population management program, the incidence of Type 2

diabetes in this country is currently reaching epidemic pro-

portions—which places great workload demands upon the
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providers participating in the program. This high level of

patient demand simply cannot be efficiently and cost-effec-

tively addressed through traditional individual office visits

alone; therefore, themultiple efficiency, economic, andqual-

ity benefits that well-run DIGMAs and other group visit

models can offer are much needed in diabetes treatment

programs.

In other words, without offering a sufficient number of

DIGMAs (and perhaps some CHCCs and Physicals SMAs

as well) each week to stay on top of this high level of patient

demand, the practices within the program (i.e., of any provi-

ders attached to the chronic illness treatment paradigm)

could quickly become overwhelmed, backlogged, and inac-

cessible. An additional advantage of DIGMAs is that ses-

sions canbemax-packed, so that optimal care canbe system-

atically and consistently provided according to the needs of

patientswith that particular chronic illness. This ensures that

all desired care is provided to patients during each and every

visit, andthatall relevanthealthmaintenance, injections, and

performance measures can consistently be addressed and

updated.

The Chronic Illness Treatment Program Must Be Well

Promoted

Becausepatients findSMAs tobe adramatic departure from

the traditional individual office visits to which they have

become accustomed—and because of the high volume of

diabetic patients expected to participate—it is imperative

that a diabetes population management program be well

promoted to all appropriate patients in order to get patients

to voluntarily attend the DIGMAs (as well as any CHCCs

and PSMAs) that are being offered. Therefore, for these

group visit programs to be optimally successful, it is very

important that all diabetic patients be strongly encouraged

by providers and staff alike—through high-quality promo-

tionalmaterials and carefully worded personal invitations—

to attend the SMAs that have been specifically designed for

the diabetes treatment program.

SMAs Are Appropriate for Most, but Not All Diabetic

Patients

It is important that traditional individual office visits be

reserved for those patients truly needing them, as well as

for those few patients who refuse to attend a SMA despite

being informed about the program and strongly encour-

aged to attend. Meant to be voluntary to patients and

providers alike, SMAs will not be appropriate for all

patients and health conditions (e.g., monolingual patients

speaking another language, patients too demented or

hearing impaired to benefit, highly contagious acute

infectious illnesses, medical emergencies, etc.).

Experience has shown that some patients will always

refuse to attend DIGMAs, CHCCs, and Physicals SMAs—

although the number of such patients has been observed to

decline over time as patients gradually becomemore accept-

ing of these models and aware of the multiple benefits that

they can offer. This having been said, it is nonetheless

important to mention that many of the components in

Phases 1, 2, and 3 of the proposed chronic illness treatment

paradigm will be available in a group format only, with no

comparable individual offering being available to

patients—for instance, the diabetes education class that

constitutes Phase 1 as well as many of the group programs

in Phase 2 (such as anxiety and depression groups, support

groups, smoking cessation classes, exercise programs, sub-

stance abuse programs, and nutrition classes).

Try to Have Most of the Chronic Illness Program’s

Providers Offer SMAs

By leveraging existing resources and having most, if not all,

providersassociatedwiththechronic illnesspopulationman-

agement program run one or more DIGMAs a week,

patients should always be able to be seen promptlywhenever

they have a medical need that requires medical attention

(e.g., within a week in the next available DIGMA session).

Furthermore, one would want to have any CHCCs and

Physicals SMAs available through the program to also

remain accessible to patients. However, for reasons already

discussed (e.g., by being offered frequently, having max-

packed visits, offering drop-in convenience, and being open

to all patients with a chronic illness whenever they have a

medical need), the DIGMA model offers many unique

advantages vs. other types of group visit models for popula-

tion management programs.

Patients canattendaDIGMAthroughphysician, staff,or

self-referral—eitherbypreschedulingthevisit (whichthevast

majority of patients typically do) or by simply dropping in

whenever theyhaveamedicalneed.However, if theydodrop

in, patients are requested to telephone theoffice at least a day

beforehand so that: (1) census canbemonitored; (2) they can

check to ensure that the session will in fact be meeting; (3)

appropriate preparations for their attendance can be made;

and (4) they canbe telephoned should the group later need to

be canceledat the lastminute due toa clinic emergencyor the

physician being ill.

On the other hand, the goal is for patients to be able

to be referred that same week into any DIGMA from

any other component of the proposed chronic disease

management paradigm by: (1) the IT system that has

been instituted for identifying, assessing, tracking, and
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appropriately referring all diabetic patients within the

healthcare delivery system; (2) the health educators or

diabetes nurse educators running the Phase 1 diabetes

education class; (3) the mid-level providers running the

various Phase 2 group programs (as well as any providers

running Phase 2 SMAs); (4) the individual case managers

employed in Phase 3; or (5) any other provider attached to

the chronic illness population management program.

There Needs to be a Prompt, Ongoing
Exchange of Referrals Between All Parts
of This Paradigm

There needs to be an open, timely, and free flowing

exchange (or cross-referral) of patients between all com-

ponents of this chronic illness treatment paradigm that

makes full use of group visits—a prompt and fluid

exchange that is only made possible by taking full advan-

tage of the quality, efficiency, productivity, and access

benefits that properly run SMAs can offer.

Referrals into the Phase 1 Diabetes Education Class

For example, whenever physicians or other providers

attached to any phase of the proposed program see patients

who do not have important basic knowledge about their

illness and how to better manage it, they can promptly

refer them back into the next available session of the Phase

1 diabetes education class for a refresher course. For this

reason, the diabetes education class should ideally be set up

so that patients can enter any week that they are referred

(either for the first time or for a refresher course), even if

these classes shouldbe held as a series ofmultiple sessions. In

the case of larger population management programs, it

would even be better if such referrals to the diabetes educa-

tion class could be made within a day or two.

Prompt Referrals from Phase 1 into Phase 2

and 3 Programs

If patients have already attended the Phase 1 diabetes

education class, but are continuing to have problems

controlling their diabetes or need some type of additional

help, then they can be referred from Phase 1 into the next

appropriate Phase 2 group session. Therefore, whenever

possible, Phase 2 groups should also be designed so that

patients can be referred into them within a week, if not

sooner. For example, if there is a 10-week Phase 2

cognitive behavioral treatment program for depression,

then it should ideally be set up in such a way that patients

can enter at any point (i.e., during any of the 10 weekly

sessions) and then cycle through all 10 sessions from

that point onward. Similarly, if the patient’s diabetes is

completely out of control, then the patient should be able

to be promptly referred by any Phase 1 or 2 provider

(or by any physician attached to the program) into an

appropriate Phase 3 program for individualized case

management—preferably within a week.

Prompt Referrals from the Physician

to Phase 1, 2, and 3 Programs

Whenever physicians attached to this diabetes treatment

program see diabetic patients (during either group or indivi-

dual visits) who are in need of additional diabetic education,

who require some Phase 2 group program, or who have out-

of-control blood glucose levels that require Phase 3 care, it is

important that they be able to promptly refer such patients

directly into theappropriatePhase1, 2, or 3program, respec-

tively, in this 3-phase care pathway (plus, be able to have the

patient start that programwithin a week or two at most).

Physician Referrals to Phase 1

For example, whenever physicians or other providers

attached to the program see patients (i.e., either in SMAs

or in individual office visits) who do not have important

basic knowledge about their illness or about how to better

manage their disease, they can promptly refer them into the

next available session of the appropriate Phase 1 program—

either for the first time or for a refresher course. Remember

that Phase 1 programs should be set up so that patients can

enter during any session of the diabetes education class and

then rotate through all sessions in a manner that best fits

their own schedule. This allows patients to start Phase 1 any

week that they are referred—or perhaps even any day in the

caseof largerpopulationmanagementprogramswheredaily

Phase 1 programs might be offered.

Physician Referrals to Phase 2 Programs

If the patients being referred by the physician attached to

the program have already attended the Phase 1 program,

but are continuing to have problems controlling their

diabetes or making the necessary changes in lifestyle,

then they could appropriately be referred by the provider

either (1) back to Phase 1 for a refresher course, where

they would be able to build further upon the knowledge

that they might have already gained when they previously
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attended; or (2) into the next available Phase 2 program

that the provider deems most appropriate for the

patient—which, in this chronic illness treatment program

paradigm, should ideally be available to the patient within

a week, if not sooner (i.e., regardless of whether it is a

health education class, behavioral medicine program,

psychiatry group, support group, etc.).

Physician Referrals to Phase 3 Case Management

Similarly, if thepatient’s diabetes is completelyoutof control

(i.e., their HbA1c level exceeds some benchmark criterion

such as 10, 11, or 12), then the physician might refer the

patient into Phase 3 for individualized case management—

i.e., in the form of individual or group visits. Again, the

chronic illness program should be set up in such a way that

Phase 3 is promptly accessible to all patient referrals—pre-

ferablywithinaweekor less.DIGMAsandCHCCscouldbe

most helpful in achieving and maintaining this degree of

accessibility in Phase 3, provided that enough patients are

under individual case management to ensure that Phase 3

DIGMA and/or CHCC sessions can be kept full.

Physicians Can Also Refer Patients into the Practices

of Other Providers Attached to the Program

Intheeventthattheproviderattachedtotheprogramisseeing

a patient that they feel could benefit from seeing another

provider in theprogram(suchasanendocrinologist referring

patients into a podiatrist’s diabetic foot care DIGMA or a

nephrologist’s end-stage kidney disease DIGMA), then it is

important that such referrals can be made that week—and

with aminimumamount of physician time investment being

required in this referral process. The best way that I know to

maintain this degree of accessibility between providers in a

large chronic disease management program is for all provi-

ders attached to the program to offer at least one (and pre-

ferably several)DIGMAs perweek in order to leverage their

time, avoid bottlenecks and backlogs, and always have at

least a group visit appointment available to patients who are

being referred so that they can be seen that week.

Referrals by Providers Can Be Made so as to Build

in Continuity of Care

Whenthephysicianorotherproviderattached to the chronic

diseasemanagement programmakes such referrals to any of

the components of this population management paradigm

(either directly from the provider’s own practice or from the

provider’sworkwithin the chronic illness program), anaddi-

tional benefit of this paradigm is that these referrals can be

made in suchamanner that continuityof care isbuilt in.That

is, the physician can tell the patient that is being referred into

an appropriate Phase 1, Phase 2, or Phase 3 program (or into

anotherprovider’sDIGMAwithintheprogram)tobecertain

to return to the physician’s DIGMA (or for an individual

visit, if that iswhatthephysicianorpatientprefers) inamonth

or two so that thephysician canpersonally evaluateandkeep

abreastofhowwell thepatient isdoing.Thisapproachsignals

to patients that the physician is notmaking the referral to get

rid of them,which canbe a concern topatientswhen they are

referredtoanotherprovider’sprogramwithout thephysician

simultaneously offering a personal follow-up appointment

back into their ownpractice in thenear future.This signals to

the patient that the physician is interested in them and will

remain involved in their care over time.

Referrals to the Physician from IT and Phase 1, 2,

and 3 Programs

On the other hand, referrals must be freely made not only

fromphysicians attached to the program intoPhase 1, Phase

2, andPhase 3programs, but also back into these physicians’

DIGMAs from any other component of the proposed para-

digm.For this reason, itwouldbepreferable for all providers

attached to the chronic illness program to offer a DIGMA

thatmeets at least once a week so that patients could be seen

by the physicians any week that they are referred from these

Phase 1, 2, and 3 programs—or directly into the physician’s

care either from other providers in the healthcare system or

the IT system that identifies and appropriately refers

patients. Without question, making the physicians attached

to the proposed chronic disease management program

promptly accessible to referrals from all other components

of this care pathway (which can be achieved by starting

DIGMAs for their practices that meet at least weekly) pro-

vides an extremely important ingredient toward achieving

prompt accessibility within the program, even when the

workload demands are heavy.

Then, whenever staff (i.e., health educators, diabetes

nurse educators, behavioral medicine or mental health per-

sonnel, case management workers, etc.) involved in Phase 1,

2, or 3 programs spot a diabetic patient in attendance whom

they feel might benefit from a prompt medical appointment

(i.e., with an endocrinologist, nephrologist, internist, family

practitioner, podiatrist, or other provider attached to the

diabetes program), they could simply refer the patient to

the appropriate physician’s DIGMA that week.

Referrals from Phase 1 Providers

For example, whenever the health educators or diabetes

nurse educators leading a Phase 1 diabetes education class
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hear from a patient about a serious or new diabetic

symptom (such as disconcerting hypoglycemic episodes,

a new foot lesion, shortness of breath, severe fatigue, or

any other significant deterioration in the patient’s health

status), it is important that they be able to promptly refer

that patient back into the physician’s next available

DIGMA session. Preferably, such referrals within this

chronic illness paradigm should be able to be made that

week—without any barriers to care—for any of the

physicians, nurse practitioners, podiatrists, etc., attached

to the chronic illness program.

Referrals from Phase 2 Providers

There will be occasions when a mid-level provider

running a Phase 2 group program (such as a smoking

cessation class, a depression program, a provider-led sup-

port group, a health education class, or a behavioral

medicine group program) will hear from a patient about

symptoms which the provider feels might require prompt

medical attention. When this does happen, it is important

that the Phase 2 provider be able to schedule the patient

with a medical appointment in an appropriate physician’s

DIGMA within a week—i.e., into the care of a suitable

physician attached to this chronic disease management

program. In other words, the Phase 2 provider needs to

be able to schedule such patients directly into the appro-

priate physician’s next available DIGMA session (or into

an individual appointment)—preferably within a week or

at most two. However, if the Phase 2 group program

happens to be a DIGMA or CHCC, then the provider

running it (physician, nurse practitioner, PA, osteopath,

podiatrist, etc.) might be able to directly address such

medical problem during the session—and, if not, could

then refer the patient into the appropriate physician’s

DIGMA for treatment that week.

Referrals from Phase 3 Providers

The same is true for the case managers involved in

Phase 3, as they must remain ever-vigilant as to any

significant changes in the health status of the high-risk,

out-of-control diabetic patients with whom they are

working. Phase 3 case managers will sometimes need to

refer these high-risk diabetic patients promptly to a phy-

sician attached to the program for medical care—e.g., for

the prompt treatment of serious new diabetic complica-

tions just as soon as they become aware of them. This

necessitates that any such referrals to physicians in the

program be able to be made promptly—preferably within

a week—which is a level of accessibility which DIGMAs

can help them to achieve and maintain. In addition, it

would be beneficial to have a same-day referral service to

providers within the program for any urgentmedical issues

that might arise with patients being seen in any component

of this paradigm which need to be dealt with immediately.

Referrals from Other Providers Attached to the Program

Similarly, it is important that other providers attached to

the programs also have prompt and unfettered access to

making referrals that week into the physician’s DIGMA.

For example, the podiatrist running the diabetic foot care

DIGMA (or the nephrologists running the hypertension

DIGMA) might want to refer some of their patients

into the endocrinologist’s diabetes DIGMA. When that

happens, it is important that they be able to make such

referrals that week.

IT Referrals from the System Set Up to Detect, Monitor, and

Refer All Chronically Ill Patients

In addition, this IT system should be able to refer suitable

patients directly into the practice of an appropriate

physician attached to the program. Whenever the IT

system that has been put in place to identify, track, and

appropriately refer all diabetic patients within the system

detects a patient that requires evaluation, monitoring, or

treatment by a physician attached to the program, this

patient should then be able to be promptly referred into

the physician’s next available DIGMA session within the

disease management program—or into an individual

appointment, if that is preferred. Having DIGMAs in

their practices can help physicians in the program to

achieve and maintain this level of unfettered access.

Similarly, this identification and referral system should

be set up in such a manner that it can also promptly refer

patients appropriately into all other components of this

proposed chronic disease management paradigm. For

example, it should be able to refer appropriate patients

into any suitable Phase 1, 2, or 3 program—although most

such referrals will typically be into the Phase 1 diabetes

education class, which usually serves as the entry point

into the chronic disease management program. This IT

system can also offer the advantage of monitoring the

progress of patients on an ongoing basis to ensure that

no diabetic patient ends up being overlooked or falling

between the cracks. That is, processes need to be put in

place to follow the progress of all diabetic patients over

time (including noncompliant patients, inappropriate low

utilizers, etc.) to ensure that they are followed up with and

provided with appropriate care in a timely manner.
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Referrals Back and Forth Between Phase 1, 2,

and 3 Programs

In addition, the providers in the Phase 1, 2, and 3 programs

(which, for the most part, are group programs) also need to

refer patients back and forth between their own programs.

Forexample, thegroup leaders in thePhase1programmight

feel that certain patients, upon completing the diabetes edu-

cation class, still need more information, support, or care—

in which case, they might refer them directly into an appro-

priate Phase 2 group program (preferably, one that is suffi-

ciently accessible so that such follow-up can occur within a

week or two). In a similar manner, the mid-level providers

offering Phase 2 group programs might spot patients who

stilldonotunderstandthebasicsaboutdiabetes (what it is, its

treatment, disease self-management, lifestyle issues, etc.) and

want to encourage these patients to return to Phase 1 for a

repeator refresher course.When thishappens, it is important

that the Phase 2 provider be able to readily make any such

referrals back into Phase 1 that week.

Likewise, leaders in either Phase 1 or 2 programs will

occasionally identify patients whose diabetes appears

to be completely out of control, in which case they should

be able to promptly refer them directly into Phase 3 to

be evaluated for individualized case management that

week—or else be able to refer them back to a physician

attached to the program that week with the recommenda-

tion that these patients be evaluated for Phase 3 care.

Inan identicalmanner,Phase3 casemanagersmighthave

some patients who need more basic information about their

disease, in which case they might refer them back into a

Phase 1 class—perhaps for a repeat or refresher course. Or

these Phase 3 case managers might have some patients who

improve to the point where they no longer need individua-

lized case management, but could nonetheless benefit from

some additional information, support, or care—in which

case they might refer such patients into an appropriate

Phase 2 group program (such as a provider-led diabetes

support group, a cognitive behavioral depression program,

a smoking cessation class, a weight loss group, a nutrition

class, or an exercise class, etc.). Or else, they could refer such

patients back into theDIGMAof the appropriate physician

attached to the program that week for follow-up care.

When Finished with the Program, Patients Can
Be Referred Back to Their Own Providers

When patients have completed this chronic disease

managementprogramandarenowappropriately self-mana-

ging their disease, they can then either be referred back to

their own providers for their follow-up care or else put into

some type of holding pattern within the program—perhaps

by seeing their own provider within the program at regular

intervals (suchasevery3–6months)oronanas-neededbasis.

In any case, the patients will continue to see their own

providers outside of the chronic disease population man-

agement program for all other aspects of their care. The

only question is whether, after finishing the program and

achieving the desired level of control over their chronic

illness, the patient is referred back to their own provider

for that aspect of their care as well—or whether they con-

tinue to be followed over time within the chronic disease

management program for that portion of their care (at least

for a certain amount of time, such as until all are convinced

that the patient is stable and doingwell). In part, the answer

herewill lie with thewishes of the physicianswho refer their

patients into theprogramin the first place—although it also

depends upon the design of the chronic illness treatment

program, thewishes of the providerswithin it, the proposed

treatment plan, and the amount of patient demand vs.

supply of services available within the program.

PSMAs Also Offer Some Unique Benefits
in This Paradigm

The Physicals SMA is unique among the various group visit

models because it focuses upon delivery of private, individual

physical examinations (with as much talk as possible being

deferred from the inefficient exam room into the highly pro-

ductive, interactive group setting)—i.e., rather than upon the

follow-up care of established patients, which is the focus of

DIGMAs and CHCCs. As such, the PSMA model can also

playanimportantrole—althoughtypicallyasecondaryrather

than primary role—in the chronic illness populationmanage-

ment paradigm that is being proposed here. If the physicians

attached to the chronic illness program have one or more

PSMAs (either as a part of the chronic illness program or for

their own practice), then any chronically ill patient in the

program needing a private physical exam can be promptly,

efficiently, and cost-effectively provided with one.

Such patients can then be directly referred, with

the physician’s permission, into one of the physician’s Phy-

sicals SMA sessions within 2 or 3 weeks. This includes

patients referred for private physical examinations by the

various providers attached to the program, by providers

running Phase 1, 2, and 3 programs in the proposed para-

digm, by providers outside of the chronic illness treatment

program, and by the system set up for identifying, tracking,

and monitoring chronically ill patients.

In addition, by off-loading many time-consuming

physical examinations from the costly individual office

visit setting to highly efficient PSMA visits, much

time can be freed up on the participating physicians’
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schedules—time that can then be allocated to other pur-

poses, such as teaching, research time, desktop medicine,

seeing more individual follow-up visits, or running more

DIGMAs and CHCCs in this diabetes care paradigm.

No Matter How Successful SMAs Become,
Individual Care Will Always Be Important

I have always felt that, despite the almost certain growth of

highly efficient and cost-effective SMA programs, there

will always be a need (albeit a reduced need) for traditional

individual office visit care in tomorrow’s fully integrated

healthcare delivery systems. This holds equally true for the

chronic illness population management paradigm that

I am proposing here, as some patients will undoubtedly

either prefer or need individual appointments from time to

time. In the future, our challenge will be how to best use

group visits for patients who can be appropriately treated

in them, while utilizing the limited supply of individual

office visits for those patients needing or preferring them.

However, in order to optimally utilize the mix of group

and individual appointments available in the chronic

disease management paradigm making full use of group

visits that is being discussed here, it is important to recog-

nize the different applications of individual vs. group

appointments. Traditional individual office visits are

often preferred for serious acute infectious illnesses, rapidly

evolving medical conditions, complex medical procedures,

patients too demented or hearing impaired to benefit from

a group visit, patients not speaking the language in which

the SMA is being conducted, and patients refusing to

voluntarily attend the group visit program. On the other

hand, group visits excel for treating the relatively stable

chronically ill; those needing routine follow-up care;

patients with extensive informational and psychosocial

needs; patients requiring simple procedures or physical

examinations (PSMAs); the worried well; patients needing

more physician contact and professional hand holding;

and patients needing closer monitoring, surveillance, and

follow-up care. The important point here is that much of

themedical care that has heretofore been provided through

traditional individual office visits can nowbe appropriately

provided through the effective use of group visit programs.

DIGMAs, CHCCs, and PSMAs Work Well
Together in the Proposed Paradigm

The intentof this chronicdiseasemanagementparadigmis to

efficiently provide high-quality, high-value, economical, and

accessible medical care to all patients having a particular

chronic illness—andto fullycapture themultitudeofbenefits

that SMAsoffer bymaking full use of group visits (aswell as

other group-based programs). As it turns out, DIGMAs,

CHCCs, and PSMAs work very well in this paradigm—

both together and inconjunctionwith individualoffice visits.

When to Utilize the DIGMA Model

In chronic illness treatment programs, the homogeneous

and mixed subtypes of the DIGMA model are most

commonly employed. The chronic disease management

program’s SMA will be a DIGMA when: (1) the SMA is

open to most or all diabetic patients, most commonly for

follow-up visits; (2) different patients typically attend

each session, coming only when they have a medical

need; (3) sessions are held regularly and frequently,

typically once a week for 90 minutes (although they are

sometimes held more or less frequently, and can last from

approximately 60 to 120 minutes); (4) drop-in conveni-

ence is sometimes offered; (5) most medical care and

exams are performed with the patient’s permission in the

group setting (although private time with the physician is

always made available for brief private discussions or

exams, normally toward the end of the session); (6) vir-

tually all patient education occurs in the context of the

doctor sequentially working with each patient individu-

ally while others present are able to listen, learn, ask

questions, and interact (i.e., there is usually no prepack-

aged class type of educational presentation to the group

as a whole); (7) a behaviorist is present, and often a

documenter to assist in the documentation process; (8)

expanded roles are played by all members of the treat-

ment team, especially by the nurse/MA(s) and behavior-

ist; and (9) the SMA is run like a series of individual office

visits with other patients as observers (i.e., like a series of

one doctor–one patient encounters addressing each

patient’s unique medical needs individually), while foster-

ing some group interaction. In addition, DIGMAs have

frequently been used with success in both fee-for-service

(FFS) and capitated systems.

When to Utilize the PSMA Model

The Physicals SMA model is used when the focus is upon

private physical examinations rather than follow-up

visits—often because of the private nature of the exam,

such as when disrobing is required. Here, in addition to

the interactive group segment that typically follows

(which is basically a small DIGMA), an individual
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physical examination is initially provided for each patient

in attendance in the privacy of the exam room. The

PSMAmodel can be used for routine or periodic physical

exams, for inducting new patients into the chronic illness

treatment program, for working down physical exam

wait-lists and backlogs, and for a variety of other applica-

tions in this chronic disease management paradigm where

a private physical examination is required rather than just

a follow-up visit. Like DIGMAs, the PSMA model has

been successfully employed in both FFS and capitated

systems. PSMAs can be used either to better manage a

provider’s busy, backlogged practice or (especially in the

case of the homogeneous and mixed subtypes) as a part of

a chronic illness population management program such

as that which is being discussed here—i.e., by providing

private physical examinations efficiently and cost-effec-

tively to patients with a particular diagnosis or condition.

When to Utilize the CHCC Model

On the other hand, the shared medical appointment

program is a CHCC when it includes the same 15–20

high-utilizing patients during each session (typically

prescheduled to be held monthly), when the session

is typically approximately 2½ hours in duration, and

when the session is structured into group and individua-

lized treatment segments (and where the group segment is

itself divided into warm-up, educational, working break/

care delivery, question and answer, and planning for the

next visit components). If the SMA is a CHCC: (1) med-

ical care will typically not be provided in the group set-

ting; (2) the program will generally focus upon high-uti-

lizing, multi-morbid geriatric patients; (3) there will be a

formal class-type educational presentation during the

group segment; and (4) the SMA will usually have

ongoing monthly sessions for the same group of 15–20

patients being followed over time. The benefits will be

largely downstream in terms of reduced hospital, emer-

gency department, and nursing home costs.

When to Utilize the Specialty CHCC Subtype
of the CHCC Model

If the SMA is a Specialty CHCC, it will be similar to the

traditional CHCC model in that: (1) the same 15–20

patients will normally attend each session; (2) the focus

will often be upon high-utilizing patients, because that is

where the economic cost offset can be maximized (but

typically in the medical subspecialties rather than primary

care); and (3) the same basic organization of a 90-minute

group segment (structured into warm-up, educational,

working break/care delivery, question and answer, and

planning for the next visit segments) followed by an hour

of individual care would be maintained. However, unlike

ongoing monthly CHCC sessions for multi-morbid ger-

iatric patients in primary care, the Specialty CHCC ses-

sions would be irregularly spaced according to best prac-

tices and—rather than being for multi-morbid geriatric

patients—they would typically be designed for 15–20 high

utilizing patients having the particular chronic illness that

this chronic illness management paradigm is designed

to treat.

Start with One Group Visit Model and Later Try
the Others as Well

It is likely that most healthcare organizations will start

with one of these SMAmodels (typically the one that best

suits their purposes), and not all three at the same time.

Nonetheless, it is quite possible that they will eventually

employ all three models in their chronic illness population

management programs—as these SMA models are

mutually enhancing and not mutually exclusive, with

benefits that build one upon the other. Because the

DIGMA, Physicals SMA, and CHCC models are com-

plementary, they can work well together—and often

have. In addition, these SMA models can also be used

with any other components employed in your current

chronic illness population management program—

because they are compatible not only with each other,

but also with individual office visits, health education

classes, support groups, and both psychiatry and beha-

vioral medicine programs.

Applying This 3-Phase Chronic Illness
Treatment Paradigm in Actual Practice

The author has worked with several hundred different

fee-for-service and capitated healthcare organizations—

as well as numerous governmental (USAF, Army, Navy,

VA) and public systems—to help them institute group

visits both in provider’s practices and in chronic illness

treatment programs. The chronic illness population man-

agement paradigm discussed above, which is designed to

fully utilize group visits, is proving to be a very robust

model indeed—and to have a wide range of potential

applications.
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Some Systems Might Choose to Only Use Some
Components of the Proposed Paradigm

Some healthcare organizations, especially smaller ones,

might be interested in developing a more abbreviated

version of this chronic illness treatment model for use in

their system. For example, they might choose to only

include a Phase 1 diabetes education class, DIGMAs in

the practices of just one or two providers attached to the

chronic illness program, and a system for identifying and

referring appropriate patients. Being somewhat larger in

size, some mid-sized systems might choose to institute a

more comprehensive diabetes program—perhaps invol-

ving a couple of Phase 1 diabetes education classes, a few

diabetes DIGMAs run by providers attached to the pro-

gram, and Phase 3 individualized case management for

their most out-of-control diabetics (along with a system

for identifying, monitoring, and referring appropriate

patients).

Still larger systems might want to implement all com-

ponents of the proposed chronic illness treatment para-

digm described above—i.e., in order to fully capture the

multiple potential benefits that it can offer to the numer-

ous chronically ill patients within their system having a

particular diagnosis (such as diabetes, CHF, depression,

and hypertension). It is important to note that abbre-

viated versions of the proposed paradigm can also be of

great value to patients and physicians in larger organiza-

tions as well—i.e., as they progressively develop, on a

step-by-step basis, what will ultimately be their compre-

hensive chronic illness population management program.

The key here is to go slowly and carefully at first and to

then develop this chronic disease management program

within one’s organization gradually—component by

component—until the desired overall goal is ultimately

achieved.

A Real-Life Example of This 3-Phase Chronic
Illness Treatment Paradigm

I have successfully used the proposed 3-phase chronic

illness treatment paradigm several times while consulting

with various medical groups both nationally and interna-

tionally. One of the larger healthcare systems that I

worked with had approximately 10,000 diabetic

patients—and had previously set up a rudimentary

chronic illness treatment program for better managing

these patients. Unfortunately, it took patients approxi-

mately 18 months to get in, and even then the program

was quite limited in scope.

The Problem

At the time I was called upon to consult with this

integrated healthcare delivery system, their program was

not only relatively rudimentary, but also completely log-

jammed and overwhelmed—with waits of 18 months and

longer just to enter the program being typical. Basically,

their diabetes program consisted of three parts: (1) a

means of identifying the diabetic patients within their

system; (2) a diabetes education class consisting of two

consecutive weekly 2-hour sessions that included just 10–

12 patients; and (3) individual office visits with the provi-

ders attached part-time to the program (which included

an endocrinologist, a nephrologist, a podiatrist, and a

couple of nurse practitioners). Because the entry point

into their program was a diabetes education class that

permitted just 10–12 diabetic patients to be inducted

into the diabetes program every 2 weeks, backlogs were

clearly inevitable due to the fact that they had over 10,000

diabetics in their system at that time, yet could only enroll

an average of 5–6 patients per week into their program.

The problemswith this diabetes programwere: (1) it had

a very limited scope; (2) almost all care was being delivered

through inefficient one-on-one office visits; (3) except for

the diabetes education class, there was no opportunity for

patients to help and support one another; and (4) it was

severely impacted and backlogged. Once referred, it took a

patient approximately 1½ years to get into the diabetes

education class (which could never be repeated by patients

needing a refresher course because of the high demand for

this class)—and therefore into the program. Furthermore,

once in the program, it often took months to get an

appointment and actually be seen by a provider for a

follow-up visit. It was a classical case of patient demand

overwhelming the system’s capacity to meet that demand.

Why Was This Problem Occurring?

In taking a close look at why this was happening, it became

clear that a major roadblock was the two-session (with each

session taking 2 hours) diabetes education class. Because the

patients had waited so long just to get in, the two nurse

practitioners running this classwere delivering somemedical

care to patients during these sessions, which resulted in their

only being able to see 10–12 patients during each class—

which took two weekly sessions to complete. Clearly, the

5½ patients entering the diabetes program on average per

weekwereonlyadrop in thebucket compared to thepotential

demand generated by the system’s 10,000 plus diabetic

patients—with the result being a hopelessly severe backlog

of patients trying to get into the program.
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The Solution

After analyzing the problem that they were facing,

I initially recommended instituting a two-pronged attack

on this problem. First, by using the chronic disease

management paradigm being discussed in this chapter,

we completely redesigned their diabetes program to better

meet the high-volume medical needs of the system’s

approximately 10,000 diabetic patients. The diabetes edu-

cation class was immediately retooled to become a single

session, 3-hour class (i.e., rather than two weekly 2-hour

classes). In addition, the actual delivery of medical care

during these sessions was stripped away, so that it became

a true diabetes education class. These changes enabled the

diabetes education class to be redesigned to accommodate

35–40 patients per session—i.e., rather than the 10–12

patients that had previously been seen every 2 weeks. In

addition, two diabetes education classes were offered per

week, which enabled 70–80 patients to be inducted into

the diabetes program every week.

Second, we needed to address how to efficiently handle

this greatly expanded bolus of new patients entering the

diabetes program each week—i.e., both initially and on

an ongoing basis, through use of existing staffing. The

answer to the question was to dramatically leverage exist-

ing resources, which was accomplished by leveraging pro-

viders’ time via DIGMAs. Every provider attached to the

diabetes program began running at least one 90-minute

DIGMA per week for their work within the program.

Ultimately, the goal was to develop enough highly acces-

sible DIGMAs within this chronic care paradigm to effi-

ciently handle their increased workload volume in a

timely manner.

The Results

Over the first 6 months, a total of seven weekly 90-minute

DIGMAswere instituted by the providers attached to this

diabetes program—three diabetes DIGMAs (one run

by the endocrinologist and two by the nurse practitioners

associated with the program), two hypertension

DIGMAs (run by the nephrologist attached to the dia-

betes program), a diabetic foot care DIGMA (run by the

podiatrist in the program), and even a highly specialized

sleep apnea DIGMA for this costly subset of the diabetes

population. Over time, the number of DIGMAs offered

in this program continues to expand. In all cases, the

DIGMA census targets were set so as to at least triple

the providers’ actual productivity over individual office

visits. As a result, the wait time to enter the program

quickly went from 1½ years to a couple of months—

and then more gradually decreased to just a couple of

weeks. Furthermore, as a result of their highly productive

DIGMAs, all providers within the program becamemuch

more accessible to the patients in the diabetes program.

This resulted in patients already in the diabetes program

often being seen within a week or two for a routine follow-

up visit—i.e., rather than having to wait for months, as

was the case before.

Many Objectives Were Simultaneously
Accomplished

Within a year of instituting the new design of their

diabetes program, this healthcare system was able to

accomplish all of the following goals: (1) patients were

able to get into the diabetes program within a couple

of weeks, rather than having to wait 18 months or longer;

(2) patients already in the diabetes program were allowed

to repeat the diabetes education class for a refresher

course whenever one was needed or wanted; (3) patients

were able to promptly see providers within the program,

typically within a couple of weeks; and (4) the diabetes

program rapidly expanded to better meet the medical

needs of this system’s plethora of diabetic patients

(i.e., rather than just a select few).

Ongoing Developments and Future Goals

Through continuous process improvement, the develop-

ment of this chronic illness paradigm—which was

designed to fully utilize the multiple benefits that properly

run group visits (and other types of group programs) can

provide—is ongoing. In the case that we just discussed,

the system is now looking toward gradually increasing the

number and types of DIGMAs run by providers attached

to their diabetes population management program—i.e.,

to better meet the steadily increasing patient demand as

evermore patients are inducted into the program. They

are also discussing additional plans to expand the pro-

gram, which includes gradually instituting several Phase 2

group programs as needed—possibly including such new

group programs as a smoking cessation class, a cognitive

behavioral depression program, and exercise and nutri-

tion classes. They are also looking toward instituting a

Phase 3 individualized case management program for

their most out-of-control diabetic patients, with the

ultimate goal of including DIGMAs (and possibly

CHCCs as well) for those Phase 3 patients willing to

attend.
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Concluding Remarks on Why You Should
Institute Such a Chronic Illness Program

As can be seen, by developing high quality, efficient, and

cost-effective chronic illness population management

programs (particularly those that involve group visits),

your patients can be better served—not only with the

benefits of an additional and effective healthcare choice,

but also with accessible, high-quality care targeted

at specific diagnoses. This can result in greater patient

education, enhanced disease self-management skills, bet-

ter outcomes, and high levels of patient (and provider)

satisfaction. Patients also enjoy a multitude of additional

benefits from properly run chronic disease management

programs that make full use of group visits, including the

following: prompt access to care; more time with their

doctor; a more relaxed pace of care; a multidisciplinary

care team; greater patient education; closer attention to

their mind as well as body needs; closer follow-up care;

and the help and support of other patients having the

same diagnosis integrated into their healing experience.

Physicians benefit by being able to do something new

and different that gets them off the fast-paced treadmill of

individual office visit care—a treadmill that somebody

always seems to be tweaking so that it keeps going faster

and faster, with evermore patients needing to be seen and

ever-less time available per patient. Physicians also bene-

fit from: the productivity and efficiency benefits that

group visits offer; the quality benefits that chronic illness

care pathways can provide; their enhanced ability to bet-

ter manage chronic illnesses; the help of a multidisciplin-

ary care team; and the added fun that group visits can

bring into their workweek—as group visits are meant to

be voluntary, energizing, and enjoyable for patients and

providers alike.

Similarly, the organization benefits in numerous ways

by having effective care pathways in place for efficiently

treating various chronic illnesses: high-quality care and

better outcomes for the chronically ill; more consistent

attention to performance measures and routine health

maintenance; cost containment that comes from lever-

aging existing resources and increasing productivity; the

competitive advantages that new chronic illness treatment

programs can offer in the marketplace; and the increased

levels of patient and physician professional satisfaction

that can be achieved—as happy physicians and patients

translate into retained physicians and patients. Similar

benefits also accrue to third party insurers and corporate

purchasers.

In this chapter, we have closely examined a broadly

applicable chronic disease management paradigm origi-

nated by the author that makes full use of group visit for

population management programs covering virtually any

chronic illness—but using diabetes as an example.

Because of the multifarious benefits that properly run

group visits offer, the DIGMA, CHCC, and PSMAmod-

els—along with other SMAmodels that are currently less

well known or are still to be developed in the future—are

expected to play an increasingly important role in tomor-

row’s healthcare environment. They work well not only as

stand-alone models, but also in conjunction with indivi-

dual office visits, other SMA models, and many other

types of group programs. These group visit models can

be fully utilized in chronic disease management programs

to provide a multitude of quality, efficiency, access, eco-

nomic, and patient/provider satisfaction benefits—and

accomplish all this while simultaneously improving out-

comes for our chronically ill patients. However, to fully

capture the multiple benefits that such chronic illness

treatment programs making full use of group visits can

offer to patients, physicians, and the organization alike,

these programs must be carefully designed, adequately

supported, fully promoted to patients, and properly run.

References

1. Noffsinger EB. Group visits for efficient, high-quality chronic
disease management. Group Practice Journal. 2008; Feb 57(2):
23–40.

2. Pennachio D. Should you offer group visits?Medical Economics.
2003; 80:70–85.

224 7 A Comprehensive Chronic Illness Treatment Paradigm



Chapter 8

Do Not Abuse Group Visits

But even the staunchest supporters of group care worry there is a potential for abuse. Organizations could
attempt to force patients to attend multipatient meetings rather than providing them with individual care.
Penny-pinching medical offices could give physicians bigger patient loads and order them to hold most of
their exams in these efficient group settings. Such fears, however, have not yet materialized during the few
years since some centers have tried it.

The doctor is in for group visits. San Jose Mercury News, Tuesday October 10, 2000, pp. D5, D7

The Potential for Abuse of Group Visits Is Real

In today’s highly competitive and challenging healthcare

environment, as physicians and healthcare organizations

alike try to leverage existing resources and do evermore

with less, the potential for abuse of group visits looms very

real. Healthcare organizations are struggling with the chal-

lenges of insufficient resources existing within the system to

meet the quality, access, service, and patient satisfaction

mandates—aswell as theworkload demands—facing them

through traditional means alone (i.e., by hiring evermore

physicians in a misguided attempt to meet these mandates

and workload demands through individual appointments

alone). They are increasingly recognizing that what is

needed is a new tool for leveraging existing resources and

better addressing all of these demands—which is some-

thing for which group visits are ideally suited. It is for this

reason that, despite resistance to change and organizational

inertia, group visit programs are gradually but progressively

emerging—to enhance quality and service, to increase pro-

ductivity, to leverage existing resources, to improve access

and patient satisfaction, to strengthen the bottom line, and

to better manage large, busy practices as well as chronic

illnesses and high-risk patient populations.

Because of their proven ability to deliver better and

more efficient care at reduced cost, and with high levels of

patient and physician professional satisfaction, today’s

established group visit models can therefore be expected

to play an increasingly important role in the future of

healthcare services. Personally, I feel that as much as

60–80% of all that we do in the outpatient ambulatory

care setting—and some of what we do in the inpatient,

residential care, and urgent care settings as well—could

ultimately be provided by carefully designed, properly

run group visit programs. It is because of the many ben-

efits that a well-run group visit program can offer to

patients, physicians, and the organization alike that it is

imperative to begin safeguarding against any potential for

abuse now—i.e., before the reputation of group visits is

any way sullied or tarnished.

Abuse Could Have an Enormous Negative
Impact upon Group Visit Programs

Certainly, there is always the potential risk that health-

care systems could abuse group visits in a misguided

attempt to extract even more benefit from SMAs than

they were ever designed to achieve, which, if allowed to

occur, could potentially undermine the very credibility of

group visit programs. If they become concerned about

abuse and fraud, payers will worry about opening the

window to such healthcare innovations as group visits.

Patients would likewise begin to balk at group visits if

they were to get the impression that they are mass med-

icine and a means for doctors and healthcare organiza-

tions to gouge patients out of more money, spend more

time out on the golf course, and improve their bottom

lines.

This would be most unfortunate in view of the many

legitimate benefits that properly run group visit programs
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can in fact provide—e.g., greater time available with one’s

own physician and a more relaxed pace of care, improved

productivity and better access to care, max-packed visits

and the benefits of one-stop healthcare shopping, increased

attention to the informational and psychosocial issues

that are known to drive so many office visits, the poten-

tial for closer follow-up care and greater patient satisfac-

tion, and the information and support provided by other

patients being integrated into each patient’s healthcare

experience.

Preventing Abuse Will Require Safeguards
and an Ongoing, Vigilant Effort

Therefore, it is imperative to safeguard against any such

potential for abuse even at this early stage in the develop-

ment of group visits and to start planning now so as to

prevent any such possibility for abuse. In fact, early on

Dr. John Scott and I were so sensitive to, and concerned

about, this potential for abuse of that we published an

article entitled ‘‘Preventing Potential Abuses of Group

Visits’’ in AMGA’s Group Practice Journal way back in

May 2000. Many of the concerns that we discussed then

are just as applicable today. In this chapter, I address

many of the ways in which group visits can be abused—

now or in the future—in the hopes that by understanding

what these potential sources of abuse are, we can avoid

making such mistakes in the future, and thus prevent the

irreversible damage that could thereby be done to group

visits.

Potential Abuse Could Take Either
of Two Forms

While the potential for abuse of DIGMAs, CHCCs,

PSMAs, and other forms of group visits yet to be devel-

oped is quite real and must therefore be strenuously

guarded against, it is important to note that almost all

such abuses will take one of the two basic forms: First, by

attempting to extract even more benefits from a group

visit program than these SMAmodels were ever designed

to provide, i.e., beyond that which is commensurate with

reasonable workload and quality care; and second, by not

putting sufficient resources into the group visit program

for these various SMAmodels to provide the full range of

benefits that they were originally designed to deliver, i.e.,

by putting fewer personnel, facilities, promotional, and

budgetary resources into them than properly supported

and run group visit programs require.

It is important to always remember that today’s major

group visit models were designed to put patients first by

emphasizing patient empowerment and self-care, and by

providing them with what they most want—i.e., prompt

access to quality medical care; more time with their doc-

tor; greater attention to patient education and psychoso-

cial issues; a more relaxed pace of care; and the help and

support of both a multidisciplinary treatment team and

others dealing with similar experiences. Anything that can

potentially take away from this primary focus being upon

patients, such as attempting to extract even more eco-

nomic advantage from the SMA program than it was

ever intended to deliver, would constitute an abuse of

group visits.

First Form of Abuse: Attempting to Extract
More than Group Visits Are Designed
to Provide

The first major source of abuse is of particular concern

because, as a group, this first source of abuse always boils

down to trying to extract even more benefits from the

SMA program than group visits were ever designed to

provide. Almost all patient abuses (and most physician

abuses) fall into this category, and these will therefore be

discussed first. These abuses are especially unfortunate as

they go against the grain of the overarching principal that

both Dr. Scott and I have had from the outset in devel-

oping our models, which is to put patients first. Despite

the multitude of legitimate patient care, service, produc-

tivity, and economic benefits that properly run group visit

programs can and do in fact provide, there seems to

always be a temptation in all of us to become even more

greedy—so that we end up attempting to extract still more

benefit than these group visit models were ever designed to

provide. By examining the various ways that this can hap-

pen, my hope is that—by having this knowle-

dge beforehand—we can promptly check any such greedy

impulse that we might have, and thereby avoid all such

potentially catastrophic sources of abuse.

Part One: Avoid Patient Abuses

Patient abuses of group visits must be avoided if we are to

expect patients to trust group visits and fully participate

in them. For patients to attend and wholly participate in

SMA programs, we must understand that patients will

need to trust the group visit experience—and that this

trust can only be engendered and allowed to develop
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by scrupulously guarding against all types of potential

patient abuses. Because patients are key to the interactive

educational and emotionally supportive processes that

occur in the group visit milieu, patient participation is

critical to the full success of any group visit program.

This is also true because, together with the physician

providing medical care, patients are primary caregivers in

their own disease self-management process because they

have the most direct firsthand experience in dealing with

their illness and in developing the requisite coping skills—

something which patients need to be reminded of, and

valued for.

Active Patient Participation Is Critical but
Requires Trust

By sharing personal experiences, information, helpful

tips, and hard-earned pearls regarding the disease self-

management skills they have gradually learned over time

with one another, patient participation makes the entire

group visit experience a more beneficial one for every-

body in attendance. Therefore, it is critically important

that SMAs be conducted in such a way that the entire

group visit environment is conducive to feelings of com-

fort, safety, and trust so that patients will be willing to

speak up and participate—but this requires that any poten-

tial for patient abuse be meticulously safeguarded against.

In fact, patients need to be encouraged to speak up,

candidly and openly. This is because patient participation

is the key not only to the relationships that develop between

patients in the group but also to the healthy group dynamics

necessary for the building of self-efficacy skills and for

enabling patients to help one another. Conversely, patient

nonparticipation negatively impacts not only the SMA’s

group dynamic but also the amount of benefit that each

patient can be reasonably expected to derive from the group

visit experience itself.

Patient Abuse 1: Making Group Visits
Mandatory Rather than Voluntary

Although DIGMAs, CHCCs, and PSMAs have the net

effect of substantially off-loading numerous individual

office visits onto highly efficient group visits, it is none-

theless important to ensure that access to traditional office

visits not be restricted for patients needing or wanting

them. If anything, group visits should increase—and not

decrease—availability of individual office visits to those

choosing or requiring them. It would certainly be a patient

abuse of group visits if one were to use SMAs as ameans of

restricting patient access to individual office visits. It is

important that all patients attending DIGMAs, CHCCs,

and PSMAs be fully informed not only that participation

in these SMA programs is totally voluntary, but also that

they will still be able to have individual office visits just like

before—and that SMAs are simply an additional health-

care choice that is now available to them.

Certainly, using group visits to largely or totally replace

traditional office visits would violate this important tenet.

Plus, restricting access to the appropriate use of indivi-

dual office visits could have unintended consequences—

as patients would almost certainly perceive this as an

unwanted intrusion and an abuse of group visits, and

thus grow to dislike and resist them. Using group visits to

largely replace individual office visits and restrict patient

access to them (as opposed to making the appropriate use

of individual visits more accessible to patients) would

cause patients, physicians, insurers, and corporate pur-

chasers alike to grow distrustful of group visits and to lose

confidence in them. The judicious use of individual office

visits will always play an important role in the future of

healthcare delivery. Both Dr. Scott and I have always

intended that our group visit models be completely volun-

tary (i.e., for patients as well as for physicians and staff),

and that they be designed to provide patients with improved

care—as well as freedom of choice—by offering them an

additional healthcare option.

In an article on group visits, the San Jose Mercury

News addresses the importance of always offering volun-

tary choice to patients regarding group visits as follows:

‘‘This is what Richard Schelin considers superb medical

care: driving several hours to see a physician. Being shep-

herded into a meeting room with a dozen other patients.

Jockeying for a few minutes of attention as the doctor

addresses everyone’s individual concerns. And having to

forget all about privacy as he discusses his medical con-

dition while everyone else in the room listens in. ‘It’s well

worth it,’ says Schelin, 75, who along with his wife,

Georgia, makes the long trek from the Gold Country to

Stanford eachmonth for a group doctor visit. ‘Wemake it

a point to be there.’ No, Schelin does not suffer from

dementia. And patients and physicians alike are empha-

sizing this is not an example of a managed-care system

gone mad. ‘This is the cutting edge of medicine,’ says

Edward B.Noffsinger, director of clinical access improve-

ment at the Palo Alto Medical Foundation. ‘It offers

great benefits to patients, first and foremost’ (1).

This article goes on to state: ‘‘Although it flies in the face

of conventional wisdom, this new model of healthcare—

the group doctor visit—is increasingly being embraced for

its potential to increase patient access to physicians and its

ability to better inform people how to cope with a chronic
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condition. Because patients are often placed in a group

with others who suffer from the same medical problems,

participants can receive practical tips, and emotional sup-

port from their peers. . .But clinics in San Jose, Palo Alto,

Sacramento, Denver, Atlanta and Tampa, Fla., are among

those that have unveiled their own group visit programs,

convinced that the benefits far outweigh the draw-

backs.. . .Surprisingly, however, many patients have felt

quite comfortable being examined in a room filled with

strangers. . . .Yet group visits aren’t for every patient—or

for every health problem.. . .‘If you said, ‘You can come see

the doctor with 20 other people and that’s the only

option you have,’ I don’t think that would fly,’ says

Margaret Wellington, coordinator of Stanford’s Health

Partners program, which holds group visits for anyone

with a chronic disease’’ (1).

There are a couple of relevant points worth making at

this time: (1) because DIGMAs and PSMAs are designed

to off-load numerous individual office visits by appropri-

ately converting them into group visits, individual visits

should eventually also becomemore accessible to patients

needing or wanting them; (2) as patients become more

aware of group visit programs and begin to hear evermore

positive comments from other patients about them, the

number of patients refusing to attend a group visits is

expected to gradually decline over time; and (3) the single

most important component to winning patients over (i.e.,

and getting them to be willing to try something as differ-

ent as a group visit for the first time) is effective promo-

tion of the program.

Experience has shown that effective promotion of the

SMA program especially requires that the physician take

approximately 30 seconds during every regular office visit

to personally invite, through a positive and carefully

worded script, each and every suitable patient they see

in the clinic to have their next visit be in a DIGMA or

PSMA. In other words, the solution to patient buy-in to

group visits does not lie in forcing or requiring patients to

attend a group visit in lieu of an individual office visit

(which would likely only engender patient resentment and

resistance anyway), but rather in keeping group visits

voluntary and instead actively promoting the SMA pro-

gram to patients in a positive and effective manner.

Patient Abuse 2: Failing to Address
Confidentiality and Concerns About Privacy

It is imperative that group visit programs address any

patient concerns regarding confidentiality and privacy,

and that time always be made available during each and

every SMA session for patients to have brief private

discussions as needed with their physician (or brief indi-

vidual exams, whenever appropriate, in the privacy of an

exam room). To my knowledge, issues around confidenti-

ality have seldom if ever been brought up by patients as a

result of DIGMA, CHCC, or PSMA visits. The rarity of

such concerns is undoubtedly due in large part to these

group visit models being designed and conducted with

considerable sensitivity to the patients’ needs for confi-

dentiality and privacy. For example, because patients are

often sensitive to having their weight and age discussed

in public, these issues must be handled with tact in the

group—e.g., by having the nurses take vitals in the priv-

acy of the exam room and, in morbid obesity SMAs, by

limiting discussions of weight to the amount of weight

that the patient has lost since entering the program rather

than discussing absolute values in the group setting

(unless the patient decides to bring them up and discuss

absolute values).

Also, patients have a right to feel that their medical

issues and what they discuss in the group visit will not go

outside of the group room. In order to keep the SMA a

safe place for all, it is important that patients agree of

their own free will to have their medical issues addressed

in the group setting and to have all attendees agree

not discuss the health issues of others—or to identify

others in attendance—once the group is over. Therefore,

at least in DIGMAs and PSMAs, all patients and support

persons who attend are asked to sign a confidentiality

waiver—which is written in understandable, patient friendly

language—at the beginning of each and every session. This is

a brief, concisely written full disclosure/informed consent

document that describes all important points regarding

privacy and confidentiality—including limits of confiden-

tiality in the group visit format, and what is expected of

all who attend—that all attendees are required to sign at

the beginning of each SMA session. Also, all promotional

materials used in these programs are tomake clear that this

is a shared medical appointment program and that it

occurs largely in a group setting with others being present.

In addition, the behaviorist thoroughly discusses all

aspects of confidentiality during the introduction given

at the beginning of each and every DIGMA and PSMA

session. This introduction by the behaviorist covers the

facts that patients are still entitled to individual office

visits just like before and that some one-on-one time

will be made available to all requesting or wanting it—

although it will typically be offered toward the end of the

session so as to not interrupt the flow of the group. In the

CHCC model, one-on-one time with the healthcare team

is provided as needed during both the working break and

the individual care segment that follows the group com-

ponent of the session. Unlike DIGMAs and PSMAs, with

CHCCs the actual delivery of medical care is typically
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done in private—and is generally not delivered in the group

setting, where others can listen and learn. Also, because the

same 15–20 patients typically attend all CHCC sessions

(often for many years) and support persons are not invited

to attend, the issue of confidentiality is somewhat different

for CHCCs than for DIGMAs and PSMAs—so that con-

fidentiality agreements could perhaps be signed say every

6 months in the CHCC rather than at the beginning of

every session, as is required in DIGMAs and PSMAs

(where different patients and support persons typically

attend each and every session). However, this is something

about the confidentiality agreement/release that the reader

would have to discuss with their own medical risk depart-

ment or corporate attorney in order to determine what

would be recommended in their own particular circum-

stance and situation.

Patient Abuse 3: Billing for the Behaviorist’s
Time and Counseling Time (Which Could Also
Constitute an Insurance Abuse)

As discussed elsewhere in this book, with DIGMAs and

PSMAs, most fee-for-service (FFS) medical groups typi-

cally bill according to the level of care delivered and

documented; however, they do not bill either for the

behaviorist’s time or for counseling time. This is because

if they were to bill for the behaviorist’s time, then patients

would receive two bills—one from the physician and ano-

ther from the behaviorist—involving two co-payments

for the same medical visit, which would anger patients

and turn them off to group visits. Therefore, the beha-

viorist’s time is instead typically treated as an overhead

expense to the SMA program, so that patients in fact only

receive one bill (requiring one co-payment) for their

group visit—and that bill is from their doctor.

Furthermore, billing several patients at once for the

same block of counseling time because many patients

happened to simultaneously benefit from this counseling

would be egregious (if not outright fraudulent)—and

would constitute an abuse of group visits that would almost

certainly not be welcome by insurers. The fact that they are

not generally being billed for either counseling time or the

behaviorist’s time certainly represents a substantial net gain

for third-party insurers—which is fine by me as I believe

that there is enough benefit in group visits so that some net

gain should accrue to patients, physicians, healthcare orga-

nizations, insurers, and corporate purchasers alike.

Therefore, physicians typically bill DIGMAs and

PSMAs according to history, exam, and medical decision-

making—but not for counseling time.However, if the coun-

seling specifically pertained only to a particular patient that

the physicianwas actually workingwith in the group setting

at that time (but not to other patients in the groupwhowere

observing andmight also be benefitting), then it would seem

that a case could probably be made for billing that one

patient for the counseling provided. Nonetheless, to my

knowledge, most FFS systems do not bill for counseling

time, which represents one of the benefits that properly run

DIGMAs and PSMAs can provide to insurers. Any gain

that happens to accrue to the observers in the group room

who are fortunate enough to be listening and benefiting,

while fortunate for them, is not billed for.

Patient Abuse 4: Starting Sessions Late, Not
Pacing the Group, and Not Finishing on Time

It is important that patients’ time be respected during the

SMA setting by having sessions start and end on time,

with everyone’s healthcare needs adequately addressed. It

is important to keep in mind that many patients are sick

and tired of waiting in the lobby for their physician to see

them, and consequently of finishing late during regular

individual office visits—so let us not make the same mis-

take with SMAs. This means that: (1) the nurse/MA(s)

must arrive sufficiently early to conduct their duties dur-

ing the allotted amount of time prior to, or during the

early part of, the DIGMA or PSMA session; (2) the

behaviorist needs to arrive sufficiently early to warm up

the group, write down the medical issues that patients

want to discuss with the doctor that day, and start the

DIGMA or PSMA session on time with the introduction;

and (3) that enough reception help be provided for the

SMA to ensure that the requisite number of patients can

be expeditiously received and registered prior to the

session.

In addition, and most importantly, it means that the

physician must arrive on time to begin the private physi-

cal exams in the PSMA, or be in the group room no later

than 2–3 minutes after the start of the DIGMA—i.e., by

the time that the behaviorist’s introduction has been com-

pleted. By doing so, patients will not feel rushed as a

consequence of the physician arriving late—plus, physi-

cians should pace themselves so that there is enough time

for each patient’s unique medical needs to be adequately

attended to during the DIGMA or PSMA session. This is

especially important for physicians who are poor time

managers, frequently finish late during normal clinic

hours, and would be at high risk for entering the group

room more than 3–5 minutes after the start of the

DIGMA session. For those physicians having such time

management problems, it is recommended that they con-

sider holding their SMAs either first thing in the morning
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or immediately after lunch—i.e., at those times when they

are most likely to be running on schedule.

Starting and finishing on time also means that the phy-

sician and behaviorist must pace the entire SMA session

so that each patient gets the time they need in order to get

their medical needs appropriately met. This translates

into not taking too much time on the first couple of pati-

ents, not becoming entangled with dominating or talkative

patients, remaining focused and succinct throughout, and

pacing the SMA appropriately throughout the entire

session. It also means that physicians be brutally honest

regarding their own time management skills. If they are

not good time managers and frequently run late in the

clinic, it is imperative that they choose a behaviorist who

has the complementary skill set of being a good time

manager—i.e., who is capable of pacing the group and

keeping it moving along in a timely manner.

Patient Abuse 5: Scheduling Too Many Patients
(Which Is Also a Physician Abuse)

To fully realize the multiple benefits that properly run

DIGMAs, CHCCs, and PSMAs can offer to patients, it

is important that adequate time be scheduled for the

number of patients attending—i.e., sufficient time for all

attendees to receive quality care and to have their medical

needs met. To avoid scheduling too many patients into

your SMA, try to initially adhere to the guidelines pro-

vided in this book as to ideal census levels. Even though

substantially larger DIGMAs have been successfully held

by experienced physicians, it is recommended for most

DIGMAs that the ideal census be between 10 and 16

patients for a 90-minute session (not including family

members or caregivers)—and that this census typically

be set so as to approximately triple the physician’s pro-

ductivity over individual office visits. In 2½ hour CHCCs,

the ideal census is typically between 15 and 20 patients. In

90-minute PSMAs, the ideal census is typically between 6

and 8 female (or between 7 and 9 male) patients in primary

care and 10–13 patients in most of the medical

subspecialties.

These ideal census levels are provided as guidelines only,

as larger groups than these have certainly been successfully

run on occasion. However, it is recommended that any

deviations from these suggested ideal census levels be care-

fully examined beforehand, and then only changed if the

physician feels absolutely confident that this can be accom-

plished successfully without any loss on the patients’ part.

For group visit sessions that are of shorter or longer

duration than the 90-minutes that is typical of DIGMAs

and PSMAs (or than the 2½ hours that is typical of a

CHCC or Specialty CHCC), simply prorate these ideal

group sizes accordingly.

Failing to adhere to these recommendations as to ideal

group sizes would likely constitute a patient abuse of

group visits because including too many patients relative

to the amount of time available would likely result in SMA

sessions that feel rushed, decrease personalized care,

diminish group interaction, reduce quality of care, decrease

patient bonding, and decrease patient as well as physician

professional satisfaction. Furthermore, if insufficient time

exists to attend to each patient’s unique medical needs

individually, then there is the risk that patients might

start to view the group visit as being mass medicine rather

than quality care—or as being more of a class or support

group than a shared medical appointment occurring in a

supportive group setting. In addition, the physician can get

tired out from the increased patient workload of SMAs

that are too large. This goes against one of the fundamental

precepts of group visits, which is to make it a more enjoy-

able healthcare experience—both for the patients who

attend and for the physicians running them.

Part 2: Avoid Physician Abuses

Critical to the success of any group visit program is phy-

sician buy-in based on self-interest. After all, well-run

SMAs can be used by interested physicians on a voluntary

basis to enable such physicians to increase productivity

and access, to provide better and more cost-effective care,

and to better manage both busy, backlogged practices

and high-risk patients with chronic illnesses. However,

achieving these SMA benefits requires physician buy-

in—which, as discussed in Chapter 6—requires that any

physician resistances and concerns be thoroughly

addressed, that physicians fully understand the many

potential physician benefits that properly run group visits

can offer, and that any potential for physician abuse be

avoided at all cost.

Physician Abuse 1: Making Group Visits
Mandatory for All Physicians

Neither Dr. Scott nor I ever intended for the group visit

models we originated and developed to be mandatory to

physicians—as forcing physicians to do something they

do not want to do can only be a recipe for disaster by

engendering distrust, resentment, and passive-aggressive

resistance to group visit programs. We always envisioned

that the participation of physicians would be entirely
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voluntary and secured at the grassroots level out of phy-

sician self-interest—so that physicians would eventually

be won over from the bottom up through positive SMA

reports from physician colleagues, instead of group visits

being imposed upon physicians by executive leadership

from the top down.

It is important that physicians, SMA team members,

support staffs, and any invited guest speakers be volunteers

and share in the enthusiasm and the positive perspective

that are required for the group visit to be fully successful.

Reluctant or hostile participants will undoubtedly commu-

nicate their resistance—even if only unconsciously thro-

ugh their body language—and thereby inhibit the salutary

impact of the group process. Consider the more gradual

approach of first instituting group visits on a pilot study

basis at selected sites, with those physicians who are willing

to voluntarily try running one for their practices. Then, if

the pilot is successful, consider eventually expanding and

disseminating the group visit program throughout the entire

organization, but by allowing physician buy-in to develop

voluntarily and progressively at the grassroots level.

Physician Abuse 2: Demanding that Group
Sizes Be Excessively Large

As discussed previously, enhanced professional satisfac-

tion is a primary goal for DIGMAs, CHCCs, and PSMAs,

and physician buy-in is critical to the success of these group

visit models. Therefore, demanding that the group size be

excessively large (i.e., beyond the recommended ideal cen-

sus levels for these SMA models) in an imprudent attempt

to extract even greater physician productivity than these

models were originally designed to achieve, would not only

be self-defeating but also represent a physician abuse of

these SMA models. It is essential that all aspects of the

SMA program stay well within the physician’s comfort

zone—ethically, professionally, and in terms of group size.

Interestingly, it appears that physician professional

satisfaction rather than patient satisfaction is the primary

limiting factor in determining the upper limit to an SMA’s

group size. For 90-minute DIGMAs, physicians seldom

like to have group sizes that exceed approximately 16

patients—even though many DIGMAs have been success-

fully conducted with substantially larger group sizes, and

with reasonably satisfied patients. In one case that comes

to mind, the endocrinologist actually received a standing

ovation from the patients after successfully conducting a

particularly large session with 20 patients in attendance.

While I am sure that many of these patients would have

preferred 90 minutes alone with their physician (which

would, of course, likely be an unrealistic and unachievable

goal), the main point here is that most patients are willing

to accept group sizes that are even substantially larger

than recommended. Nonetheless, I generally recommend

against DIGMAs that are larger than 16 patients actually

being in attendance because the physician tends to get tired

out by the workload—and physician satisfaction must

always remain a priority for group visit programs to be

fully successful.

Of course, no DIGMA organizer can completely guar-

antee that this maximum group size will never be exceeded.

This is because onemust usually overbook sessions in order

to compensate for no-shows and late-cancels, which could

occasionally result in larger group attendances in the com-

paratively rare event that all patients do in fact show up for

a particular session. Also, the DIGMAmodel itself cannot

completely control for the number of patients that will

drop-in to any given session, even though patients are

asked to call a day ahead of time in order to let staff

know that they are coming. Actually, these overbooking

and drop-in numbers are usually far more predictable

that one might at first believe.

Physician Abuse 3: Increasing Panel Sizes to
Extract All Benefit from the SMA Program, so
that Physicians Are Left with No Net Long-Term
Gain

I caution against (especially in systems that are largely

or entirely capitated) stripping away most or all of the

increased productivity benefit that the DIGMAor PSMA

program provides the physician with through a corre-

spondingly large increase in the physician’s panel size.

Physicians are by no means stupid, and they will strongly

resist any type of group visit program that only leaves

them with more work to do and no net long-term gain.

Physicians often express this concern by asking such

questions as ‘‘Why should I start a DIGMA or PSMA

program if the net long-term effect will only be 200 more

patients on my panel?’’

With DIGMAs and PSMAs, Physicians Need to Know

Practice Sizes Will Not Be Correspondingly Increased

Especially in capitated systems, full-time physicians worry

that participation in a group visit program that leverages

their time, increases their productivity, and enables them to

better manage a large and busy practice will only have the

net effect—in the long run—of administration substan-

tially increasing their practice size by 8–10% (or 16–20%

in the case of half-time physicians). This would leave them

Part 2: Avoid Physician Abuses 231



with no net long-term benefit whatsoever for having under-

taken the group visit program in the first place—i.e., for

taking the risk of establishing a SMA for their practice and

learning to deliver medical care in the dramatically differ-

ent milieu of a group visit. From the physicians’ perspec-

tive, in the long term, such an increase in patient panel size

would completely nullify any net productivity gain that

the DIGMAor PSMAmight have initially provided them

with. Note that this is an issue for DIGMAs and PSMAs

only. While CHCCs provide other types of gains, most of

which are downstream (such a reduced ED, nursing

home, and hospitalization costs for the 15–20 patients

being followed in the CHCC), they do not dramatically

increase physician productivity like DIGMAs and

PSMAs are able to do.

Administration Needs to Reassure Physicians that

They Will Retain a Substantial Net Gain

Therefore, any integrated healthcare delivery system

seeking to achieve the many patient, physician, and orga-

nizational benefits that DIGMAs and PSMAs can offer

must adopt long-term business policies that build upon

physicians’ trust in the SMA program. This, in turn,

requires leaving physicians with some substantial net

long-term gain for having undertaken the risk and change

in practice style that group visits entail. Physicians in

capitated as well as fee-for-service systems need reassur-

ance from administrators that, should they choose to

implement a DIGMA or PSMA in their practices, they

will be left with some tangible and meaningful net long-

term benefit for having done so.

Do Not Use SMAs as an Excuse to Cut Back Further on

Physician Staffing Levels

One variant of this same theme would be to use the

enhanced efficiency and productivity benefits that a

well-run DIGMA or PSMA program can offer as an

excuse to substantially reduce physician staffing levels—

i.e., rather than using this added productivity to improve

access, service, or quality of care. It is important to keep

in mind that today’s major group visit models have been

designed as tools to enhance service and quality of care, to

better manage both backlogged practices and chronic ill-

nesses, and for improving outcomes as well as access to

medical care. They were never meant to completely

replace individual office visits or to give healthcare orga-

nizations an excuse to further reduce physician staffing

levels in primary and specialty care, especially to the point

where job doability becomes even further eroded.

While Some Increase in Practice Size Is Anticipated,

It Needs to Be Reasonable

In today’s hectic and fast paced healthcare environment,

many physicians expect some future increase in panel

size—but hope that any such increase will be reasonable

and achievable. For physicians in a capitated healthcare

environment (as well as physicians in other types of orga-

nizations where their income is not substantially deter-

mined by the number of patients seen), this translates into

any such future increase in panel size being small enough

so that physicians are nonetheless left with some mean-

ingful net long-term gain for having started a DIGMA or

PSMA in their practices. This certainly means that (at

least in systems that are largely capitated, or where sal-

aries are not appreciably determined by production) phy-

sicians must be assured that any future increase in panel

size resulting from the increased productivity that the

DIGMA or PSMA provides will be reasonable—so that

the physician will be left with a substantial net gain for

having undertaken risk and invested the time that running

a group visit in their practice entails.

Physician Abuse 4: Not Rewarding Physicians
with Either Time or Money

In an effort to maximally improve access and produc-

tivity, administrators might be tempted to allow physi-

cians barely enough time to actually conduct the group

visit (often with 10–16 difficult, high-intensity patients)

and then expect them to rush back to immediately

begin seeing more patients in the clinic just as soon

as the group is over. Although this may work for some

physicians in fee-for-service settings (in particular,

those who might choose to do this in order to max-

imize productivity and revenues), this practice will pro-

vide little incentive to many other physicians and may

even be a disincentive—especially for those in capitated

systems.

To ask physicians to be doubly or triply efficient in a

group visit by seeing dramatically more patients in that

venue, but then only rewarding them with more work as

soon as the DIGMA or PSMA is over, will almost cer-

tainly prove to be an unsuccessful strategy in the long

run. In all likelihood, it will not help in recruiting physi-

cians to start group visits either in their own practices

(i.e., to improve productivity and access, and to better

manage large, busy, and backlogged practices) or in

chronic illness population management programs—i.e.,

to help care for the burgeoning population of chronically

ill patients.
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Why not instead consider providing physicians who

participate in well-run group visit programs with a sub-

stantial and meaningful reward for doing so? This could

include such powerful incentives as additional money or

time—i.e., time that could be used for desktop medicine,

phone calls, administration, research, teaching, or paper-

work. For example, as SMA champion at Harvard Van-

guard Medical Associates/Atrius Health, I am soon going

to begin looking for a busy full-time physician or two who

want to be the first to completely change their style of

delivering medical care. That is, instead of primarily

doing individual office visits and only secondarily working

in a group visit or two each week, shifting to primarily

running DIGMAs (e.g. at least one every day of the work-

week) plus one or two PSMAs per week—and only secon-

darily seeing patients individually. I say DIGMAs and

PSMAs because these are the group visit models that

dramatically increase physician productivity and access

(i.e. to follow-up visits and private physical examinations,

respectively), and because this approach of daily

DIGMAs and weekly PSMAs would enable patients to

be seen any day that they happened to have amedical need.

Provided that such physicians would be willing to open

their practices (i.e. in the event that they are closed) and

increase panel sizes to create sufficient patient demand to

keep all group sessions filled, this will directly translate into

a 40–50% increase in their productivity each week—i.e. at

the same time that they are feeling more energized, finish-

ing on time, and enjoying their professional life more. The

percentage increase in patient volume each week would be

even greater in the event that the physician ran two DIG-

MAs on certain days (perhaps one in the morning and one

in the afternoon) and/or one to two PSMAs per week—

partly for the efficient delivery of annual physicals on

established patients and partly to intake new patients into

their practice (i.e. in the event that a private physical exam

is necessary to intake a new patient).

In return, such physicians would not only be given a

documenter for each SMA session they conduct, plus

would also be given a full-time documenter for their

individual office visits as well (or, if they prefer, given

one less clinical hour per day during which they would

need to see patients—i.e. using this hour instead to better

manage their practice as they see best fit, such as to deal

with e-mails, phone calls, teaching, paperwork, etc.).

Although taking an hour per day for desktop medicine

would reduce the overall weekly productivity gain of these

providers from those stated in the previous paragraph, it

would nonetheless leave them with a substantial net posi-

tive weekly gain—and much more enjoyment during the

workweek. Such an approach would reveal the true

potential that group visits can have as a practice manage-

ment tool—i.e. for increasing quality, productivity, access,

patient empowerment, and patient as well as physician

professional satisfaction. The key here is to provide physi-

cians with some sort of potent incentive, a sizeable net

long-term benefit, for having instituted a successful

group visit program in their practices. By providing phy-

sicians with such a strong (but reasonable) incentive for

running a group visit, administration will make it much

more likely that the group visit program will rapidly

expand at the grassroots level throughout the organiza-

tion—a process that a SMA champion (particularly

through the use of a documenter as a potent incentive to

physicians) can be most helpful in achieving (at least in

larger healthcare systems).

Physician Abuse 5: Forcing Physicians to Go
Beyond Their Level of Comfort in the SMA

If the organization is to expect their group visit program

to prosper and be fully successful, then it is important to

not alienate physicians by forcing them to go beyond their

level of comfort in the group setting. This could include

such demands as forcing physicians to deliver more med-

ical care than they are comfortable with providing in the

group setting, to conduct examinations in the SMA set-

ting that they prefer to provide individually, and generally

pushing physicians outside of their comfort zone. The one

exception here is that physicians will need to see sufficient

patients during each and every SMA session to ensure

that the program is economically viable—even if they are

initially uncomfortable with doing so. Experience has

shown time after time that when this is properly done

and census targets are consistently met, physicians soon

adapt to this increased patient volume and become com-

fortable with it—plus it makes for a more informative,

interactive, interesting, and fast-paced group. Further-

more, without this baseline level of physician productivity

within the SMA, the group visit program cannot succeed

financially in the long run.

Second Form of Abuse: Not Putting
the Necessary Resources into the SMA Program

The second form of abuse lies in not putting sufficient

resources into the group visit program, i.e., for the various

SMAmodels to be able to provide the full range of benefits

that they were originally designed to deliver. This includes

putting fewer personnel, facilities, promotional, and budget-

ary resources into the group visit program than properly

supported and runDIGMAs, CHCCs, and PSMAs require.
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Insufficient Resource Abuse 1: Expecting
Physicians to Conduct the SMA Without
the Appropriate Support Personnel

I cannot tell you how many times healthcare organiza-

tions have failed to provide the full complement of appro-

priate SMA team members required for a physician to

efficiently and effectively conduct a SMA program. In

fact, this is so common that I am listing it as ‘‘insufficient

resource abuse number one.’’ Demanding that the physi-

cian run the group visit either alone or without all of the

SMA personnel that the group medical appointment pro-

gram has been designed to operate with, would greatly

reduce the physician’s efficiency, productivity, satisfac-

tion, and likelihood of success. In the case of DIGMAs

and PSMAs, this means having the best possible SMA

team—including the behaviorist, documenter, and nur-

sing personnel required to correctly run the DIGMA or

PSMA program. It also means having the dedicated sche-

duler assigned to the program to ensure completely full

sessions, as well as the champion and program coordina-

tor needed in larger systems to expeditiously move the

program forward throughout the organization.

Do Not Try to Extract Even Greater Benefit

from the SMA by Understaffing It

Insisting that the physicians run their DIGMA or PSMA

without the full complement of recommended support

personnel—behaviorist, nurses, documenter, and dedi-

cated scheduler—in a misguided attempt to even further

reduce costs and strengthen the bottom line beyond what

these models were designed to provide would certainly

represent a physician abuse of group visits. This is because

any cost savings that might occur as a result of not provid-

ing required SMA personnel would likely be made at the

physician’s expense—as the physician would consequently

have to work correspondingly harder due to the reduced

efficiency and excessive physician workload that such an

approach would involve. Furthermore, there is also a high

probability that such an approach would also be self-

defeating due to the likelihood that the physician would

be correspondingly less efficient and productive during the

SMA session, which would ultimately result in group cen-

sus being reduced as a consequence of this understaffing of

the SMA. In other words, by trying to save a buck by not

providing the required less costly members of the SMA

team, we end up undercutting the productivity of the most

costly person—i.e., the physician—and consequently end

up reducing the overall net financial gain that the SMA is

capable of providing.

To Be Optimally Productive, Physicians Must Delegate

Fully to All Members of the SMA Team

Keep in mind that although this might be a less important

issue for the CHCC model, it is by off-loading, whenever

appropriate, as many physician responsibilities as possi-

ble onto less costly support personnel associated with the

DIGMA and PSMA that these group visit models are

able to so dramatically leverage expensive physician

time. Yes, some efficiency gains come from these group

visit models simply due to the fact that they occur in a

group setting (i.e., in which sessions can be overbooked

to avoid expensive physician downtime, and where effi-

ciency can be gained by avoiding repetition); however,

most of the productivity gain in a well-run DIGMA or

PSMA comes from the physician effectively delegating as

much as possible to less expensive personnel in the SMA

team. Ultimately, the goal is for the physician to only do

that which the physician alone can do—and to delegate all

other physician duties onto less costly members of the

SMA team. This is accomplished by expanding the nur-

sing, behaviorist, and documenter duties within the SMA

to be all that they can be—which also enables DIGMAs

and PSMAs to be max-packed, and for patients to be

provided with an one-stop healthcare shopping experience.

Each Member of the SMA Team Dispatches Important

Responsibilities

It is important to keep inmind that each and everymember

of the SMA team plays a critical role in its success, dis-

patches many important duties and responsibilities, and

often has a complementary skill set that enables them to

perform certain duties better than the physician could. For

example, take the role of the behaviorist in the DIGMA

and PSMA models, who often has complementary skills

that augment those of the physician. By carefully selecting

and training a behavioral health professional (health psy-

chologist, social worker, marriage and family therapist,

nurse, health educator, etc.) who is experienced in running

large groups, handling group dynamics, pacing groups to

finish on time, and addressing the psychosocial needs of

medical patients, many duties that would otherwise fall

onto the physician’s shoulders can be off-loaded onto this

less expensive person with special skills.

For example, the behaviorist: (1) enters the group room

a few minutes early to warm the group up; (2) starts the

SMA on time, even if the physician is late, with a 3–5

minute introduction; (3) paces the group to keep it running

smoothly and on time; (4) handles group dynamic and

psychosocial issues; (5) temporarily conducts the group
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alone whenever the physician documents a chart note,

steps out of the group room to conduct a brief private

exam or discussion, or (more rarely) to handle an unfore-

seen clinic emergency; (6) does everything possible to sup-

port the physician throughout the entire session; (7) and

stays a few minutes late (after the physician has left) to

address any last-minute patient questions and to quickly

straighten up the group room after the patients depart.

Insufficient Resource Abuse 2: Not Providing
the Physician and SMA Team with Adequate
Time for Preparation and Training

For SMAs to be successful, physicians (along with their

SMA teammembers and support staffs) must be provided

with a small but reasonable amount of time for planning,

designing, developing, and implementing their group visit

program—much of which can be done outside of normal

clinic hours and through use of existing templates already

developed for the SMA program (many such templates

are included in the DVD attached to this book).

Physicians Need Some Time for Training and to

Prepare for Their SMA

In larger systems, the champion and program coordinator

can handle much of this preparatory work—i.e., through

use of the pipeline discussed in Chapter 11 and existing

templates already developed for the SMAprogram (many

such templates are included in the DVD attached to this

book). In spite of this assistance, physicians still need

some time in order to: draft the promotional materials

for their group visit program (preferably from templates

already developed for the program); develop a chart note

template for their SMA; and select the appropriate hand-

outs and patient education materials for their program.

Physicians also need some planning and training time

regarding how to both run a group visit and refer patients

into it. Interested physicians will also need some addi-

tional time in order to meet at different times with the

champion, program coordinator, SMA team members,

and support staff—time that should, whenever possible,

occur outside of normal clinic hours.

Support Staff and All SMA Team Members Also Need

Time for Training and Preparation

In addition, adequate staff preparation time and training

must be provided for the group visit program to be

successful. For example, DIGMAs and PSMAs require

that physicians not only understand these models and

their role in them, but also learn how to effectively and

efficiently refer patients into these group visit programs

during normal office visits. Furthermore, the various

members of the physician’s SMA team—including

nurse/MA(s), behaviorist, documenter (if any), and dedi-

cated scheduler—must be appropriately trained with

regard to their respective duties and responsibilities. In

addition, the physician’s office manager and entire sup-

port staff (especially the physician’s schedulers, recep-

tionists, and nurses/MAs—as well as their supervisors)

need to be provided with adequate meeting time to

address their concerns, discuss their roles in the program,

and provide proper training for a successful SMA pro-

gram. Without adequate training, the physician, SMA

team, and support staff are likely to experience unneces-

sary stress and frustration with the program—and the

SMA itself will be at significantly greater risk for failure.

Insufficient Resource Abuse 3: Not Providing
the Appropriate Group and Exam Rooms

As discussed below, all three of today’s major group visit

models have their own respective facilities requirements.

An Appropriate Group Room Is Required

The necessary facilities for a DIGMA and CHCC typi-

cally include a properly equipped group room of suffi-

cient size which is adequately ventilated—preferably

one which is wheelchair accessible, nicely decorated,

and with bathrooms nearby. The group room needs

to be well lighted, clean, stocked with two working

computers and a printer, and equipped with enough

comfortable chairs to accommodate all attendees—

patients, support persons, physician, and members of

the SMA team. In addition, the group room must be

large enough (perhaps containing 18–25 comfortable

chairs) to also accommodate any observers. A few

pictures and an artificial tree or two will go a long

way towards warming up what would otherwise be a

rather sterile appearing group room. In addition, a

well-stocked exam room should be located nearby

that contains a computer, all necessary forms, and the

required medical equipment. On the other hand, the

Physicals SMA model requires a group room that can

be considerably smaller than that required for a

DIGMA; however, PSMAs also typically require 2–5

examination rooms—although they can be located in
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the physician’s own office area rather than adjacent to

the group room. If no appropriate group room space is

available, be creative by using: (1) any available con-

ference rooms; (2) unused storage or staff lunchroom

space that could be converted into a group room; (3)

the lobby during off-hours; or (4) in the absence of any

appropriate group room space whatsoever, consider

taking the SMA offsite to a nearby building (or even

into the community).

Appropriate Examination Rooms Are Also Required

If there is no examination room located in the vicinity of

the group room (i.e., for a DIGMA), then consider con-

verting any available nearby space into one—such as an

office, small storage room, vending area, or staff break

room. Only if no other space is available should you

consider improvising an exam room by curtaining off a

corner of the group room, as the constant noise and

chatter emanating from this area throughout much of

the session could prove to be an annoying distraction

for the physician as well as group members. Such an

arrangement could also prove problematic in terms of

confidentiality—because many patients will likely not

want to have the entire group within hearing range when

their vitals are taken (especially when their weight and age

are discussed).

Use Existing Facilities for the Pilot Study, but

Recognize that More Appropriate Facilities Will

Eventually Be Needed

It is critically important that the necessary, appropri-

ately furnished group and exam room facilities be pro-

vided to ensure that: (1) the SMA can be held success-

fully with a full cohort of patients; (2) patients are kept

comfortable throughout the entire session; and (3) the

privacy needs of the patients are adequately addressed.

Although physicians and the organization can often

make do with whatever group and exam room facilities

might happen to be available during the initial pilot

study phase (i.e., so that the success of the pilot SMA

program can be evaluated within that system), this is at

best a temporary solution. One suggested long-term

solution—i.e., when later moving toward full-scale,

organization-wide implementation—would be to rein-

vest a portion of the savings created by the group

visit program back into retooling the physical plant in

such a manner that the necessary group and examina-

tion room space can ultimately be provided.

Insufficient Resource Abuse 4: Not Providing
the Required High-Quality Promotional
Materials

Historically speaking, healthcare organizations have all

too often failed to provide the high-quality promotional

materials that SMA programs require in order to help fill

all sessions. We must always remain cognizant of the fact

that patients have a lifetime of experience in expecting an

individual office visit with their physician. This means

that professional appearing promotional materials are

needed in order to both reflect the high-quality care that

patients can expect to receive in the SMA and help per-

suade patients to attend something as different from tra-

ditional individual office visits as group visits are.

Use High-Quality, Coordinated, and Eye-Appealing

Promotional Materials

If we want to adequately inform patients of the new SMA

program (and expect them to consider attending in lieu of a

traditional office visit the next time they need to be seen),

then we must use high-quality, coordinated, and eye-

appealing promotional materials that accurately represent

the high-quality care and multiple benefits that patients

can in fact expect to receive. The framedwall poster, which

should be prominently displayed on the physician’s lobby

and exam room walls, can be used as a template to estab-

lish a particular trademark look for all promotional mate-

rials developed within the organization for the SMA

program. Such marketing materials include the program

description flier, the announcement letter, the invitation to

attend, any educational handouts, and the Patient Packet

that might be used.

Not Providing Appropriate Marketing Materials Could

Undermine the SMA

Do not attempt to avoid spending the necessary funds on

quality promotional materials. Such an approach would

neither inform patients adequately about the many

patient care benefits that the new SMA program pro-

vides nor help persuade them to attend. The inevitable

result would likely be to undermine the success of the

entire SMA program, which would be unfair to the many

patients who might otherwise be willing to attend—i.e.,

if they only understood the new program and its many

potential patient benefits. The use of cheap appearing,

sloppy, or inappropriate promotional materials will

likely result in poor attendance and a lack of patient
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buy-in— which could sabotage and undermine the success

of the entire SMA program. This is not the time to hastily

run off a few Xerox copies of a poorly drafted poster and

quickly scotch tape it onto the lobbywalls in the hopes that

it will somehow persuade uninformed patients to attend

something as dramatically different as a SMA.

Many Organizations Fail to Provide the Needed

Promotional Materials

The lack of any marketing materials whatsoever would

likely even be worse, and it would almost certainly under-

mine the success of the SMA program. The goal of all of

these SMAmarketing materials is to persuade patients to

attend for the first time (and for it to take less time later

for the physician to personally invite patients and get

them to attend)—after which, experience has shown that

patients will almost always be willing to return to the

SMA setting in the future. And remember that the key

to a successful SMA program is group sessions that are

consistently filled to targeted census levels. Despite this

harsh warning, abundant personal experience to date as a

consultant in the area of group medical visits has made it

clear that numerous healthcare organizations frequently

fail to develop the appropriate promotional materials for

their SMA program—and that, as a result, group census

during SMA sessions is all-too-often subpar.

Insufficient Resource Abuse 5: Failure
to Evaluate the SMA Program on an Ongoing
Basis

Another potential source of abuse is not providing the

ongoing evaluation that is needed for a successful SMA

program.

Ongoing Evaluation of the SMA Program Is Critically

Important for Many Reasons.

It is critically important that the quality, outcomes, ser-

vice, productivity, access, utilization, economic, patient

and physician satisfaction, etc. benefits of the SMA pro-

gram be accurately evaluated on an ongoing basis. Only

then can we correctly assess whether patients, physicians,

and the organization alike are receiving the desired level

of demonstrable benefit from their group visit program.

The great importance of this ongoing evaluation effort is

emphasized here because it is only through such measure-

ments and data analyses that the organization will be able

to track the effectiveness of their SMA program—and

determine whether it is achieving the expected results.

Furthermore, it is only through such ongoing evaluations

that we can hope to ultimately improve the SMAprogram

because, as it is often said, ‘‘If we keep doing what we are

doing, then we will keep getting what we’ve got.’’

Innovations such as group visits must be data driven

and provable in order to convince physicians and health-

care organizations to adopt them—and to demonstrate

their validity and economic value to payers and corporate

purchasers so that they support them. For example, with-

out such data analyses and evaluations of the effective-

ness of their group visit programs, the various studies

reported in the outcomes chapter of this book would not

have been possible. Also, patients need to be convinced of

the benefits that group medical appointments can offer to

them and come to believe that SMAs provide improved

care and a better way. For insurers and healthcare

bureaucrats to take full notice, it will ultimately take

hard evidence in the form of data-based research and

publications from reputable universities and healthcare

systems that are beyond reproach demonstrating that

group visits can in fact yield better results, provide more

affordable medical care, and make doctors and patients

happier.

As can be seen in Chapter 9, this process is now begin-

ning to occur—and should continue to increase exponen-

tially into the foreseeable future as evermore SMA

programs are launched in healthcare systems both nation-

ally and internationally. Although community support

groups and psychiatry therapy groups have been wide-

spread for decades (and a 1907 JAMA article discussed

how some tuberculosis patients treated in groups did

better) (2), the group visit concept did not really take off

in primary care until the emergence of the CHCC,

DIGMA, and PSMA models during the past decade and

a half—a trend that should continue in primary and

specialty care, but only as long as data demonstrating

the effectiveness of SMAs continues to be collected and

published (and as long as potential abuses as well as

substantial billing problems do not emerge).

While Important to Long-Term Growth, Many Systems

Are Not Evaluating SMA Programs

It is often stated that ‘‘If we fail to plan, we plan to fail.’’

The importance of this ongoing evaluation process (i.e.,

of continuously gathering and analyzing all relevant data)

is key to the ultimate success of any group visit program.

If we are to expect group visits to continue to grow and

receive appropriate reimbursements, ongoing documen-

tation must be generated to demonstrate the effectiveness
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and consistency of these SMA models in achieving their

stated objectives—i.e., in terms of quality, service, out-

comes, productivity, and economy. Despite such recom-

mendations, experience has all too frequently demon-

strated that healthcare organizations are often reticent

to make this commitment to measurement and analy-

sis—and to evaluating the success of their SMA program

on an ongoing basis.

Caution: Do Not Evaluate a SMA Program Without First

Ensuring It Is Being Properly Run

The only word of caution that I would make here is to first

be certain that you are running your SMA program rela-

tively correctly before undertaking this time-consuming

and somewhat laborious evaluation process. Otherwise,

all that you will be measuring is that which is currently

not being done correctly—i.e., rather than anything mean-

ingful or significant as regards the true potential and cap-

abilities of group visits within your organization. Before

measuring and analyzing your SMA program, be certain

that the basics are first correctly put in place. For example,

we know that consistently maintaining targeted census

levels (which is most frequently set to be a 300% increase

in physician productivity over individual office visits) dur-

ing all sessions is critical to the success of any DIGMA or

PSMA program—especially in terms of achieving their

potential productivity, access, and economic benefits. As

a consequence, it is hardly worth the effort to generate a

20–40 page report on your DIGMA program if you only

have five or six patients on average attending sessions—

because such a program is, even on its surface, clearly insuf-

ficiently attended and therefore not economically viable(3).

Should such poor patient attendance be occurring during

your DIGMA and PSMA sessions (recall that almost all

problems in a SMA program ultimately result in reduced

census), I would recommend that you instead put your

energy into first correcting this problem—i.e., before going

through an extensive data analysis on a program that is

clearly neither economical nor correctly run. There is a wide

variety of such factors that could be underlying the poor

attendance of your SMA program—such as inadequate

promotional materials, lack of appropriate physician and

staff involvement in the referral process, hostility toward the

SMA program by some on the physician’s reception or

scheduling staff, SMAs being too homogeneous and nar-

rowly defined to ensure full groups, running SMAs at times

that will likely result in low attendance (e.g., holidays, after

dark with elderly patients, during heavy snow storms),

patients not being informed about the SMA and invited to

attend, etc. Should you instead proceed to evaluate a SMA

program that has insufficient attendance, you will likely

incorrectly conclude that DIGMAs and PSMAs do not

work in your system—i.e., when they in fact very well

could, if only the problem underlying such poor patient

attendance was first ferreted out and solved.

Insufficient Resource Abuse 6: Physicians Must
Avoid Misusing Their Group Visit Program

In addition to physicians being abused with regards to

their group visit program, it is important to note that

SMAs can also be misused and abused by the physicians

themselves.

No Matter How Much Others Do, Some Physician Time

Involvement Is Nonetheless Required

For example, even though the champion, program coor-

dinator, and other support personnel are trained to assist

the physician in many ways in planning, designing, imple-

menting, and conducting the group visit program, some

modicum of physician involvement during each phase is

nonetheless required. It is not realistic for physicians to

expect that their SMA program will be designed and

implemented solely through the efforts of others—and

that it will be successful without any personal investment

of their own time and energy.

Physicians Cannot Avoid Personally Inviting Patients

into Their DIGMA or PSMA

Also, it is imperative that physicians be willing to play an

active role on an ongoing basis in inviting all appropriate

patients during regular office visits to attend the SMA for

their next follow-up visit (DIGMA) or physical examina-

tion (PSMA). Having the physician personally invite all

appropriate patients as they are seen in the clinic (through

a positive and carefully worded script) is the single most

important key to successful SMA—as it is the critical

ingredient to consistently achieving full group sessions.

While others on the physician’s support staff (reception-

ists, nurses, schedulers, etc.) can help, only the physician

can perform this vital function so effectively and effi-

ciently. Yet, one problem in this regard is that personally

inviting patients is somewhat of a foreign concept for

many physicians (which makes it easy for this critically

important SMA function to be overlooked)—especially

for those physicians who are busy and backlogged. For

these physicians, all they normally have to do with

regards to having full schedules each day is to show up
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at work in themorning. I say this because at least for these

busy physicians, patient demand exceeds their capacity to

meet that demand. As a result, when they arrive in the

morning, they will naturally find that their individual

office visit schedule for the day is already completely

full. Despite the best of intentions, some physicians fail

to follow-through on inviting all appropriate patients

during normal clinic hours—with the result all too often

being that their SMA fails because it does not consistently

maintain the desired level of group census.

Physicians Must Not Arrive More than 5 Minutes Late,

or Leave Sessions Unnecessarily

Another way that physicians can misuse group visits is to

constantly arrive late to their group sessions—especially

when they arrive quite late. Physicians must keep in mind

that by consistently arriving more than a few minutes

late, they are missing more than just the behaviorist’s

introduction—which is OK to miss, but only takes 3–5

minutes. Arriving later than this will likely result in the

session feeling rushed and in finishing late—and ulti-

mately, possibly even in being able to see fewer patients

in the SMA. Some physicians also sometimes leave the

group inappropriately to make a telephone call or attend

to a non-urgent personal or clinic matter—all of which

can take time away from the group setting and could

communicate to the patients that they are not that

important. Arriving late to sessions (or unnecessarily

missing time during the group) will in all likelihood

ultimately translate into insufficient time remaining in

the session to adequately address the medical needs of all

patients in attendance.

Physicians Need to Keep the SMA Team and Support

Staff Appraised as to How Well They Are Doing

Yet another responsibility that physicians must be willing

to shoulder with regards to their group visit is to keep all

personnel associated with their program appraised of how

satisfied the physician is with what they are or are not

doing satisfactorily. This includes SMA teammembers as

well as the physician’s scheduling and reception staff, and

it also covers what improvements need to be made and

what changes still need to occur for the desired results to

be achieved. Nobody else can do this because only the

physician knows how satisfied they are or are not with

each person’s performance. Should the physician not do

this, the SMA program will likely be negatively affected.

For example, if the documenter is not generating the

type of chart notes that the physician wants, then the

physician needs to talk to the documenter about this,

giving constructive suggestions as to what is wanted or

what additional training might be helpful. If the physi-

cian’s scheduling staff is not filling sessions sufficiently,

then the physician needs to discuss this with them and

explain exactly what is expected. The same holds for the

reception staff handing out invitations, and the nurse/

MA distributing fliers to all appropriate patients as they

are roomed—plus saying a few kind words about the

program. In addition, the physician needs to give con-

stant, ongoing feedback to the behaviorist as to what they

are or are not doing correctly from the physician’s

perspective.

Patients, Physicians, Organizations, Insurers,
and Purchasers Alike Should Benefit

One final point regarding the possible abuse of group

visits by physicians needs to be made which is perhaps a

little less obvious. I have always felt that group visits offer

enough benefits to provide a ‘‘win-win’’ situation for

patients, physicians, healthcare organizations, insurers,

and purchasers alike—so that each gains some long-

term net benefit from the SMA program.

No single entity should extract all the benefit at the

expense of the others. To do so would constitute an abuse

of group visits. For example, the physician could take the

entire benefit for themselves by reducing his or her work-

week by 3 hours (or by increasing their salary by 8–9% in

fee-for-service systems that are 100% productivity based)

for every weekly, 90-min DIGMA or PSMA that is run

which increases productivity by 300%. Or capitated

healthcare organizations could take the full benefit of

full-time physicians running such a weekly DIGMA or

PSMA in their practices by increasing physicians’ patient

panel sizes by 8–9%. Similarly, the insurer could extract

the entire benefit by reducing reimbursements by 8–9%,

or the corporate purchaser could reduce what they are

willing to pay by 8–9%. Instead, I believe that some sort

of intermediate compromise be struck that provides some

sort of substantial andmeaningful net benefit to accrue to

each of these entities.

Organizational Abuse

As we have been discussing, there are numerous ways that

healthcare organizations can abuse group visits. For

example, they can make group visits mandatory to phy-

sicians, bill for the behaviorist’s time as well as for
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counseling time, or demand that group sizes be exces-

sively large. In addition, they can force providers to go

beyond their level of comfort, fail to put the necessary

resources into the SMA (personnel, facilities, promo-

tional materials, budgetary, etc.), or fail to provide ade-

quate time for preparation and training—i.e., to the phy-

sician, SMA team, and support staff. Furthermore,

healthcare organizations could expect physicians to con-

duct SMAs without the appropriate support personnel,

make group visits mandatory rather than voluntary to

patients, fail to evaluate the SMAprogram on an ongoing

basis, or fail to reward physicians with either time or

money.

Finally, healthcare organizations could also attempt to

extract the entire benefit of the SMA program for them-

selves (i.e., to the exclusion of all others), which could

include increasing panel sizes to the point that physicians

are left with no net long-term gain for running a SMA

program. We have already discussed this issue with

regards to capitated healthcare organizations, in the con-

text of the system extracting the entire benefit of the

program for themselves by correspondingly increasing

full-time physician’s panel sizes by 8–9% (or half-time

physicians by 16–18%), which would not leave physicians

with any net long-term gain for running a group visit in

their practice. Fee-for-service systems could similarly

extract the entire benefit of the SMA by correspondingly

reducing the financial reimbursement that passes through

to full-time physicians by 8–9%.

Physician Abuse

What is less obvious is that physicians can (and, on occa-

sion, have) take the total net productivity gain of the

SMA program for themselves. They have done this in

managed care organizations by cutting back their work-

week in a manner that is directly equivalent to the pro-

ductivity gain that the DIGMA or PSMA provides in

their capitated or fee-for-service system (in the latter

case, where the physician prefers extra free time to addi-

tional money). For example, in the case of a 90-minute

weekly DIGMA or PSMA that leverages the physician’s

time by 300%, the increased productivity of the SMA

would translate into the physician seeing as many patients

in the 1½hour SMAas would normally require 4½hours

to see in the clinic—or a total net gain of 3 hours per week

for every such weekly DIGMA or PSMA that the physi-

cian runs.

If such a physician were to reduce his or her workweek

by 3 hours (which would certainly be all right for a solo

practitioner, but not for a physician in a managed care

organization), then they would extract the entire net effi-

ciency benefit of the program for themselves—and

thereby leave no net economic gain from this increased

productivity for the organization, which would also be

faced with covering the overhead cost of the DIGMA or

PSMA program. Of course, even here, the SMA program

could also provide other economic benefits to the organi-

zation (such those that might accrue from improved com-

pliance, performance measures, health maintenance, out-

comes, etc.); however, for the sake of this discussion, let us

just focus upon the benefits of the improved productivity

that the DIGMA or PSMA offers.

Instead, why not compromise and share the benefit?

Perhaps a wiser approach would be for the physician and

organization to split this efficiency benefit up in some

reasonable way, such as the physician being able to take

1 hour each week and convert it into time for desktop

medicine, administration, phone calls, etc.—or else, per-

haps, to work 1 hour less per week (or enjoy a 1–3% raise

in salary in fee-for-service systems where salaries are

100% productivity based) for every such DIGMA or

PSMA that the physician runs each week which leverages

the physician’s time by 300% or more. The remainder of

this benefit could then be used by the organization to

cover overhead and increase capacity—which could, in

turn, result over time in improved access to care.

Insurance Abuse

Just as is the case with organizational and physician

abuses, we must likewise prevent any potential for the

abuse of group visits by insurers—which could possibly

take the form of insurers being overly intrusive by either

underincentivizing or overincentivizing SMAs.

Avoid Unwarranted Insurance Intrusions into

Group Visits

Unwarranted organizational and insurance intrusions

into group visit programs could prove to be very proble-

matic and could even constitute an abuse of group visits.

For example, organizations that force unmotivated pro-

viders to offer group visits (or so highly incentivize them

that even reluctant physicians are eventually forced to

offer them) would constitute an abuse, as SMAs were

always meant to be voluntary to patients and physicians

alike. Furthermore, if you want to have a group visit

program of poor quality, I can think of no better way of

doing so than by forcing providers who do not want to

run them to do so despite their personal reluctance.
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Similarly, if insurers should deny reimbursement for

group visits unless patients are taken outside of the group

room, one by one and treated individually, this would

certainly undermine and dramatically undercut the

value that a well-run group visit program can offer to

patients. I say this because, by forcing physicians to com-

ply with such an unfortunate requirement, other patients

in the group room would thereby be denied the benefit of

learning from the physician while treating each patient

individually outside of the group room—i.e., so that other

attendees could no longer listen, learn, interact, and ben-

efit. What would the rationale for such a requirement be?

It certainly represents a throw-back to the same old way

of doing things—i.e., by forcing patients to be seen

individually.

If there is no difference in the care that is actually being

delivered (which would, of course, not be the case for

discussions of a truly private nature or for physical exam-

inations that are inappropriate for the group setting), then

why not provide thatmedical care in the group room—i.e.,

where all can listen and learn, and so that patients can feel

that they are spending 90 minutes with their doctor?

Although PSMAs would be largely unaffected (since the

actual physical examinations are already being conducted

on all patients individually in the privacy of the exam

room, with only the subsequent interactive group segment

occurring in the group room), DIGMAs and CHCCs

could definitely be deleteriously impacted by such an

unfortunate and intrusive requirement by insurers. In

the majority of cases (i.e., as for DIGMAs, where all the

medical care that can appropriately be delivered in the

group is in fact provided in the highly efficient group

room setting), such a requirement would dramatically

undercut the benefit that a well-run group visit program

could offer to all patients in attendance.

CHCCs might be less impacted than DIGMAs by

such a requirement since approximately one-third of

the patients in attendance are already being seen indivi-

dually during the individual visit segment that follows

the CHCC group. However, it could dramatically and

negatively impact the CHCC group experience for the

other two-thirds of patients if they need to be sequen-

tially shuttled out of the group room—i.e., just in order

to be seen individually for insurance billing purposes,

even if this happens to not be medically necessary. I am

particularly concerned about this as a result of hearing

that some physicians are actually taking patients out of

their group room setting solely for reimbursement pur-

poses—i.e., one at a time in order to treat them indivi-

dually, which is what they understand they must do in

order to get reimbursed. Clearly, this would undercut

not only much of the efficiency benefit but also the

patient education, support, and interaction benefits

that properly run SMAs can offer. What an unfortunate

waste that would be.

What if Insurers Underincentivize SMAs?

It is clear that should insurers underincentivize SMAs,

the likely result would be to undermine all group visit

programs—and preclude their widespread use. This

would be most unfortunate as it would be a terrible loss

for patients, physicians, and healthcare organizations

alike, as it would effectively kill the multiple benefits that

a well run group visit program can provide to all—and

basically leave us with the same old broken individual

office visit health care system that we currently have. I

am often asked by physicians, medical group administra-

tors, and executive leaders what would happen to group

visits if Medicare were to ultimately rule somewhat along

the following lines: ‘‘We will pay you $100 for this medical

service if you treat the patient through a traditional indi-

vidual office visit, but will only pay $40 if you provide that

exact same service through a group visit.’’ To me, this

scenario would not make much sense because precisely

the same medical service is being provided, but at two

different rates—with the only substantive differences

being the number of observers present and the setting in

which the care is being delivered (i.e., an exam room versus

a group room). However, it is my understanding that

neither of these differences is addressed by existing E&M

billing codes. It is not that this situation could not occur;

however, I fail to see how such a scenario would benefit

Medicare.

In other words, it would seem that Medicare would

have little to gain through such a scenario, which would

leave them with exactly the same situation that they have

had all along (i.e., until the recent advent of highly effi-

cient group visits)—traditional individual office visits

alone and an inefficient and inaccessible healthcare sys-

tem that is already is stretched to the max. Obviously, the

likely end result of such a decision would be devastating

to group visits. As a result, patients, physicians, and

Medicare alike would lose out on the many potential

benefits that properly run group visits can offer. Despite

the fact that this possibility represents a common fear

amongst physicians and healthcare executives alike, it

seems that all it would accomplish is to completely under-

mine and destroy group visits—along with the multitude

of benefits that they provide. In other words, it would just

leave Medicare with the same old broken system of indi-

vidual office visits alone—which is something that they

already have, but which is not working. Because it would

seem that Medicare has as much to gain as anybody from

a well-run group visit program, I have never worried a
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great deal about this scenario actually occurring in prac-

tice—which is certainly not to say that it could not

happen.

Not being overly worried about the possibility of

insurers underincentivizing group visits does not mean

that I have not had a realistic concern in this regard.

Certainly, if insurers and integrated healthcare delivery

systems fail to adequately incentivize group visits through

the appropriate levels of reimbursement and support,

then there would be no meaningful financial incentive

for physicians to significantly alter their style of practice

to include group visits, rather than providing traditional

individual office visits alone. My concern in this regard

is apparent in the following quotation that appeared in

the November 10, 2003 article on group visits in Time

Magazine. ‘‘Doctors conducting one-on-one exams fol-

lowed by a group discussion (AU: as in a PSMA) can bill

for individual visits, but Noffsinger, for one, is concerned

that insurers could reduce those payments once they

realize doctors can triple the number of patients they

see. ‘The insurers have more to gain than anybody,’ he

insists. ‘Their patients are serviced faster and better’’’ (4).

Insurers’ Overincentivizing Group Visits Could

Likewise Be Problematic:

There is another concern that I have had for a long time,

which is quite different from the one discussed above.

Clearly, if insurers and healthcare organizations underin-

centivize SMAs, the results could be devastating to group

visits; however, there is another, less obvious concern as

well. What if insurers should instead overincentivize group

visits relative to traditional individual office visits? In other

words, what if the above discussed scenario alternatively

took the following form, wherein Medicare instead ulti-

mately ruled along the following lines: ‘‘We currently pay

you $100 for delivering this particular medical service.

From now on, we will instead pay you $90 for providing

that service; however, you can provide it either through

traditional individual office visits or through group visits,

the choice is yours.’’ This could force reluctant physicians

to run SMAs in their practices just to survive economically.

This could be a particular problem for DIGMAs and

PSMAs, as they are best viewed as a series of individual

visits with observers occurring in a supportive group

setting.

Unlike the previously discussed scenario, this one would

provide clear economic benefit to Medicare—and might

therefore be an approach they could consider. I have always

had a concern that once insurers and managed care orga-

nizations gained a clear understanding of the multiple,

substantial economic and patient care benefits that

properly run group visits can offer, they could overincenti-

vize them relative to individual visits—perhaps by reducing

compensation for individual visits, or else by offering a

disproportionate reimbursement for group visits(5).

Should this happen, these excessive incentives for SMAs

could end up reducing freedom of choice for patients and

physicians alike—i.e., as physicians who do not want to

run group visits might be forced to do them in order to

survive economically. Similarly, if healthcare administra-

tors were to overincentivize group visits with regards to

physicians’ future salaries in the organization, physicians

who otherwise might not want to run a group visit could

then feel compelled to do so. Not only would group visits

no longer be voluntary to physicians under such a scenario,

but also the likelihood of having many second-rate SMA

programs would increase exponentially as evermore phy-

sicians not wanting to run group visits were forced to do

them just to compete financially. This presents a surefire

recipe for numerous low-quality group visits, a risk for

failure of the entire SMA program, and a possible public

relations nightmare for group visits in the making.

It Is Critically Important that Group Visits Be

Appropriately Reimbursed

In our article on preventing potential abuses of group

visits, Dr. Scott and I point out that—while no group

visit billing codes currently exist—we strongly recom-

mend against such practices as underincentivizing or

overincentivizing group visits. This is because we always

intended for group visits to be strictly voluntary to phy-

sicians and patients alike—i.e., so that physicians who

choose to run a SMA do so on a strictly voluntary basis.

To do otherwise could create physician resistance to the

entire group visit program—plus result in many poor

quality SMA programs because the providers doing

them would be resentful about being forced to run one

despite not wanting to (5).

As group visits continue to grow and play an increas-

ing role in the delivery of high-quality, accessible, and

cost-effective medical care in the progressive healthcare

delivery systems of the future, there will nonetheless

always be an important role for individual office visits

to also play. It has always been intended that rather than

completely replacing them, SMAs would work well in

conjunction with the judicious use of individual office

visits—i.e., so that patients who can appropriately be

seen in cost-effective group visits are able to receivemedical

care in that highly efficient venue, whereas traditional

office visits will always be available to those patients

requiring or preferring them. In fact, because numerous

individual visits could thereby be off-loaded onto highly
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productive group visits, it is anticipated that traditional

office visits would eventually become more available to

those patients wanting or needing them. However, for a

proper future balance to be struck between individual and

group visits, it is essential that both be appropriately reim-

bursed—both individually and with respect to each

another.

A Concluding Comment on Potential Abuses
of Group Visits

Barring some catastrophic public relations nightmare

due to abuse—or some disastrous ruling with regards to

billing—it is expected that despite all of the previously

discussed concerns surrounding their potential for abuse,

group visits will undoubtedly continue to grow and

expand in their influence upon healthcare delivery during

upcoming decades. Therefore, in terms of preventing any

potential for abuse, now is the time to act. History has

certainly shown that individual office visits can be abused,

and the same is clearly true for group visits—which can

also be abused. In spite of the numerous quality, service,

efficiency, and economic benefits that properly supported

and run group visit programs can offer, the potential for

abuse nonetheless looms very real. The various types of

potential abuses must therefore be clearly recognized and

scrupulously safeguarded against in order to preserve

both the future credibility of SMAs and the numerous

quality, access, service, economic, educational, support,

and patient care benefits that properly run group visit

programs can provide.
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Chapter 9

Reports, Case Studies, and Outcomes Data

‘‘Do more with less—that’s what we all must learn. In the physician’s office, when patients share their
doctor’s time, everyone benefits . . .Shared medical appointments improve patient access, enhance patient
and physician satisfaction, and increase practice productivity, all without adding more hours to a
physician’s work week. There is even evidence that they promote better outcomes and lower overall
costs of care.’’

Bob Carlson, Contributing Editor, ‘‘Shared Appointments Improve Efficiency in the Clinic,’’
Managed Care, 2003 May; 12 (5):46–83

Why Group Visits?

In this chapter, we look at several recent reports, case

studies, and outcomes data regarding group visits from

many different healthcare organizations. Although these

data are still quite preliminary, certain trends are already

becoming clear and much of the information is quite

compelling. Because group visits are a relatively recent

healthcare innovation, the outcomes studies are just now

beginning to emerge—especially for the DIGMA and

PSMA models, which were first published in 1999 and

2002, respectively. Undoubtedly, additional reports, case

studies, outcomes data, and even more sophisticated ran-

domized control studies will eventually be emerging in the

not too distant future.

As the pressure increases for doctors and healthcare

organizations to improve care and lower costs, innovations

to the delivery of care become evermore important—

innovations such as group visits have emerged during the

past decade and a half as a means of enhancing care,

reducing spending, and providing a ‘‘win-win’’ solution

for doctors, patients, and healthcare organizations alike.

With properly designed and run shared medical appoint-

ment programs such as DIGMAs and PSMAs: (1) quality

and outcomes can be enhanced; (2) doctors’ time is used

more efficiently and access to care is improved; (3) patients

enjoymore timewith their doctor, plus amore relaxed pace

of care; (4) patients help one another and benefit from the

group experience; (5) psychosocial and informational

issues are better addressed while the doctor–patient rela-

tionship is improved; (6) patient education and disease

self-management skills can be enhanced; (7) closer follow-

up care, surveillance, and monitoring can be efficiently

provided; (8) costs can be contained; and (9) individual

office visits can be allocated to those who can benefit from

them most. Simply put, group visits offer a high quality,

accessible, efficient, and cost-effective healing experience

to our patients—plus, an additional healthcare choice.

Outcomes Studies Are Just Beginning
to Emerge

Group visits provide an effective additional tool in the

doctor’s black bag—one that is voluntary for doctors and

patients alike—for better managing both chronic illnesses

and busy, backlogged practices. Although this innovative

approach to care delivery is still quite new and outcomes

data are just now beginning to emerge, the reader will see

from the studies discussed in this section that the initial

results from these early, preliminary studies are nonethe-

less quite exciting and persuasive. Because data related to

the CHCCmodel have already been addressed in Chapter

4, this chapter is primarily dedicated to examining some

of the important early studies related to today’s other two

major group visit models—DIGMAs and PSMAs

(although one section, which has not yet been published,

does deal with the CHCC model). As will be seen, the

early data related to these two SMA models are already

convincingly illustrating some of the important benefits

that these two shared medical appointment models can

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_9,
� Springer ScienceþBusiness Media, LLC 2009
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offer to patients, physicians, and healthcare organizations

alike. Before proceeding with the actual outcomes data

that we will be discussing in this chapter, I would like to

first briefly review a couple of critically important issues

regarding the DIGMA and PSMA models.

DIGMAs and PSMAs Are Widely Used in Both
Fee-For-Service and Capitated Systems

DIGMAs and PSMAs are the two group visit models

that are in widespread use today in both fee-for-service

and capitated healthcare environments. Primarily, this

is because these two SMA models can best be viewed

as a series of individual office visits that happen to

occur with observers in a supportive group setting—

i.e., with the exact same types of care being delivered

as during traditional office visits, and often more.

From start to finish, these two SMA models are run

like a series of one doctor–one patient encounters

addressing the unique medical needs of each patient

individually. DIGMAs (primarily designed for efficient,

high-quality, and high-value follow-up visits) and

PSMAs (primarily designed for the efficient, high qual-

ity, cost-effective delivery of private physical examina-

tions) are unique in that they are the only group visit

models that are run throughout just like a series of

individual office visits with observers. When coupled

with the fact that current CPT coding does not address

either the setting in which the care is delivered (i.e.,

exam room, group room, or the doc-in-the-box at the

local warehouse retailer) or the number of observers

that you can have, this is the reason that many fee-for-

service systems are currently offering DIGMAs and

PSMAs and billing according to the level of care deliv-

ered and documented—but not for either the counsel-

ing time or the behaviorist’s time.

Although billing for DIGMAs and PSMAs through

use of existing billing codes according to the level of

medical care delivered and documented might therefore

seem reasonable, one must keep in mind that the issue of

billing for group visits has not yet been completely

resolved (i.e., either for group visits in general or for the

different types of group visit models)—and it is compli-

cated by the lack of specific billing codes for group visits.

On the other hand, at least for DIGMAs and PSMAs,

many question whether there is any need for separate

billing codes as these two group visit models are run just

like a series of individual office visits and deliver the exact

same types of care throughout (and often, even more

care). It is therefore recommended that, before starting

any type of group visit program (at least until the billing

issue for group visits is fully clarified), each healthcare

organization addresses for itself how it intends to bill for

group visits—i.e., while still meeting all internal and

external requirements and regulations.

Outcome Studies at the Level
of the Individual Physician

DIGMA pilot studies at the individual physician level

should prove to be relevant and helpful to the reader

who is contemplating a group visit program for his or

her practice. With properly designed and run DIGMAs

and PSMAs, increased physician productivity is built in

by first determining the target andminimum census levels,

based upon both medical economics and effective group

dynamics, and then subsequently ensuring that this pre-

determined group size is consistently met over time—

which requires an organized and disciplined team

approach to inviting patients and filling all group ses-

sions. In DIGMAs and PSMAs, the predetermined cen-

sus level is usually set so as to increase provider produc-

tivity over traditional individual office visits by 200–

400% (and most commonly by 300%).

DIGMAs And PSMAs Are Unique in Their Ability
to Solve Access Problems

The DIGMA and PSMA models are unique among all

group visit models because of their ability to dramatically

increase productivity and solve access problems through

use of existing resources. This is because: (1) DIGMAs

and PSMAs cover much—or most—of the individual

provider’s practice, rather than just a relatively small

but costly subset of their patient panel (such as high-

utilizing, multi-morbid geriatric patients, as is the case

for the CHCC); (2) different patients attend each session,

and they only come in when they have an actual medical

need (i.e., rather than according to some predetermined

schedule); (3) DIGMAs and PSMAs deliver medical care

from start to finish, and all patient education is provided

in the context of the physician working with each patient

individually (i.e., there are no separate formal warm-up,

educational presentation, break, question and answer,

and planning for the next visit segments, as there are for

CHCCs); (4) these two SMAmodels seem towork equally

well in fee-for-service and capitated healthcare environ-

ments; and (5) they are able to dramatically increase

physician productivity (by 200–300%, or more). Impor-

tantly, it is this increased capacity created by the
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enhanced productivity of the DIGMAand PSMAmodels

that essentially creates additional physician FTEs out of

existing resources.

Caution: Always Stay Focused On Providing
Patients With a High Quality Healing
Experience

One word of caution before we proceed: Always keep high-

quality patient care as your primary focus. While we will be

talking a great deal about gains in access and productivity in

this chapter, it is important to keep in mind that properly

run DIGMAs and PSMAs also offer a multitude of other

benefits to patients aswell (seeChapters 2 and 3)—including

numerous potential quality and psychosocial benefits. In

fact, it is for reasons of enhanced patient care that I first

developed the DIGMA model. Remember that I origin-

ally developed DIGMAs as a patient, one who was dis-

gruntled with the broken system of traditional care—and

this despite having the best physicians that I could have

hoped to have had. As it turns out, the productivity,

access, and economic benefits that these SMA models

offer were simply fortuitous and serendipitous concomi-

tants. Always remain cognizant that it is the enhanced

care benefits that these models are intended to deliver to

our patients that are most important about DIGMAs

and PSMAs—i.e., despite the economic, productivity,

and access motivations they might engender.

Study 1: DIGMAs at the Erie, PA, Veteran
Affairs Medical Center

The following is a personal case study of a provider who

went from initial outright refusal to a willingness to try, to

great anxiety during the initial launch, and to ultimate

clinical success with her group visit—and who eventually

came to enjoy her DIGMA somuch that she soon wanted

to doDIGMAs full time. Her story is one that many other

providers will be able to identify and be sympathetic with.

It underscores how any provider, even those who are

initially very reluctant and scared to try one, can ulti-

mately be successful in running a group visit for their

own practice—if only they have the courage and tenacity

to give it a try and put the effort into it. Group visits are

not nearly as dependent upon physician personality and

personal assurance as they are upon having the courage

and willingness to try one and give it one’s best effort. As

is so frequently the case, the clinical outcomes data for

her work with DIGMAs are now being collected and

analyzed—but, while on the horizon, is not yet quite

ready for publication. Nonetheless, the preliminary clin-

ical outcomes data are very encouraging and are

expected to be available for publication within a year

or so.

Background

My name is Stacey Lutz-McCain. As a Certified

Registered Nurse Practitioner (CRNP) my story with

group medical visits started in the spring of 2003. I

became a nurse practitioner in May of 1998 and, after

many trials, felt that I was a seasoned CRNP in the

VA system by spring 2003. I finally felt comfortable in

my role after 5 years, by which time I had a panel of

about 1000 patients that I managed solely—and I

could finally sleep throughout the night without wak-

ing up wondering if I killed someone or seriously hurt

them.

Initially, I Rejected the DIGMA Concept

Then there was that fateful day in April 2003 when

Dr. Adelman, Chief of Staff at that time, called a meeting

of the medical center providers. He gathered all of the

nurse practitioners and physicians together because he

had a new idea that he found in his readings—i.e., group

clinics. None of us had heard of this concept, and

Dr. Adelman spent the next hour talking about how

effective and efficient they could be and how we were

going to love doing them. I still did not understand but

was certainly glad that I did not have to do one. Then, the

ball dropped. Dr. Adelman announced to everyone that

he thought I should try it out. I did not see this one

coming. All I could think of was how hard I had worked

the past 5 years to establish my panel of patients and how

I finally no longer felt like a deer in the headlights—and

now it seemed as if he was going to take all of that away

from me. I thought I had drawn the short straw since I

was the youngest of the nurse practitioners. He then asked

me what I thought about his idea. In all of my 29-year-old

ignorance and immaturity I said ‘‘I think your idea

sucks.’’ That was the end of the conversation and we

were all dismissed.

I Soon Had a Change of Heart

The next daymy team leader sought me out to tell me how

horrible Dr. Adelman felt and that I should just think

about his idea—which I did, but chose not to follow
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through on at the time. Four months later, I was in

Albuquerque, New Mexico, for a Preventive Medicine

Conference—and there was a nurse practitioner from

Georgia talking about group medical appointments and

how efficient and effective they were. I flew back to Erie,

PA, on a Sunday night, and first thing on Monday

morning, I was in Dr. Adelman’s office. I apologized for

my behavior 4 months prior and offered my services for

group clinics.

My Initial DIGMA Session

Shortly thereafter, Dr. Noffsinger came out to train us

and show us how to do DIGMAs properly. In January

2004, we held our first DIGMA. I had a pharmacist and

dietician (both of whom were certified diabetic educa-

tors), a nurse, and a secretary help me with the group

clinic. In my first DIGMA session (which focused upon

diabetes, hyperlipidemia, hypertension, and obesity), we

had 10 of my patients in attendance. I made countless

trips to the bathroom that morning and cannot believe

I did not have to take a bathroom break during the group.

As I walked into the room, I still had no idea how it would

go but, boy oh boy, was I ever nervous. It went better than

my wildest dreams could ever have anticipated. It took us

almost 3 hours, but the patients loved it. I ended up with

full-blown body hives and diarrhea.

I Am Now Very Comfortable in Running My DIGMA

We are now 3½ years into group visits and the hives and

gastrointestinal distress have long since left. I now can

sleep through the night again and eat my breakfast prior

to group.Withmuch help and support fromDr. Adelman

(our current medical center director) and others in execu-

tive leadership, our group clinic for chronic disease has

advanced a great deal over time. We are getting new

referrals daily. I see 10–15 patients and their spouses in

2 hours. A secretary helps me enter my orders. I document

my chart notes right there, during group time. The phar-

macist counsels patients on meds and functions as the

behaviorist, although the dietician serves as the behavior-

ist while helping patients with diet therapy and exercise.

The reason that the dietician and pharmacist both

serve as behaviorists is that when the groups started to

grow, I needed to divide them up to get behaviorist cover-

age during all sessions. We have even added a guest

speaker for 5–10 minutes during each group who dis-

cusses various topics—such as advanced directives, living

wills, depression, stress, exercise. We have networked

with optometry and can get diabetic eye exams done on

DIGMA patients the same day, if needed. In addition to

taking vital signs and providing injections, the nurse does

diabetic foot exams, insulin teaching, glucometer train-

ing, and home blood pressure monitoring. It is a very

effective and efficient group.

DIGMAs Provide Many Benefits—to Me as Well

as My Patients

Whereas I have 30-minute individual return appoint-

ments (with some no-shows) during regular clinic time,

I am now able to provide comprehensive mind–body

care to 10 patients at once in my 2-hour DIGMA—and

with greater patient education and training in disease

self-management skills. But best of all, I am happy—I

have finally found my niche in life. I truly enjoy the

group setting and find it very effective. I run my

DIGMA two–three times a week and manage a panel

of 600+ patients outside of group. I also follow up on

all of the patients from group with their sugars, cho-

lesterol, and blood pressures in between group visits.

Patients generally return to group every 3–6 months. I

grew to like my DIGMA group so much that after 1

year, I asked if I could do DIGMAs full time, which

was a remarkable turnaround from how I felt just a

year earlier! We are up to 12 groups a month now, and

I am also taking the DIGMA concept into our com-

munity clinics (CBOCs). In addition, I received my

CDE in October 2006 and am now working on ADA

certification for our program.

Preliminary Clinical Outcomes and Performance

Measures Are All Positive

As a result of my DIGMA, my patients’ scores for

HbA1cs, HDLs, LDLs, triglycerides, hypertension, and

urine protein have all improved—as have diabetic eye

exams, foot exams, and weight loss. The patients truly

love it. They look forward to their group visit, the friends

they will meet, and the knowledge they will gain and

share. Although formal outcomes data are not yet avail-

able, the preliminary data for our DIGMAs are quite

positive. Data have been collected for our groups over

the past 3 years. Although this data collection and analy-

sis is still in the preliminary stages, results so far point to

significant improvement in LDL values, triglyceride

levels, HbA1c readings, and blood pressure readings.

Results from patient satisfaction surveys are very posi-

tive, with most patients preferring group appointments to

individual appointments for their chronic care. Official

data will be published later.
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Study 2: DIGMAs Work Well, but Only When
They Are Properly Supported

This case study illustrates the point that DIGMAs

(and PSMAs) work well in accomplishing the objec-

tives for which they were originally designed, but only

if they are appropriately supported. I have always

found this to be one of the saddest DIGMA stories

of all. In this section, we see how one extremely busy

and backlogged physician’s successful DIGMA pro-

gram, which was accomplishing exactly what it was

supposed to by leveraging her time, adding substan-

tially to her supply of follow-up appointments, match-

ing supply to demand, reducing her backlog over time,

and providing high levels of patient and physician

professional satisfaction, was ultimately undermined

by a system that failed to appropriately support her

program over time.

This longitudinal study, which was initially reported in

the February–March 2001 issue of Hippocrates, demon-

strates the dramatic positive impact that the DIGMA

model was able to have on one of the most backlogged

physicians that I have ever encountered, and how that

benefit was subsequently undercut when the system later

withdrew the critically important supports that were

necessary for success. (1)

The Problem

This study was conducted by the author from September

1997 through June 1999 at a large staff model HMO

serving more than 200,000 patient members and having

approximately 85 physicians who reported to the depart-

ment ofmedicine. One of these physicians, whowas board

certified in both internal medicine and endocrinology,

decided to start a DIGMA in order to improve access to

care—as she recognized the singular inaccessibility of her

practice to patients. Whereas the other 84 physicians in

the department had an average of 14 patients past due for

a return appointment at the start of this study, this parti-

cular physician had 273 patients past due when she

launched her first DIGMA session in January of 1998.

Because of this severe backlog of patients past due their

follow-up appointment, there was no opening left to

schedule these patients into because her schedule for the

next 3 months (i.e., which was as far out as the computer

was able to schedule) was already completely filled.

Because of her severe access problems, this physician

was confronted daily with drop-ins, numerous patient

telephone calls, complaints about lack of access, and

double bookings—and her professional satisfaction was

deteriorating.

Study Design

When she first began her DIGMA program, this physi-

cian chose an endocrinology DIGMA of mixed design in

which (1) type 1 diabetes was the focus the first week of

the month; (2) type 2 diabetes was the focus during the

second and fourth weeks; (3) other endocrine disorders

were the focus on the third week of each month (primarily

thyroid, but all other endocrine problems as well—such as

adrenal, parathyroid); and (4) the fifth weekly session (for

those couple of months each year having five sessions)

was open to all of her patients, regardless of diagnosis.

Furthermore, as is typical of the mixed DIGMA model,

patients were allowed to attend any other appropriate

session that might happen to better fit their schedule

(i.e., regardless of the focus of that particular session) in

the event that the most suitable session for their particular

diagnosis proved inconvenient for her endocrinology

patients to attend that month.

Although each of her DIGMA sessions focused upon a

specific endocrinology diagnosis during each week of the

month, all of her primary care patients were also invited

to attend any week they wanted—i.e., because her prac-

tice was so severely backlogged and because she wanted to

provide more accessible care to all of her patients (pri-

mary care as well as endocrine patients). As a result of this

(plus the fact that patients often brought in a laundry list

of diverse issues and could attend any session that best fit

their schedule), her mixed endocrinology DIGMA gradu-

ally became more heterogeneous over time—and had

evolved into a completely heterogeneous design before

the end of the first year of operations (i.e., in which all

of her patients, regardless of diagnosis, were invited to

attend any week that they happened to have a medical

need and wanted to be seen).

Four Distinct Phases of the Study

Figure 9.1 shows the dramatic impact that this endocri-

nology and primary care DIGMA had on patient access

to this endocrinologist’s practice. This figure, which

focuses on the number of backlogged patients on this

physician’s wait list over time (in particular, the number

of patients past due for a return appointment), is broken

into four distinct timeframes or phases.

Phase 1:

Phase 1, which covers the time period prior to starting her

DIGMAprogram, extends from September 1997 through
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January 7, 1998, which was when this physician

launched her first DIGMA. The purpose of Phase 1

was not only to assess the severity of the backlog of

patients past due at any given point in time but also to

measure how rapidly this backlog was deteriorating

over time. By past due, it is meant that the patient

was told to return in say 3 months during their pre-

vious appointment (which, let us assume was 6 months

ago), yet—even though this patient is already 3 months

overdue for her/his follow-up appointment—there is

still no place to put them on the endocrinologist’s

schedule for the next 3 months (which was as far out

as the computer would allow appointments to be

scheduled at that time). Thus the designation ‘‘past

due’’ is used. Therefore, the past due portion of the

waitlist is the most severe and problematic part. Phase

1 clearly reveals how severe this physician’s access

problems already were, and the fact that this alarming

situation was further deteriorating at the rapid rate of

an additional 10 or so patients per month. In two more

years, it was projected that her backlog would likely be

over 500 patients past due for a return appointments,

which would certainly make for an almost impossible

workload and professional life.

Phase 2:

Phase 2, which covers the 11-month timeframe extending

from the launch of this physician’s DIGMA on January 7

through December 16, 1998, during which time she con-

ducted one 90-minute DIGMA per week at the same time

and place (except when absent from the clinic due to

vacation, illness, meetings, etc.). This weekly DIGMA

program not only immediately reversed this trend of

declining accessibility but also dramatically and continu-

ously reduced the backlog of patients past due over time

throughout Phase 2. There was a reduction in the number

of patients past due for a return appointment throughout

Phase 2—with the number of backlogged patients drop-

ping from a high of 273 patients at the beginning of the

DIGMAprogram to just 101 patients past due in Novem-

ber of 1998—at which time the rate of decline appeared to

be tapering off and plateauing.

Because of this plateau in the curve that was beginning

to form (which effectively represented a law of diminish-

ing returns), the decision was made onDecember 16, 1998

by the physician and myself to start two back-to-back 60-

minute DIGMAs per week instead of the single 90-minute

DIGMA that she had been running during Phase 2.

Fig. 9.1 The dramatic impact that this endocrinology and primary
care DIGMA had upon patient access to this endocrinologist’s
practice is shown. Backlogged patients on this physician’s wait

list over time (in particular, the number of patients past due for a
return appointment) is broken into four distinct timeframes or
phases
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Although doing so only took 30 additional minutes of the

physician’s time per week, she was thereby able to see

considerably more patients in these two shorter DIGMAs

combined than she was during the single weekly DIGMA

of longer duration. By increasing her capacity through

this change, she was able to again resume rapidly decreas-

ing her backlog of patients past due—in fact, the rate of

decline was even greater in Phase 3 than it was for the

single, longer DIGMA during Phase 2.

Phase 3:

Phase 3 depicts the period extending from December 16,

1998 to April 1, 1999, during which time two properly

supported, back-to-back 60-minute endocrinology

DIGMAs were conducted per week. An important result

of this change to two shorter DIGMAs per week was

that the rapid decline in backlog resumed once more—in

fact, as can be seen in the graph, at an even greater rate.

The positive result of this DIGMA program was that by

the end of Phase 3 on April 1, 1999, the endocrinology

DIGMA program had continuously reduced this physi-

cian’s backlog of patients past due for a follow-up visit

from 273 to just 16. Furthermore, Phases 2 and 3 of this

DIGMA program had, in combination, completely

reversed the trend prior to the start of this study—i.e.,

during which the backlog of patients past due was

increasing at the rate of approximately 10 additional

patients per month.

Furthermore, this lengthy initial wait list of patients

past due had been brought virtually current in just

15 months’ time by this endocrinology DIGMA pro-

gram—i.e., through use of existing resources alone and no

other changes in this physician’s practice. In just another

couple additional weeks of operations, it was felt that her

backlog of 16 patients past due could easily have been

brought completely current (i.e., from 16 patients down to

zero)—at which time the severe access problems to her

practice would have been completely eliminated by the use

of just theDIGMAmodel and existing resources. However,

as will be seen, the system instead made two unfortunate

decisions—both of which involved withdrawing critically

important supports, decisions that completely undermined

this heretofore highly successful DIGMA program.

Phase 4:

The first decision resulted from the misperception that

once this endocrinologist’s backlog had been reduced to

just 16 patients past due, access to her practice had

become essentially the same as access to any other

physician in the department of medicine—as all 85 phy-

sicians in the department of medicine, which included this

endocrinologist, now had roughly the same average num-

ber of patients past due (i.e., approximately 14–16 such

patients past due). This extremely pressured, busy, and

heretofore severely backlogged endocrinologist was now

seen as facing essentially the same pressures in her prac-

tice as the other 84 physicians within the department.

However, this perception was clearly mistaken as this

physician had unique and enormous patient demands

upon her practice—pressures that were only being

relieved by the additional capacity created by two well-

functioning efficiency engines in her practice (i.e., two

appropriately supported DIGMAs).

Mistake 1, the withdrawal of critically important dedi-

cated scheduling support: The result of this mistaken per-

ception was that due to a lack of resources and competing

demands upon the dedicated scheduler’s time, the dedi-

cated scheduling support for this DIGMA program was

completely withdrawn. This scheduler, who had been

dedicating a couple of hours per week on average

throughout this program to the critically important func-

tion of telephoning patients from the wait list and inviting

them to attend an upcoming DIGMA session, was thus

removed from this responsibility. The natural result was

that—because patients on the wait list were no longer

being notified about this highly accessible alternative

venue for being seen (nor were they being invited to attend

by the scheduler)—the waitlisted patients no longer knew

to come into the DIGMA. Therefore, this physician’s

backlog immediately began to grow quite rapidly. In

other words, her practice promptly began to implode.

The number of patients past due in this endocrinologist’s

practice immediately increased almost exponentially from

just 16 return patients past due in April 1999 to 104

patients past due just a few weeks later (i.e., by the end of

June 1999). The perception that her practice was somehow

the same as everybody else’s in the department of medicine

once her backlog decreased to just 16 patients past due was

clearly a misperception. In actuality, she had enormous

pressure upon her practice due to heavy patient demand

coupled with insufficient capacity to deliver accessible

care—a degree of pressure that other practices simply did

not have, as witnessed by the size of her backlog compared

to others at the start of this study.

Mistake 2, the withdrawal of critically important sup-

port from the behaviorist: The second devastating deci-

sion, which occurred on June 29, 1999, was to discontinue

support for a behavioral health professional to assist in

the running of this physician’s two 1-hour DIGMAs per

week. Although I had been her behaviorist throughout

her DIGMA program, I had made the decision to accept

an early retirement package some 18 months earlier;
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however, no replacement behaviorist was made available

to take over after I had left the organization. Unable to

run her DIGMA without a behaviorist, this endocrinolo-

gist discontinued her program as of that date—after

which, her practice was quite different and reduced in

scope. She later advised me that she no longer accepted

new primary care patients, followed fewer patients over-

all, and frequently served as an endocrinology consultant

to other physicians in the system regarding how to best

manage their endocrine patients. She later told me that

she missed her groups and that her patients did as well.

She pointed out that her patients still occasionally asked

her about the group and wondered if she would ever start

it up again, saying that she really enjoyed her DIGMAs

and the care that she was able to deliver (as well as the

improved access that she was able to enjoy during this

study).

DIGMAs Do Not Increase Utilization

When the data from this longitudinal case study were

reviewed, it clearly demonstrated that the improved

access provided by DIGMAs does not increase utilization

of medical services—they do not simply provide a value-

added service that drives up utilization (i.e., in which

patients are coming in for additional visits). If this had

been the case, the rapid and consistent reduction in back-

log observed in this study simply would not have

occurred. To the contrary, what was found was that

patients were attending DIGMAs largely in lieu of tradi-

tional individual office visits, at least in Phases 2 and 3

(although not in Phase 4, where backlogged patients were

neither informed about nor invited to attend upcoming

DIGMA sessions in lieu of individual office visits). It is

certainly the case that one of the important goals of a

well-run DIGMA program is to have suitable patients

attend highly efficient and cost-effective DIGMAs in

lieu of traditional individual office visits whenever appro-

priate and possible.

Patients Did Not Keep Coming in Simply Because

DIGMA Visits Were Now Available

Furthermore, initial concerns to the effect that patients

might keep returning week after week for unnecessary

DIGMA visits simply because they were now available

to them, did not prove to be justified. Nor was it observed

that the same group of patients kept coming back session

after session, thereby effectively blocking availability of

the group to other patients who might have greater med-

ical need. In fact, patients attending DIGMAs during

Phases 2 and 3 averaged only two group visits throughout

these 18 months. The conclusion to be drawn from this

study is that once patients have their medical needs prop-

erly met, they seem to have better things to do with their

time than to simply go back to their doctor for additional

visits—no matter how accessible those appointments

might happen to be.

Why Was This DIGMA Program So Able to Reduce

the Backlog and Improve Access?

One might wonder why this DIGMA program was so

effective in reducing the backlog and in solving this phy-

sician’s access problem. Because she had previously

reduced her clinic hours from 0.9 to 0.7 full-time equiva-

lents (FTEs) and had many other scheduling commit-

ments, this endocrinologist had only 27 non-urgent return

appointment slots on her weekly schedule during Phase

1—i.e., prior to the start of this DIGMA program. Dur-

ing Phase 2, when she ran a single 90-minute DIGMA per

week, she was able to see an average of 9.94 patients per

session—not counting support persons such as spouses,

friends, and caregivers. This represented a 36.8%

increase in the number of return patients that she was

able to see each week.

Furthermore, during Phases 3 and 4 (i.e., when two

back-to-back 60-minute DIGMAs were conducted per

week), she saw an average of 12.84 patients in her groups

each week—which represented a 47.6% increase in her

productivity with regard to the number of return visits

provided each week as a result of this DIGMA program.

However, it is important to note that this 47.6% number

would have undoubtedly been substantially larger had the

needed scheduling support for the program not been dis-

continued throughout Phase 4—as the low attendance

during phase 4 dramatically reduced the number of past-

due return patients that were being seen on average from

the number seen during Phase 3. Clearly, the number of

attendees was greatly reduced when the dedicated sche-

duling support was withdrawn—as only 6.26 patients

were seen on average during these two weekly Phase 4

DIGMAs combined during the last month of this study

(which makes clear the degree to which the decision to

discontinue scheduling support had completely under-

mined this DIGMA program).

Conclusion: DIGMAs Work Well, but They Need to be

Appropriately Supported

The reason that the DIGMA program was so able to

reduce the backlog and improve access to care was that
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this program dramatically leveraged the endocrinolo-

gist’s time, increased her productivity for follow-up

visits, and enabled her to substantially increase the

number of non-urgent return appointments that she

was able to offer patients each week. However, once

the necessary scheduling support was removed by the

system in Phase 4, the effectiveness of the DIGMA

program with regards to increasing capacity, reducing

backlog, and improving access was completely under-

cut. Furthermore, the final nail in the coffin of the

DIGMA program was the fact that behaviorist support

was eventually also withdrawn—despite the remarkable

achievement of this DIGMA program—with the physi-

cian being expected to somehow run the DIGMA alone

(something which she recognized she could not do,

which resulted in her discontinuing the entire program

despite its success).

I have often thought back upon just how unfortunate

these two decisions to withdraw critical supports actually

were. Not only was an effective and highly successful

DIGMA program thereby lost but a remarkable resource

in form of a well-liked, busy, capable, and highly efficient

endocrinologist was thereby considerably reduced—and

all of this loss in a futile attempt to save the few extra

dollars that it would have cost to provide the appropri-

ate support personnel for the program (a couple hours of

time each week for both a scheduler and a behaviorist to

assist this physician in running the DIGMA). It is for

this reason that I often say that DIGMAs and PSMAs

work very well, but only if they are carefully designed,

appropriately supported, fully promoted, and properly

run.

Study 3: Typical First Session of a Well-Run
DIGMA Program

This study clearly demonstrates just how dramatic an

impact DIGMAs (and PSMAs) can have upon provider

productivity from the beginning (indeed, even during the

first session)—and how that increased efficiency can be

achieved with high levels of patient satisfaction. As a

healthcare consultant specializing in group visits, I am

often brought out to help integrated healthcare delivery

systems launch their initial group visit sessions—typically

just 3–5 days prior to their launch in order to help design

the program and train all personnel associated with the

DIGMA and/or PSMA. As a result, all that I am often

able to witness and measure during these brief pilot stu-

dies is the increased physician productivity and patient

satisfaction (and sometimes, the improved access) that

these pilot DIGMA and PSMA programs can provide

to the physician and organization from the very begin-

ning. This is one of innumerable such pilot studies that I

have run. It is typical in every way except one—i.e., that

this provider had 30-minute follow-up appointments in

the clinic (whereas most providers today have 15 or 20

minute individual appointments), which resulted in a cor-

respondingly larger increase in physician productivity—

i.e., 520% in this case vs. the 200–400% (and, most com-

monly, 300%) increase that is more typically achieved in

such pilot studies.

How I Typically Set Up the Initial DIGMA Session

In general, when setting up an initial DIGMA session

with an interested provider (i.e., as a consultant), I typi-

cally spend 3 days (or 5 days if there are two providers

launching DIGMAs and/or PSMAs that week): (1) secur-

ing the necessary high-level executive leadership and

administrative support that is required for success; (2)

custom designing the program to the provider’s specific

needs and practice; (3) developing the necessary promo-

tional materials and forms (typically in template form);

(4) selecting the required personnel for this multidisciplin-

ary team-based approach to care; (5) securing the neces-

sary group and exam room space; (6) training the team

members regarding their respective roles and responsibil-

ities inmaking theDIGMAa success; (7) actually running

a mock DIGMA at the end of the last training session

prior to the go-live session on the following day; and (8)

meeting with, and giving presentations to, executive lea-

dership within the organization and key administrative

leaders in all of the departments that will be involved with

the DIGMA program (billing and compliance, market-

ing, charting, IT, scheduling, reception, nursing, beha-

vioral medicine, etc.). All of these issues are thoroughly

addressed elsewhere in this book. In addition, I typically

sit in the initial DIGMA or PSMA session when it is

launched at the end of this 3–5 day period, as well as the

team debriefing that usually follows.

Focus Carefully on the Size of Your DIGMA

In every case, I strive to set the DIGMA up so that it can

be successful in the long run—which means in such a

manner that full groups can be consistently achieved,

patients and physicians will be satisfied, and the physi-

cian’s goals for the program can bemet. In order to have a

DIGMA that is economically viable as well as lively,

interesting, and highly interactive in terms of group

dynamics, the goal is typically to set the group census

such that the DIGMA: (1) approximately triples the
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provider’s actual productivity in the clinic with individual

office visits; and (2) is in the ideal range of between 10 and

16 patients for any primary or specialty care DIGMA (or

7–9 patients for a primary care PSMA for men, 6–8

patients for a primary care PSMA for women, or 10–13

patients for most PSMAs in the medical subspecialties).

The Design of This Study

As can be seen in Fig. 9.2, the physician was an internist in

primary care who happened to select the heterogeneous

DIGMA subtype. Although this initial 90-minute

DIGMA pilot session happened to be held by an internist

in primary care, it could equally well have been held by a

family practitioner, nurse practitioner, osteopath, PA,

etc. in primary care—or by a provider in virtually any of

the medical or surgical subspecialties as well. Further-

more, although this DIGMA happened to be of a hetero-

geneous design, it could equally have been of a homoge-

neous or mixed design—i.e., so long as the same group

census levels could have been achieved. Because this pri-

mary care physician worked with complex and multi-

morbid geriatric patients, individual return appointments

on the clinic schedule were 30 minutes in length (note that

it is not uncommon for certain medical and surgical sub-

specialists to have 30-minute return appointments as

well). A patient satisfaction questionnaire very similar to

those found on the DVD attached to this book (which

employed several questions and a 5-point Likert scale)

was used for this DIGMA session. This questionnaire

focused upon how satisfied patients were with the

DIGMA, the access they had to care, the amount of

time they had, the information they received, the group

interaction, and the quality of care they received. It was

given to patients to complete anonymously at the end of

the session.

First Determine the Provider’s Actual Productivity

During Normal Clinic Hours

We first determined this physician’s pre-DIGMAproduc-

tivity during traditional individual office visits in the

clinic for the 6 months prior to this pilot—which turned

out to be 2.5 patients per 90-minutes of clinic time.

Although this physician had 30-minute follow-up

appointments and could therefore have theoretically

scheduled and seen three patients in traditional office

visits during 90 minutes of clinic time, the number actu-

ally seen—i.e., 2.5 patients—was somewhat less because

of no-shows, late-cancels, unfilled appointments, and

some downtime on the physician’s schedule. In this phy-

sician’s case, the total amount of lost productivity from

all of these causes combined happened to be 0.5 patients

(3.0–2.5=0.5) on average per 90 minutes of clinic time—

which is fairly typical for physicians having 30-minute

office visits.

The Result: A 520% Increase in Physician Productivity,

Plus Satisfied Patients

This particular physician targeted to have a group census

of 13 patients in the DIGMA. However, with group visits

we always try to overbook sessions just like the airlines do

in order to make ourselves immune to the vexing and

costly problem of no-shows. Because we wanted to over-

book this physician’s DIGMA sessions according to the

expected number of no-shows and late-cancels (which we

anticipated would total approximately 2.0 patients on

average, which is often the case for 90-minute DIGMAs

of this size), we actually scheduled 15 patients into this

initial DIGMA session. As can be seen, of these 15 sched-

uled patients, 13 patients did attend this first session—as

we did in fact experience the two no-shows that we had

anticipated. By taking the ratio of the 13 patients actually

seen in this initial DIGMA session divided by the 2.5

patients that would have actually been seen on average

during 90 minutes of clinic through traditional individual

follow-up office visits alone, we can see that this pilot

DIGMA increased the physician’s productivity by 520.0%

right from the start—i.e., even during the first session.

In addition to this remarkable 520.0% increase in phy-

sician productivity, the level of patient satisfaction with the

initial DIGMA session was also determined to be very

high—i.e., with the average score reported on the patient

satisfaction questionnaire being 4.58 out of 5 (which is

typical, as patient satisfaction scores for DIGMAs and

PSMAs typically range between 4.4 and 4.8 on a 5-point

Likert scale). In addition, brief structured interviews with

patients immediately after the session also revealed the
Fig. 9.2 Data from the first session of a well-run heterogeneous
internal medicine DIGMA
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high degree of satisfaction—and even enthusiasm—that

the patients had with regards to this new DIGMA

program.

Study 4: Development of the PSMA Model
and How It Increased One Physician’s
Productivity Over 300%

The following study has historical significance because it

reveals the development of the PSMA from what was

initially an unworkable conceptualization to what even-

tually became a workable and successful model. Due to

the lengthy backlogs for private physical examinations

that existed in many healthcare systems during 2001, I

recognized that there was a need for a better and more

efficient way of delivering private physical examinations

in both primary care and many medical and surgical

subspecialties. I say private physical exams because the

DIGMA model would accommodate non-private physi-

cals that do not require disrobing and could be conducted

in a group setting—for example, exams for carpal tunnel,

tennis elbow, thyroid, gait disorders, sore throats,

sprained ankles, facial lesions, swollen ankles, and

earaches.

What makes this study important is that it nicely cap-

tures the transitional moment during which the correct

version of the PSMA was developed. In addition, this

study also clearly depicts that when it comes to group

visits, that which seems to be intuitively obvious is often

the incorrect approach to take. Despite all of my personal

experience with group visits, I nonetheless made a com-

mon beginner’s mistake by doing what I felt was intui-

tively obvious when originally conceiving of the PSMA

model. Had I stopped there, that would have been most

unfortunate as a remarkably effective model was just one

step away from that which was initially conceived. As it

turned out, going with what I found to be intuitively

appealing proved to be a colossal mistake that frustrated

three physicians no end, caused two of them to quit their

PSMAs, and almost completely undercut the develop-

ment of the entire PSMA model.

The Original Flawed Model

The model that I originally conceived involved registering

patients 2–3weeks aheadof the PSMAsession, sending them

a Patient Packet that contained several items—a welcome

letter from the physician explaining the SMA, any handouts

that the physician wanted included, and (most importantly)

both the lab tests needing to be done prior to the visit and a

detailed health history form needing to be completed by the

patient and returned to the office a couple of days prior to

the visit. Someone on the physician’s staff would follow-up

with pre-registered patients to ensure that they completed all

lab tests in a timely manner prior to the visit, and that the

completed health history form was returned to the office by

patients at least a couple of days prior to the session.

In this manner, the nurse could carry lab test results

over onto a erasable whiteboard wall chart with horizon-

tal and vertical grid lines on it (or a flipchart) in the group

room prior to the visit—and the relevant updated mate-

rial from the detailed health history form could be carried

forward prior to the group into each patient’s chart note

for the session by a member of the physician’s staff. On

the day of the PSMA session, patients would be registered

at the front desk as they arrived for the session and asked

to sign a confidentiality release. So far, so good. The flaw

in this model, as I originally conceived of it, appeared

during the next step.

It seemed intuitively appealing to me to have the initial

segment of the actual SMA visit be the interactive group

segment of the PSMA session—i.e., with almost all the

talking occurring in this highly efficient and interactive

group setting, which would basically be a small DIGMA.

Once the interactive group segmentwas completed—which

is where virtually all discussion was to occur, except for

truly privatematters and that which needed to be discussed

in order to complete the physical exams—it would be

followed by the second half of the session, the private

physical examination segment of the PSMA visit. The

PSMA promotional materials, as well as both the beha-

viorist and physician at the start of each session, would

advise patients that almost all discussion was to occur in

the initial interactive group segment of the visit—and not

during the physical examinations that followed. Therefore,

they should be certain to ask all of their questions during

the group—i.e., during the first half of the session. Thus,

the physical examinations that followed would be con-

ducted with a minimum amount of talk and discussion.

After the first half of the PSMA session (i.e., the inter-

active group segment, or small DIGMA) was over, four

patients would then be taken out of the group room by

two nurses or MAs and roomed into four separate exam

rooms. Each nurse/MAwould be responsible for rooming

patients, one at a time, into two of these exam rooms—

and then taking vital signs, providing injections, and

conducting any special nursing duties requested by the

physician. When these nursing and exam room resources

were available, I envisioned using two nurses/MAs and

four exam rooms whenever possible so that the provider

would be able to rapidly conduct physical examinations

(and go quickly from one exam room to another) without

ever catching up with the nurses/MAs and being left
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waiting in the hallway for the next patient to be roomed

and prepared.

The physician would then leave the group room

and start efficiently delivering private physical exam-

inations, one at a time, upon all patients roomed in

the exam rooms—i.e., with a minimum amount of

discussion and social chit-chat. The physician would

go in turn from one exam room to the next, until all

patients were finished—i.e., providing thorough, but

fairly rapid, physical examinations with a minimum

amount of talk and discussion. After the physician fin-

ished with the private physical examination upon each

patient in turn, then that patient would get dressed,

leave the exam room, and be free to either leave the

clinic or join the small group of unroomed patients

being led by the behaviorist. The behaviorist would be

addressing relevant behavioral health issues with this

dwindling, small group of unroomed patients during

the remainder of the PSMA session—i.e., while the

next patients were being escorted by the nurse from

the group room to the exam room. This process would

continue until the private physical exams and nursing

functions had been completed upon all patients and the

session was over.

The Problem

Simply put, the problem with this model, as it was

originally conceived, was that no matter how many

times the physician and behaviorist told the patients

at the start of the session that virtually all of the talk

needed to occur during the initial interactive group

segment of the session, patients always ended up saving

some of their questions so that—when they later got

the physician alone in the exam room—they almost

always still had a few more questions to ask. The

physician was therefore forced to answer these ques-

tions one-on-one in the inefficient exam room setting—

i.e., just as is the case for the inefficient individual

office visit model of care. Unfortunately, because

answering all these questions individually is a very

inefficient, time-consuming, and often repetitive pro-

cess, these early PSMA sessions always ended up fin-

ishing late—and often very late.

By giving a flawed PSMA model to the first three

physicians willing to give it a try, the end result was that

the first two internists to ever try it promptly quit out of

frustration—while the third, a family practitioner who

was very seriously backlogged for private physical exam-

inations, was also ready to quit. It was then that revela-

tion struck—and I realized that we had the cart and the

horse in the reverse order.

The Updated PSMA Model

After four frustrating sessions of finishing very late with the

third physician mentioned above, it occurred to me that we

were doing things the opposite of what we should—i.e., that

if we would conduct the private physical examinations first,

but without much discussion, then we would easily be able

to defermost patient questions from the exam room into the

subsequent interactive group segment. This could be accom-

plished by simply saying something like ‘‘That is a good

question.Why not bring that up in the group that follows so

that everyone can benefit from the answer?’’ That simple

alteration in the PSMA model—i.e., from how it was ori-

ginally conceived—was the solution to a successful PSMA

model that could handle large group sizes and still finish on

time. Upon realizing this, I called the family practitioner up

at 10:30 pm that night and told him about my thoughts and

recommendation. He immediately agreed to make this

modification and to try it out during our very next PSMA

session.

The Data

The results of the first 10 PSMA sessions with this family

practitioner are depicted in Fig. 9.3. As can be seen, we

were only able to see an average of 5.0 patients during the

first four sessions of this family practitioner’s 90-minute

PSMA using the flawed original model—and were also

finishing very late. Although this physician had both 30-

and 40-minute physical examinations on his individual

office visit schedule, when we went back and actually

counted the number of patients that he saw on average

during 90 minutes of clinic time dedicated to individual

physical examinations, we found that he was only seeing

an average of 2.2 patients—i.e., due to some late-cancels,

no-shows, and downtime on the schedule. Clearly, by

only seeing 5.0 patients during the original four 90-minute

PSMA sessions, this physician was not experiencing any

meaningful productivity or efficiency gain through the

flawed version of the PSMA as it was originally struc-

tured—especially when all of the extra overhead and

staffing for the model were factored in, along with the

fact that these sessions were also finishing quite late.

As depicted in Fig. 9.3, these original four PSMA

sessions were followed by four transitional PSMA ses-

sions (i.e., session 5–8), during which this physician

shifted to the revised and updated PSMA model and

was able to see an average of almost seven patients per

session. During these transitional sessions, the group sizes

were increasing because the physician was gaining con-

fidence and not having to waste time answering questions

one-on-one in the inefficient exam room setting—
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questions that were being better and more efficiently

addressed during what was now the subsequent interac-

tive group segment of the PSMA session—and was no

longer finishing late. This data was discussed in the origi-

nal series of four articles published on the PSMAmodel in

AMGA’s Group Practice Journal (2–5).

Finally, from weeks 9 and 10 onward, the newly rede-

signed (and now functional) heterogeneous PSMAmodel

formale physicals enabled this physician to see full groups

of 8.0 patients on average—and to finish on time. As it

turns out, finishing on time with full census levels is a

process that is typically only gradually acquired over time

as experience and comfort are acquired with the PSMA

and DIGMA models. As depicted in Fig. 9.4, by seeing

8.0 patients on average rather than the 2.2 patients that he

would have been able to see on average during 90 minutes

of clinic time using the old one-on-one office visit model,

this physician was able to increase his productivity in

delivering private physical examinations by more than

350%—which more than meets the goal that most

DIGMAs and PSMAs have of tripling physician produc-

tivity. Not only was this family practitioner able to achieve

this high level of productivity within just a few weeks of

working with the new PSMA model, but also he was also

able to consistently sustain that level of productivity during

subsequent sessions as well.

The PSMA model has continued to demonstrate its

many clear benefits over time and is now gaining wide-

spread interest. However, the development of this model

stands as a clear warning to all who would venture into

the world of group visits on their own by doing what

seems to be intuitively obvious—i.e., rather than starting

off with established models that have been proven suc-

cessful in numerous applications.

Pilot Studies Involving Multiple Physicians

Let us now turn our attention to some rather typical

DIGMA pilot studies that involve multiple providers,

which will be of special interest to larger and mid-sized

integrated healthcare delivery systems; however, the les-

sons learned should also prove interesting to smaller

group practices and solo practitioners as well.

Study 5: DIGMAs Can Have an Immediate
Impact upon Access—for Group and Individual
Visits

In this section, we examine the improved access results that

can reasonably be expected even at the earliest stages of a

properly run DIGMA (or PSMA) program in primary or

specialty care. Such results are due to the fact that these

two types of SMA models dramatically leverage existing

resources to increase provider productivity and enhance

the supply of available appointments—with the net result

typically ultimately being a substantial reduction in wait

lists and backlogs. This study demonstrates how immedi-

ate and dramatic those reductions in backlogs from the

DIGMAor PSMAprogram can sometimes be. The reason

that this particular study was selected was because it so

Fig. 9.4 The percentage increase in productivity over traditional
individual physical examinations as the PSMAmodel evolved to its
current form and allowed for larger group sizes. (From Noffsinger
EB.[2], with permission from Group Practice J.)

Fig. 9.3 How the PSMA model increased one physician’s produc-
tivity as it evolved from its original flawed design to its final form.
(From Noffsinger EB.[2], with permission from Group Practice J.)
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clearly demonstrates just how immediate the impact of a

well-run DIGMA or PSMA program can be upon redu-

cing backlogs and increasing appointment availability—

i.e., with dramatic reductions sometimes becoming clearly

evident even after just the first session of a newly estab-

lished, ongoing DIGMA (or PSMA) program.

Two Months Prior to Launch, Substantial Access

Problems Existed in All 3 Pilot Physicians’ Practices

In this single session pilot study (which I conducted in a

mid-sized medical group that was partially fee-for-service

and partially capitated), three physicians were initially

selected—a dual board certified internist and endocrinolo-

gist (Dr. A), a family practitioner (Dr. B), and a podiatrist

(Dr. C)—all of whomworked full time and had established

practices with substantial access problems, and all of

whom decided to offer weekly 90-minute DIGMAs in

their practices. As can be seen in Table 9.1, Doctors A, B,

and C were initially quite backlogged prior to the start of

this pilot study and had wait times for their second avail-

able return appointments (this organization happened to

measure the wait times for the second available, rather

than the more typical third available, upcoming return

appointments) of 35, 39, and 103 days, respectively.

Right After the Launch of This DIGMA Pilot, Access

to All Three Practices Had Already Improved

Substantially

As seen in Table 9.1, from the very beginning, this

DIGMA pilot immediately increased capacity and

improved access to the practices of all three participating

providers. This is because patients were being scheduled

into not only the first DIGMA session but also the sub-

sequent DIGMA sessions as well—all of which caused a

dramatic reduction in these pilot physicians’ backlogs. As

a result, when the access to the second available return

appointment was again determined for these three physi-

cians’ practices just 1 day after the launch of their new

DIGMA program (for which all three pilot physicians

selected a weekly 90-minute format), considerable

improvement in access was already noted. This is because,

right from the start, somany individual return office visits

were instead being off-loaded and scheduled into highly

productive future DIGMA sessions.

For example, Dr. A went from 35 to 16 days for the

second available individual office visit (although the next

available DIGMA visit was typically less than a week

away), which represented a 54.3% decrease in wait time

for his second available individual follow-up visit. Simi-

larly, Dr. B went from 39 to 14 days, which represented a

64.1% decrease in wait time for the second available

individual follow-up visit in the clinic. Finally, the most

heavily backlogged provider of all, Dr. C had already

gone from 103 to 68 days for his second available return,

which represented a 34% decrease in wait time. These

improvements in access were due to: (1) the increased

capacity that DIGMAs provide each week (now and

into the future as far out as the computer was able to

schedule appointments); and (2) the fact that these

providers’ new schedules (which now included weekly

90-minute DIGMAs into which numerous follow-up

appointments could be scheduled) were opened up for

scheduling patients into. Overall, after just a single

DIGMA session had been held, the decrease in wait

time for the second available individual appointment for

all three pilot providers had already decreased by an

amazing amount—i.e., by an average of 44.6% after

only the first DIGMA session had been held.

This Improvement in Access Is Typical, and Should

Continue to Get Better Over Time

These results are actually not uncommon. They clearly

demonstrate the improved access benefits that a properly

designed, supported, promoted, and run DIGMA and/or

PSMA program can offer—both to the physician’s prac-

tice and to the organization—right from the very start. It

is important to note that all of this improvement in access

had occurred from the very beginning of the DIGMA

program due to the extra capacity that a weekly

DIGMA (or PSMA) adds to the physician’s schedule

every week into the indefinite future—i.e., by the time

that just one DIGMA session had been held! Further-

more, patient satisfaction with the program was again

Table 9.1 Improved access of three pilot physicians in a mid-sized
medical group

Number of days until second available
return

Pilot physicians

August 4,
2000(8
weeks prior
to launch)

September 28,
2000(1 day after
launch)

Percent
decrease
in wait
time

Dr. A (internal
medicine/
endocrinology)

35 16 54.3

Dr. B (family
practice)

39 14 64.1

Dr. C (podiatry) 103 68 34.0

Average no. of days
wait for second
available return
appointment

59.0 32.7 44.6
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found to be very high. Significantly, with the passage of

time (i.e., as more and more DIGMA sessions are held

and as evermore individual office visits are off-loaded

onto highly efficient DIGMA visits), these benefits with

regard to increased accessibility of individual office visits

should continue to improve over time. However, the

important point here is that—with DIGMAs and

PSMAs alike—substantial improvements in access for

both SMA and individual office visits can occur right

from the very outset of the program (and with high levels

of patient and physician professional satisfaction), a find-

ing that I have been able to replicate time and time again.

Study 6: Improving Access to Care in the Face
of Limited Physician Resources

The following study was submitted byKaren E. Jones,MD,

FACP, who is both the physician champion for SMAs and

the physician champion for chronic care initiatives at Well-

Span Health and serves as an attending for the Medical

Resident Service at York Hospital, Department of Medi-

cine, York, PA. She was assisted in this effort by Meagan

Renninger VanScyoc, PA-C, MBA, who was the SMA

Project Manager and is currently the Medical Director for

Employee Health at York Hospital. This write-up is inter-

esting both because of the specialized applications of the

PSMAmodel that it entails (i.e., pre-operative gastric bypass

pulmonary consultations and sleep apnea consultations)

and because it clearly demonstrates the robustness of this

group visitmodel. That is, evenwhen the SMAgroup census

is considerably below the recommended level of tripling

provider productivity whenever possible, the PSMA model

is still so productive and efficient that it is nonetheless cap-

able of solving access problems—and of doing so with high

levels of patient and provider satisfaction.

Preoperative Gastric Bypass Pulmonary Consultations

WellSpan Health is a not-for-profit health system that

provides more than $18 million each year in uncompen-

sated medical and outreach services, supplies, and physi-

cian care to residents of York and Adams counties, which

are located in south central Pennsylvania. It is an inte-

grated delivery system comprised of two hospitals, a phy-

sician medical group providingmore than 800,000 patient

visits per year, a home healthcare organization, two man-

aged care plans, and more.

WellSpan also collaborates with other healthcare pro-

fessionals in the area to provide needed services to the

community. An example of this collaboration is the

bariatric program, which provides the full spectrum of

needs for obese patients—including a medical weight loss

program, bariatric surgery, and the many consultations

required prior to surgery (which includes pre-operative gas-

tric bypass pulmonary evaluations). Lung, sleep, and critical

care consultants is the group of pulmonologists who serve

this need. Due to tremendous demand for pulmonary and

sleep services, this group experienced a large and growing

access problem. Prior to starting the group visits program,

there was a 6-month backlog for all non-urgent pulmonary

consultations. As a result, there was a bottleneck in the pre-

operative process that led to delays in bariatric surgery.

The pulmonologists joined forces with WellSpan’s

SMA physician champion, Karen E. Jones, and SMA

project coordinator, Meagan Renninger VanScyoc. Dr.

Ed Noffsinger was brought in as a consultant in July 2004

to help launch WellSpan’s SMA program and to begin

work on the pulmonary SMA.

The Physicals SMA (PSMA) model was selected for

this project because of its ability to improve access,

max-pack visits, and provide for a private physical

examination to be performed upon each patient in atten-

dance toward the beginning of each session. In addition

to trying to improve access to care, the PSMA team also

designed the program to make the appointment more

convenient and comprehensive for patients—e.g., by

incorporating any necessary Pulmonary Function Test-

ing (PFTs) into the SMA instead of rescheduling the

patient for a separate PFT appointment. The patient is

simply escorted into the PFT lab after their private

exam—i.e., before joining the group in the group

room. Respiratory therapists serve as the pulmonary

PSMA behaviorists and provide pulmonary education

to the group while the doctor performs private

examinations.

Sleep Apnea Consultations

Given the success of the pre-operative gastric bypass

pulmonary evaluation PSMA program, the pulmonolo-

gists initiated a different type of PSMA in January 2005

for another backlogged consultative service—i.e., new

evaluations for sleep apnea. The added benefit for

patients in the sleep apnea SMA is that they get to see

how an actual CPAPmachine works and are exposed to a

variety of CPAP masks during the appointment.

The Outcomes

From March 2005 through January 2006, the pulmonol-

ogists hosted 30 SMAs for pre-operative gastric by pass
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pulmonary evaluations in which they consulted on 159

patients—for an average group size of 5.3 patients. In that

same time period, they hosted 141 SMAs for sleep apnea

evaluations, consulting on 564 patients, for an average

group size of 4.0 patients per sleep apnea session. One

reason contributing to the low census of these PSMAs is

the fact that all of these patients were consults—and

therefore, had never been seen by the doctors and had

never been to the practice before this visit. In combina-

tion, the 159 pre-operative gastric bypass pulmonary eva-

luations and 564 sleep apnea evaluations during this time

period totaled 723 new patient consults. To compare the

number of patients seen in the SMAs to the number of

patients that would have been seen through usual indivi-

dual appointments during that same time period, one

must consider that individual consultation appointments

are scheduled for 40 minutes—i.e., compared to SMA

appointments that typically last about 2 hours and consist

of 5–8 patients (with the greater time permitting much

greater patient education and development of improved

disease self-management skills). Had they seen only indi-

vidual consultations during those 10 months instead of

doing SMAs, the pulmonologists would have only seen

513 patients—i.e., assuming that every patient showed up

for their individual appointment, which is of course not

true and would have further reduced the number of

patients seen individually.

In actuality, the pulmonologists saw a total of 723

patients during these 10 months of doing SMAs, a differ-

ence of 210 more new patient evaluations (assuming

100% attendance for individual appointments)—a num-

ber that would undoubtedly have been larger if the num-

ber of no-shows and late-cancels for individual office

visits had been taken into account. This equates to 21

more patients per month, which is equal to approximately

3.8 more patients per week. Given 40-minute individual

appointments, this equates to gaining an extra 3.25 hours

per week of clinical time without adding any new hours to

the schedule or new providers to the payroll. Within 6

months of initiating these SMAs, the pulmonary group’s

backlog for non-urgent consultations had dropped from 6

months down to 2 weeks.

Benefits of Improved Access to Care:

Several benefits and changes were noted from the improved

access to care provided by these two PSMA programs:

1. By improving access, the pre-operative gastric bypass

pulmonary SMAs substantially decreased the overall

amount of time that patients had to wait before receiv-

ing bariatric surgery.

2. Increased access to care via sleep apnea SMA consul-

tations got patients in for their appointment much

sooner, but unexpectedly created the need for two

additional beds in the sleep lab in order to accommo-

date the increased volume of sleep studies.

3. Providing PSMAs for these two types of pulmonary con-

sultations opened up additional time in the pulmonolo-

gists’ schedules, which helped to improve access for

patients with other types of pulmonary conditions as well.

Patient Satisfaction:

In addition to the pulmonary SMAs described previously,

WellSpan Health supports many other types of SMAs—

including SMAs for diabetes, multiple sclerosis, pre-natal

visits, and medical weight loss. Every patient receives a

satisfaction survey at each SMA which they complete

anonymously at the conclusion of the visit. A random

compilation of 520 surveys from over 10 different SMA

providers inYork shows that patients are overwhelmingly

satisfied with their SMA experience. Specifically, 94% of

patients surveyed thought that the group interaction and

peer support were helpful, 98% reported that they had a

chance to ask questions about their medical condition and

treatment, 98% were satisfied overall with their appoint-

ment, and 92% agreed that they would participate in a

future SMA (Figs. 9.5–9.8).

Study 7: A typical DIGMA Pilot Study Involving
Multiple Primary and Specialty Care Providers

The 6-session pilot project at Sutter Medical Foundation

reported in this section represents a fairly typical pilot study

involvingmultiple physicians over time in primary and speci-

alty care. This pilot, which involved four physicians at two

sites, was published as a 3-article series in the March, April,

andMay 2001 issues ofAMGA’sGroupPractice Journal—a

series of articles that I co-authored with Dr. Thomas N.

Atkins who, at that time, was Chief Medical Officer at the

Sutter Medical Foundation in Sacramento, California (6–8).

Overview of This Pilot Study

As the originator of the Drop-In GroupMedical Appoint-

ment (DIGMA)model, I was brought in as a consultant to

develop this DIGMA pilot project—which was to be con-

ducted at twodifferent SutterMedical Foundationmedical

center sites (one urban and the other rural). A large multi-

specialty healthcare organization in northern California,

Sutter is partially fee-for-service and partially capitated in

nature.
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Fig. 9.6 The percentage of
patients reporting on their
patient satisfaction survey that
they had a chance to ask
questions about their medical
illness and treatment during
their SMA visit (N¼ 520 patient
responses) at WellSpan Health

Fig. 9.7 The percentage of
patients reporting on their
patient satisfaction survey that
overall, they were satisfied with
today’s SMA appointment at
WellSpan Health. Note 98%
patient satisfaction. (N¼ 520
patient responses)

Fig. 9.5 The percentage of
patients reporting on their
patient satisfaction survey that
the group interaction and peer
support of the SMA were
helpful to them (N¼ 520 patient
responses) at WellSpan Health
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Reasons for This Pilot

Sutter Medical Group became interested in a DIGMA

pilot because some members of the group felt that this

shared medical appointment model might provide

both a different way to practice and a means for

working smarter rather than harder. It was noted

that many of the group’s physicians were becoming

tired of the production pace required to achieve their

income expectations—and that many physicians

lacked satisfaction with their day-to-day practices

even when their production goals were met. An addi-

tional negative contributor to this environment was

the fact that financially supporting the additional

capacity required to achieve access priorities through

traditional means was also becoming more difficult.

Moreover, patients were reportedly feeling disenfran-

chised and less satisfied with the depth of personal

interactions with their providers—although basic med-

ical needs were being met, it was becoming more

difficult to introduce compassion into the process.

Reasons such as these caused administrators and

clinicians alike to consider a different means of deliver-

ing care, one that would both better meet patients’

needs and be more professionally satisfying. In other

words, a tool was needed that would increase capacity

by leveraging existing resources and increasing physician

productivity—yet enhance patient as well as physician

professional satisfaction. The DIGMA model was cho-

sen for this study because it: (1) had been demonstrated

to improve access through use of existing resources by

dramatically increasing physician productivity (by 200–

300% or more); (2) can be used to enhance quality of

care as well as both patient and physician professional

satisfaction; and (3) was being successfully employed in

fee-for-service settings.

The Original Plan Envisioned for This Pilot Study

The original plan for this Sutter Medical Group DIGMA

pilot study involved selecting three motivated physician

volunteers (a medical subspecialist and two primary care

physicians) who were highly respected by their peers and

had busy practices and access problems. It was felt that

such physicians would not only maximally benefit from a

DIGMA for their practice but also be most influential in

persuading colleagues to try a DIGMA for their practices

as well. In turn, this would help to expand the DIGMA

pilot to organization-wide implementation once the

necessary administrative approval was secured based

upon the results of this pilot. The following time line

was originally proposed for this pilot study.

Preliminary Work (Mid- to Late–September, 1999):

Introductory phase in which I was to give a 3-dayDIGMA

presentation to Sutter administrative and physician staffs.

Upon completion of these initial presentations to adminis-

tration and interested physicians in primary and specialty

care, the original pilot project plan called for the following

three specific action steps to be taken during the time

periods indicated.

Phase 1 (October 1–November 14, 1999):

Selection and training phase in which the three pilot physi-

cians (as well as the necessary staffing to support their

DIGMA programs) were to be chosen and trained. In

addition, I was to act as DIGMA champion for this pilot

study by meeting with each of three pilot physicians

selected—i.e., in order to determine their particular goals,

and then to custom design their DIGMAs accordingly so as

Fig. 9.8 The percentage of
patients reporting on their
patient satisfaction survey that
they would participate in
another shared medical
appointment in the future at
WellSpan Health. Note 92%
agreed. (N¼ 520 patient
responses)
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to best meet their needs, practice style, and patient panel

constituency. In addition, I also helped to get all marketing

materials to be used in Sutter’s DIGMA program designed

and produced: the framed wall poster to be prominently

displayed in physician’s lobby and exam rooms; the pro-

gram description flier (100 or more of which were to be

mounted in a dispenser secured adjacent to the wall poster);

the announcement letter to be mailed to each of the pilot

physicians’ 500 highest utilizing appropriate patients; an

invitation letter to be given by receptionists to every appro-

priate patient registering for a regular office visit; and a

‘‘Dear Valued Patient’’ follow-up letter to be mailed by the

scheduler to interested patients after telephoning those

patients that the physicians wanted invited each week.

Please note that examples of all of these promotional mate-

rials are included in the DVD attached to this book.

I also helped each pilot physician develop a list of appro-

priate patients to be invited to theDIGMA—especially high

utilizers (except for those patients that the physicians felt

were inappropriate). In addition, I assisted each physician in

drafting the paper DIGMAprogress note template that was

to be used in the pilot. This was to be largely preprinted and

in check-off form in order to optimize the efficiency of the

charting process during group time (as no documenter was

used in this pilot study), with completed chart notes then

being entered into each DIGMA patient’s medical chart

after the session was over.

I also trained the pilot physicians’ schedulers regarding

how to best invite patients into the DIGMA—providing

themwith a scripted message plus talking points to be used

when telephoning patients (see the sample scheduling

scripts included in the DVD attached to this book). Sche-

dulers were taught how to respond to commonly asked

questions aboutDIGMAs aswell as how to send follow-up

letters to interested patients (again, see the DVD attached

to this book for examples of commonly asked patient

questions and how to respond to them). In addition, I

trained the physicians’ medical assistants regarding their

expanded DIGMA responsibilities—such as taking vital

signs, updating injections, and performing other special

nursing duties. Finally, appropriate group and exam

rooms were selected and reserved, the physicians’ and

medical assistants’ schedules were cleared for all 90-minute

pilot DIGMA sessions, and the various operational issues

associated with the pilot were properly addressed.

Phase 2 (November 15–January 14, 1999):

Launching phase in which I would personally serve as both

DIGMA champion and behaviorist for all three pilot

DIGMAs. The ultimate goal here was to get all three pilot

physicians comfortable with their groups prior to bringing a

behavioral health replacement trainee in to eventually take

over the behaviorist role in their DIGMAs. As is typical of

DIGMAs, the behaviorist was to fulfill multiple duties, such

as: giving the introduction at the beginning of each session;

handling group dynamic and psychosocial issues; making

behavioral health evaluations and interventions; pacing the

group to keep it running smoothly and on time; taking over

the group while the physician was documenting chart notes

or stepping out to handle any private exams or discussions;

staying late to address any last minute questions that

patients might have before departing; and then quickly

straightening up the group room after the session is over.

By January 14, 2000, it was anticipated that all three pilot

DIGMAs would be running smoothly, that any bugs in the

systemwould have been worked out, and that all three pilot

physicians would be relatively comfortable in running their

DIGMAs.

Phase 3 (January 15–March 14, 2000):

Transitional phase in which the behavioral health replace-

ment was to be increasingly trained in the group setting to

gradually assume evermore responsibilities until ultimately

being able to completely take over the pilot DIGMAs—at

which time the consultant was to gradually transition out

of the pilot DIGMAs. It was during Phase 3 that I was to

begin training the behavioral health replacement for all

three DIGMAs, and to have this replacement take over

progressively more duties until able to ultimately act inde-

pendently as the behaviorist in all three DIGMAs. By

March 15, 2000, it was anticipated that: all three pilot

physicians would be quite comfortable in running their

DIGMAs; the behavioral health replacement would be

well trained and established in co-facilitating these groups;

all schedulers and medical assistants would be well trained

in performing their respectiveDIGMAduties; and patients

would be becoming increasingly informed about, and satis-

fied with, the DIGMA program.

Exiting Phase (March 15, 2000):

Behavioral health replacement to take over all three pilot

DIGMAs while Dr. Noffsinger (who had been acting as

consultant, DIGMA champion, and behaviorist) was to

exit and evaluate the pilot study.

The Actual Plan That Was Utilized in This Pilot Study

As so often happens, the pilot study that was actually imple-

mentedatSutterdifferedinmanywaysfromthepilotas itwas
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originally planned. Here we discuss the pilot study as it was

actually implemented, what occurred along the way that

caused it to deviate from the original plan, and the various

challenges that needed to be addressed.

Pre-implementation Planning:

The initial phase of this pilot program, which included

DIGMA presentations to administration as well as to

primary and specialty care physicians who had indicated

that they might be interested in running a DIGMA for

their practices, generated a relatively large pool of inter-

ested DIGMA candidates. From this pool of potentially

interested providers, three physicians were selected from

two sites (Sutter Fort, an urban location in Sacramento,

and Laguna, a rural site in northern California located

approximately 15 miles away). Using the selection criteria

previously established for this pilot program, three pilot

physicians were chosen: (1) Dr. A, a full-time internist at

Sutter Fort; (2) Dr. B, a full-time rheumatologist at Sutter

Fort; and (3) Dr. C, a half-time family practitioner at

Laguna.

As the consultant acting as temporary DIGMA cham-

pion and behaviorist for this pilot study, I held several

initial meetings with each of these physicians and their

support staffs—along with the social worker that had just

been hired in a half-time capacity as the behavioral health

replacement for this DIGMA pilot project. There were

three primary goals for these initial meetings that were

held with each of the three selected pilot physicians and

their support staffs: (1) to custom design each of the three

pilot DIGMAs around the specific goals, practice styles,

and patient panel constituencies of the selected physi-

cians; (2) to train the three pilot physicians (as well as

their schedulers, medical assistants, and support staffs)

regarding their respective DIGMA duties; and (3) to

develop, in template form, all of the marketing materials

(wall poster, fliers, announcements, invitation letters, and

follow-up letters) and forms necessary for the DIGMA

program—such as the DIGMA progress note, the con-

fidentiality release, and the patient satisfaction form that

was to be completed by patients anonymously at the end

of each DIGMA session.

I therefore arranged several meetings with Sutter’s

Marketing Department to design and develop the wall

poster (which is included in the DVD attached to this

book) and the matching program fliers—and to develop

a trademark look for their SMA program. All promo-

tional materials were designed to be mutually compatible,

professional appearing, and coordinated so as to work

together and make lobby and exam room wall displays

that would be pleasing to the eye. These marketing

materials, which established the desired corporate look

for the program, needed to meet Sutter’s particular orga-

nizational requirements—plus have a warm and inviting

look that would both help to recruit patients and accu-

rately reflect the high-quality care that patients could

expect to receive from the DIGMA program.

The confidentiality release (which was to be signed by

each patient during every session, as well as by any support

persons accompanying them) was printed on the back side

of the DIGMA progress note, with space above it for the

patient to write down the reason for today’s visit—an

approach that both conserved paper and made clear

which DIGMA session the confidentiality release actually

applied to. A group chart was also developed for each

DIGMA pilot, which required that still other forms be

developed for the program (such as attendance sheets and

logs, which are included in the attachedDVD). In addition,

a computer code needed to be developed for this new visit

type that could be entered into the computerized schedul-

ing system so that patients could be pre-registered into

DIGMA sessions months in advance—and so that remin-

der notices could be sent to pre-registered patients shortly

before their DIGMA appointment.

Departures from the Original Pilot Study and the Reasons

for the Changes:

During one of the early planning meetings, I became

aware that Sutter had one of the most productive primary

care doctors that I have ever encountered. He had only

10-minute return appointments—with no 15-, 20-, or

30-minute return appointments on his schedule whatso-

ever. As it turned out, Dr. D (a full-time family practi-

tioner at the Laguna site) also had an extremely busy

practice and a heavy workload, and was therefore also

interested in running a pilot DIGMA for his practice.

Although the DIGMA model had been shown time and

time again to increase physician productivity by 300% or

more, I knew that this could not be accomplished with

such a highly productive physician. Nevertheless, I did

feel that his productivity could be doubled through use of

a carefully designed and run DIGMA, which was some-

thing that Dr. D initially doubted and took serious issue

with—as he felt that he had already done everything

possible to make his practice as efficient and productive

as possible. In any case, we both felt that it would be a

remarkable accomplishment if the DIGMA model was

able to double the productivity of such a highly efficient

physician.

As a result, the decision was made to establish

four pilot DIGMAs rather than the three called for

in the original plan. It was also felt that by having
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two busy, backlogged, and productive physicians

attached to the DIGMA pilot from a relatively

small facility like Laguna, a special opportunity

would be provided for Sutter Medical Foundation

to evaluate—in a microcosm—the potential impact

that DIGMAs could have upon the organization. In

addition, there were other meaningful departures

from the original plan. For example, due to limited

start-up funding being available, it was unfortunately

the case that only 150 announcement letters could be

sent out to patients per pilot DIGMA. In other

words, we were no longer able to mail announce-

ments to the 500 highest utilizing patients of each

pilot physician, as was called for in the original

pilot project plan (the intention of which was to

jump start the pilot and produce high group census

levels from the very beginning). It was felt that this

mailing limitation would likely translate into reduced

group census for this pilot study, and therefore into

less than ideal increases in physician productivity

(i.e., less than what might otherwise have been

achievable through the DIGMA model and this

pilot study).

Issues That Needed to Be Addressed

As we progressed toward the implementation phase of

this pilot study, we found that there were many issues that

needed to be addressed.

Training the Behavioral Health Replacement:

In another significant deviation from the original pilot

study plan, the training of the behavioral health replace-

ment was accelerated in order to (1) reduce the overall

cost of the implementation process and (2) ultimately

decrease the need for the author’s direct involvement in

the pilot study as an outside consultant—i.e., from the

originally projected 4 months after actual launch to just 6

weeks. This meant that the behavioral health replacement

would need to attend all four DIGMA pilots from their

inception and immediately start taking over progressively

more duties (i.e., from initially just sitting in and obser-

ving to gradually taking over more and more of the

behaviorist’s role), rather than waiting until 2 months

after the pilots were launched as was originally planned.

In addition, this behavioral health replacement was also

to be groomed and trained from early on in this pilot to

ultimately take over as the organization’s DIGMA cham-

pion (and, as a result, attended all subsequent meetings

that I had with administration, pilot physicians, and

support staffs)—i.e., so as to be able to ultimately assume

responsibility for implementing all future DIGMA pro-

grams throughout Sutter.

As this training progressed, the behavioral health

replacement gradually took over progressively more

responsibilities in co-facilitating the pilot groups as the

weeks went by. In addition, for all four pilot physicians,

each of the initial six pilot DIGMA sessions that I was

involved in was followed by a debriefing and training

meeting. These debriefings were attended by the provider

and the behaviorist replacement as well as myself, and

focused upon improving and fine-tuning the DIGMA so

as to make future sessions even better and more produc-

tive. In order to provide this replacement behaviorist and

champion-in-training with the opportunity to experience

running the pilot DIGMAs alone for a couple of weeks,

the author attended the pilot DIGMAs for the first five

consecutive sessions—and then took 2 weeks off before

returning on the eighth week for the final session of this

pilot study that he participated in (with all six of these

pilot study DIGMA sessions being followed by debriefing

meetings). During the two intervening sessions preceding

the sixth session in which I did not participate, the repla-

cement behaviorist acted alone as the behaviorist

throughout.

Training the Support Staffs:

Before actually launching the pilot DIGMAs, several

meetings were conducted with the pilot physicians and

their staffs at both Sutter sites in order to familiarize all

support staff members associated with the pilot with

regards to the DIGMA concept, its intended benefits to

patients and physicians alike, and their expected roles and

duties in supporting the program. Additional presenta-

tions were also made to the support staffs and their man-

agers in order to gain their full support for this effort—

and to familiarize everyone with their respective roles and

responsibilities. Schedulers were trained by providing

them with scripts and talking points for telephoning and

inviting patients into the pilot DIGMAs, and by then role

playing various scenarios that could possibly occur.

Receptionists were trained regarding both how to register

patients into the pilot DIGMAs and how to handle

incoming phone calls in the clinic—i.e., so as to inform

patients about the pilot program and, when appropriate,

to invite them to attend the group in lieu of an individual

office visit.

Additionally, medical assistants and nurses were

trained regarding their expanded DIGMA nursing

duties—i.e., in taking vital signs, in giving injections,

and in providing any special duties that the physician
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wanted to have performed. Unfortunately, the centra-

lized telephone answering and scheduling service posed

an ongoing challenge to this pilot study. This was the

result of so many personnel being involved with hand-

ling incoming calls that accountability regarding the

scheduling of patients into the pilot DIGMAs was all-

too-often lacking within the call center. This made it

difficult to fill all DIGMA sessions to capacity, and

therefore to consistently achieve peak performance and

optimal productivity.

Billing for DIGMA Services:

Another issue that needed to be dealt with was that of

billing for group visits. DIGMA group patient appoint-

ments had not been specifically addressed in the most

recent manual for billing and coding(6). Because it is the

setting and the number of observers present rather than

the content of the visit that differentiates individual office

visits from DIGMAs, it was decided that any billing dis-

putes with patients or insurers would be handled in the

same manner as those arising from traditional medical

services. It is important to note that DIGMAs provide—

through a series of one doctor–one patient encounters

with observers—complete medical visits with history,

assessment, medical decision-making, physical exam

(when appropriate), counseling, risk assessment and

reduction, and treatment plan being provided according

to the specific and unique needs of each individual

patient. Medical charts are reviewed and an individual

chart note is documented during group time for inclusion

in each patient’s chart.

Allmedical services provided in theDIGMAsettingwere

subjected to the same evaluative and billing process as any

other medical services. History, exam, assessment, medical

decision-making, and treatment plans occurring in the

DIGMA setting were documented through individual

chart notes in each patient’s medical chart and coded

according to existing criteria—with the service being billed

via standard procedures required by payers. Patients, along

with the support person (spouse, adult child, caregiver,

friend, etc.) whom they invited at no extra charge, signed a

confidentiality waiver at the start of each DIGMA session.

Research at Sutter confirmed that these billing procedures

were in compliance with applicable regulations and contrac-

tual requirements; however, it was nonetheless recom-

mended that other healthcare organizations interested in

establishing DIGMA programs involve their own reimbur-

sement analysts and compliance experts to develop their

own billing procedures. It is further recommended that

they document DIGMA visits carefully and thoroughly,

and that they adhere completely to billing procedures that

fully comply with all applicable regulations, contractual

requirements, and community standards.

The Custom Design Utilized in Each of the Four Pilot

DIGMAs

Three of the four pilot DIGMAs were held weekly for 90

minutes; however, the fourth (that of the highly produc-

tive physician with only 10 minute office visits) was held

weekly for 60 minutes—as it was felt that his patients,

because they were accustomed to very rapid and short

visits, would not be able to tolerate a 90-minute group

visit. The design of each of these pilot DIGMAs differed

from all the others as a result of being custom designed

around the specific needs, goals, and practice of each

individual physician.

Dr. A’s Internal Medicine DIGMA:

Dr. A, a busy and backlogged full-time internist, selected

a DIGMA of mixed design. Here, diabetes and obesity

were the focus during the first week of the month; heart

disease, hypertension, and hyperlipidemia were the focus

during the second weekly session each month; allergy,

asthma, and chronic respiratory problems were the

focus of the third monthly session; gastrointestinal diffi-

culties (GERD, diverticulitis, irritable bowel, ulcers, etc.)

and chronic pain (headache, arthritis, fibromyalgia, mus-

culoskeletal pain, etc.) were the focus during the fourth

week eachmonth; and general health issues were the focus

of the fifth week—during which virtually all of the inter-

nist’s patients were invited to attend, regardless of diag-

nosis or condition (i.e., for those couple of months each

year having five sessions). However, as is typical of the

mixed design, patients who were unable to attend the

monthly session that best addressed their particular

health problem were then invited to attend any other

appropriate session that happened to better fit their

schedule.

This internist was helped by a medical assistant

assigned to his DIGMA and by receptionists from his

office who both registered patients for his DIGMA and

acted as DIGMA schedulers—i.e., whenever they had the

time and were able to do so (which was not often enough,

and therefore resulted in the census of group sessions

often being less than ideal). By averaging his productivity

data during normal clinic hours over the entire month

preceding his pilot DIGMA, Dr. A’s pre-DIGMA pro-

duction rate for individual return appointments during

90minutes of clinic time was determined to be 4.5 patients
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per 90 minutes. It was observed that he had 15-minute

return appointments on his schedule (so that six return

patients could theoretically be scheduled into 90 minutes

of clinic time) and a moderate no-show rate. Therefore, in

order to triple actual productivity during his 90-minute

weekly DIGMA, he would need to see 13.5 (i.e., 3 �
4.5¼ 13.5) patients on average in his group sessions.

Because he wanted to at least triple his productivity for

return visits during his DIGMA, this internist therefore

set his minimum census level to be 13.5 patients—and his

target census level to be 15 patients.

Dr. B’s Rheumatology DIGMA:

Dr. B, a full-time rheumatologist, decided to utilize the

heterogeneous DIGMAmodel for her pilot program. She

made this decision because of her relatively small panel

size (especially of rheumatology patients having intense

medical needs), and due to concerns that her group census

would be too small if a homogeneous or mixed DIGMA

design was selected. She felt that a heterogeneous design

would be best because it would permit all of her rheuma-

tology patients to be invited to attend any given session,

irrespective of diagnosis or condition. She was assisted by

a medical assistant assigned to her pilot DIGMA and by

receptionists from her office who both registered

DIGMA patients and fulfilled the role of DIGMA sche-

dulers (i.e., again, when they had the time and inclination,

which was problematic). Because this rheumatologist’s

pre-DIGMA production rate for return appointments

was determined to be 2.9 patients per 90 minutes of clinic

time (as she had 30-minute return appointments and a

very low no-show rate), her minimum census level was set

at 8.7 patients—as she wanted to increase productivity

during her DIGMA by 300%. However, with the hope of

ideally increasing her productivity even more, she set her

target census at 12 patients.

Dr. C’s Family Practice DIGMA:

Dr. C, a busy halftime family practitioner, initially

wanted to implement a mixed DIGMA design. It was

structured to focus upon diabetes, obesity, hypertension,

and hyperlipidemia on the first week of the month; pain

management (headache, neck and back pain, fibromyal-

gia, and arthritis) on the second week; gastrointestinal

problems (GERD, colitis, irritable bowel, diverticulitis,

etc.) on the third; women’s health issues (for women of all

ages) on the fourth week of eachmonth; and be open to all

of her patients on the fifth week (i.e., for those couple of

months each year having five sessions). Unfortunately,

her half-time practice proved to be too small to support

this mixed DIGMA design during the first couple of pilot

sessions, which, as a result, failed to achieve the group

census levels required to make this a viable option for her.

Because this mixed DIGMA design produced a group

census that was too low during Dr. C’s first three pilot

sessions, it was promptly dropped at that time in favor of

a heterogeneous DIGMA design—i.e., in which all of her

patients were invited to attend any week that they hap-

pened to have a medical need and wanted to be seen,

regardless of diagnosis or condition.

This family practitioner was assisted by a medical

assistant assigned to her pilot DIGMA and by her own

receptionists, who not only registered DIGMA patients

but also occasionally acted as DIGMA schedulers for her

program. As it turned out, scheduling support for the

DIGMA pilots ultimately proved to be particularly pro-

blematic at the Laguna facility, which, as a result, nega-

tively impacted group census for the two pilot DIGMAs

held at that site. Because Dr. C’s pre-DIGMA productiv-

ity rate for individual follow-up appointments was deter-

mined to be 4.2 patients per 90-minutes of clinic time

dedicated to seeing return appointments (as she had

15-minute returns and a fairly high no-show rate), her

minimum census level was set at 12.6 patients in order to

triple her productivity during DIGMA sessions. In the

hopes of ideally increasing her DIGMAproductivity even

further, she set her target census level at 15 patients;

however, she was prevented from achieving this number

for two reasons—initially as a result of selecting a mixed

DIGMA design, and then as a result of the significant

scheduling problems that she experienced at her facility

on an ongoing basis.

Dr. D’s Family Practice DIGMA:

Dr. D was an extremely busy and productive fulltime

family practitioner with a very busy and fast-paced prac-

tice. Because he wanted operational simplicity and to

have as many of his patients as possible qualify to attend

all of his DIGMA sessions, he selected the heterogeneous

design—as this model enabled all of his patients to attend

any session they wished, regardless of diagnosis. He was

also assisted by a medical assistant and occasionally by

his scheduling staff, although DIGMA scheduling sup-

port (especially at the Laguna site) remained a significant

and ongoing problem throughout this pilot study—which

resulted in less than ideal census levels being achieved in

many of Dr. C’s andDr. D’s DIGMA sessions during this

pilot study. Although this fast-paced family practitioner
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had only 10-minute individual return appointments on his

schedule and could theoretically schedule six individual fol-

low-up visits during 60 minutes of clinic time, his pre-

DIGMA return appointment productivity rate during nor-

mal clinic hourswas actually determined tobe 4.7 patients per

hour—which, although amazingly high, was considerably

smaller than the six patients per hour theoretically possible

(i.e., due to having some no-shows and late-cancels). This

exceptional initial productivity rate would clearly place high

demands upon any model, including the DIGMA model,

which attempted to further increase the remarkable produc-

tivity of this extremely efficient physician.

Because only a relatively small group room was avail-

able at the Laguna site, and because his patients were used

to a very rapid pace of care delivery, we decided to employ

a weekly 60-minute DIGMA format—i.e., rather than the

more typical 90-minute weekly DIGMA venue, as we felt

that would simply be too long for this family practi-

tioner’s patients. Therefore, in order to increase his pro-

ductivity by 200% during 60-minute DIGMA sessions,

the minimum census for his pilot was set at 9.4 (i.e., 2 �
4.7¼ 9.4) patients. Furthermore, his ideal target census

was set somewhat higher at 13 patients for two reasons:

(1) because it was the largest group size that the relatively

small group room could possibly handle; and (2) because

the DIGMA model was already being pushed close to its

limits and, as a result, it was doubtful that more than 13

patients could realistically be provided with quality care

during just an hour’s time, no matter how efficient the

physician might happen to be.

Results of Sutter’s Pilot DIGMA Project

The data reported here were collected on the four pilot

DIGMAs during the six sessions that I participated in as a

consultant. Although I initially acted as the DIGMA

champion and behaviorist (i.e., prior to and during the

first 3 weekly sessions of each pilot DIGMA), I thereafter

progressively delegated evermore of these responsibilities

to the behavioral health replacement whom I was training

to take over these roles.

The Data That Were Collected During This Pilot Study:

The data collected during the 6 weeks of the pilot study

that I participated in are presented in Table 9.2, which

depicts the following aggregate data for all four pilot

physicians combined during each weekly session that I

participated in: (1) the number of patients who were pre-

registered into each session; (2) the number of pre-regis-

tered patients who actually attended each session; (3) the

number of patients who simply dropped into each session

without pre-registering; and (4) the number of support

persons (spouses, adult children, caregivers, friends, etc.)

who accompanied the patients. It needs to be noted that

Dr. C was on vacation and did not hold her DIGMA on

the second week of this pilot—i.e., the second session—

which is the only pilot DIGMA session that was not

actually held.

Overbook Sessions to Compensate for ‘‘No-Shows’’:

As can be seen from the numbers in Table 9.2, a total of

81.2% of all patients who pre-registered for sessions actu-

ally attended—whereas 18.8% failed to keep their

appointments. Therefore, if one were to do as the airlines

do and overbook sessions according to the expected num-

ber of no-shows, then these two Sutter medical center sites

would need to overbook their DIGMA sessions corre-

spondingly (i.e., by approximately two patients per ses-

sion, less the number of patients who drop-in) in order to

compensate for these no-shows—and to thereby make

their DIGMAs immune to this vexing problem that can

result in so much costly physician downtime with tradi-

tional individual office visits. However, when planning to

ensure that targeted census levels are consistently met,

one must take into account not only the number of no-

shows that are expected but also the average number of

drop-ins attending each session without pre-registering (in

this case, approximately one drop-in per DIGMA ses-

sion, on average)—which must be subtracted from the

expected number of no-shows.

Table 9.2 Totals for all pilot DIGMAs combined

Pilot sessions # Pre-registeredPatients # Pre-registeredattendees # Drop-ins # SupportPersons

First session 46 35 0 3

Second session 41 27 4 5

Third session 40 32 4 4

Fourth session 41 36 5 9

Fifth session 36 28 5 4

Sixth session 57 54 11 4

Overall average number of DIGMA patients seen per week in 4 pilot DIGMAs¼ 41.8 (i.e., during those DIGMA
sessions that were actually held)
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When Overbooking for ‘‘No-Shows,’’ also Take the Number

of ‘‘Drop-ins’’ into Account:

In the case of this 6-week pilot study, therewas an average of

1.3 drop-ins per DIGMA session—although the number of

drop-ins tended to be larger during the latter sessions, i.e.,

after patients had begun to find out about the DIGMA

program and its drop-in feature. As is always the case with

DIGMAs, the number of drop-ins was expected to gradu-

ally increase over time—i.e., as evermore patients in the

physician’s practice become familiar with this new program,

give it a try with success, and are willing to return to it in the

future. However, even after aDIGMAhas been running for

years, the number of drop-ins seldom exceeds 15–20%or so.

With regards to the size of the group room that was neces-

sary to accommodate all attendees into these DIGMA

groups, it is important to also note that an average of 1.3

support persons typically attended each session during this

pilot study. Therefore, based upon the data gathered so far,

the data would indicate the wisdom in this case of roughly

overbooking all sessions by 1 patient (i.e., the two that failed

to show on average, less approximately one drop-in).

Physician Productivity Was Increased 256.4% During

This DIGMA Pilot Study

Table 9.3 consolidates the individualized data depicted in

Table 9.2 into a simpler format, showing the total number

of patients attending each of the four pilot physicians’ DIG-

MAs during each of the six sessions that I attended (i.e.,

regardless of whether the patients that attended pre-regis-

tered or dropped-in). Unlike Table 9.2, Table 9.3 does not

show the number of patients who pre-registered or dropped-

in, nor does it depict the number of support persons who

attended sessions on average. As can be seen in this con-

solidated table, the average number of patients seen per

session in each of the pilot physicians’ DIGMAs ranged

from a low of 8.7 to a high of 14.0 patients. Furthermore,

when added up and aggregated for all four pilot physicians

in combination, the average weekly total for all four pilot

DIGMAs combined was 41.8 patients. In total, the four

pilot DIGMAs combined consumed only 5.5 hours of phy-

sician time per week (i.e., in running three 90-minute DIG-

MAs plus one 60-minute DIGMAper week), although they

did require additional facilities and support personnel

(other than the behaviorist) in order to be properly run.

For each of the four pilot physicians, Table 9.3 also

compares productivity data gathered during the four pilot

DIGMAs with the pre-DIGMA productivity data that

these same physicians had for traditional individual

return visits. For the entire month prior to the start of

the pilot study, the four pilot physicians saw an average

of between 2.9 individual return patients per 90 minutes

of clinic time (Dr. B) and 4.7 patients per hour (Dr. D).

This table compares physician productivity between indi-

vidual office visits and DIGMA group visits during the

Table 9.3 Increased physician productivity at the sutter medical foundation

Week 1
(12/6/99)
No.
patients/
week

Week 2
(12/13/99)
No.
patients/
week

Week 3
(1/3/00)
No.
patients/
week

Week 4
(1/10/00)
No.
patients/
week

Week 5
(1/17/00)
No.
patients/
week

Week 6
(2/7/00)
No.
patients/
week

Average
No.
patients/
week

Percent
increased
productivity
per
physician

Dr. A, internal medicine;
initial no. patients per
90 minutes¼ 4.5
(minimum group
census 13.5)

12 12 14 16 5 25 14.0 311.1

Dr. B, rheumatology,
initial no. patients per
90 minutes¼ 2.9
(minimum group
census 8.7)

5 6 9 8 7 17 8.7 300.0

Dr. C, family practice,
initial no. patients per
90 minutes¼ 4.2
(minimum group
census 12.6)

8 Cancelled
(illness)

7 11 8 14 9.6 228.6

Dr. D, family practice,
initial no. patients per
90 minutes¼ 4.7
(minimum group
census 9.4)

10 13 6 6 13 9 9.5 202.1

Total 35/4 31/3 36/4 41/4 33/4 65/4 41.8 256.4
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length of time that the DIGMA occupied (i.e., 90 minutes

in all cases but one, which was 60 minutes). With regards

to individual return visits, these four pilot physicians

would—in combination—have only been able to see an

average of 16.3 (4.5 + 2.9 + 4.2 + 4.7¼ 16.3) patients

individually in the clinic during the 5.5 hours of physician

time that the four pilot DIGMAs occupied each week.

Let us now compare this level of productivity for indi-

vidual return visits to the 41.8 patients actually seen on

average during a comparable amount of time spent during

the initial sessions of the DIGMA pilot. For all four pilot

physicians combined, this represents, on average, a 256.4%

increase (41.8/16.3 � 100%¼ 256.4%) in physician pro-

ductivity during the time spent running their DIGMAs.

Instead of seeing 4.5 return patients on average during 90

minutes of clinic time, Dr. A was able to see an average of

14.0 in his 90-minute DIGMA, which translated into a

311.1% increase in his productivity. Instead of seeing 2.9

patients individually on average, Dr. B instead saw an

average of 8.7 return patients during her 90-minute

DIGMA—which corresponded to a 300% increase in her

productivity. Similarly, Dr. C saw 9.6 return patients on

average per week in her 90-minute DIGMA vs. the 4.2

patients she saw on average individually during that

amount of time—which represented a 228.6% increase in

her productivity. Finally, Dr. D increased his productivity

by 202.1% by seeing 9.5 patients on average during his 60-

minute DIGMA instead of the 4.7 return patients that he

was seeing individually during the same amount of time.

A Few Teaching Points and Comments About This

256.4% Increase in Physician Productivity

As we have just seen, a 256.4% increase in physician pro-

ductivity was demonstrated in this DIGMA pilot study

during six of its initial weeks of operations, even though

we knew from the start that one of the physicians would

only be able to achieve a 200% increase in his productivity.

Although all four pilot DIGMAs were still at a very early

stage of implementation, we found that three out of four

pilot physicians were able to meet the increased level of

productivity that they originally had hoped for. In addition,

Dr. C’s case proved to be particularly informative—and it

certainly warrants a closer inspection. All four pilot DIG-

MAs provided important teaching points.

The Internist Proved to be Especially Adept at Inviting

His Patients to Attend:

Dr. A quickly mastered the process of referring patients

into his DIGMA, and consequently quickly proved espe-

cially adept at filling his group sessions. He recommended

his DIGMA in a persuasive and positively worded man-

ner to all appropriate patients that he saw each day for a

regular office visit—being careful to always invite them to

attend his DIGMA whenever they might have a future

medical need or require a follow-up visit. In addition, all

of his office support staff (receptionists, schedulers, nur-

sing personnel, etc.) were also quite enthused, well

trained, and supportive of his new DIGMA program—

and were certain to always inform all suitable patients of

the new program and to encourage them to attend. When

appropriate, patients telephoning the office to schedule

an appointment or to talk to the doctor were always told

about the DIGMA program and invited to attend that

week. Because of these highly successful patient recruit-

ment efforts from the very beginning (i.e., by both the

physician and his support staff), he was able to see an

average of 14 patients per session in his DIGMA during

the six sessions of this pilot. This increased his productiv-

ity over individual office visits by 311% and met his

original productivity goal for the program. By scheduling

numerous patients into the DIGMA program, Dr. A and

his staff were able to off-load many traditional follow-up

visits onto the highly efficient DIGMA program—which

freed up numerous individual office visits for those

patients needing or preferring them and, as a result,

improved access to individual visits as well.

The Rheumatologist, a Medical Subspecialist with Longer

Appointments, Tripled Her Productivity:

Even during the early, pilot phase of her program, Dr. B’s

rheumatology DIGMA had already increased her pro-

ductivity during group sessions by 300%, which was her

targeted goal. However, she should be able to eventually

increase her productivity by at lease 400% in the future—

which, in her case, would only require an average group

attendance of 11.6 patients, which is well within the

recommended group size for aDIGMAof 10–16 patients.

This is because, as more time passes, she will likely

become even more comfortable in running her DIGMA

program and capable of efficiently handling a group of

that size—plus evermore patients will gradually find out

about and experience the benefits of her DIGMA, and

will therefore be willing to attend the group and return.

Actually, I have set up many larger rheumatology

DIGMAs (i.e., with several different rheumatologists in

various fee-for-service and capitated systems around the

country) that have often had groups with 15, 16, or more

patients in attendance—i.e., group sizes that were much

larger than those of Dr. B, yet were nonetheless highly

successful.
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Close Examination of Dr. C’s Data Is Quite Revealing

for Part-Time Physicians:

While Dr. C’s overall 228.6% gain in productivity fell

considerably short of the 300% increase that she had ori-

ginally hoped for, a closer examination of the data reveals

something quite different. Although the mixed DIGMA

model that she employed during her first two DIGMA

sessions did not prove to be viable (as she only saw an

average of 7.5 patients during her first two sessions, which

corresponded to an increase of only 179.6% in her produc-

tivity), the results of her following 3 sessions—during

which she utilized a heterogeneous DIGMA model—

stood in dramatic contrast to this finding. During the last

three sessions of this pilot study, Dr. C was able to see an

average of 11.0 patients per DIGMA session by using the

heterogeneous model—which translated to a 261.9%

increase in her productivity. Because her pilot DIGMA

program was still quite new, it was anticipated that the

small additional increase in her census (i.e., an average of

just 1.6 more patients per session) that would be required

to increase her gain in productivity to 300% could reason-

ably be expected to occur over time—although she would

need to overcome the scheduling problems previously

noted at the Laguna facility in order to optimize the effi-

ciency benefits of her DIGMA program.

Because Dr. C worked only half-time, she had a cor-

respondingly smaller pool of patients in her practice from

which to draw attendees for her DIGMA. However, once

she employed the heterogeneous design, virtually all of

her patients qualified to attend every one of her DIGMA

sessions—which contrasts sharply with the mixed and

homogeneous subtypes, wherein only a considerably

smaller subset of patients in a provider’s practice qualify

to attend any given session. While consistently having full

groups certainly is possible, achieving targeted DIGMA

census levels simply requires a greater effort from half-

time providers—even if they do use the heterogeneous

design. Because their patient panel is considerably smal-

ler, consistently meeting group census requirements

means that half-time providers must take particular care

to adequately market their DIGMA program to all of

their patients—and they must be certain to consistently

invite, through a carefully worded and positive script, all

appropriate patients seen during regular office visits to

have their next visit be a DIGMA visit (plus be certain to

invite all appropriate patients seen during DIGMA ses-

sions to have their next follow-up visit back in a future

DIGMA session). I say the latter because there is simply no

richer ore vein in the universe for populating future sessions

than that provided by the DIGMA groups themselves as,

once patients do in fact attend, they are almost always willing

to return—i.e., if only they are invited to do so.

The lesson to be learned here is that half-time physi-

cians can run successful DIGMA programs for their

practices. However, to achieve the increased levels of

productivity that they desire, part-time physicians

might need to employ the more all-inclusive heteroge-

neous model in order to attain the requisite census levels

during sessions—i.e., rather than the more limited

homogeneous and mixed DIGMA subtypes. This

would not be the case, however, for large chronic illness

population management programs where homogeneous

DIGMAs could be kept full with relative ease, even for

physicians who only work part time in such programs,

because of the large number of patients having a parti-

cular chronic illness that are covered by that program.

In addition, half-time providers must be certain to per-

sonally invite all appropriate patients seen in the clinic

(or in a DIGMA) to have their next visit in the DIGMA,

plus make certain that all schedulers and support staff

are also recommending the program and inviting all

suitable patients to attend. This process can sometimes

be accelerated by having all support staff (especially the

entire scheduling staff) sit in on a DIGMA session or

two shortly after the DIGMA has been launched so that

they can personally witness what a beneficial program it

is—and so that their buy-in can be achieved (and so that

they can later SELL it to patients).

Implications for Extremely Productive Physicians:

In addition, the results for Dr. D are also quite informa-

tive and have implications for all extremely productive

physicians. This is because such a highly productive phy-

sicians (Dr. D’s baseline productivity rate for individual

return appointments during 1 hour of clinic time was 6.0

patients scheduled and 4.7 patients actually seen on

average) place an inordinate burden—and a singularly

difficult challenge—upon any model that attempts to

even further enhance such exceptionally high efficiency.

Certainly, it is quite unlikely that he would be able to

further increase his productivity in any meaningful way

through traditional individual appointments alone—

i.e., by simply attempting to see even more patients than

he already does by using the same model and delivering

care at an even faster rate. Simply put, the time pie for such

highly productive physicians is already cut about as thin as

can realistically be achieved in the context of delivering

quality care. SinceDr. Dwas already close to the efficiency

limit of traditional individual office visits, what he needed

was a tool that would enable him to ‘‘work smarter, not

harder’’ and dramatically leverage his remarkable produc-

tivity even further, which is precisely what a properly run

DIGMA should be able to provide.
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Because the group room at Laguna was relatively

small (with a maximum capacity of 15, should patients,

staff, and support persons be willing to truly squeeze in),

it severely limited the size of DIGMA groups and neces-

sitated that Dr. D’s sessions be limited to just 60 minutes

in duration. This is because correspondingly fewer

patients needed to be seen during 60-minute DIGMA

sessions in order to double Dr. D’s productivity—i.e., as

compared to 90-minute sessions, which it is doubtful that

Dr. D’s patients would have been able to tolerate any-

way. As it turned out, a remarkable accomplishment of

this pilot study was that—despite these limitations and

challenges with regard to scheduling and group room size

at the Laguna site—his DIGMA was nevertheless able to

further increase his already remarkable productivity by

202.1% during group sessions.

There Was a High Level of Patient Satisfaction with

This Pilot DIGMA Program

From its earliest beginnings, high levels of patient and

physician professional satisfaction have been goals of

primary importance to the DIGMA model—and goals

that have consistently been achieved in study after study.

The data from this study demonstrated that patient satis-

faction with the DIGMA program was once again very

high, which is completely consistent with the results of

numerous other DIGMA programs that have been imple-

mented elsewhere (i.e., for studies that have been properly

designed, supported, and run).

At the end of every pilot session in this pilot study at

Sutter, all patients attending the DIGMA were asked to

anonymously complete a 7-question Patient Satisfaction

Survey, shown in Table 9.4, rating their level of satisfac-

tion with the DIGMA visit.

Table 9.5 shows, for each of the pilot physicians, the

range of average patient satisfaction scores on the seven

questions over the various sessions of this study—i.e.,

during the six sessions that I participated in as a consul-

tant (i.e., the first 5 weeks, which was then followed by the

eighth weekly session). The overall average patient satis-

faction score for the entire pilot project (i.e., for all seven

survey questions, for all patients in attendance, and gath-

ered over all 4 pilot physicians) was a remarkably high

4.67 out of 5—which, as it turns out, is fairly typical of the

level of patient satisfaction demonstrated in other

DIGMA studies as well (i.e., which, as it turns out, is

almost always in the 4.4 to 4.7 out of 5 range).

Although it was not measured in this pilot study, it

would also have been interesting to compare these patient

satisfaction scores for DIGMA visits with similar scores

(i.e., using the same patient satisfaction measurement

instrument) gathered prior to the start of this study for

traditional individual office visits for the same four pilot

physicians—i.e., before the DIGMA program had begun

to solve the serious access problems to these physicians’

practices. Had this been done, it is almost certain that the

level of patient satisfaction would have been significantly

lower for individual office visits than for DIGMA visits

(a finding that would be consistent with similar findings

from other DIGMA studies—for example, see Study 10 in

this chapter) as all four of these pilot physicians initially

had busy practices and serious access problems. Not only

would patients be expected to get frustrated (and thus rate

their overall level of satisfaction as lower for individual

office visits) when they are not readily able to get in and be

seen in a timely manner, but they would also score lower

on this patient satisfaction questionnaire as the first ques-

tion specifically addresses the amount of time that the

patient had to wait before being seen.

How the Pilot Physicians Evaluated Their DIGMAs

Upon completion of this pilot project, a structured tele-

phone interview was conducted with each of the pilot phy-

sicians, whowere asked to evaluate their level of satisfaction

Table 9.4 Patient satisfaction with DIGMAs on the 5-point Likert
scale

1. The length of time I had to wait between making an appointment
and seeing the doctor today was ___________

2. The length of time I had to wait at the office to see the doctor was
___________

3. I felt today’s visit with the doctor was ___________

4. I felt the explanations of medical procedures, tests, and drugs were
___________

5. I felt the amount of time I had with the doctor and staff during
today’s visit was ___________

6. I felt the personal interest in myself and my medical problems by
the doctor and staff was ___________

7. Overall, I felt the quality of care and services I received today were
___________

Excellent (5), very good (4), good (3), fair (2), and poor (1).

Table 9.5 Patient satisfaction data for four pilot DIGMAs at the
Sutter Medical Foundation

Physician

Average Patient satisfaction
score(range of average scores by
physician for all 7questions)

Dr. A (75 surveys) 4.3–4.7

Dr. B (42 surveys) 4.7–4.9

Dr. C (33 surveys) 4.5–4.8

Dr. D (62 surveys) 4.4–4.8

Overall average score (for
all physicians)

4.67/5
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with their DIGMAs. I have included some representative

physician comments from these telephone interviews in the

paragraphs that follow (7). It is important to note that

throughout these structured telephone interviews, all four

pilot physicians made it abundantly clear that they were

highly satisfied with their DIGMA programs. Thus, the

results of this pilot study demonstrate not only dramatically

increased physician productivity, but also high levels of both

patient and physician professional satisfaction.

Dr. A, Internal Medicine:

‘‘Drop-In Group Medical Appointments or DIGMAs are

a unique way to deliver healthcare and provide an interac-

tion between physician and patient that would not ordina-

rily occur. My DIGMA has primarily provided three

things to my practice of internal medicine. It has allowed

mypatients greater access. It has allowedme to spendmore

time with my patients in an appointment setting where a

wide range of issues can be discussed.Mypatients are given

the opportunity to share their health issues in a group

setting and receive information that may come from

experiences of others sharing in the appointment. The

Drop In-GroupMedical Appointment allows me to edu-

cate my patients, identify and address their psychosocial

issues, and provide support in a group setting. Thus far,

my patients have enjoyed this appointment setting. The

majority seem to like the easier access to my practice

afforded by the DIGMA, and the opportunity to spend

90 minutes with their physician (7).’’

Professionally, the DIGMA has created more time in my
schedule. It has increased the number of longer appoint-
ments available in my schedule where I can do physical
exams or consultations. This has been made possible
because I can schedule shorter appointments such as routine
follow-up appointments, medication refills, blood pressure
checkups, and straightforward medical issues into the
DIGMA. Personally, this approach to delivering healthcare
has relieved some of the burdens of juggling time between a
busy internal medicine practice and time spent with mymost
cherished possession, my family. Drop-In Group Medical
Appointments are not for everyone. The concept may sound
interesting but be vague to both physician and patient. Some
patients and physicians may prefer individual, one-on-one
type appointments. DIGMAs don’t take away this oppor-
tunity. They are not meant to be a substitute, but an
alternative.

My initial skepticism about DIGMAs dissipated quickly
when I reviewed the high patient satisfaction scores obtained
and the impact it has made on patient access in my practice. I
now feel that I have a greater command over my time and
schedule in my practice. I no longer feel under the gun to see
25–30 patients a day in order to be productive and meet my
compensation standards. I feel that this appointment format
allows me to deliver the highest quality healthcare while
improving patient satisfaction and enhancing my efficiency.

As we move into the next century, healthcare systems must
explore a variety of health delivery mechanisms that will
foster quality, efficiency, and patient satisfaction. The
Drop-In Group Medical Appointment is one way that this
has been accomplished in my practice (7).

Dr. B, Rheumatology:

‘‘There are some definite advantages and some disadvan-

tages to the group. For chronic illnesses, for patients with

rheumatoid arthritis or fibromyalgia, and for chronic pain

and disability issues it works very well. It does not work as

well for acutely ill or sicker patients because I’m afraid that

I’ll miss or overlook something important for patients who

drop-in but actually require a thorough examination and

an individual visit. I still have to learn how to best use my

group and individual visits: How to have patientswho need

to be seen individually not drop into group and patients

who can best be seen in group not be seen individually.

Overall, the experience has been a very good one for me,

and the patients absolutely love it. It seems like every day I

have patients whohave seen the poster or have heard about

the group who tell me that it is a good idea and that they

would like to attend. Over time, this should help keep the

group filled with less effort on my part. In general, I would

say that I like it, that patients really like it, and that what I

need now is to learn how to best use it (7).’’

Dr. C, Family Practice:

‘‘My overall feeling is that it has expanded my horizons

about my interactions with patients and different ways

that I can interact with them. I’ve also gotten a lot out of

the group dynamics that I’ve liked. It is heartwarming to

see patients open up, share, and help each other. It

warms my heart to see that. I also like the fact that I do

not have to do any notes afterward—that I can get them

all done during the group. I do not feel that I’ve gotten

far enough off the ground yet to see as much from my

group as I’m sure it will eventually provide, mostly

because I only work half-time. Even if I only broke

even as a result of having the group, it would still be

worth doing the group because it is so enjoyable, differ-

ent, and helpful to patients. I expect to see even more

benefit with time as my patients and I get more used to

using it. As schedulers and patients become more famil-

iar with the group, and as I see and invite more patients, I

expect that it will succeed exponentially—which is the

key to increasing census. The biggest challenges to me

are: (1) getting the census up; (2) learning how to best

manage my time in the group; and (3) figuring out how

to best do it as it is so different from what I am used to. I
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do not know of any negatives that have occurred as a

result of the program. One thing I can say is that I did

not anticipate how draining it would be to see such a

large number of patients at once in the group. On the

other hand, the group concept takes advantage of one of

the greatest untapped resources we have—i.e., the

patients themselves, both in managing their own disease

and in helping each other. Also, I’ve appreciated all the

help that I’ve received in group from the behaviorist (7).’’

Dr. D, Family Practice:

‘‘Challenges forme: Let the behaviorist bemore active in it.

Give up some control. As physicians, we have a long

history of always having to be in control, so this is new to

me. Use itmore for follow-up—that is where it will bemost

valuable to me. Also, it is a good place to put follow-up

care—to save time and improve quality of care. Many

patients’ issues only take two or three minutes of appro-

priate care, so why give them a 15-minute appointment if it

can be handled better in just a couple of minutes in group?

This will free up my office visits so that I can have more

time available for patients who need them. Also, it reduces

the need formyhaving to repeat the same information over

and over, because I can say it one time in the group to

many patients at once. Plus, patients are more likely to

follow a lot more of the advice because other people in the

group agree with what I’m saying. Also, I can spend more

time in the group on lifestyle and non-compliance issues

(like weight loss, stopping smoking, and better diabetes

control) and get a better result. People will listen to and

learn more from other people than from me (7).’’

I’m glad that I’m doing it, although it still causes me some
anxiety because it’s still a new thing and I’m not quite used to
it. It’s an effort to invite people and that’s the key to success—
I simply have to do a better job at making that effort. I think
the schedulers are starting to get more enthused about the
program, which should help. I think that it’s a good idea to
have them sit in on the group to see what it’s like. Although
it’s hard to free them up from other duties in the clinic,
perhaps we could have them each come in one time for
15 or 30 minutes. Do I enjoy it? Absolutely! I really like the
fact that I get almost all of my notes written there so that
when the group is over, it’s over. Plus it’s better for the
patients too because there are things that happen there that
are better care. We can follow some things closer and there’s
less chance of missing something or having it fall through the
cracks because we can watch for it each time they come in (7).

Some Concluding Comments

Although the original plan for Sutter’s DIGMA pilot

study was carefully conceived and the result of much initial

planning, for the reasons previously discussed, the pilot

that was actually launched differed in many respects from

the original plan. Nonetheless, the desired productivity—

as well as patient and physician professional satisfaction

goals—were in fact achieved during this pilot study.

DIGMA Programs Must Be Flexible:

Because each DIGMA is custom designed around the

specific goals, practice style, and patient panel constitu-

ency of the individual provider—and because these needs

are constantly changing over time—DIGMA programs

must be flexible. This pilot makes it clear that, if

DIGMAs are to be fully successful in the long run, they

must be able to flexibly adapt to: (1) ever changing and

evolving provider and practice needs; (2) new circum-

stances as they occur, and a rapidly changing healthcare

environment; (3) organizational and budgetary con-

straints, and (4) unexpected operational challenges that

can rapidly occur along the way.

Because DIGMAs Can Stress the System, Operational

Challenges Must Be Promptly Resolved:

Healthcare organizations considering DIGMAs as a

means of helping them to solve access, service, quality,

productivity, and patient satisfaction issues will likely

find that group visits tend to magnify any pre-existing

problems within the system. This is because DIGMAs (as

well as Physicals SMAs) so dramatically leverage existing

resources and increase physician productivity that they

can stress the entire system and exacerbate any pre-exist-

ing organizational problems and inefficiencies. Whereas

such inefficiencies might not have proved particularly

problematic when one patient was being processed

through the system at a time for individual office visits,

such difficulties are compound when 10–16 patients are

going through the system at once for a group visit. And

we must always remember that the key to a successful

DIGMA (both economically and psychodynamically) lies

in consistently meeting predetermined census levels for

the program.

Unless addressed, all such inefficiencies and opera-

tional problems in the system tend to have the same

common effect upon DIGMAs: They ultimately reduce

group census and therefore the degree to which the phy-

sician’s productivity can be increased through the

DIGMA program. When operational problems such as

promotional, scheduling, personnel, facilities, or budget-

ary challenges begin to emerge—problems that can sub-

stantially and negatively impact the entire DIGMA pro-

gram—then it is imperative that these issues be promptly

addressed and resolved in order for the DIGMA program
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to be fully successful over time. Otherwise, all such opera-

tional challenges can eventually result in the same ulti-

mate difficulty—i.e., decreased attendance, and therefore

reduced productivity and efficiency for the DIGMA and

PSMA program.

For example, the scheduling problems—especially at

the Laguna site, which represents a work in progress—

certainly reduced the census of these DIGMA pilot study

groups below what it otherwise could have been (and this

in turn reduced the increased physician productivity that

we were able to achieve below that which otherwise might

have been attained). The size of the group room at the

Laguna site also put limits on group size, and conse-

quently the degree to which we were able to increase

physician productivity. In addition, frustrations over

such problems can also tend to decrease both patient

and physician satisfaction with the DIGMA program.

However, once such operational problems are success-

fully addressed (challenges that often arise either as a

result of the increased productivity of the DIGMA pro-

gram or because of its additional personnel, promotional,

scheduling, and facilities requirements), these improve-

ments can prove beneficial not only to the DIGMA pro-

gram but also to individual office visits throughout the

remainder of the workweek as well.

DIGMAs Have Specific Requirements for Success,

and These Often Evolve Over Time:

Because DIGMAs deliver medical care in a manner

that is dramatically different from traditional indivi-

dual office visits, they must be carefully planned, ade-

quately supported, well promoted, and properly run in

order to be fully successful. They truly represent a

major paradigm shift and a significant departure from

traditional individual office visit care. Since DIGMAs

are so different—and because they represent a multi-

disciplinary team-based approach to care—they require

professional appearing marketing materials, specially

designed forms, appropriate and well-trained team

members, custom designed programs, and appropriate

group and exam room facilities. In other words, there

are numerous specific requirements that must be met in

order for DIGMAs to achieve full success—i.e., to

completely capture the multiple benefits (increased pro-

ductivity and access, enhanced quality and service, and

high levels of patient and physician professional satis-

faction) that they were originally designed to achieve.

In addition, as this pilot study at Sutter Medical Foun-

dation has revealed, DIGMAs require considerable

flexibility in the implementation plan. In the end,

despite much initial planning, this Sutter Medical

Foundation pilot study experience reveals that medical

groups implementing DIGMA programs should not be

at all surprised if the program that they actually end

up launching differs in many respects from that which

they originally envisioned.

The Important Teaching Points Learned from This Pilot

Project:

Results of this pilot study make it clear that part-time

physicians (who have correspondingly smaller practice

sizes from which to draw patients for their DIGMAs) will

often bemore successful in achieving targeted group census

levels—and therefore in having a successful DIGMA—if

they choose the all-inclusive heterogeneous subtype rather

than the more restrictive mixed or homogeneous DIGMA

designs. This is because the heterogeneous DIGMA design

enables most or all patients in a part-time physician’s

practice to qualify to attend all sessions—and to therefore

attend a DIGMA session whenever they have a medical

need and wish to come in. This is particularly true for part-

time physicians who happen to work half-time or less, as

their patient panel sizes will likely be smallest.

Another teaching point from this study is that

DIGMAs are potentially better able to leverage existing

resources and dramatically increase productivity for

those physicians that have either busy, backlogged prac-

tices or relatively lengthy return appointments, and con-

sequently a relatively low level of productivity during

normal clinic hours (such as 20–30minute return appoint-

ments rather than 10–15 minute appointments). As an

example of this, consider how much easier it was to triple

provider productivity (and how much smaller the

DIGMA group size needed to be) for Dr. B vs. Dr. D in

this pilot study. Physicians who are extraordinarily

productive—i.e., who have the shortest individual office

visits during regular clinic hours—present the greatest

challenge to any model, including the DIGMA model,

which strives to further increase physician productivity.

Nevertheless, the DIGMA model can still be of great

benefit to such highly productive providers—aswas the case

for Dr. D in this study—because it can still double produc-

tivity and efficiency. However, as was the case in this study,

the DIGMAmodel typically cannot triple or quadruple the

productivity of physicians who are initially so productive.

There are four types of highly productive physicians where I

have found this to be true in actual practice: (1) for pedia-

tricians conducting physical examinations through a Physi-

cals SMA (e.g., well-baby checks or school, camp, and

sports physicals); (2) for obstetricians conducting prenatal

exams through PSMAs; (3) for dermatologists doing full-

body skin exams; and (4) for extremely productive primary
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care physicians runningDIGMAswho have only 10minute

office visits available to their patients for return appoint-

ments (such asDr. D in this pilot study). The reason for this

is that all three of these groups of physicians often already

have such high levels of initial productivity prior to launch-

ing their DIGMA or PSMA that it is very difficult for these

SMA models to triple their productivity.

Specialized Applications for DIGMAS
and PSMAS

In both primary care and various medical and surgical

subspecialties, there are myriad specialized applications

for all types of group visit models. In this section, we focus

upon a couple of specialized applications of the DIGMA

and PSMA models; however, we must keep in mind that

there are innumerable such applications—the numbers

and types of which are constantly expanding over time

and only limited by our imaginations. The reader is

invited to read and learn from these studies, and then to

contemplate how to take these applications and results

and best apply them to their own particular practices,

needs, and circumstances.

Study 8: DIGMAs and PSMAs at the Memphis
Tennessee VA Medical Center

The following contribution was written by Dr. Keith W.

Novak, who is the Associate Chief of Staff for Ambula-

tory Care at the Memphis Tennessee VA Medical Center

(VAMC). Dr. Novak discusses some of the experiences

that he has had over the years in using the DIGMA and

PSMAmodels. In addition to working with Dr. Novak in

custom designing DIGMAs and PSMAs for his own

practice, it was also an honor to help him design and

launch the first ever Physicals SMA for Combat Veterans

returning from Iraq and Afghanistan. Dr. Novak has

been instrumental not only in moving group visits for-

ward within theMemphis VAMC, but also in establishing

the highly recognized Combat Veterans Physicals SMA,

which he discusses in the following write-up.

This section will also be of interest to some readers

because it discusses aminor variant of the DIGMAmodel

which omits the drop-in component—a variant that is

referred to herein as a ‘‘SIGMA’’ (Scheduled-In Group

Medical Appointment). I (Dr. Noffsinger) have always

referred to this as a minor variation of the traditional

DIGMA format (and by no means an essential departure

from the model) because, when first starting a DIGMA,

there are typically no drop-ins anyway—i.e., because

patients are not yet familiar with the program or its

drop-in feature. Furthermore, even after DIGMAs have

been running for years and are well established, only 10–

20% or so of the patients will typically drop-in (and

having fewer than 20% of attendees be drop-ins is cer-

tainly the norm). Furthermore, since the inception of the

DIGMA model, there have always been some physicians

who preferred to not employ the drop-in component of

the model (i.e., despite the fact that I generally recom-

mend it) which we would then omit—considering it as just

one more of the variables that can be used when custom

designing the DIGMA to the specific interests, goals, and

practice of the individual physician (see Table 2.2).

Going back to the early days of DIGMAs, I have not

infrequently utilized this variant with providers who were

anxious about, fearful of, or concerned over the drop-in

component of this model. Nonetheless, I continue to pre-

fer to hold to the original intent of the DIGMA model as

it is optimally patient friendly in that it allows patients to

come for a session whenever they happen to have a med-

ical need and want to be seen—even if it is at the last

minute and there is not time to call in and schedule the

appointment. The original DIGMA design also allows

the physician and healthcare organization to capture

such patients (i.e., those who are willing to attend) in the

highly efficient and cost-effective DIGMA venue when-

ever possible—i.e., even if it is at the last minute and the

only option is to drop-in rather than having such patients

occupy a less efficient and more costly individual office

visit. In any case, I have never viewed the drop-in feature

as critical to the DIGMA model.

The Combat Veterans Physicals Shared Medical

Appointment (PSMA) Program

I (Dr. Novak) would like to start my piece by discussing

the Combat Veterans PSMA that we have been running at

the Memphis VAMC for our combat veterans who are

returning from Iraq and Afghanistan. The PSMA for

Operation Iraqi Freedom/Operation Enduring Freedom

(OIF/OEF) combat veterans was launched in May 2004

to ensure a seamless transition from DoD to VHA care

for our returning combat veterans. This SMA was

designed to provide a multitude of services in one place

at one time for returning combat veterans. These veterans

have unique needs, both emotional and physical, that are

addressed in the same forum. By treating both mental and

physical concerns concurrently, we have been able to help

de-stigmatizemental health and ensure that treatment for

mental health conditions is received. I say this because our

workload data show that when a primary care provider
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refers a patient to Mental Health clinic, only 1/3 of those

patients keep the appointment. We also realize that treat-

ment outcomes for mental health conditions are

improved when treatment is received early in the course

of the disorder, rather than years later as was the case with

some Vietnam veterans who suffered with PTSD for 20

years before presenting for treatment. Because of these

benefits in addressing mental health and medical pro-

blems during the same SMA visit, SMAs have helped

de-stigmatize mental health. The OIF/OEF Combat

Veterans PSMA has been found to be an ‘‘organizational

strength’’ for Memphis VAMC.

General

The OIF/OEF Combat Veteran PSMA is a distinctive

type of the Physicals Shared Medical Appointment

(PSMA) model. Normally, six to eight patients partici-

pate in the PSMA. All participants must agree to

receive their medical care in a group setting, to share

information about themselves, and to keep group dis-

cussions confidential by signing a Confidentiality

Release—i.e., which each patient and significant other

must sign at the time of check-in for the appointment.

Key staff assigned to this clinic includes an internal

medicine physician, psychiatrist, psychologist, combat

veteran case manager, and a licensed practical nurse.

Other participants in the clinic include the Vet Center

counselor, nutritionist, Veteran’s Service Officer, and

business office representative. Each veteran receives a

private full physical exam in an exam room. After

physicals are performed, patients present to the group

room where all history is obtained, treatment plans are

developed, education is given, labs are ordered, follow-

up appointments are made, referrals are made, and

prescriptions are written.

Advantages

The Combat Veterans PSMA offers several distinct ben-

efits, including the following.

Efficiency, Access, and Overbooking Benefits:

PSMAs benefit patients by providing prompt access to

healthcare with shorter waiting times. Efficiency can

increase 300% or more by seeing six—eight patients

in 120 minutes, instead of just the three patients (or

considerably less, if our approximately 30% no-show

rate is taken into account) normally seen in those three

40-minute slots. After taking the no-show rate into

consideration, it becomes apparent that in 120 minutes

we typically only see 2.1–2.4 patients (not three

patients). PSMAs are more efficient because no-shows

and late patients do not have the same negative impact

on appointment availability when patients are seen in a

group. This is especially true when groups are over-

booked by the expected number of no-shows and late-

cancels.

Patient Benefits:

PSMAs offer patients access to high-quality medical care.

Activity is ‘‘max-packed’’ into the appointments to

increase quality and service. Preventive health mainte-

nance and performance measures are satisfied, vaccines

given, screening labs obtained, and education provided.

The OIF/OEF post-deployment screening, traumatic

brain injury screening, posttraumatic stress disorder

screening, depression screening, and substance abuse

screening are routinely accomplished in the OIF/OEF

Combat Veteran PSMA. In addition, patients have the

opportunity to enjoy more time with their provider.

Although the time is shared, patients see their provider

for more than 60 minutes rather than the typical 15–30

minutes of face-to-face time. An additional great benefit

is that the patients have the opportunity to enjoy the

interaction with, and support from, other combat veter-

ans who are dealing with similar issues. Combat veterans

particularly benefit from this type of interaction as many

are having a difficult time adjusting to civilian life after

having been deployed with their units for the past 12–15

months. If a patient forgets to ask about a health concern,

which happens frequently at individual appointments, it

is not uncommon for someone else in the group to bring

up the concern and everyone will learn from the discus-

sion. Exiting patient satisfaction survey results have been

dramatically positive.

Provider Benefits:

PSMAs benefit providers by improving access and produc-

tivity, providing an opportunity to practice medicine in an

innovative way, allowing more time to educate patients

without repetition, and fostering a team approach to

care. Questions about eligibility and benefits, which hinder

the physician’s ability to deliver care during a typical

appointment, can be addressed during the orientation seg-

ment of the Combat Veterans PSMA. Repetition is
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lessened by delivering education regarding sleep hygiene,

diabetes, or substance abuse to the many patients attend-

ing the PSMA simultaneously, rather than eight separate

times during individual appointments. In addition, includ-

ing a clinical pharmacist on the PSMA team is helpful in

making appropriate formulary substitutions for a new

patient’s non-VA medications.

Administration Benefits:

DIGMAs and PSMAs afford advantages to administra-

tion by being billable, being a great deal more efficient,

leveraging existing staffing, decreasing waiting times,

and providing high levels of patient and provider

satisfaction.

Flow in Our OIF/OEF Combat Veterans PSMA

1. Patients check in at front desk

2. Patients and significant others sign confidentiality

release

3. Vitals obtained, performance measures updated, and

routine health maintenance provided

4. OIF/OEF data triggers reminders unique to OIF/

OEF veterans (i.e., post-deployment screen, PTSD

screen, depression screen, substance abuse screen,

and TBI screen)

5. Each patient sequentially receives private physical

exam (four exam rooms and two nurses used)

6. Un-roomed patients meet with behaviorist in group

room during first part of session, while private phy-

sical exams are being conducted

7. Behaviorist/facilitator welcomes patients and reviews

confidentiality with group

8. Facilitator documents each patient’s complaints on

the board in the group room

9. Patients assemble together in the group room imme-

diately after all private physicals are completed for

interactive group segment of the session

10. Provider arrives in group room once all private exams

are done to start interactive group segment

11. Individual visits conducted in group room, with other

patients present as observers (basically this is a small

DIGMA)

12. Each patient’s chart note is documented immediately

after physician has finished working with that patient

13. Provider leaves after last patient’s treatment plan is

documented

14. Facilitator remains behind to clear and straighten up

group room

15. Short break

16. Orientation session begins

17. Session is over

Memphis VAMC Data on OIF/OEF Combat

Veterans PSMA

We have seen 693 patients in the OIF/OEF PSMA since

it was launched in May 2004 (Fig. 9.9). Efficiency has

increased 333% through utilization of the OIF/OEF

PSMA. This is based on seeing an average of 7 patients

compared to 2.1 patients in 120 minutes—as there is a

historic 30% no-show rate for new patients.

The OIF/OEF post-deployment screen is completed at

rate of 97%—i.e., compared to 82%when patients are seen

at regular appointments in one of the other Primary Care

Clinics. Data from Patient Satisfaction Surveys indicate

that patients prefer the OIF/OEF Combat Veterans

PSMA to traditional individual appointments (80%

reported ‘‘strongly agree’’ and 20% reported ‘‘somewhat

agree’’). In addition, 82% of participating patients

‘‘strongly agree’’ that the group interaction and peer sup-

port was helpful and 15% ‘‘somewhat agree’’ (Table 9.6).

Furthermore, 89% of PSMA participants ‘‘strongly agree’’

that they got as much information about their health as

needed and 11% ‘‘somewhat agree.’’ Also, 91% ‘‘strongly

agree’’ that they got understandable answers to their ques-

tions, and 7% ‘‘somewhat agreed.’’ Finally, 91% ‘‘strongly

agree’’ that all of their medical needs were addressed, and

9% ‘‘somewhat agree.’’ Interestingly, there were no nega-

tive ‘‘somewhat disagree’’ or ‘‘strongly disagree’’ reports on

any of the patient satisfaction questions from any of the

attendees. As can be seen from this data, our veterans are

extremely satisfied with this new modality of care delivery.

Fig. 9.9 Efficiency fromMay 2004 to January 2007 in theMemphis
VAMC Combat Veterans PSMA
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Memphis VAMC Has Been Offering Four Separate

Types of DIGMAs and PSMAs.

We have been offering four different types of DIGMAs

and PSMAs at the Memphis VAMC—two of which are

DIGMAs (heterogeneous and disease specific) and two are

PSMAs (one for new patients and another exclusively for

returning combat veterans). We find that these SMAs are

great tools for improving access for the entire practice

group. SMAs are able to better match supply and demand,

which is one of the 10 key change concepts in Advanced

Clinic Access (ACA). Although we use the DIGMAmodel

for two of these, we prefer to use the term ‘‘Scheduled-In

Group Medical Appointment’’ (or SIGMA) as we do not

use the drop-in component of this model.

Scheduled-In Group Medical Appointment (SIGMA)

of the Heterogeneous Subtype:

This type of DIGMA most resembles the customary

individual visit that patients are familiar with. They are

ideal for routine follow-up care, relatively stable chroni-

cally ill patients, those needing increased support and

education, low maintenance patients needing intermit-

tent follow-up, patients normally scheduled to nurse

clinics, and patients needing to be seen before their

normally scheduled follow-up appointment. SIGMAs

are not appropriate for the demented, hard of hearing

patients, or for those patients that refuse to attend or

exhibit disruptive behavior. During the heterogeneous

SIGMA, as in any general clinic appointment, the pro-

vider examines each patient and develops an individual

treatment plan. However, the heterogeneous SIGMA

offers the added benefit of other patients in the group

being able to benefit by listening, interacting, and learn-

ing about various illnesses and treatments while the

provider is speaking.

The medical provider sequentially speaks to each patient

individually in the group and may do a focused exam in

front of the group—or briefly take the patient to an exam

room for a more private exam. An individual treatment

plan is developed for each patient, preventive health main-

tenance records are updated, education is provided, pre-

scriptions are written, a chart note is documented, and

follow-up care is scheduled as needed. The ancillary assis-

tant obtains vitals, administers vaccines (flu, Pneumovax,

etc.), offers written patient education information, collects

blood samples for lab tests, and completes preventive med-

icine reminders. What makes a SIGMA different, and what

patients seem to prefer, is that patients get to share how they

are feeling alongside comrades who may be experiencing

similar medical problems. Patients also prefer the relaxing

environment of a 90-minute appointment compared to the

rushed feeling of a regular 15- to 20-minute appointment.

A social worker or psychologist assists during this session.

The flow of the heterogeneous SIGMA (basically a

heterogeneous DIGMA, but without the drop-in compo-

nent) is as follows. The patient checks in at the Central

Check-In Station and signs a confidentiality release. The

family member, if attending the visit, must also sign the

release. The behaviorist/facilitator collects the patients

and brings them to the group roomwhere he/she discusses

confidentiality issues, provides an overview of the

SIGMA, discusses what to expect during today’s session,

and addresses housekeeping issues (bathrooms, snacks,

etc). The ancillary assistant performs the nursing func-

tions by obtaining patients’ vitals and updating health

maintenance, and then the provider arrives and begins

the SIGMA. During the session, patients may be inter-

mittently pulled out of the group room to have vitals

taken, blood drawn, or vaccines given. The provider

addresses each individual patient’s concerns and develops

a treatment plan. The facilitator fosters interaction to

ensure that the SMA is beneficial to all participants and

may also elaborate on topics discussed (such as tobacco

Table 9.6 Operation Iraqi freedom/operation enduring freedom post-deployment screen for combat veterans PSMA

Statement
Strongly
agree

Somewhat
agree

Neither agree nor
disagree

Somewhat
disagree

Strongly
disagree

All my medical needs were addressed. 91% 9%

I understand the answers that I got to my
questions.

91% 7% 2%

I got as much information about my health as
I needed.

89% 11%

The group interaction and peer support was
helpful to my care.

82% 15% 3%

I would recommend a shared medical
appointment to others.

80% 20%

How would you rate the quality of today’s visit? (please circle)

Poor¼ 0% Fair¼ 0% Good¼ 9% Very good¼ 36% Excellent¼ 55%
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use, exercise). The provider also sometimes needs to

examine a patient privately, or to discuss the assessment

and plan with the documenter—during which time the

behaviorist temporarily takes over the group. Patients

and staff are encouraged to volunteer questions and

advice. If necessary, patients may leave prior to the end

of the session once all medical concerns are addressed.

Scheduled-In Group Medical Appointment (SIGMA)

of the Homogeneous subtype:

The SIGMA homogeneous subtype is different from the

heterogeneous subtype in that each group is disease spe-

cific. We have group clinics specifically designed for

patients with diabetes, ischemic heart disease, hyperten-

sion, etc. The flow and support staff duties are similar to

the heterogeneous subtype. These clinics evolved as a way

to both improve patient outcomes as well as efficiently

meet VHAperformance measures, but without putting all

the responsibility on the primary care provider (as is the

case during traditional individual patient appoint-

ments)—i.e., as the multidisciplinary team, as well as the

support of other patients, are most helpful in handling

much of this responsibility. We created registries for

ischemic heart disease, hypertension, and diabetes—and

scheduled these patients into the respective homogeneous

SIGMA. We have bundled all applicable disease specific

performance measures and systematically addressed them

during these SMA sessions.

New Patients’ Intake Physical Shared Medical

Appointment (Intake PSMA):

This type of SMA, which was specifically designed to

efficiently intake new patients awaiting VA Primary

Care, was developed by Dr. Noffsinger as a way to intake

new patients awaiting VA Primary Care. This type of

appointment is similar to a SIGMA (i.e., a no drop-in

DIGMA) except that patients receive a full detailed physi-

cal examination in private (plus an Orientation to Primary

Care and VA benefits). Also, since new patients tend to

have many questions, fewer patients (about six—eight)

meet during this group session. The flow of the PSMA

differs from the SIGMA. Since patients receive full physi-

cals, three to four exam rooms are needed near the PSMA

group room. Half of the patients have vitals taken and are

roomed in the exam rooms for private physicals. The

remaining patients are taken to the PSMA group room

and meet with the behaviorist/facilitator.

What makes the PSMA so efficient is that very little

discussion takes place privately between the provider and

the patient while completing the physical exam. Patients

have completed health questionnaires prior to the visit,

and the provider briefly reviews these to determine if a

more disease or body system focused physical is needed in

addition to the general physical exam. Most of the dialo-

gue between physician and patient takes place afterwards

in the group room, where all the other participants in the

PSMA can benefit and where repetition can be avoided.

In this way, each physical can be completed in three to five

minutes. As each patient’s physical is concluded, he/she is

taken to the PSMA group room and another patient is

escorted from the group room to be roomed in the exam

room for the private physical examination—and to have

vitals taken and other nursing duties performed. The role

of the behaviorist/facilitator in the PSMA is more com-

prehensive than in the SIGMA. While the provider is

completing the physicals, the facilitator is acquiring each

patient’s concerns and complaints and writing them on

the board in the PSMA room.We suggest using a nurse in

the PSMA facilitator role because he/she can sometimes

address some of the patient’s problems before the provi-

der arrives in the PSMA room after completing the phy-

sicals. This practice further increases efficiency during the

PSMA clinic. Typically, a clinical pharmacist is present to

review the patient’s medication list and make formulary

substitutions, address polypharmacy issues, educate

patients on side effects and pharmaceutical interactions,

and instruct patients on refilling prescriptions.

Once all the physicals are concluded (usually, about

halfway into the session) and the various patient com-

plaints have been obtained in the group room by the

facilitator, the provider joins all the patients that have

now regrouped in the PSMA group room. From here on,

the flow is very similar to the SIGMA. Each patient is

spoken to individually and efficiently in the presence of a

group of observers—i.e., while some group interaction is

fostered. After all the patients are seen, the provider

leaves the room to review the notes that were entered by

the documenter, and edits or adds appropriately—or else

the provider can review andmodify the chart note drafted

on each patient in the group room immediately after

finishing working with that patient during the group

(i.e., while the behaviorist temporarily takes over running

the group). Lastly, once the interactive group segment is

over, the orientation to primary care and other presenta-

tions on VA benefits are provided afterwards to the

patients as they are new to the system.

Combat Veteran Physicals Shared Medical Appointment:

This special type of PSMA was specifically established to

meet the uniquemedical needs of combat veterans returning
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from OIF/OEF while ensuring a ‘‘seamless transition’’ from

DoD to VHA care. This appointment shares all the features

of the New Patients’ Intake PSMA except that these veter-

ans are also screened for problems sometimes associated

with combat, such as depression, posttraumatic stress dis-

order (PTSD), some infectious diseases, and other chronic

symptoms. The use of a psychologist as the facilitator in this

type of PSMA is recommended because these combat veter-

ans tend to have more psychological and readjustment

issues—i.e., as compared to non-combat veterans. The com-

bat veterans seem to benefit most from the support of their

peers with similar concerns. We also feel it is important to

address both medical problems and psychological problems

in the same context. Another goal of this program is to de-

stigmatize mental health issues and to commence treatment

plans for PTSD and depression as early as possible. The

session includes an overview of veterans’ eligibility and

benefits. A Veterans Service Officer (VSO) is present to

assist with filing benefits claims. A social worker and a

Vet Center counselor are also available to handle combat-

related, readjustment issues.

What Others Are Saying

To date, our SMAprogram—especially our Combat Phy-

sicals SMA program—has received some very positive

press.

Newspaper Coverage:

In a May 9, 2004 article in the local Memphis, Tennessee

newspaper, The Commercial Appeal, our SMAs were

described as follows (9):

Instead of waiting for their doctor in individual exam rooms,
the men sat on folding chairs arranged in a circle in a meeting
room at theMemphis VeteransMedical Center’s South Clinic.
They wore street clothes and name tags. All pledged not to
discuss anything heard in the group outside the gathering.
Their chief health complaints—back and knee pain, lung dis-
ease, insomnia, ringing in the ears, stroke, a rapid heart rate—
were listed on an erasable board. In one corner, foam cups
were stacked next to the pot of freshly brewed coffee. ThenDr.
Keith Novak arrived and the appointment began. In an era
when patients typically spend more time watching the waiting
room television than talking to their doctor, shared medical
appointments are attracting interest as a way to boost effi-
ciency, improve care and increase patient satisfaction.

. . .At the recent VA appointment, Novak, an internal med-
icine specialist, counseled one patient about heartburn and
then asked who wanted additional information. Nearly every
hand went up. Everyone raised his hands when Novak asked
who had been exposed to potentially toxic smoke while ser-
ving in Iraq orAfghanistan. He recommended environmental
screening for everyone . . .Nationally, the demand for VA
health services has nearly doubled since 1996. That means

veterans now often face long waits for care. . .The Memphis
VA now offers seven different shared appointments, includ-
ing the nation’s first such appointment for combat veterans.
It is planning at least two more, said Novak, acting associate
chief of staff for ambulatory care. They include appointments
for returning combat veterans, new patients and those with
diabetes, depression and heart disease (9).

Another local newspaper article by Daniel Connolly

on April 28, 2007 entitled ‘‘Combat vets reach out to each

other in VA appointments’’ on pages C1 and C2 in The

Commercial Appeal features theMemphis VAMC’s Com-

bat veterans group and states the following (10):

On a recent Tuesday, Dr. Keith Novak performed physical
examinations on formermilitary men in a clinic inWhitehaven,
then brought them all to a conference room to discuss their
problems, which ranged from erectile dysfunction to depres-
sion. It was part of the combat veteran sharedmedical appoint-
ment program, which introduces people returning from Iraq
and other recent conflicts to the federal VeteransAffairs health-
care system. Participants sign waivers allowing doctors to dis-
cuss their conditions in front of others. Novak said he got the
idea from a professional conference and began using it for
groups of recent veterans in 2004. ‘‘It’s better for peer support,
for one thing,‘‘ he said. ’’Andone of the things that the guysmiss
a lot and one reasonwhy they have trouble adjusting when they
come back is that they’re not with their comrades (10).’’

Now, Novak and colleagues plan to hire four more people to
administer an expanded version of the program. They hope it
will help veterans get the mental and physical treatment they
need and guide them through a sometimes confusing VA
system. The planned expansion demonstrates how the VA
in Memphis is devoting more resources to deal with a stream
of combat veterans returning from the wars in Iraq and
Afghanistan (10).

Congressional Legislation:

In July 2004, Congressman Harold E. Ford, Jr., who repre-

sented the Ninth District of Tennessee, introduced legisla-

tion in the U.S. House of Representatives titled Enhance-

ment of Veterans Mental Health Services Act. This

legislation was intended to help combat service members

and veterans better cope with posttraumatic stress disorder.

The Ford legislation had four components, one of which

specifically referred to our OIF/OEF Combat Veterans

PSMA in Memphis VAMC. The bill directed the VA to

use group visits because of their success in helping veterans.

The bill is still in committee as of this writing (11).

Polytrauma SMA for OIF/OEF Combat Veterans

with Traumatic Brain Injury

In addition to the types of DIGMAs and PSMAs dis-

cussed previously, we launched a Polytrauma SMA for

OIF/OEF combat veterans with traumatic brain injury
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(TBI). This clinic includes a multidisciplinary team (inter-

nal medicine, psychology, social work, physical therapy,

occupational therapy, recreational therapy, and speech

therapy) to evaluate patients. As OIF/OEF veterans

screen positive for TBI in primary care, they are referred

to the Polytrauma Clinic Support Team and scheduled

into the Polytrauma SMA for further evaluation. We are

responsible for completing the 22-question Neurobeha-

vioral Symptom Inventory on these patients and for

developing the multidisciplinary treatment plan.

Our first SMA session in this new programwent verywell.

Although we only invited two patients to this first session in

order to test the waters (one of them gave his left leg and the

other gave his right arm and right hip to us in support of

OIF—Operation Iraqi Freedom), I think the patients learned

from each other and appreciated this experience.

Additional SMAs on the Horizon

Next month I am heading up a SMA for Homeless Veter-

ans. The goal of this SMA is to enroll veterans into the

Memphis VAMCHealthcare for Homeless Veterans Pro-

gram. We will use the clinic to perform intake physicals.

As we grow, I plan to expand it to run a heterogeneous

DIGMA at the same time as the PSMA so that some

patients can come to the group rather than present to

ER for non-emergent conditions. I collaborated with

Hampton VAMC, whom Dr. Noffsinger has helped to

develop the VA’s Homeless Veterans’ SMA. The Home-

less Veteran Social Worker will facilitate the SMA.

We have expanded our Diabetes SMAs to include

management of diabetes mellitus, hypertension, and

hyperlipidemia and we have renamed them Metabolic

Syndrome SMAs. We now have these homogeneous

SIGMAs running at all primary care locations, both at

the Medical Center and our Community-Based Outpati-

ent Clinics (CBOCs). These SMAs are headed up by

Nurse Practitioners with help from endocrinology.

We have found that these SMAs have improved clin-

ical outcomes. For example, we have found an increase in

the number of patients with HbA1c<9%, BP<140/90,

and LDL<100 performance measures through utilization

of these SIGMA clinics. Success rates for these measures

range from 70–90% in these SMAs compared to 55–75%

with traditional care—i.e., when utilizing theseMetabolic

Syndrome SMAs compared to each individual primary

care provider (PCP) addressing these performance mea-

sures during traditional individual office visits held in

their own clinic. The PCPs can refer any of their uncon-

trolled patients into this SMA.

In addition, we have launched an Anticoagulation

(Coumadin) SMA. The PharmD sees about eight patients

at a time for PT/INR check ups (PT/INR is Prothrombin

Time, International Normalized Ratio). This clinic is

particularly efficient as we utilize point of care PT/INR

testing in the SMA. We also have a ‘‘MOVE! SMA’’

which stands for ‘‘Managing Overweight Veterans Every-

where.’’ The MOVE! SMA can be considered a hybrid

between the DIGMA and CHHC models, as it is mostly

an education and support group (rather than the pure

delivery of medical care, as is the case for DIGMAs and

PSMAs). Like CHCCs, the MOVE! SMA sessions do

have different presenters attend on different weeks to

speak—some of whom are providers.

Study 9: Using PSMAs in Dartmouth’s Bone
Marrow Transplantation Clinic

The following is another specialized application of the

PSMA model. In a recent article Dr. Kenneth Meehan

et al reported that, in their use of the PSMA model in

their bonemarrow transplantation unit, they found Trans-

plant PSMAs to be satisfying to patients and provider, as

well as to the caregivers accompanying the patients (12).

Positive Early Data for Dartmouth’s Transplant PSMA

For the Transplant PSMAs held at Dartmouth, they

found that: (1) more than 88% of patients reported that

they would attend a future PSMA; (2) 94% reported

getting the information about their disease and treatment

options that they wanted; (3) each patient rated the med-

ical care they received in the PSMA as ‘‘very good’’ to

‘‘excellent’’; and (4) all patients felt that they benefited

from the presence of other patients sharing similar issues

and concerns. They went on to state that ‘‘The three care

providers (two physicians and a nurse practitioner) and

the transplantation nurse coordinator (who acted as the

‘behaviorist’ in this model) enjoyed the PSMA and

recommended that the PSMA be continued on a regular

basis as an adjunct to regular office visits. For the medical

team, this type of visit broke the routine of an office visit

and also provided a unique opportunity to spend a sig-

nificant amount of time focusing on patient teaching and

education’’ (12).

Increased Productivity and Efficiency, Plus a Program

That Is Liked by the Entire Team

The authors point out that this new type of PSMA

appointment has increased productivity and efficiency
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while simultaneously increasing patient, caregiver, physi-

cian, and staff satisfaction. They then go on to point out

that the physician is able to see dramatically more patients

during the same amount of time in the group visit setting.

Before the Transplant PSMA was initiated, patients who

had received transplants were usually scheduled for 1 hour

appointments with a care provider (typically a transplanta-

tion physician) for a physical examination and review of

lab results—the majority of which time was spent on dis-

cussions and Q&A, talk that was quite similar for the

various transplant patients. However, in the Transplant

PSMA, 10 patients could be seen and provided with the

same types of care during just 2 hours time—something

that would previously have taken 10 hours through tradi-

tional individual physical examination appointments. The

authors’ state (12) ‘‘Our results indicate that this specia-

lized form of office visit for patients after autologous stem

cell transplantation provides quality care in a setting that is

preferred by medical care providers and patients who have

received transplantations, a finding confirmed by others in

the nontransplantation setting’’ (9,13).

The authors continue ‘‘In addition, we have discov-

ered a high level of satisfaction and enhanced team-

building among the transplantation care providers.

This type of appointment is a team-based approach

to care, with each member of our bone marrow trans-

plantation team playing an important role in the over-

all success of the program. This led to not only

increased efficiency and team rapport but also a

mutual appreciation for the helpful role that each

team member plays in the process. The PSMA used

existing resources to increase productivity by supple-

menting and possibly enhancing the routine office

visit.’’ The authors go on to point out that their Trans-

plant PSMA helps meet the six goals for patient care

recommended by the Society for General Internal

Medicine (i.e., safety, effectiveness, patient-centered-

ness, timeliness, efficiency, and equitability) and report

that the Dartmouth Transplant PSMA model provides

innovative care and fulfills these goals while improving

provider and patient satisfaction (12).

Conclusion

Dr. Meehan’s article finishes with the following con-

clusion: ‘‘The stem cell transplantation patient popula-

tion is ideal for a tertiary-care PSMA. These patients

are highly motivated individuals, with issues discussed

during the group meeting being pertinent to the major-

ity of autologous transplantation recipients, regardless

of diagnosis, age, or sex. The PSMA allows patients to

spend a considerable amount of time with their care

providers while providing the care providers an oppor-

tunity to discuss general health questions pertinent to

all transplantation patients in 1 appointment. With the

rapid growth of our transplantation program and the

outstanding success of the group appointments, our

PSMA efforts are expanding into the pretransplanta-

tion (autologous) and posttransplantation allogeneic

stem cell patient populations. Our ongoing goal is to

provide the highest quality of care while improving

access to care providers and better addressing patients’

psychosocial, emotional, and education needs. This

model could offer potential benefits to other specialized

and unique patient populations’’ (12).

Follow-Up and Update

Upon reviewing and approving the foregoing

write-up, Dr. Meehan added the following: ‘‘At the

current time, we are continuing with our group visit

program, although it is temporarily on hold due to

minor personnel issues (medical leave of absences,

etc.). Since these appointments have been placed on

hold, a number of my patients have asked whether

they could attend another group meeting and when

the next meeting is planned. I believe this only

emphasizes the quotes within the article—that is,

both the transplant physicians and their patients really

look forward to the Transplant PSMA group sessions.

Of course, I always ask my patients why they would

like to attend another group appointment. To my

surprise, their answers differ. For some patients, it is

the group rapport and camaraderie that provides the

patient with a sense of ‘belonging’ and not being

isolated in the world. These patients report that,

through the group, they can hear and see other

patients who have been through what they are now

going through.

Another one of my patients would like to attend so

he can teach. He describes a great sense of self-worth

by sharing his experiences with other patients. He also

feels that this ‘sharing’ helps him to emotionally deal

with the fact that he is a cancer survivor. Finally,

another patient stated she prefers to sit and learn at

the group meeting, rather than spending a lot of time

answering medical questions (such as naming her med-

ications, addressing her performance status)—i.e., the

types of questions that we typically ask patients to

answer at traditional office visits. This patient felt she

got more out of sitting and listening to others with

similar issues at the group appointment then she did

Specialized Applications for DIGMAS and PSMAS 283



out of discussing her own problems with medical staff.

What I find especially interesting is the fact that the

vast majority of patients do not find it a problem that

patients with different diseases are included within the

group sessions. All of the patients seem to realize that

they are dealing with (sometimes struggling with)

similar issues that are not limited to disease, gender,

age, etc.’’

Outcome Studies from Ongoing DIGMA
and PSMA Programs

In this section, we discuss various outcomes studies from

ongoing DIGMA and PSMA programs at some of our

nation’s larger and mid-sized integrated healthcare

delivery systems—studies that demonstrate the multiple

quality, access, productivity, psychosocial, service, and

patient and provider satisfaction benefits that properly

run DIGMA and PSMA programs can offer.

Study 10: Access and Satisfaction Results from
Cleveland Clinic’s DIGMA and PSMA Program

The following contribution came from Dr. Richard Max-

well, a pediatrician at the ClevelandClinicWooster Family

Health Center, who has been the shared medical appoint-

ment champion for Cleveland Clinic since its inception

several years ago. In this section, he writes about the

DIGMA and PSMA program at Cleveland Clinic, its his-

tory and current status, and the access and patient satisfac-

tion benefits that they are experiencing. This section of the

chapter also addresses the background and current status

of Cleveland Clinic’s SMA program, why they selected the

DIGMA and PSMAmodels, how they bill for these visits,

and how their program is evolving. He also discusses les-

sons learned, hurdles that needed to be overcome, how

their program is currently evolving, and specific recom-

mendations to other medical groups interested in launch-

ing a SMA program of their own.

Background on Cleveland Clinic’s SMA Program

In June 2002, Dr. David Bronson, Chairman of Regio-

nal Medical Practice, invited Dr. Ed Noffsinger to the

Cleveland Clinic for a presentation to 50 key physi-

cians and administrators. The decision was made to

develop a shared medical appointment (SMA) program

throughout the various regional medical centers at Cle-

veland Clinic, and to bring Dr. Noffsinger out for 3

days on a monthly basis for a year (and on an as

needed basis thereafter) to assist in the design, develop-

ment, and implementation process. Dr. Bronson then

appointed Dr. Richard Maxwell as physician coordina-

tor and Bill Atkinson as project administrator—i.e., to

act as physician champion and project coordinator,

respectively, for the SMA Program.

Why We Selected the DIGMA and PSMA Models

We made the decision to use Dr. Noffsinger’s two

shared medical appointment models—his Drop-In

Group Medical Appointment (DIGMA) model for

return visits and his Physicals Shared Medical Appoint-

ment (Physicals SMA or PSMA) model for physical

examinations. We had two specific reasons for selecting

the DIGMA and PSMA models: (1) because, from

start to finish, these are the two SMA models that

are run just like a series of individual office visits

with observers (and are therefore the two SMA models

widely used in fee-for-service systems); and (2) because,

in addition to providing the many quality and educa-

tional benefits that SMAs are known for, the DIGMA

and PSMA models have also been repeatedly shown to

substantially improve both physician productivity and

access.

Dr. Bronson and I stated the reasons underlying this

decision to move forward with a DIGMA and PSMA

program in our article in the May 2004 issue of the

Cleveland Clinic Journal of Medicine. ‘‘Shared medical

visits are a new concept in patient care. Doctors perform a

series of one-on-one patient encounters in a group setting

during a 90-minute visit and manage and advise each

patient in front of the others. Patients benefit from

improved access to their physician and significantly

increased education, while providers can boost their

access and productivity without increasing hours. Such

group visits are voluntary and for established patients

only (14).’’

Once the Decision Was made, the Next Steps Needed

to Be Taken

The next step was to involve the Cleveland Clinic Legal

Department for preparation of a HIPPA compliant con-

fidentiality statement, a confidentiality release that all

SMA attendees would need to sign at the beginning of

every DIGMA and PSMA session. During these initial

planning stages, we also involved aClevelandClinic coding
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and reimbursement specialist, the scheduling department,

and ourmarketing department to assist in the development

of all of the promotional materials for the SMA program.

Two sites in CCF (Cleveland Clinic Foundation) Regional

Medical Practice were chosen, and pilot programs were

prepared at each using both the physicals (PSMA) model

and follow-up (DIGMA) model. Providers and behavior-

ists were trained, rooms were prepared, patient service

representatives were oriented to the model, and the mar-

keting plan was developed.

Due to Success of Initial Groups, Many Other SMAs

Have Been Launched

It was during a 2-week period in September/October 2002

that the first physicals sharedmedical appointment, the first

heterogeneous DIGMA, and the first diabetes DIGMA

went live. These initial groups performed smoothly, and

the patients were vocal in their appreciation of this new

model of care delivery. Subsequently, Dr. Maxwell and

Bill Atkinson did presentations to departments throughout

Cleveland Clinic to inform and attract new providers to the

model. By January 2006, over 10,000 patients had been seen

in 1300 differentDIGMAandPSMA sessions. At that time,

35 physicians had been trained and had actually launched

DIGMAs and PSMAs in their practices—of which 28 phy-

sicians continue to run them on a regular basis. On average,

we run approximately 40 SMAs per month, and have over

300 patients in attendance.

Inadequate Census Has Caused Some SMAs to Fail

Those providers lost to the model were largely a result of

their inability to consistently achieve desired census levels

in their groups. At this time, eleven physicians conduct

physical shared medical appointments on a weekly or

biweekly basis. The remainder are conducting follow-up

shared medical appointments (homogeneous DIGMAs)

for diabetes, gastric bypass, gynecology follow-ups,

asthma, panic disorder, depression, metabolic syndrome,

medical weight loss, Parkinson’s disease, women’s health

issues, arthritis, osteoporosis, headache, elevated PSA

(prostate-specific antigen), OB visits, and hypertension.

We have had challenges getting physician buy-in to the

heterogeneous DIGMA model, as it is less intuitively

obvious than the disease- or condition-specific homoge-

neous model. As the project matures, wide application

throughout numerous disease states in our various med-

ical and surgical departments is being realized (with

inflammatory bowel disease, low back pain, uterine

fibroids, insomnia, prostate cancer, open heart surgery,

and congestive heart failure currently being considered).

As Planned, Access Was Dramatically Improved

It is important to note that Cleveland Clinic began the

shared medical appointment project in order to improve

access to our busiest services (especially for new

patients)—and to decrease wait times for both follow-up

visits and physical examinations.We also wanted to lever-

age our resources to boost physician productivity. After

the first year of the SMA project, the data already showed

that access to third available individual appointments had

improved by 40 days on average for the various physi-

cians that had initiated a shared medical appointment for

their practices (as shown in Fig. 9.10), from an average of

73 days to 33 days for individual office visits, and to only

10 days on average for the DIGMAs and PSMAs them-

selves! Over the subsequent 4 years, this data regarding

improved access to the practices of SMA physicians has

consistently remained just as positive.

Clearly, patients can get in to see their physicianmuch

sooner by agreeing to attend a SMA rather than waiting

for an individual appointment. What is less obvious is

that, by running a DIGMA or PSMA for their practice,

the provider’s individual appointments also steadily

become more available to their patients. It is worth

noting just how dramatically the DIGMA and PSMA

models were able to improve access to some of our most

backlogged physician’s practices. For example, one of

our physicians had a 5-month backlog for physical

examinations in his practice, and this was despite

providing 14 individual physical examinations per

week. Within 3 months of starting his Physicals SMA,

he had reduced his third available individual physical

examination appointment from 150 to 66 days—plus,

patients could get a PSMA physical exam appointment

within a week.

Fig. 9.10 Impact of the SMA program on access to individual and
group appointments at Cleveland Clinic
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For another physician, the third available appointment

quickly went from 105 to 30 days out—plus, patients could

be seen in the group within 1 ½ weeks. Although this

physician had an eight-week backlog upon beginning the

SMA in October, this backlog was gone by Christmas.

Patient Satisfaction Is Also High

In addition to remarkably improved access, the SMA

program also provided yet another big plus—we quickly

found that patients and providers alike really liked their

SMA experience.

Most Patients Attending a SMA Choose to Return for their

Next Visit:

For example, as shown in Fig. 9.11, we found early on

that among those patients attending a SMA, 85% had

their next follow-up visit back in a future DIGMA session

rather than in an individual office visit. This indicated a

very high level of patient satisfaction with the SMA pro-

gram. We found this high rate of return into future

DIGMAs to be surprising because this was often the

first time that these patients ever attended a shared med-

ical appointment, a paradigm of care delivery that differs

dramatically from the traditional individual office visits

that patients had come to expect.

Substantially More SMA than Individual Visits Are Rated

as ‘‘excellent:’’

For the first 2 years of the SMA project, Cleveland Clinic

utilized the American Medical Group Association’s

patient satisfaction survey. Although normed patient

satisfaction surveys like AMGAs have the advantage of

being excellent research tools, the items contained in the

survey are typically much more appropriate to traditional

office visits than to SMAs. However, the AMGA’s

patient satisfaction tool did contain one important item

that applied equally well to individual and group visits—

and that was ‘‘How would you rate today’s visit overall?’’

Because our focus at Cleveland Clinic is upon excellence,

what interested us was the percentage of patients that

would rate their care experience as ‘‘excellent’’—i.e., for

SMAs as well as traditional individual office visits.

In order to make this determination, the AMGA

patient satisfaction survey was used for all Cleveland

Clinic providers in the region in order to determine the

percentage of patients that would rate their overall care

experience as ‘‘excellent.’’ Then we specifically looked at

those providers running DIGMAs and/or PSMAs in

their practices, and evaluated the percentage of patients

that rated their care experience as ‘‘excellent’’—i.e., for

those patients seen individually as well as for those patients

seen in SMAs by the same providers, and then comparing

these two numbers. Let us now look at the level of patient

satisfaction (i.e., as evaluated by using AMGA’s question-

naire) with individual office visits vs. SMA visits for those

providers who offered both types of appointments.

What we found was that, for physicians conducting

shared medical appointments and for those patients that

were seen individually through traditional office visits,

patients rated their overall care experience as ‘‘excellent’’

59.12% of the time—which, indeed, was a very respect-

able number. However, for those patients seen in SMAs

by these same providers, 74.67% rated their overall care

experience as ‘‘excellent’’—representing a 15.55 percentile

improvement in the percentage of ‘‘excellent’’ ratings for

SMAs than for individual office visits (i.e., which actually

represents a 26.30% increase over the baseline rate of

59.12% for traditional individual visits) (Fig. 9.12). In

other words, the percentage of patients reporting their

overall level of satisfaction with the visit as ‘‘excellent’’

Fig. 9.11 The percentage of patients attending a DIGMA who
reschedule their next visit back into a future DIGMA session at
Cleveland Clinic

Fig. 9.12 The percentage of patients rating their overall satisfaction
with the visit as ‘‘excellent’’ was much higher for SMAs (74.67%)
than for either individual office visits with the same providers
(59.17%) or for Cleveland Clinic Regional Medical Practice provi-
ders on average
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went from 59.12% for patients seen individually to

74.67% for patients seen in a SMA by the same

provider—a differential quite remarkable in its magni-

tude. Interestingly, by receiving an ‘‘excellent’’ rating

from SMA patients 74.67% of the time (i.e., regarding

their overall care experience), these providers were placed

in the top 5% of providers around the country using this

survey—i.e., but only for those patients seen in their

SMAs (and not for patients seen individually).

Recent Results Using Our Own Patient Satisfaction Survey:

Since that time, we have used un-normed patient satisfac-

tion surveys that we specifically designed for our SMA

program. Throughout the Cleveland Clinic System, these

patient satisfaction survey results have been remarkably

consistent. Patients virtually always rate their experience

with shared medical appointments as being either ‘‘very

good’’ or ‘‘excellent.’’ For all SMA providers (and for all

of the various items in the questionnaire), the average

score consistently ranges between 4.2 and 4.9 on a

5-point Likert scale. These findings are very consistent

with the average patient satisfaction scores that Dr. Noff-

singer has reported for DIGMAs and PSMAs that he has

been involved with, which typically range between 4.4 and

4.7 on a 5-point Likert scale.

This patient satisfaction survey has specifically

demonstrated excellent satisfaction with privacy and

confidentiality, with patients having their medical

needs and questions addressed, and satisfaction with

the providers and support staff involved with the

DIGMAs and PSMAs.

Providers Also Enjoy the SMA Setting

In the ClevelandClinic Journal ofMedicine article that I co-

authoredwithDr.DavidBronson, wemade note of the high

level of provider satisfaction with our DIGMA and PSMA

program as follows: ‘‘Physicians who run groups have typi-

cally reported that they are a great ‘break’ in their day: It is a

very different, effective, and enjoyable form of patient care’’

(14). Overall, we have found that provider satisfaction is

quite high with our DIGMA and PSMA program.

The Next Step Will Be to Demonstrate Improvements

in Clinical Outcomes

The next step in the Cleveland Clinic Shared Medical

Appointment Project is to produce genuine clinical out-

comes improvement data. Patient and providers are

consistent in their opinion that these models are superior

not only for annual physical examinations but also for

follow-ups on chronic medical conditions. The lack of

clearly identifiable markers for many medical conditions

could make objective outcomes data difficult to produce;

however, in the meantime, those involved with the SMA

project are subjectively convinced that this is a superior

model of care delivery.However,HbA1c is certainly awell-

accepted marker for diabetes, and this type of outcomes

data can certainly be obtained. Actually, the literature

already contains numerous examples of significant

improvement in hemoglobin A1c for diabetics seen in the

group settings vs. traditional individual office visits—and

this experience is also being echoed at the Cleveland Clinic.

Trento, Passera, et al. report on a 4-year randomized

controlled study involving 112 patients with type 2 dia-

betes (not treated with insulin), and compared outcomes

for those patients treated in shared medical appointments

vs. those receiving usual care. Their findings revealed a

weight decrease of 2.6 kg vs. only 0.9 kg—and a change in

HbA1c level (which was 7.4% at baseline) that decreased

to 7.0% vs. an increase to 8.6%—for the shared medical

visit cohort vs. the control group (i.e., usual care through

individual office visits) (15). Another study was a

24-month trial that randomly assigned 707 patients with

type two diabetes (who were taking either insulin or oral

medications) to either shared visits or usual care. The

authors found that the shared visit cohort had fewer

emergency room visits and disability days, plus better

general health status than the control group; however,

there was no difference in glucose control between these

two groups as measured by HbA1c (16).

Start by Using the DIGMA and PSMA Models

as Recommended

One word of caution: Be sure to design, support, and

run DIGMAs and PSMAs exactly as Dr. Noffsinger

recommends—as it seems that almost every time we

have gone ‘‘off model,’’ we ended up creating pro-

blems for ourselves. Therefore, be sure to develop

professional appearing promotional materials; use

appropriate group and exam rooms; staff your

DIGMAs and PSMAs appropriately with behavior-

ists, nursing personnel, and documenters (although

we have few documenters); assign a dedicated schedu-

ler to each SMA that you launch; have both a cham-

pion and a program coordinator for your SMA pro-

gram (at least in larger systems); and pay close

attention to census at all times, ensuring that all

group sessions are consistently filled to targeted levels.
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The Cleveland Clinic introduced the shared

appointment models with careful attention to the prin-

ciples set down by Dr. Noffsinger. We are convinced

that, in larger systems like our own, having both a

physician champion and a project administrator are

essential—i.e., both in initiating, and then in monitor-

ing the progress of, a wide variety of DIGMA and

PSMA groups. Introduction of a SMA into a practice

can be used as a quality improvement tool; however, it

also exposes the constraints in that system. Obviously

booking appointments is a major constraint in ours.

Dr. Noffsinger recommends having a dedicated sche-

duler attached to each SMA, and with enough hours

available to the program each week to ensure ade-

quate census for all group sessions. Cleveland Clinic

did not utilized centralized scheduling for its SMA

program, instead intensively training and orienting

each department’s patient service representatives to

the task. Over the life of the project, our single great-

est challenge has been maintaining consistent census

in all group sessions—which might potentially be vali-

dating the need for a centralized dedicated scheduler.

In addition, by having a busy physician champion

with limited time available to dedicate to the SMA

program, the speed with which SMAs can be moved

forward throughout our large system has probably

been affected—at least once the program achieved a

certain size. Another challenge lies in finding a suita-

ble replacement for our capable program coordinator

upon his leaving the system.

Billing

Third party recognition of these models is in its

infancy. After we had significant experience with the

DIGMA and PSMA models and had produced

videos to illustrate their use, we obtained a face-to-

face interview with the medical directors of our

regional Medicare (CMS) intermediary. After viewing

the video and reviewing the data listed above, they

enthusiastically approved of the Shared Medical

Appointments and validated the use of individual

Evaluation and Management codes. DIGMAs and

PSMAs are unique among all group visit models

because they alone are run, from start to finish, just

like a series of individual office visits with observers.

With these two models, there is no separate educational

presentation as all patient education comes in the

context of the physician working with each patient

individually. Therefore, DIGMA and PSMA visits

(although this very well might not be applicable to

other types of group visits—i.e., because they are not

run throughout as a series of one doctor-one patient

encounters with observers) are billed just like individual

appointments and are coded according to level of care

delivered; however, the appropriate level of care must

be both provided and documented. It is important to

note that we do not bill either for counseling time or for

the behaviorist’s time (which are benefits to third party

payors)—instead treating time spent by the behaviorist

as an overhead expense to the program. Hopefully, as

these models become widespread and their superior clin-

ical efficacy recognized, CMS and other third party

payors nationwide will welcome and promote these

models.

Study 11: Group Medical Visits when Access
Is Not an Issue

The following contribution, which regards their diabetes

program and is largely based on the CHCC model, was

made by Louis A. Kazal, Jr., M.D., Associate Professor

and Chief Clinical Officer, Department of Community

and Family Medicine, Dartmouth Medical School,

Hanover, New Hampshire. Dr. Kazal is also Chief, Sec-

tion of Family Medicine, Dartmouth–HitchcockMedical

Center, Lebanon, NewHampshire. He was assisted in this

project and write-up by Gillian C. Jackson, Quality

Improvement Coordinator, Dartmouth–Hitchcock Com-

munity Health Center, Lebanon, New Hampshire. I

believe that the reader will find this material of interest

because I am often asked how SMAs will work when

access is not a problem. Furthermore, these results are

important because they show that group medical visits—

when applied to patients with diabetes in a setting where

access was not a problem—not only increased the fre-

quency of obtaining recommended diabetes tests and pre-

ventive medicine measures, but also resulted in very high

levels of patient satisfaction.

It shows that when asked ‘‘If you were offered the

choice of a group or individual appointment for the

same reason you were seen today, which type of appoint-

ment would you prefer?’’— patients strongly preferred a

group visit to a traditional office visit. It also reveals that

when asked ‘‘Please rate how well you like the experience

of sharing with and learning from others in the group’’—

patients very much appreciated the opportunity to inter-

act, share, and help one another. The results of this work

at Dartmouth provide a compelling argument for inte-

grating shared medical appointments into both chronic

disease management programs and outpatient clinical

practice settings—i.e., regardless of whether or not access

happens to be a problem.
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Background and Rationale

At the Dartmouth–Hitchcock Community Health

Center, access to care for patients with diabetes was not

a problem. Additionally, patients were not reporting that

they did not have enough time with their physician, so

why try groupmedical visits? At the encouragement of the

support staff, one of the physicians decided to make such

a model available by choice to his patients. The physician

was attracted to the possibility of batching care and

resources around a chronic illness and taking advantage

of the potential benefits of group dynamics in helping

people manage their disease. If nothing else, it would

allow for more face-to-face time with his patients.

The first CHCC-type group medical visit was in 2005.

What the patients have taught us during the intervening year

and a half has been quite surprising. At the end of the first

visit, the majority of the group wanted to meet again in 3

months, instead of their usual individual physician visit, and

over time a core group of patients routinely attended most

of the groupmedical visits along with amix of new patients.

They also decided to select a topic for the next group med-

ical visit, which became a routine practice. Dates were set on

a rotation of every 3 months on the same day of the week at

the same time. Themes have been the pathophysiology of

diabetes (patients’ family physician), pharmacological man-

agement of diabetes (pharmacologist), nutritional aspects of

diabetes (dietician), ophthalmologic manifestations of dia-

betes (optometrist), and prevention and complications of

foot problems (podiatrist).

Design of the Program

The anatomy of the group medical visit program was as

follows: Eight weeks prior to the visit, invitations were

sent to the clinician’s patients with type 2 diabetes.

Patients were asked to call and confirm their attendance.

Four weeks prior to the visit, the support team huddled to

review room reservation, multimedia needs, supplies,

patient needs, and the patient flow process. The clinician

contributed input, but the majority of the pre-work and

planning was completed by the support team. Once

patients confirmed their attendance, a licensed practical

nurse reviewed their medical records and noted the needs

for laboratory tests and any preventive care measures.

Patients were scheduled in advance for tests so results

would be available at the time of the visit (although

HbA1c levels were obtained real time).

On the day of the group medical visit, patients were

registered 30 minutes before the planned start of the visit,

a licensed nursing assistant obtained vital signs, and a

licensed practical nurse gave any immunizations that

were needed. At the start of the visit the clinician wel-

comed the patients, and the guest speaker typically pre-

sented for about 40 minutes and answered questions for

another 20 minutes. In the remaining 30 minutes, the

physician spent time putting the information in context

for the patients, answered questions, and helped facilitate

the group discussion. Prior to ending the visit, an exit

survey was completed and afterward a group visit team

huddle was done—i.e., for a debriefing and a ‘‘plan-do-

study-act’’ (PDSA) cycle.

Overall, the Results of This Pilot Have Been

Very Positive

We have found our preliminary results regarding our

diabetes shared medical appointment program to be

very positive and encouraging. Thus far, there have been

five group medical visits with an average of nine patients

(some accompanied by their spouses) per visit.

Patients Attending Our Diabetes SMA Decreased Their

Frequency of Routine Diabetes Visits:

Those patients commonly attending the group medical

visits have decreased the frequency of their routine dia-

betes visits. Although this program is still quite new and

the results are of a preliminary nature, the early findings

have been quite dramatic.

The Recommended Frequency of Diabetes Tests

and Preventive Care Measures Were Better Achieved:

There was an increase in achieving the recommended

frequency of diabetes tests and preventive care mea-

sures, including: HbA1C testing every 6 months; LDL

testing and microalbumin every year; foot and eye

exams every year; flu vaccine each year; and Pneumo-

vax (Fig. 9.13). This improvement was most likely

attributable to two factors: First, compliance for test-

ing for each of the indicators of good diabetes care

was assessed prior to the group medical visit, and

second, group medical visits provided a captive audi-

ence with the opportunity to obtain the necessary tests

or give the indicated vaccines. It is worth noting that,

whereas some of the success may have been contami-

nated by other initiatives to improve diabetes care in

general at the clinic, most of this group’s care was in

the group visit setting.
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Patient Satisfaction with the Diabetes SMA Program

Is High:

Patient satisfaction has remained high throughout the entire

year and one-half of this diabetes group medical visit pro-

gram. At the conclusion of each group medical visit, patients

were asked to complete a satisfaction survey.When theywere

offered the choice of a group medical visit or individual

appointment for their diabetes care, 71% preferred a group

medical visit (Fig. 9.14). 96% rated their experience as ‘‘very

good’’ or ‘‘excellent’’ (Fig. 9.15). There was not a statistically

significant difference in A1C levels or LDL measurements.

Conclusion

In conclusion, Dartmouth–Hitchcock Community

Health Clinic found that group medical visits for patients

with diabetes both increased the frequency of obtaining

recommended diabetes tests and preventive medicine

measures (Fig. 9.13) and resulted in very high patient

satisfaction (Figs. 9.14 and 9.15). These results provide a

compelling argument for integrating group medical visits

into both chronic illness treatment programs and outpa-

tient clinical practice settings—i.e., regardless of whether

or not access is a problem.

Fig. 9.13 Diabetes testing outcomes for group visits at Dartmouth–Hitchcock Community Health Center. The frequency of patients
obtaining recommended tests and preventative care increased with the group visits

Fig. 9.14 Patients at Dartmouth–Hitchcock Community Health
Center were asked, if they were offered the choice of a group or
individual appointment for the same reason they were seen today,
which type of appointment would they prefer?

Fig. 9.15 Patients atDartmouth–HitchcockCommunityHealthCen-
ter were asked to rate howwell they liked the experience of sharingwith
and learning from others in the group. (1¼ not at all to 5¼ excellent)
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Study 12: PSMAs for Women Seeking
Consultation for Breast Reduction
Surgery—The BRITE Visit

The following contribution was submitted by Carolyn

L. Kerrigan, MD, Professor of Surgery, Dartmouth Col-

lege. Dr. Kerrigan has been championing SMAs at

Dartmouth–Hitchcock since 2003. She discusses her use

of the PSMA model for surgical intake visits for women

seeking consultation for breast reduction surgery, which

she terms the ‘‘BRITE’’ visit. By so dramatically increas-

ing the efficiency and quality of the intake process, she

was able to retool her master schedule to dedicate more

time to surgery during her workweek. Because of the

remarkable success that she was able to achieve for breast

reduction surgery intakes through application of the

PSMA model, Dr. Kerrigan has expanded this work to

carpal tunnel surgical intake visits as well. In fact, she has

been so satisfied with her SMA that she once told me:

‘‘This has been so successful that I cannot compete with

myself in the quality of care that I am able to offer my

patients. Therefore, I am going to shift to doing group

visit intakes almost entirely for these patient

populations.’’

How I Got Started

I participated in a teleconference series on patient access

to care put on by the Institute for Healthcare Improve-

ment in January 2002. Although many strategies were

discussed to help address issues of access, the one that

most strongly caught my interest was that of Shared

Medical Appointments (SMAs). I followed up by review-

ing the literature on SMAs and, in particular, read several

articles by Dr. Ed Noffsinger published in Group Practice

Journal. Despite traditional thinking that SMAs are not

intended for initial consultations, I felt that there was

significant potential for this model of care in a subset of

my own patients. My next step was to assemble a team

that would help explore and design this care model for

women seeking consultation regarding surgical correction

of symptomatic breast hypertrophy.

The Team

Our team included two surgeons, our practice manager,

two nurses, and an administrative supervisor. Over time

we have added a scheduling secretary to our group. Our

first task was to map out in detail the components of a

typical patient visit and to perform a cycle time analysis.

This allowed us to visualize each professional’s role and

time allocation to the care of the patient. We did some

brainstorming about the flow of the visit, each profes-

sional’s role, and dreamed about how we could improve

the quality of care for this group of women. We also

analyzed past demand for consultations so as to plan for

an appropriate frequency of SMAs and an optimal census

for each visit.

Assessment of Quality of the Old Model

In reflecting on the quality of care delivered in a tradi-

tional one-on-one visit, I often felt somewhat rushed and,

by the end of the visit, I was not always convinced that the

patient had a full understanding of the merits and perils of

surgery. In a typical clinic I had 4–6 new consultations of

this sort and, by the end of the day, would be losing my

enthusiasm and feeling like somewhat of a broken record.

I’m sure that on occasion I left out useful information

and, even if I did not, I’m sure that many patients retained

only a fraction of what I was trying to convey to them—

i.e., despite my best efforts and use of visual aids. A final

reflection that I made was that I frequently felt that I was

providing certain components of care that other profes-

sionals in the team could do just as well, or even better.

Redesign of the New Model

All these reflections were included in our redesign—which

has evolved over the 4 years since we have been holding

BRITE (Breast Reduction Informative Team Encounter)

sessions. Essentially this redesign followed that of the

Physicals Shared Medical Appointment model as

designed by Dr. Noffsinger, but for a very homogenous

group of patients. The visit begins with registration, wel-

come, and orientation. Four patients are then shown to

exam rooms while others remain in the group area until it

is their turn for the exam. During this time, those in the

group room are watching an educational video on breast

reduction surgery, plus receiving information about peri-

operative details from our nurse facilitator. I made this

12-minute video, and in it I explain the three major pro-

cedures for breast reduction surgery (the liposuction, the

‘‘lollipop,’’ and the ‘‘anchor’’ surgeries) plus show actual

pre- and post-op photos of women who have had these

surgeries. The video also includes a frank discussion of

potential surgical complications, including graphic

photographs of wound healing problems and nipple are-

olar complex loss.

In the meantime, I am going from exam room to exam

room providing private individual breast examinations
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upon all group attendees in turn; however, when doing so, I

try tominimize the amount of discussion that occurs in this

inefficient individual exam room setting—deferring such

discussions instead to the interactive group segment of the

visit which follows. After all the exams are completed, I

join the patients in the group room for discussion of ques-

tions and support for decision-making with regards to the

optimal surgical technique for each patient.

The ‘‘Mock’’ and ‘‘Actual’’ Initial Session

Our first BRITE session, which was held in March 2003,

was actually a mock session with practice managers and

nurses from elsewhere in the hospital serving as patients.

This helped us to smooth out several bugs in the process—

plus it better prepared us for our first live BRITE session

in April 2003. We have continued to have monthly

sessions and have increased this to one session every

2–3 weeks, depending on demand.

Multiple Iterations

Two to three days before a BRITE session, the team has a

briefing session. Then, immediately after the session, we

debrief to review what went well and what still needs

improvement.

We Have Continuously Improved the BRITE Program:

Each visit has been slightly better than the previous one,

and we continue to do mini-improvement cycles. In the

early sessions, the majority of the group session with the

surgeon was spent on education using a PowerPoint pre-

sentation. However, at the end of such sessions, even

though patients were well informed, they had not yet had

a chance to do individual decision-making with the sur-

geon. In addition, the nurses were spending most of their

time gathering and organizing health surveys—and enter-

ing patient responses into an electronic medical record

template. Our administrative support person found

herself responding to more and more medical questions—

questions which she was not adequately trained to respond

to. We therefore revisited roles and made several changes,

including conversion of a live PowerPoint presentation to a

12-minute video recording of the same information.

The Current Flow of a BRITE Visit:

In our current iteration, during the first hour (while I am

providing the private breast examinations on patients

individually in the various exam rooms), the unroomed

patients’ activities include watching the video and

spending time with our nurses to learn about postopera-

tive care and planning (as well as with a secretary who is

responsible for getting insurance pre-authorization).

During the second half of the visit, women spend up to a

full hour in the group room together with me as their

surgeon. During this hour, while I work individually

with each woman in turn, questions are addressed,

patients learn from both my comments and each other,

and each woman makes a decision with regards to her

preferred choice of technique. This provides an excellent

forum for a thorough discussion and disclosure of the

risks and benefits of breast reduction surgery.

An Unexpected, but Much Appreciated, Benefit:

One unexpected side-benefit of our BRITE PSMA format

came for those women whose primary reason for seeking

surgery was cosmetic as opposed to relief of physical symp-

toms of shoulder and neck pain. Previously, I was spending

considerable time each week repetitively explaining that

their insurance would not pay for the procedure they

desired—something which few, if any, wanted to hear. In

the group setting, these women are surrounded by others

truly needing breast reduction surgery for medical reasons,

and those seeking a cosmetic solution can now immediately

see the differences from their own situation. As a result,

they will often self-select out of having the surgery or

understand the need for out of pocket expenses—which

greatly reduces the need for my involvement in telling them

‘‘no’’ because their insurance will not pay for the procedure

they want, a task that I personally disliked.

After 45 BRITE Sessions, I Am Convinced

that the Quality of Care Is Superior

In reflecting on this model of care now that I have lead

more than 45 SMAs for this patient population, I am

absolutely convinced that I can provide superior quality

care in this model compared to traditional one-on-one

visits. In fact, I no longer offer the traditional one-on-one

visit. For women who decline participation in the SMA,

they are offered a one-on-one visit with one of our other

providers.

Patient Satisfaction

Over the last 4 years, we have collected anecdotal stories

as well as prospective survey data from our patients. An

early e-mail from a patient stated very eloquently the

benefits of this model of care: ‘‘Hello. Thank you very
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much for making my recent visit with you and the staff so

welcoming, informative, and worthwhile. I felt very com-

fortable in the group setting and think it is an excellent

format for providing information and attention to

women who have individual needs but shared concerns.

Thank you again.’’

How One Initially Reluctant Patient Ultimately Benefited:

Another woman came to me for a second opinion and at

first declined to participate in my BRITE PSMA. After

seeing me one-on-one, she requested an additional

appointment as she remained uncertain about proceeding

with surgery. At this next visit, it was clear that she had a

high level of anxiety and that the information I was giving

her was still not adequate. As it happened, I was holding a

BRITE visit on that very day, so I persuaded her to

participate in the PSMA as I thought it might be helpful

to her. She was hesitant but did agree to join us—and by

the end of the visit, she was a convert. She expressed the

wish that she had attended the SMA initially, as it

addressed her concerns. Just knowing that other women

were going through the same issues made it much more

comfortable for her.

Patient Satisfaction Data:

But for the scientist, what is the evidence that this care is

as good as or better than traditional care? A patient

satisfaction survey (which was mailed to patients’ homes

after their surgical intake visit) was custom designed for

this PSMA. This survey could be used by patients to

evaluate their breast reduction surgery intake visit—

regardless of whether that visit was in my SMA or in an

individual visit. The patient satisfaction data shown in

Fig. 9.16 was collected on an early cohort of consecutive

patients during the first 3 months of our BRITE visits.

Discussion of Results

The results depicted in Fig. 9.16 are based on responses

from 27 patients involved in the BRITE SMA and 30

patients involved in one-on-one visits. Those patients

attending the SMA reported equivalent or higher satisfac-

tion than those attending individual visits on almost all

dimensions. The question thatwas ratedwith slightly lower

satisfaction in SMAs compared to individual visits was in

response to satisfaction with time spent with your doctor.

This findingwas surprising toDr.Noffsinger, as his experi-

ence with most prior SMAs has been increased satisfaction

with time spent with provider; therefore, we will continue

to monitor this trend. Other than this, the most striking

findings seen in patient satisfaction were timeliness of get-

ting an appointment, having all questions discussed, com-

fort with their decision as to whether or not to have the

surgery, and receiving the amount of information that they

wanted. As can be seen in Fig. 9.16, SMA attendees con-

sistently responded with higher satisfaction than one-on-

one attendees on these four important dimensions.

My greatest surprise with regard to this data was that

patients felt that they got all of their questions answered

and discussed in the SMA—which outscored individual

intakes on this dimension by a considerable margin. This

Fig. 9.16 Average level of
patient satisfaction for breast
reduction surgery intake visit
(SMA vs. individual intake) at
Dartmouth–Hitchcock
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was a surprise to me because I was spending 45–60

minutes with patients seen individually, during which

there was a great deal of question and answer time.

Granted, I was sometimes bored answering the same

questions repetitively for one patient after another all

week long, but I was still spending 45–60 minutes with

each patient—i.e., as opposed to seeing 8–12 (average 9)

patients in 2 hours, as was the case for my BRITE SMA.

The questions answered piece above really speaks to the

strength of the SMA as I think women realized that they

were fortunate to receive answers to important medical

questions of interest to them which they did not know to

ask themselves (and therefore did not know the answer

to)—but received these answers because other patients

did ask these questions.

Documentation Support

One of the biggest challenges to the physician in this model

of care is the efficient and timely documentation of the

encounter. Different groups have developed alternate crea-

tive solutions for this challenge. In our situation, we are

fortunate to have a relatively robust electronic medical

record. In addition, for several years, we have been using

standardized templates to document consultations for

breast hypertrophy. We have also had patients complete

a paper-based health survey to collect standardized infor-

mation as part of a research study. We found that this

systematic collection of data was useful for medical deci-

sion-making, and have now fully incorporated this into a

standard visit. The physicians typically transcribed the

information from the paper forms to the electronic record,

but we have now gradually shifted most of this responsi-

bility to the support staff attached to the SMA.

As the volume of SMAs has grown in our section, we

have hired and trained a medical assistant to perform this

role. We have designed, and are currently testing, a pro-

totype for online completion of the survey—thus further

streamlining the intake and documentation process.

Much of the documentation is carried out before the

visit, and additional data points—such as physical exam

measures and final medical decision-making—are added

during the SMA by a scribe. A final review of the docu-

ment by the physician at the completion of the SMA

ensures accuracy of the content.

Maintaining Census

Our target census for a BRITE visit is nine patients.

Therefore, 11–14 patients are invited and prescheduled

as we typically have several no-shows. This leverages my

time by 340% or more over individual breast reduction

surgical intakes, which I used to schedule for 45 minutes

each (which also led to a great deal of physician downtime

when there was a no-show). On the occasions when our

census has been low (five—six patients), we have noted

that the group dynamics never work as well as when we

have a full census. The whole team works hard to ensure a

process that will support a full census at each and every

visit so as to optimize the experience for the partici-

pants—as well as to optimize efficiency for the providers

and support staff.

Other Applications of SMAs in Our Practice

As we gained experience with our first SMA model, we

began to experiment with other patient populations—and

to engage other providers in trying this new model of

care delivery. I run a twice-monthly SHAKE clinic

(Shared Hand Assessment Klinic Encounter) which is

designed to address common hand problems. Most atten-

dees at this SMA have carpal tunnel, with others having

diagnoses such as cubital tunnel, trigger finger, or

osteoarthritis. It is not uncommon that several diagnoses

are present in one patient. A colleague has introduced

NOGGIN into his practice, a SMA attended by babies

with plagiocephaly (misshapen heads) and their families.

We have two providers offering SMAs for patients who

are post massive weight loss and seeking consultation for

body contouring (PRIDE), and one provider offering

SMAs for women seeking consultation for breast recon-

struction. Our two newest models, which are still in the

planning stages, are designed around individuals seeking

consultation for facial rejuvenation and those with

‘‘lumps and bumps’’.

The Business Model for SMAs in Our Practice

During the time that I introduced SMAs into my prac-

tice, I reduced my FTE equivalent from 1.0 to 0.8, yet

was able to not only maintain my clinical volume but

increase it. By using the BRITE and SHAKE SMAs, and

by implementing parallel efficiencies in the operating

room, I have been able to improve patient access and

increase my productivity. BRITE has averaged a 204%

increase in consultation revenue (averaging $2580 per

SMA compared to $843 for one-on-one visits in an

equivalent time period) and SHAKE a 175% increase

($3091 compared to $1124). With more consultations

completed in a timely fashion, more patients are request-

ing surgery. The increase in surgical volume is 34% and

the impact on overall gross billings is an increase of 75%.
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Obstacles That We Still Face

The most important challenges that we face at the

Dartmouth–Hitchcock Medical Center as we attempt to

move our shared medical appointment program forward

are appropriate space and facilities; institutional support

for a program (program manager, etc.); and documenta-

tion support (scribe).

Most Frequently Asked Questions by Medical Staff

The most frequently asked questions by medical staff

considering SMAs have to do with HIPPA and confiden-

tiality as well as with billing—issues that are addressed

more fully elsewhere in this book (see Chapters 2 and 10).

Conclusion

SMAs have redefined for me what quality means in a

consultation. I can provide much more information,

have richer dialog with patients, truly believe that they

are much more informed about their decisions, and I love

how this has re-energized my support staff and me. I

honestly wish that more providers were aware of this

model of care and offering it to their patients. I have a

son with a seizure disorder and would love to find a

neurologist who offered SMAs as a way to more fully

engage and inform patients about the different options

for medical management and surgical intervention as I

almost always leave appointments with residual questions

unanswered. I continue to champion the SMA concept

throughout the hospital and know that in many other

areas patients will greatly benefit from SMAs. They are

not for all patients, all providers, or all health conditions,

but their penetration will definitely increase.

Using DIGMAs to Solve an Entire
Department’s Access Problems

This is an important section for both larger integrated

healthcare delivery systems and midsized medical groups

because it clearly demonstrates how DIGMAs (and, by

extension, PSMAs) can be used to solve an entire depart-

ment’s (or medical group’s) access problems. Further-

more, this access benefit can be achieved by DIGMAs

and PSMAs alone (i.e., without any other departmental

changes), although using them in conjunction with other

access solutions such as Advanced Clinic Access to opti-

mize scheduling would undoubtedly accelerate the entire

backlog reduction process.

Another interesting point that can be inferred from

this study is that the dramatically increased physician

production that the DIGMA and PSMA models provide

can be directly translated into additional physician full-

time equivalents (FTEs), but without the additional cost

of actually having to hire additional physician staff—or

the extra support staff required to support them. In addi-

tion, because these additional physician FTEs are in effect

created by the DIGMA/PSMA program out of current

physician staffing by leveraging existing resources (i.e.,

without the need of actually hiring additional providers),

the additional equipment, office space, exam rooms, and

recruitment costs that extra providers would entail would

not be necessary. As can be seen, a well-run DIGMA and

PSMA program can improve access, increase productiv-

ity, contain costs, and save money in many ways—plus,

most importantly, enhance quality and patient

satisfaction.

Study 13: DIGMAs Can Be Used to Solve
an Entire Department’s Access Problems

This study (which was published in AMGA’s Group

Practice Journal in November–December, 2001) was

the first of its kind to demonstrate that when all pro-

viders within a medical department simultaneously

start a DIGMA program for their practice, access

problems for the entire department can sometimes be

completely solved—and that this can be accomplished

through use of existing resources and the DIGMA

model alone (i.e., without hiring any additional physi-

cian staffing and without use of other access improve-

ment tools such as Advance Clinic Access) (17). Of

course, this can only be accomplished when the added

capacity and reduced demand provided by the DIGMA

program is sufficient to balance supply and demand—

and to therefore overcome the department’s access pro-

blems over time.

Setting

This study examined, in actual practice, the impact of the

DIGMA model upon access, physician productivity, ser-

vice, the patient–physician relationship, and patient as well

as physician satisfaction in a severely backlogged Neurol-

ogyDepartment of a large healthmaintenance organization

(HMO) in Northern California. The three neurologists in

this department were responsible for the neurological care

of approximately 200,000 patient members; however, the

system lacked the resources to hire the additional
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neurology staff that was needed. Because this depart-

ment had a severe and worsening access problem (yet

lacked the resources required to solve this problem

through traditional individual office visits alone), the

DIGMA model was employed in the hopes that it

would be able to sufficiently increase productivity and

leverage the neurologists’ time in order to solve these

departmental access problems through use of DIGMAs

and existing resources alone.

It is important to note that this study could equally

well have been performed with virtually any primary or

specialty care department—i.e., in fee-for-service, capi-

tated, community health, VA, or DoD settings. However

this HMO’s Neurology Department was chosen because

of its severe and growing return appointment access pro-

blem, its manageable size, and the willingness of all three

neurologists in the department to simultaneously launch a

weekly 90-minute DIGMA in their respective practices.

Problem

Because the DIGMA model was specifically developed to

enhance the patient’s healing experience, improve access,

increase physician efficiency and productivity, and to pro-

vide high levels of both patient and physician professional

satisfaction, this study was designed to examine the impact

thatDIGMAs could have in actual practice when applied to

an entire department that was severely backlogged and

impacted as a result of access problems. Since this healthcare

organization lacked the funds to hire the additional physi-

cian and support staff that would be necessary to solve these

problems through traditional means alone, the decision was

made to try and create the equivalent of extra physician full-

time equivalents (FTEs) from existing staffing by dramati-

cally leveraging the neurologists’ time through a carefully

designed and properly run DIGMA program.

The backlogs, wait lists, and serious access problems

experienced by this Neurology Department had resulted

not only in insufficient availability of return appoint-

ments to meet the demand, but also in growing patient

dissatisfaction as reflected in increased patient com-

plaints about poor access, a heavy patient phone call

burden, and the need to force-book (i.e., to work-in or

double book) as many as five additional appointments

per day into these neurologists already full schedules.

These conditions were not only resulting in inadequate

service to patients, but adversely affecting the quality of

the neurologists’ professional lives as well. There seemed

to be no obvious solution to this problem which, if left

unchecked, was likely to develop into even more severe

access problems and patient (as well as staff) dissatisfac-

tion in the future.

Methodology

A cost–benefit analysis was done at 1 month, 2 months,

and 1 year for simultaneously initiated DIGMAs con-

ducted by all three neurologists in the Neurology

Department at a large staff model HMO that services

approximately 200,000 patient members. Each neurolo-

gist conducted one 90-minute DIGMA per week, with the

three Neurology DIGMAs being held back-to-back on

Fridays—with a 30-minute break separating groups. The

same group room and adjoining exam room were used in

each case, with the author being the DIGMA champion

and acting as the behaviorist for all 3 of these Neurology

DIGMAs.

Patients and Measures

The patients in this study were the neurologists’ own

return patients needing a follow-up appointment—i.e.,

patients who voluntarily attended a DIGMA session

in lieu of an individual return visit. Measurements

documenting the effectiveness of the DIGMA pro-

gram upon access included: (1) the number of return

patients on the Neurology Department’s waiting list;

(2) the number of waitlisted patients past due for their

return appointment; (3) the number of return appoint-

ments available to the Neurology Department; (4) the

number of available return appointments added via

these three Neurology DIGMAs; (5) the leveraging

of neurologists’ time; (6) the subtype of the DIGMA

model used initially and after 1 year; (7) the number

of DIGMA visits patients attended on average per

year; and (8) the results of patient and physician

satisfaction surveys.

The Three DIGMAs Were Customized to Each

Neurologist’s Specific Needs

Each of the Neurology DIGMAs was customized to the

specific needs, goals, practice style, and patient panel

constituency of the three individual neurologists. There-

fore, all three Neurology DIGMAs were expected to gra-

dually evolve over time as the neurologists learned how to

best use them for their practices and as these programs

were continuously adapted to better meet the neurolo-

gists’ changing needs. The Chief of the Neurology

Department initially chose a heterogeneous DIGMA

design—in which every session would be open to all of

his neurology patients, regardless of condition or diagno-

sis—in order to keep sessions full and to make them open
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to all of his patients. This was because he had a large

practice but relatively few return appointments available

due to his multiple responsibilities regarding departmen-

tal administration, running the electrophysiology labora-

tory, and the many regional administrative activities that

he was involved with.

The other two neurologists initially chose the same

mixed DIGMA design—i.e., one in which all of their

neurology patients could attend any group session they

wanted, but for which each weekly session of the

month focused upon a different cluster of neurological

diagnoses and conditions. For these two Neurology

DIGMAs, the first Friday of the month focused on

headache; the second upon multiple sclerosis, seizure

disorders, and younger neurology patients; the fourth

focused upon Parkinson’s disease, dementia, stroke,

and older neurology patients; and the third and fifth

sessions of each month (i.e., for those couple of months

each year having five Fridays) were general in scope

and open to all of these two neurologist’s patients,

regardless of diagnosis. The caveat here was that all

of these two neurologist’s patients were invited to sche-

dule any other of the DIGMA sessions held each

month should the one that best fit their needs not be

convenient or possible for them to attend. For these

two mixed Neurology DIGMAs, the scheduler

attempted to match patients (both from the waiting

list and those calling in for a return appointment)

with the appropriate group session.

This mixed DIGMA design was structured so as to

simultaneously accomplish several goals: (1) to make

groupings sufficiently broad to cover the neurologist’s

entire patient panel during the four weekly sessions held

each month; (2) to ensure that all group sessions had

enough patients qualifying to attend to consistently

meet minimum group census requirements; (3) to have

just four different types of sessions each month (one for

each week of the month), so that patients could easily

remember which group session(s) of the month best

focused upon their condition; and (4) to ensure that no

neurology patient needed to wait longer than a couple of

weeks for an appropriate DIGMA session. As so often

happens with the mixed DIGMA design in actual prac-

tice, these two mixed Neurology DIGMAs were observed

to gradually evolve into a heterogeneous DIGMA design

over a year’s time. In other words, it was observed that

these distinctions between group sessions in the mixed

Neurology DIGMA design tended to become less impor-

tant over time—the net result being that patients with a

wide variety of neurological conditions soon attended

virtually every Neurology DIGMA session for all three

neurologists (so that the heterogeneous subtype ulti-

mately prevailed).

Scheduling

To maximally leverage neurologists’ time and reduce the

department’s return appointment backlog, emphasis was

placed upon directly booking patients into DIGMA ses-

sions instead of individual return office visits whenever

possible and appropriate. Nonetheless, because DIGMAs

are meant to be voluntary to patients and are designed to

work together with individual appointments (rather than

to completely replace them), any patient preferring an

individual appointment was given one—and this option

was always made available to them. Patients could enter

these Neurology DIGMAs in six different ways: (1) by

being booked directly from the neurologists’ waiting lists

through telephone calls by the neurology scheduler; (2) by

invitation from the neurologist and/or support staff dur-

ing regular office visits (i.e., to have their next visit be in a

DIGMA session); (3) by direct referral via DIGMA pro-

motional materials; (4) by existing patients who call in to

schedule a return appointment being encouraged by sche-

duling staff to attend the DIGMA; (5) by simply drop-

ping-in whenever they have a medical need and want to be

seen; and (6) by being referred from the DIGMA setting

(i.e., once they actually attend a DIGMA session) to have

their next follow-up visit scheduled back into a future

DIGMA session if they would like.

However, patients who did drop-in were encouraged to

telephone the office at least a business day in advance in

order to inform staff that they were coming so that: group

size could be monitored; paper medical charts could be

ordered; and patients could verify that the DIGMA was

in fact going to be meeting that week. Also, in the event

that the DIGMAneeded to be cancelled at the last minute

(perhaps because the neurologist was ill), the patients

could then be telephoned by staff and advised not to

come in since the DIGMA was not going to be held—

thus avoiding the frustration of an unnecessary trip into

the medical center. Patients were also invited to bring a

partner or support person to the DIGMA appointment.

Although group sizes were anticipated to be smaller at

first (until patients became familiar with, and accepting

of, the DIGMA concept), all three neurologists targeted

an ideal group census of 10 patients.

The regular scheduler for the Neurology Department

telephoned patients from the wait list that had been pre-

approved by the neurologist, starting with patients past

due for their return appointment in order to give first

priority to this already delayed group of patients. The

scheduler would explain the DIGMAprogram to patients

and offer them the choice of either a 90-minute group

appointment with their neurologist that week or the next

available 15-minute individual return appointment—

which was often a month or more into the future. This
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differential in availability between these two appointment

types was especially pronounced during the early part of

this study—i.e., before the DIGMA program also made

individual office visits much more available to patients.

The neurology scheduler then directly booked all patients

choosing to attend aDIGMA session into the next appro-

priate group session. This telephone invitation by the

neurology scheduler was then followed up (i.e., both for

patients accepting this offer and for patients who could

not be reached and for whom a message was left) by a

personalized, computer-generated invitation letter incor-

porating the neurologist’s signature and containing all

necessary information about the program.

In addition, the scheduler was to telephone all these

patients the day before their scheduled DIGMA session

to remind them that they were scheduled to attend that

Friday. Regrettably, due to conflicting departmental

duties, the neurology scheduler often lacked the necessary

time each week to telephone and invite sufficient appro-

priate patients from the waiting list to ensure full

groups—i.e., let alone to call all scheduled patients the

day before DIGMA sessions and remind them to attend.

The unfortunate consequence of this was that group ses-

sions all too often went unfilled, that less than optimal

census was achieved during most DIGMA sessions, and

that the group census of sessions was substantially less

than it could have been if only adequate scheduling sup-

port had been provided. This underscores the need for

having a specially trained dedicated scheduler attached to

every DIGMA session if it is to be optimally successful—

i.e., one with adequate time allocated to the program each

week to achieve full census).

Scheduling staff for the Neurology Department would

often invite patients to attend the DIGMA in lieu of an

individual office visit when they called the office to sche-

dule an appointment—although making this offer was

unfortunately all-too-often forgotten, which again

reduced group census from what it otherwise could have

been. In addition, some patients self-referred themselves

based upon the promotional materials used for the pro-

gram—especially the professional appearing framed wall

posters on the neurologists’ lobby and exam room walls,

and by taking a program description flier from the adja-

cent plastic flier dispenser.

Neurologists—as well as the various members of their

support staffs—also invited appropriate patients seen

during routine office visits to have their next follow-up

visit be in an appropriate future Neurology DIGMA

session. After briefly explaining the DIGMA program

and some of its benefits to their patients, the neurologists

would give them a flier describing their Neurology

DIGMA in more detail and then personally invite them

to attend the group for their next visit—a process that

seldom took more than a minute or so to complete.

Patients accepting this offer were directly booked into

the appropriate future DIGMA session in lieu of an indi-

vidual return appointment. Similarly, neurologists invited

appropriate patients seen during routine office visits who

did not require a follow-up appointment to attend a

DIGMA session ‘‘the next time they have a medical

need’’—thereby off-loading individual office visits onto

DIGMAs whenever appropriate and possible. Unfortu-

nately, neurologists sometimes forgot to perform this

important function of personally inviting all appropriate

patients seen during regular office visits, with the net

result again being a reduction in group census from

what it otherwise might have been.

Professional Appearing Marketing Materials

High-quality, professional appearingmarketingmaterials

were developed to inform patients about the DIGMA

program and its many advantages. These promotional

materials included large framed wall posters prominently

mounted on the neurologists’ lobby and examination

room walls, which were accompanied by an adjacent

plastic flier holder containing approximately 100 pro-

gram description fliers having a matching graphical

design (to make an eye appealing wall display) for

patients to take home with them. The warm and inviting

image of these posters and accompanying fliers (see exam-

ples of each in the forms section of the DVD attached to

this book) were designed to: (1) catch the patient’s eye and

cause them to go over and read the poster; (2) explain the

program and encourage patients accustomed to indivi-

dual office visits (i.e., not group visits) to attend a

DIGMA session; (3) increase patient familiarity and com-

fort with the DIGMA concept; (4) accurately represent

the high-quality medical care that was being delivered in

these sessions; and (5) encourage patients to remove a flier

from the adjoining dispenser and take it home to read.

Experience has consistently demonstrated that once

patients attend a DIGMA and experience its many

patient benefits, they are almost always willing to return

to the DIGMA setting for future follow-up care.

Assessing the Scope of the Neurology Department’s

Access Problems

Before the three neurologists launched their DIGMA

programs, the maximum number of regularly scheduled

individual return appointments offered per week was first

determined for the entire Neurology Department. This

was accomplished by first counting the total number of
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individual return appointments of all types available on

average per week on all three of the neurologists’ sche-

dules combined. Because they rotated on-call duties on a

weekly basis, the three neurologists’ initial weekly regular

and on-call schedules were used in this calculation—i.e.,

before 1 ½ hours was blocked off each week for their

Neurology DIGMA. In effect, this number represented

the maximum number of regularly scheduled individual

return appointments available on average each week to

the entire Neurology Department—i.e., without double-

booking any extra return appointments.

This conservative calculation assumes that the neurol-

ogists would never be sick, on vacation or education

leave, leading DIGMAs, or otherwise absent from cur-

rently scheduled clinic duties for any reason—which of

course was not true, but this difference would be some-

what difficult to estimate. This is a conservative calcula-

tion in that it tends to overestimate the actual number of

regularly scheduled return appointments originally avail-

able each week to the entire Neurology Department, and

therefore to correspondingly underestimate the percen-

tage increase in return appointments made available to

the department via the Neurology DIGMA program. It

was the author’s intent throughout this study to always

error on the conservative side with regard to the produc-

tivity and access improvement numbers generated from

this Neurology DIGMA program.

The Neurology Department’s backlog of individual

return appointments was determined by tabulating each

neurologist’s booking list—i.e., the computerized monthly

posting of patients due or past due for an individual return

appointment. These booking lists consisted mostly of 3- to

12-month follow-up appointments. Because it was deemed

especially critical to promptly address the past due booking

list (i.e., the worst part of the wait list as these patients were

already past due for a return appointment, often by

months), these patients were given first priority in this

study—and were therefore the first patients on each neu-

rologist’s waiting list to be called by the scheduler and

invited to attend a DIGMA session. At the beginning of

this study, when all three neurologists’ schedules were

severely impacted and completely full for the next 3months

(the computer could only schedule appointments a max-

imum of 3 months ahead) and no return appointments

remained available on any of their schedules to put patients

into, the due and past due booking list simply represented

each neurologist’s accumulated individual return appoint-

ment backlog. Therefore, the backlog for the entire Neu-

rologyDepartment was simply the sum of the three neurol-

ogist’s individual due and past due booking lists.

Finally, in order to demonstrate the rate of improvement

in access over time through the Neurology DIGMA pro-

gram, the Neurology Department’s return appointment

backlog was determined: (1) at the start of this study; (2)

after 1 month of operations; (3) after 2 months; and (4)

again after 1 year of running the DIGMA program.

Patient Satisfaction

In order to determine how satisfied patients were with the

DIGMA program, anonymous questionnaires were

issued to 102 consecutive patients attending these three

Neurology DIGMAs during the last month of this study.

Because there were times when the neurologists were

absent due to meetings, vacations, illness, etc., their

DIGMAs did not meet each week—which included the

last month of this study, when the patient satisfaction

questionnaires were issued. On this patient satisfaction

questionnaire, patients were asked (among other things):

‘‘Overall, how satisfied were you with today’s visit?’’ Pos-

sible responses ranged along a 5-point Likert scale from

‘‘very dissatisfied’’ (¼1) through ‘‘very satisfied’’ (¼5).
Each patient was limited to a single patient satisfaction

questionnaire. If patients attended more than one session

during the last month of this 1-year study (although the

study stopped after 1 year, the Neurology DIGMA pro-

gram still continued for many years afterward),), then no

additional questionnaires were given to these patients

during subsequent sessions. Group attendees were asked

to anonymously deposit their completed patient satisfac-

tion questionnaires (i.e., without their names or any other

identifying information on them) into a slotted, covered

box outside the door as they left the group room after the

DIGMA session. The Neurology Department’s reception

staff exhibited their creativity by neatly and attractively

decorating this box.

During the same 1-month time period at the end of this

study, the same anonymous patient satisfaction question-

naire was given to 70 consecutive return patients seen for

individual office visits by each of the three neurologists

(for identification purposes, these forms were a different

color for each of the three neurologists)—which

amounted to 210 completed forms in total. These patients

similarly deposited their completed questionnaires anon-

ymously into the same slotted, covered, and neatly deco-

rated box (this time, it was kept in the department’s

lobby) as they left the examination room in which their

individual return visit was held.

To evaluate the effect of the program on the patient–

physician relationship, the anonymous questionnaire also

asked the same 102 consecutive patients seen in Neurol-

ogy DIGMAs toward the end of the study to rate the

following on a 5-point Likert scale: ‘‘As a result of today’s

visit, I feel that my relationship to my doctor has deterio-

rated a lot (¼1); deteriorated somewhat (¼2); remained
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unchanged (¼3); improved somewhat (¼4); or improved

a lot (¼5).’’ At the end of the study, similar data were also

collected from the same 210 patients after their individual

office visit with their neurologist.

Results

Let us now turn our attention to the results of this pio-

neering DIGMA study—the first ever to be conducted for

an entire department (i.e., a department with severe access

problems and no obvious solution that could get them out

of this dilemma).

Return Appointments Available to the Department

Each Week

This study examined return appointments only—i.e., not

initial evaluations, one-time consults, administrative

meetings, on-call commitments, time spent either in head-

ache programs or in the electrophysiology lab, etc. The

mean initial maximum weekly total of available return

appointments of all types for the entire Neurology

Department (excluding double bookings) prior to any

DIGMAs being held was 74.0—or a mean of 24.7 avail-

able return appointments per neurologist per week. Of

these available appointments, 78% were 15-minute and

22% were 30-minute return appointments.

Because two neurologists were full-time and one

worked 9/11ths time, subsequent analyses prorated the

number of available return appointments to a mean max-

imum (i.e., following the above-stated conservative strat-

egy of not deducting for unscheduledmeetings, vacations,

illnesses, etc.) of 26.3 return appointments per week per

full-time neurologist. Given the time used for all sources

of absences combined (sick time, education leave, vaca-

tions, etc.), the realistic number of available return

appointments per week for the entire department was

probably closer to 60 than 74.0. Had this smaller (but

undoubtedly more accurate) number been used in sub-

sequent analyses, the increased gain in productivity

provided by the Neurology DIGMA program would

have been determined to be even larger than that actu-

ally calculated by the conservative analyses that

follows.

Increased Throughput, Backlog Reductions, Access Gains,

and Physician FTEs Generated

On October 30, 1997, just prior to launching the Neurol-

ogy DIGMA program, it was determined that the

department as a whole had a backlog of 131 patients on

the combined booking list of return appointments due or

past due (of which 45 were past due)—with no individual

return appointments being available on any of the neu-

rologists’ schedules during the next 3 months, which was

as far out as the computer scheduled. At the start of this

study, patients were upset because they were telephoning

the office all-too-frequently in vain attempts to schedule

return appointments. The truth was, the department was

impacted and return patients could not schedule an

appointment to get in to see their neurologist (except by

being worked in, or double booked) until the beginning of

the next month, at which time the computer opened up yet

another month’s schedule—i.e., which was 3 months

further into the future.

This future month’s schedule would then be comple-

tely booked within a couple of days, and then it would

not be until the beginning of the following month that

patients could once again attempt to schedule a follow-

up visit—which would once again still be another 3

months away. As a result, patients frequently com-

plained about this lack of access through formal chan-

nels to their neurologist’s schedules. Worse yet, many

of the more savvy neurology patients started to defen-

sively schedule return appointments 3 months into the

future whether or not they needed one—just in case

they might need an appointment, because patients

knew that they could not otherwise see their neurolo-

gist in a relatively timely manner should they subse-

quently develop a medical need.

Mean weekly DIGMA attendance data during the

first year of operations were examined for each of the

three participating neurologists. During the year of

this study, total mean weekly DIGMA attendance

for the entire Neurology Department (i.e., for all

three DIGMAs combined) was 22.25 patients, or an

average 7.42 patients per 90-minute weekly DIGMA

session—plus an additional weekly mean of 8.65 sup-

port persons, yielding an average total of 30.90 atten-

dees per week.

The Results Would Be Even Better with Dedicated

Scheduling Support

Although these numbers are respectable, they could have

been much higher. As previously mentioned, had a dedi-

cated scheduler with adequate time available to the

DIGMA program each week (perhaps an average of

2 hours per DIGMA each week) been available to tele-

phone and invite the necessary number of patients, to fill

all sessions, and to call the day before to remind patients

of their upcoming DIGMA appointment, then these
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totals could clearly have been a great deal larger. If this

resource had been available, then the targeted census

levels of 10 patients per DIGMA session could undoubt-

edly have been consistently achieved—i.e., rather than the

7.42 patients who did in fact attend.

This is a case of one of the least expensive

resources in the clinic being able to leverage the time

of the most expensive resources. Unfortunately, this

much needed resource was not available to the Neu-

rology DIGMA program, and census suffered as a

result—and therefore, the productivity and access

gains of the DIGMA program were correspondingly

reduced. While the results of this study were remark-

able, they could nonetheless have been even better if

only this important resource were available. The same

is true regarding personal invitations from the neurol-

ogists and support staff, who often forgot to person-

ally invite all appropriate patients seen during regular

office visits to have their next neurology follow-up

visit be in a DIGMA.

A 26% Increase in Departmental Return Appointments

Per Week

Despite deducting the 3.0 individual return appoint-

ments originally lost on average per week to the Neu-

rology Department as a whole as a result of the

DIGMA program (i.e., by blocking off 4.5 hours

total time per week from the neurologists’ schedules

for these 3 weekly 90-minute Neurology DIGMAs),

the department was still provided with a net gain of

19.25 extra return appointments per week as a result

of the DIGMA program. In terms of return appoint-

ments available to the Neurology Department as a

whole, this gain through the DIGMA program con-

stituted an overall average weekly increase of 26%

more return appointments to the Neurology

Department.

In Terms of Return Appointments, This Was Equivalent

to Hiring an Additional 0.7 FTE Neurologist

Assume that any additional neurologist to be hired would

be just as productive in terms of individual return

appointments as the current three neurologists initially

were—i.e., prior to starting the DIGMA program. In that

case, an extra full-time neurologist’s schedule would also

include the same number of individual return appoint-

ments as the three current neurologists initially averaged,

prorated to working full time—i.e., 26.3 individual return

appointments per week. Then the net gain of 19.25 extra

neurology return visits per week provided by the DIGMA

program slightly exceeds the return appointment work-

load that an additional 7/10th-time neurologist would

theoretically provide—assuming that this neurologist

just offered individual appointments, and not DIGMAs.

In other words, at least in terms of return appointments,

the Neurology DIGMA program in effect created the

equivalent of an extra 0.7 FTE neurologist out of existing

resources.

Because this benefit was created out of existing

resources by the Neurology DIGMA program, it did

not entail the extra cost of hiring an additional 0.7 FTE

neurologist—for which the necessary funds were not

available within the system. In actuality, the savings gen-

erated by the DIGMA program would be approximately

50% greater than just this additional 0.7 FTE neurolo-

gist’s salary, as this additional manpower is being created

from existing resources—so that the additional office,

extra exam rooms, extra nursing and support staff, as

well as extra durable medical equipment and recruitment

costs would not be necessary to house and support this 0.7

FTE neurologist. As a result, assuming that a 0.7 FTE

neurologist was to cost $120,000, the overall savings pro-

vided by this Neurology DIGMA program would have

been approximately 150% larger (or $180,000) during the

first year of operations alone—at least in terms of return

appointments.

Had a 0.7 FTE Neurologist Actually Been Hired,

then the Benefits of the DIGMA Would Have Been Lost

It is important to note that the same net benefit in terms

of improved return appointment access to the Neurol-

ogy Department could have theoretically been achieved

by hiring an additional 0.7 FTE neurologist—assuming

that the extra funds were available within the system

(which was not the case) to hire a 0.7 FTE neurologist

and the required support staff, plus provide the fully

equipped office and exam room space that would

be necessary. This potential solution would have simply

thrown more physicians at this access problem in an

attempt to solve it through traditional means alone. It

is important to note that such an inefficient approach

would have failed, however, to provide the many addi-

tional benefits that the DIGMA program delivered:

max-packed visits; freedom of choice; patient support;

help from the behaviorist; attention to mind as well as

body needs; the opportunity for neurologists to do

something interesting and different, etc. It would also

have precluded the development of the DIGMA pro-

gram, which was much liked by patients and neurolo-

gists alike.
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On Average, the Neurologists’ Return Appointment

Productivity Was Increased 650%

In terms of return appointments, these three Neurology

DIGMAs were determined to leverage the neurologists’

time and increase productivity in delivering return appoint-

ments by more than 650% in actual practice during the

first year of operations. Note that this 650% figure was

generated by looking only at the number of follow-up visits

that the physician was actually providing individually on

average during 90 minutes of clinic time as the workweek

was constructed, and then comparing it to the number of

group follow-ups offered on average during a 90-minute

DIGMA. It is important to note that this differs from the

types of calculations that I now do when determining the

percentage increase in physician productivity.

What I currently do is to look at the number of individual

follow-up visits that the neurologist would typically provide

in 90 minutes of clinic time in the event that the physician

provided only individual follow-up visits during that

amount of time (i.e., using the same types of follow-up

appointments and relative ratios in which they are currently

being offered on the physician’s schedule in the clinic). I then

compare the number of follow-up visits provided on average

in each 90-minute weekly DIGMA session to the number of

individual return visits that would typically be seen on

average during 90 minutes of clinic time devoted to follow-

up visits, and multiply that ratio by 100%.

When the latter type of calculation is performed, it is

somewhat unusual for the DIGMA model to increase

physician productivity by more than 200–400% (i.e., in

the delivery of group vs. individual return appointments

on average during 90 minutes time), which is what the

DIGMA model was originally designed to typically

achieve. However, the large increase in productivity

found in this study was possible because of this study’s

method of calculation—and because of its singular focus

upon return visits, especially when coupled with the low

initial throughput of individual neurology return visits

prior to starting the Neurology DIGMA program. This

low initial throughput of follow-up visits in the Neurology

Department was in turn due to a large variety of factors:

one neurologist being on-call at all times; multiple admin-

istrative, electrophysiology laboratory, and headache pro-

gram commitments; many intake and one-time consulta-

tion appointments; etc. Therefore, it is recommended that

future DIGMA programs at other integrated healthcare

delivery systems use the latter method for calculating

increased provider productivity, and that they target to

increase physician productivity by the more realistically

achievable goal of 200–400% (usually 300%) in DIGMA

vs. individual return appointments in most primary care

and medical sub-specialty applications.

Access Problems Were Completely Solved

in Less than 1 Year

The improvement in productivity (and thus capacity) that

the Neurology DIGMA program offered was nonetheless

sufficient to solve the Neurology Department’s access

problems to return appointments within one year through

use of existing resources alone. One year after the Neu-

rology DIGMA program began, it was determined that

no patients were past due for their return appointments—

in fact, no patients had been past due for their return

appointments since the end of the second month of this

study. Moreover, after just 1 year of DIGMA operations,

all three neurologists had completely solved their access

problems. In fact, at the end of 1 year, all patients coming

due for a return appointment during the next 2 months on

any of the three neurologists’ booking lists had already

been scheduled for either an individual return visit or a

DIGMA visit—yet 46 individual return appointments

remained unfilled on the three neurologists’ schedules

during the next 2 months, and were still available for the

Neurology Department to schedule additional patients

into. In other words, so much extra capacity had been

generated by the DIGMA program that the Neurology

Department had eliminated all return appointment wait

lists, and completely caught up on its access problems

within a year of DIGMA operations. In fact they were

now ahead of the game as all patients coming due for a

return appointment during the next 2 months already had

one scheduled, yet 46 return appointment slots still

remained open to put additional patients into.

This study demonstrated the remarkable power of the

DIGMA model—both in solving departmental access pro-

blems and as a practice management tool. In short, by using

only theDIGMAmodel andexisting resources, theNeurology

Department’s large and growing wait list for return appoint-

mentswas completely caughtupwithin just a year—in fact, the

department was even 2 months ahead by year’s end. Further-

more, after the conclusion of this 1-year study, it was expected

that the Neurology Department’s access problems would

remain solved into the foreseeable future through continuation

of this DIGMA program—except for such unforeseen diffi-

culties as loss of staff, additional workload commitments, fail-

ure to continue to adequately promote the program to patients

over time, or unexpected increases in either panel sizes or

patient demands for service and care.

Additional Departmental Benefits Included Decreased

Phone Calls, Patient Complaints, and ‘‘Work-Ins’’

By the end of the first year of this study, the Neurology

Department’s support staff was also reporting a host of
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additional benefits from theirDIGMAprogram (i.e., beyond

improved access and increased neurologist productivity): (1)

a substantial reduction in patient phone call volume (Why

call when you can come in and be seen?); (2) the virtual

elimination of previously frequent patient complaints regard-

ing poor accessibility; (3) a greatly reduced need to force-

book extra returnappointments into theneurologists’ already

full schedules; (4) high levels of patient as well as physician

professional satisfaction; (5) enhancedpatient–physician rela-

tionships; and (6) a tool enabling the neurologists to better

manage their large patient panels and busy practices. As early

as the first monthly Neurology Department meeting after

starting the Neurology DIGMA program, the departmental

scheduler stated that even after only twoweeks of operations,

theNeurologyDIGMAswere ‘‘already significantly reducing

our booking lists (i.e., waiting lists).’’

Then, in a personal conversation just 1 month after the

start of the program, the neurology scheduler added: ‘‘It

feels good to be able to offer the group to patients, espe-

cially if they’re on a booking list past due or if they’re

scheduled for a return appointment that needs to be

cancelled and no return is available for a month or

more. Also, we’re no longer having to force-book by

chipping away 15 minutes from consultation times to

make more return appointments available.’’ Clearly, the

DIGMA program dramatically and immediately bene-

fited the Neurology Department in multiple ways—

including alleviating its substantial and growing backlog

of return patients—and these benefits continued to accu-

mulate throughout the first year of operations and

beyond. Certainly, this reduction in patient phone call

volume, complaints about poor access, and double-book-

ings was most appreciated by all—patients and staff alike.

It is worth noting that, because of both the enhanced

physician professional satisfaction and the numerous ben-

efits that the Neurology DIGMA program provided, all

three neurologists chose to continue their DIGMAs—both

initially after this study had concluded and a year and a

half later, after the author took an early retirement pack-

age and another behaviorist was assigned to these groups.

Patient Satisfaction Was Very High

The response rate regarding patient satisfaction question-

naires for the Neurology DIGMAs was 91.2%, and the

mean response score was 4.77 out of 5—with 80.6% of

respondents rating themselves as ‘‘very satisfied,’’ 16.1%

as ‘‘somewhat satisfied,’’ and 3.2% as ‘‘neutral.’’ Not a

single patient reported being either ‘‘somewhat dissatis-

fied’’ or ‘‘very dissatisfied’’ with a DIGMA session. These

results clearly show that overall patient satisfaction with

the Neurology DIGMA program was very high.

For individual return visits at the conclusion of this

study, the response rate was 81.9% and the mean

response score was 4.625—also indicating high levels of

patient satisfaction. Although not statistically significant,

the mean overall patient satisfaction score was in the

direction of showing greater satisfaction with Neurology

DIGMA visits (4.77/5) than with traditional individual

office visits (4.625/5). Unfortunately, I only measured

patient satisfaction with individual office visits at the

end of this 1-year study—i.e., after the Neurology

Department’s access problem had been completely solved

by the DIGMA program and patients were able to obtain

timely individual as well as DIGMA visits. Had I mea-

sured the level of patient satisfaction with routine follow-

up visits before this study actually started—i.e., when

access to individual return office visits was poor and

patient complaints were common—the level of patient

satisfaction with individual office visits would have

undoubtedly been demonstrated to be significantly

lower than for DIGMAs.

Patients Reported an Improved Patient–Physician

Relationship

The questionnaire assessing the patient–physician rela-

tionship yielded an 82.4% response rate for Neurology

DIGMA visits and a 69.5% response rate for individual

return visits. No patients reported a deteriorating rela-

tionship with their neurologist as a result of their Neurol-

ogy DIGMA visit, although the same could not be said

for individual office visits. With respect to patients’

responses regarding their Neurology DIGMA experi-

ences, 64.3% reported that the relationship to their neu-

rologist had improved ‘‘a lot,’’ 17.9% reported that it had

improved ‘‘somewhat,’’ and 17.9% reported that it

‘‘remained unchanged’’—although approximately half of

these latter respondents voluntarily wrote on the ques-

tionnaire that their relationship with their neurologist

remained unchanged because it had always been

excellent.

The mean score was 4.46 out of 5 for the Neurology

DIGMAs and 4.18 out of 5 for individual office visits. This

result indicated that patients felt that their DIGMA aswell

as individual return visits improved their relationship with

their neurologist (at least once the Neurology Depart-

ment’s serous access problems had been eliminated by the

DIGMA program)—again in the direction of greater

improvement for patients attending Neurology DIGMAs

than for traditional office visits. Had this measure been

assessed at the beginning of this study (i.e., long before the

DIGMA program solved the Neurology Department’s

serious access problems and patient complaints were
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common), scores for individual office visits would almost

certainly have been much lower than for highly accessible

DIGMA visits—and a statistically significant difference

would almost certainly have been achieved.

During focus group debriefings after sessions, patients

reported appreciating the many benefits that they felt the

Neurology DIGMA program offered to them: increased

accessibility to their neurologist; the greater amount of

time they were able to spend; the increased attention to

mind as well as body needs; the closer follow-up care that

could be provided; the help and support provided by the

behaviorist, other patients, and support persons in atten-

dance; and the additional healthcare choice that they now

had available to them.

Physician Professional Satisfaction Was Also High

Similar to the case for patients (who reported both a high

level of satisfaction with the Neurology DIGMA pro-

gram and an improved relationship with their neurolo-

gist), the neurologists themselves reported that the Neu-

rology DIGMA program enhanced their own level of

professional satisfaction. All three neurologists reported

that the Neurology DIGMA program actually increased

their professional satisfaction.

They cited the following reasons for their improved

professional satisfaction: (1) substantially improved

access to their practice and reduced patient complaints

about poor access; (2) the increased level of mind–body

and follow-up care that they were able to provide; (3) the

greater amount of patient education and disease self-

management skills that they were able to impart to their

patients; (4) the reduced patient phone call volume and

force bookings that they had to deal with; (5) the

decreased need to repeat the same information over and

over to different patients individually; (6) the opportunity

to do something different, interesting, and fun while get-

ting to know their patients better; (7) the help provided by

the behaviorist; (8) the ability they now had to appropri-

ately schedule patients best seen in group to highly

efficient DIGMA sessions while reserving more costly

individual office visits to those patients truly requiring

them; and 9) the increased ability that they now had to

better manage their large and busy practices.

In addition, the neurologists pointed out that their

NeurologyDIGMAsproved to be an ideal venue for better

managing some of their most information seeking, psycho-

socially needy, problematic, and time-consuming

patients—especially those with extensive informational,

emotional, and psychosocial needs. Finally, neurologists

as well as patients appreciated the opportunity for patients

requiring routine follow-up care to simply drop-in to a

DIGMA session any week that they happened to have a

medical need and wanted to be seen—i.e., without any

barriers to care whatsoever.

For Ideal DIGMA Group Sizes to Be Achieved, There

Needed to Be More Dedicated Scheduling Support and

Physician Invitations

It is important to note that the dramatic results achieved

in this study reflect only a fraction of what the Neurology

DIGMA program could have accomplished had the

necessary dedicated scheduling support (as well as invita-

tions by physician and staff) just been consistently pro-

vided. I say this because all three DIGMAs could have

accommodated substantially more patients than actually

attended, which would have resulted in even greater effi-

ciency and productivity gains (plus a more rapid reduc-

tion in access problems).

Ideal Group Size

The first year’s experience led the author and the three

neurologists to conclude that the ideal Neurology

DIGMA group size would be between 10 and 16 patients,

plus 3–5 support persons. It was found that Neurology

DIGMA sessions could be conducted successfully with as

many as 27 attendees (patients and support persons com-

bined) with relatively high levels of patient satisfaction. In

fact, after one particularly large and busy group, the

patients actually stood up and spontaneously applauded

the physician.

Certainly, if you were to ask these patients whether

they would have preferred 90 minutes alone with their

physician, some undoubtedly would have responded in

the affirmative; however, this would not have been a

realistic or economically viable option. The main point

here is that patients were able to be successfully seen in

large DIGMA groups, and that this could be done with

high levels of patient satisfaction. However, because it

was found that 90-minute Neurology DIGMA sessions

that included more than 16 patients (i.e., a total of about

20 attendees, when support persons were also counted)

imposed an excessively large workload demand upon the

neurologist, such large groups are generally not recom-

mended. I say this because physician professional satis-

faction has always been one of the major goals of any

well-run DIGMA program, and because physicians

appear to be tired when more that 16 patients are seen

in a single session. Thus, it appears that the limiting factor

with regards to maximumDIGMA group size is excessive

physician workload, not patient satisfaction.
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Need for a Dedicated Scheduler and More Personal

Invitations from Physician and Staff:

Another factor contributing to low census was the fact

that it is always important for all physicians conducting

DIGMAs to remember to invite all appropriate patients

seen during regular office visits to attend their DIGMA

the next time they have a medical need. Unfortunately,

this invitation was all-too-often forgotten by the neurol-

ogists (as well as their support staffs) during this study. In

addition to this frequent failure of neurologists and their

staffs to invite all appropriate patients into a future

DIGMA session whenever they next had a medical

need, the other great difficulty faced throughout the

entire year of this study was consistently obtaining the

necessary 6 hours of dedicated scheduling time per week

(i.e., an average of 2 hours per week for each of the three

Neurology DIGMAs to top-off and fill all sessions to

targeted levels of 10–16 patients). This was needed in

order for the neurology scheduler to telephone and invite

a sufficient number of appropriate patients approved by

the neurologists to consistently fill all DIGMA groups,

and then to call all scheduled attendees a business day or

so prior to the session in order to remind them to attend.

This amount of time dedicated to the program would

also have enabled the dedicated scheduler to pre-book

patients accepting this offer into a future DIGMA session

in lieu of an individual return appointment whenever pos-

sible and appropriate, and tomake the necessary number of

reminder calls to patients the day before the sessions were to

be held each week so that full groups could consistently be

achieved. Certainly, the combination of 2 hours of dedi-

cated scheduling support per week for eachDIGMA—plus

greater attention to personal invitations of all appropriate

patients seen during traditional office visits by the neurolo-

gists and support staff—would have been most helpful in

consistently achieving desired group sizes. In turn, this

would have increased even further virtually all of the

already remarkable results reported in this study.

Conclusions

This was the first study to clearly demonstrate that the

many benefits that the DIGMA model was originally

designed to achieve for the individual physician could

also be achieved at the departmental level. After just 1

month, the NeurologyDIGMA program had already sub-

stantially alleviated the Neurology Department’s wait list

and shortage of available return appointments. It had

especially reduced that part of the wait list which was of

greatest concern (i.e., of patients past due for a return

appointment) because that was the initial focus of this

study. In fact, the wait list of patients past due was reduced

by 67% after the first month, and completely eliminated by

the end of the second month of this study—and this pro-

blem has not, to my knowledge, re-emerged since.

By the end of this 1-year study: (1) the Neurology

Department’s access problems were completely solved by

the DIGMA program; (2) all patients coming due for a

return appointment during the next 2 months already had

their appointment scheduled; and (3) 46 unfilled individual

return appointment slots (plus numerous DIGMA

appointments) were still available to put patients into on

the three neurologist’s schedules during the next 2 months.

Also of interest, patients did not abuse this privilege of

improved access by frequently coming in unnecessarily

simply because they could—i.e., as it was observed that

patients who attended these Neurology DIGMA sessions

only came in for an average of two visits during the entire

year of this study. In other words, after just a year, the

DIGMA program enabled the neurology department to

not only get caught up but actually be 2 months ahead in

their scheduling of follow-up appointments. This con-

trasted sharply with the situation that existed for the entire

Neurology Department just prior to the start of this study,

at which time a substantial wait list existed and no return

appointments remained available to schedule patients into

as far out as the computer was able to book (i.e., for 3

months in advance). Plus, all of this was accomplished

while patient phone call volume was greatly decreased,

patient complaints about poor access were completely

eliminated, the need for double booking patients was sub-

stantially reduced, and high levels of patient as well as

physician professional satisfaction were achieved.

Clinical Outcome Studies Involving DIGMAs
and PSMAs

We now turn to some clinical outcome studies and reports

involvingDIGMAs and PSMAs, studies that are just now

beginning to emerge due to the relative newness of these

models.

Study 14: Using DIGMAs in a Chronic Illness
Treatment Paradigm for Diabetes—The
Kansas City VA Medical Center Experience

This case study, which discusses the Kansas City VA

Medical Center’s experience with DIGMAs in a chronic

illness treatment paradigm for diabetes, was submitted by
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Janet M. Carroll, RD, LD, CDE, DIGMA Coordinator

andWayne L. Fowler, Jr., M.D., Ph.D., FACP, Endocri-

nologist. This discussion is important because, to my

knowledge, the Kansas City VA Medical Center was the

first healthcare system in the country to use the chronic

disease population management paradigm that I devel-

oped which makes full use of group visits—a chronic

disease management model that is discussed in detail in

Chapter 7 of this book.

In addition, because the KCVA is estimated to serve

approximately 20,000 veterans with diabetes, their Dia-

betes DIGMA program can potentially become very

large—and can therefore be of considerable importance.

Of particular interest is their preliminary clinical out-

comes data in which they note that ‘‘Even at this early

point of operations, this data made it clear to us that

patients seen in our diabetes DIGMA program were

able to achieve better control over their diabetic symp-

toms.’’ For example, for the 196 patients with diabetes

who attended their Diabetes DIGMAs during the first

3 months of implementation, overall HbA1c levels were

found to decrease from 8.59% in January 2003 to 7.36%

by September 2003—which represented an average

decrease in hemoglobin A1c of 1.23 percentage points.

The lessons that they have learned, as well as the antici-

pated future growth of their Diabetes DIGMA program,

will also likely be of interest to the reader.

Background

The Veterans Health Administration (VHA) consistently

strives to improve patient access, without sacrificing the

highest quality medical care. Over the past decade, group

medical visits have emerged as a means to provide better

access, excellent patient satisfaction, and more complete

care at lower costs, particularly in the area of diabetes

(18). The specific ‘‘shared medical appointment’’ (i.e.,

DIGMA and PSMA)models described byDr. Noffsinger

(19) have several patients meeting with the same physician

at the same time. This allows interactive targeted educa-

tion and medical care delivery. There is a high level of

patient-to-patient empowerment as well as direction from

clinician to patient. The concepts of the Drop-In Group

Medical Appointment (or DIGMA) and Physicals

Shared Medical Appointment (or PSMA) group visit

models were presented by Dr. Noffsinger to the Kansas

City VA (KCVA) staff in the fall of 2002 as a means of

providing improved access, increased patient education,

and high-quality clinical care with the potential for

improving clinical outcomes through use of these efficacy

enhancing models.

SMAs Offer Many Potential Benefits, Including

Recognizing and Treating PTSD

The VA serves those who have experienced military ser-

vice, especially combat Veterans who have unique charac-

teristics. Those who have served have an understanding of

‘‘trusting a buddy with their lives.’’ This deep level of trust

is linked to survival. The DIGMA affords medical care in

the presence of Veteran buddies who reinforce trust,

because they have ‘‘walked the walk.’’ Trust is a huge part

of the relationship between provider and patient. Health

issues now have a ‘‘face,’’ because the Veteran is not alone.

Can you imagine a clinic without walls with providers,

pharmacists, nurses, dietitians, psychologists, etc. and the

camaraderie of military veterans? These patients have con-

sistently remarked that they feel more comfortable in

shared medical appointments, because other Vets under-

stand their situations and are helpful.

One situation that is unique to the VA system is that a

large percentage of the Veterans we treat are dealing with

Post Traumatic Stress Disorder (PTSD) issues. Accord-

ing to the VA National Center for Posttraumatic Stress

Disorder, PTST is experienced by approximately 30% of

male and female veterans who have been in war zones,

with an additional 20 to 25% experiencing partial PTSD

in their lifetimes. ‘‘Clinically serious stress reaction symp-

toms’’ have been experienced by approximately 50% of

male and almost 50% of female Vietnam veterans.

Among Gulf War veterans, PTSD has been estimated

at 8% (20).

One of the hallmark symptoms of PTSD is lack of

trust. The DIGMA and PSMA shared medical appoint-

ment (SMA) models provide a comfortable venue for

comrade Veterans to share, support, and help one

another. The information that was previously shared in

the waiting room is now shared with qualified staff that

are present to ‘‘clinically coach,’’ if you will. Patients can

formulate and begin to take steps toward targeted goals

for their care. With DIGMAs and PSMAs, the entire

group acts as a witness and supports one another in

their individual disease management.

Project Implementation

In December 2002 and January 2003, Dr. Ed Noffsinger,

offered two workshops to interested staff. Staffs from

Eastern Kansas (Topeka and Leavenworth) and KCVA

were mentored in the SMA process and developed an

action plan to start SMAs in medical subspecialty care.

KCVA had an existing diabetes team, which included an

endocrinologist, 2 RN Certified Diabetes Educators

(CDEs), two Doctors of Pharmacy, and a Dietitian CDE.
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In March 2003, the KCVA launched its pilot diabetes

DIGMA program—which included a program specialist

(also a CDE) who was detailed half-time to this SMA

program. The medical center director and chief of staff

enthusiastically supported the project. An unoccupied

patient activity room was converted to house DIGMA

sessions. Detailed action plans, promotional brochures,

closed circuit television (CCTV) announcements, posters,

and a VA-Intranet Website were developed for this new

SMA diabetes population management program. Confi-

dentiality release forms were developed in concert with the

privacy officer and legal counsel in compliancewithHIPAA

regulations. Patients were gleaned by each clinician, invited,

and scheduled into the new Diabetes DIGMA program.

Patient Education

Patient self-management booklets for goal setting were

developed for each SMA—as well as individualized lab

reports (health summaries), which explained lab and vital

sign status as well as desired targets to patients. For all

group attendees, this information is regularly updated to

comply with clinical guidelines and state of the art

research. As the physician moves about the room, each

patient’s situation and personal goals offer a point of

education for the fellow attendees. Each patient leaves

the session with specific written goals for the next visit.

The patient education committee reviews/updates educa-

tional pamphlets and packets for each SMA.

Computer Technology

The VA’s Computerized Patient Record System (CPRS)

lends itself well to SMAs. Progress note templates were

developed to incorporate pertinent history as well as

treatment goals for each patient. This electronic progress

note is actually a ‘‘mini-chart’’ prepared for each patient

prior to the SMA. A hard copy is printed for each clin-

ician to use. These progress note templates have greatly

expedited the documentation process, which is important

as timely documentation is imperative to quality care.

Clinical reminders are noted prior to each DIGMA ses-

sion, and all materials are prepared for each patient hav-

ing reminders due. A wireless laptop on a cart was

obtained to provide the clinician in the DIGMA with

the added flexibility of moving freely from patient to

patient—a process that is greatly expedited by having

patients seated in a circle. Coders, computer applications

coordinators, and staff networked to ensure appropriate

workload and billing information for this unique style of

medical care delivery.

Staff

A nephrologist and endocrinologist successfully con-

ducted pilot DIGMAs in May 2003 with the assistance

of the RNs and Clinical Pharmacists. A psychologist was

initially used as a facilitator. However, once the process

was perfected, each SMA could operate with 2 staff mem-

bers, regardless of discipline. The physician or other lead

clinician generally develops good group management

dynamics in 10 sessions or less. While it would be helpful

to have a behaviorist and a documenter in each DIGMA

on an ongoing basis, that resource is not available at

present. As it turned out, both the endocrinologist and

the nephrologist proved to have wonderful skills in this

area.

Because the initial pilot sessions proved to be an

unqualified success, the SMA program was expanded on

an ongoing basis to three Diabetes DIGMAs and one

Nephrology DIGMA—which were launched on a weekly

basis in June 2003. A full-time SMA coordinator was

hired for the endocrinology DIGMA program shortly

thereafter, i.e., in December 2003.

Rollout Timeline for the DIGMA Program

Since that time, additional DIGMAs have been launched

at KCVA in the following areas: nephrology, obstructive

sleep apnea, diabetes podiatry, posttraumatic stress dis-

order, infectious disease, depression, Parkinson’s disease,

heart disease, pulmonary disease, gastroenterology, and a

variety of Diabetes SMAs (including insulin pump).

Outcomes

KCVA was the first VA in the nation to launch DIGMAs

for diabetes, hypertension, and sleep apnea. The KCVA

has also been the first healthcare system to utilize

Dr. Noffsinger’s chronic illness population management

paradigm which makes full use of group visits in a sys-

tematic approach to chronic disease management. SMAs

have been offered to Veteran patients on a regular basis at

the KCVA since June 2003. By the end of FY 2006,

26 different DIGMAs were operational within our med-

ical center.

Patient Satisfaction

Patient satisfaction surveys were collected over the first

12 months of the SMA program from every new patient

who attended. Outcomes data are regularly analyzed
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according to a variety of parameters based on clinical

guidelines. The VA is mandated by Congress to obtain

patient satisfaction surveys on a regular basis in all VA

Healthcare Facilities for both in-patients and out-

patients. Additionally, a DIGMA-specific survey was

used. Overall, patient satisfaction ratings were found to

be ‘‘good’’ or better 100% of the time, with 92% of

patients rating SMAs as ‘‘very good’’ or ‘‘excellent’’

(Fig. 9.17). Because the results of the Patient Satisfaction

Surveys were so consistently ‘‘very good’’ or ‘‘excellent,’’

the DIGMA-specific survey has been eliminated and used

only if a veteran requests one. However, Medical Center

surveys are still conducted on a regular basis and reflect

the same positive outcomes for our DIGMAs.

Decrease in Wait Times—Open Access

In January 2003, the average wait time to be seen in our

Diabetes Clinic was 60.3 days. Diabetes education classes

allowed for entrance into the program; however, follow-

up was a problem. Eighteen months later (1 year after

DIGMAs were initiated in our Diabetes Program), the

wait time had dropped to 17.5 days. In other words,

appointment wait times to enter our Diabetes Program

had decreased by slightly more than 42 ½ days through

use of DIGMAs. In addition, a Diabetes Hot Line was

established for patients to call. Urgent problems can be

managed by patients simply dropping into any one of our

three Diabetes DIGMAs each week, which can typically

be done within a day or two.

The Podiatry SMA provides another means of acces-

sing care for foot problems, including the ongoing foot

care needs of diabetic patients. Patients with problematic

changes in foot integrity are able to simply drop-in and

obtain immediate care for foot problems—i.e., in concert

with care received in other surgical and medical clinics.

The importance here is that patients ‘‘are seen’’ and care is

appropriately provided at the earliest possible time as a

result of our diabetes DIGMA program.

Productivity (Workload Production)

As a result of our growingDIGMAprogram, there has been a

considerable increase in the number of patients seen—which is

reflected in Table 9.7. The percent increase in patients seen can

be extrapolated toproductivity as follows. If aDIGMAhas an

increase of 100%, the provider is seeing twice asmany patients

as would be seen in traditional clinics. For every 100%

increase, the provider is as productive as another physician

working side by side. All numbers are compared to the provi-

der’s baseline workload in existing traditional style clinics.

As seen in Table 9.7, over half of the SMAs increased

provider productivity by at least 200%—in other words,

they substantially increased productivity. ‘‘DM Survival’’

was held at a Community-Based Out-Patient Clinic

(CBOC). Staff was able to see 14 patients in each of these

three single session DIGMAs, which were held on Fridays.

SMAs, which are held on a periodic basis, continue to be a

valuable clinical tool for theCBOCs.As a result of the SMA

program, the endocrinologist’s enrollment has dropped and

is being supplemented with patients from the Diabetes

Nurse Educators, who have been overly scheduled.

Table 9.7 Increase in workload since SMA began June 2004 as of
4th quarter FY06 at the Kansas city VA

SMA

Percent
increase
pts seen
2004*

Percent
increase
pts seen
2005*

Percent
increase pts
seen 2006*

Diabetes MD/
PharmD

103 106 160

Diabetes RN/
PharmD

178 176 167

Renal MD/RN 240 291 197

Sleep apnea RT 30 175 152

Renal 2 MD/RN 250 170 158

Posttraumatic stress
disorder MD/SW

397 744 685

Podiatry DPM 152 103 150

Infectious Disease
Nurse

33 Closed Closed

Depression MD/
ARNP

7 308 277

Diabetes pump RN 33 656

Diabetes insulin start
RN

59 67

Diabetes insulin F/U
RN

90 108

Diabetes CGMS RN 44 91

Diabetes survival (1
� sessions at
community-based
outpatient clinics
or CBOC’s) RN /
RD

1300 Replaced
with a
diabetes
education
class

Nutrition carb
counting RD/RD

98 141

* Where a ‘‘100% increase’’ means that productivity was doubled.

Fig. 9.17 DIGMA-specific survey used for the Kansas City VA
Medical Center showed overall patient satisfaction ratings were
‘‘good’’ or better 100% of the time, with 92% of patients rating
SMAs as ‘‘very good’’ or ‘‘excellent.’’
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For the DIGMA model, it is recommended that the

goal be to increase provider productivity by 300% (i.e., 3x

the number of patients normally seen individually in the

clinic during the same period of time). Our PTSD, PTSD

Significant Other, Depression, and DM Survival SMAs

(which are single session DIGMAs), have exceeded this

goal—and most of our DIGMAs have improved the rate

at which patients are seen. The Infectious Disease

DIGMA, which focused on patients who were HIV+,

was closed because the patients desired one-to-one

appointments to preserve their anonymity. The Diabetes

DIGMAs which fall below 300% are extremely high-tech

sessions—e.g., the insulin pumps group. Because this

technology was very new to KCVA, these DIGMAs

were found to have a slow growth.

Preliminary Clinical Data

One hundred ninety-six patientswith diabetes attended our

Diabetes DIGMAs during the first 3 months of implemen-

tation. Overall, their HbA1c levels were found to decrease

from 8.59% in January 2003 to 7.36% by September

2003—which represented an average decrease of 1.23 per-

centage points (Fig. 9.18). Even at this early point of

operations, this data made it clear to us that patients seen

in our diabetes DIGMA program were able to achieve

better control over their diabetic symptoms. The data for

January 03 reflects the FY quarter before the DIGMA

program was implemented and traditional one-to-one vis-

its were utilized. September 2003 data were reflective of the

first quarter that the DIGMA program was implemented.

Lessons Learned

We have learned several lessons from the KCVADiabetes

DIGMA program, including the following:

� Administrative support, which needs to include a

Program Coordinator and/or Champion, is a key to

success. There must be one person to take responsibility

for the implementation and administration of any com-

prehensive SMA program. This person must not only

take on overall responsibility for the entire SMA pro-

gram, but also be willing to do all the clerical tasks such

as scheduling. until appropriate staff can be hired.
� A scribe is essential for all DIGMAs and PSMAs,

especially in systems using electronic medical records.
� Back up plans for vacations and cancellations must be

communicated and established. An e-mail group for all

clinicians and support staff doing SMAs is helpful. Set

a 30-day limit for notices of planned vacations.
� Heterogeneous groups are likely the way of the future.

The most successful and flexible SMAs are those that

encompass a wide variety of patients. Example: The

Renal DIGMAs invite patients with hypertension,

renal diseases, renal failure, and post transplantation.

Commonality of chronic disease is the underlying fac-

tor that makes groups work. Do not limit your patients

by selecting singular diagnosis (think broader, such as

the whole spectrum of disease).
� Patients hesitate to attend SMAs that force them into

‘‘rush hour’’ traffic.
� Serve decaffeinated coffee all day! It provides a wel-

coming atmosphere and does not elevated blood pres-

sures and nervous tension.
� Have handouts specifically outlining steps that

patients can take to achieve goals set by clinicians.

Write out individual instructions for patients. Always

be succinct and do not waste time with long verbal

explanations. The written words will stay with patients

when they go home and work on their individualized

disease management program.
� The more humor you can inject, the better. One of my

favorite SMAs included the following anecdote: One

day, one of the nephrologists was a few minutes late to

the DIGMA. Feeling that he had to apologize for his

lateness, he stepped into the middle of a room of 19

patients and said, ‘‘Welcome to Oprah for Kidneys!’’
� The more ‘‘reality’’ that can be reached during SMA

sessions, the better the results.
� In the Sleep Apnea DIGMA, a young man was hand-

ing in his machine. Of course, this meant he would be

giving up. Another patient who was in a motorized

wheelchair spoke about how he had worked hard to

commit to the cumbersome treatment. He had set a

goal to see his grandson graduate from college. In the

process of committing to his treatment, he reduced

his insulin requirements for his diabetes and delayed

the possibility of needing dialysis. The young man

shook his hand and promised him that he would try

again to use his CPAP machine. This encouragement

was palpable, and tears were visible throughout the

room.

Fig. 9.18 Decrease in hemoglobin A1c in the Kansas City VA
Diabetes DIGMAs
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� Caring is sharing—A SMA for patients with depres-

sion was brightened by a veteran who brought flowers

that he had grown for each group member.

In a world where society is run by anxiety, is it not

wonderful that we can provide targeted, cost-effective,

positive medical care in a live talk-show format for

patients?

Conclusion

Having started DIGMAs in June 2003, the KCVA now

regularly runs approximately 25 different DIGMA ses-

sions per week with focuses that include diabetes, hyper-

tension, nephrology, obstructive sleep apnea, diabetes

podiatry, PTSD, cardiology, congestive heart failure,

heart disease, infectious disease, depression, Parkin-

son’s disease, pulmonary disease, gastroenterology,

and a variety of diabetes-related SMAs (such as insulin

pump). In our chronic disease management paradigm

for patients with uncontrolled diabetes, patients typi-

cally enter the program through our diabetes education

class and then attend a variety of diabetes DIGMAs as

needed (usually every 3 months) until their HbA1c

levels reach 7—at which time they are able to graduate

from our program and return to their primary care

providers for follow-up care. Because DIGMAs enable

individualized medical care and education to be deliv-

ered by the same provider to many patients at once

during a 90-minute group session, we have found this

innovative new model of care delivery to not only be

cost effective and highly productive, but also result in

improved outcomes and highly satisfied patients.

We have found our DIGMA program to be effec-

tive in meeting all of the goals that we initially had for

the program: improved access to care; decreased wait

times; improved clinical outcomes; increased patient

satisfaction; and more educated and empowered

patients who are now better able to set their thera-

peutic goals and manage their disease. We have docu-

mented improvement in all of these areas. Overall, we

have found the DIGMA model to be very successful

at the KCVA: wait times for diabetic patients

decreased by 42.5 days during the first 18 months;

diabetic patients showed a significant decrease in

HbA1c from 8.59% in January 2003 to 7.36% by

September 2003; 92% of participating patients have

rated their DIGMA experience as ‘‘very good’’ or

‘‘excellent’’; and we have been able to handle a large

increase in workload without the need of hiring

additional staff.

The Future

Proposed new SMAs include: Erectile Dysfunction;

Spinal Cord Injury; New Patient Orientation; Low

Vision; PACT (Prevention of Amputations); etc. Other

VA staffs from Wichita, Columbia, and Topeka have

come over to observe the KCVA SMA program—which

was also featured on Fox 4 WDAF News. The KCVA

SMA program coordinator also participates in the VA

National SMA Workgroup. ‘‘Re-inventing the wheel’’ is

not necessary in this process asDr. Noffsinger has defined

all the necessary steps to success.

Recent news has heightened our awareness of our

Veterans’ medical, emotional, and psychological needs

for care. We in the VA system are charged with support-

ing our hero Veterans in their quest to re-enter society and

the American workforce as they return from war. The

numbers of returning Veterans, who will seek care imme-

diately upon discharge from the military, will stretch the

resources of the VA system. Groupmedical appointments

will serve as a high-touch and high-tech, cost-effective

venue for their medical care.

The future of group medical appointments depends on

thorough research evaluating their usefulness and out-

comes. Further in-depth study is needed to determine

the efficacy of SMAs vs. traditional one-to-one medical

appointments. A study team has been formed and a retro-

spective study for patients with diabetes is underway at

KCVA. It is our great honor to serve our Veterans in this

exciting new venue for healthcare.

Study 15: Pharmacist Managed Group Medical
Appointments at the 1st Medical Group,
Langley AFB

This study, which addresses pharmacist managed group

medical appointments at the 1st Medical Group, Lang-

ley AFB, was received from Brian E. Logue, Maj,

USAF, BSC, Chief Clinical Pharmacy 1st Medical

Group, 1st Fighter Wing, Air Combat Command,

Langley Air Force Base, who is a Clinical Assistant

Professor at the Medical College of Virginia. I believe

that the reader will find this contribution regarding the

successful SAR, URI, and Lipid DIGMAs run at

Langley AFB to be of interest because of its implica-

tions for applying DIGMAs to urgent care, cold and

flu, allergy, and primary care settings—especially when

there is a need to treat and triage facility-overwhelming

acute infections in order to relieve workload from over-

crowded and inundated ER, urgent care, and primary

care clinics.
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In addition, the reader will find it interesting that, as

good and helpful as their SAR and URI DIGMAs were

for acute care in treating and triaging potentially facility-

overwhelming acute infections (and in relieving work-

load from the overcrowded ER, urgent care, and family

practice clinics), they found DIGMAs to be even more

helpful for chronic conditions such as hyperlipidemia.

The successful Lipid DIGMAs run at this facility under-

score the benefits of DIGMAs in the treatment of

chronic health conditions such as hyperlipidemia with

regard to educating and empowering patients—and to

improving clinical outcomes. Also, their findings show

that—in addition to improving access to care and patient

as well as provider satisfaction with care—a DIGMA can

improve a patient’s medication use, treatment outcomes,

and the efficiency of healthcare.

Background

The 1st Medical Group at Langley AFB implemented

pharmacist managed walk-in group medical appointments

to treat seasonal allergic rhinitis (SAR) in April of 2004.

Our group medical appointments (GMAs) were adapted

from Dr. Noffsinger’s DIGMA model to fit our unique

practice environment. SAR, along with upper respiratory

tract infections (URI), was among the most common rea-

sons for patient visits to our hospital during certain periods

each year (see Fig. 9.19A and B). Through the use of

GMAs, we were able to remove uncomplicated SAR cases

from our busy family practice clinics—which allowed those

clinics to see patients with more urgent needs, while simul-

taneously decreasing patient wait times for SAR treatment.

Patient Recruitment for Our New SAR DIGMA Program

Concerned with patient recruitment, at the start of our

new SAR DIGMA program we actively advertised in the

base newspaper and sent a mailer to the home of every

patient treated for SAR at Langley in 2003. We initially

attracted a small number of patients to the service. Patient

outcomes and satisfactions were high, and we were able to

convert 80% of patients to the preferred formulary anti-

histamine in a patient friendly manner. A credentialed

pharmacist provider led the GMA and was assisted by

Red Cross volunteers, pharmacy students, pharmacy

technicians, and other pharmacists. The DIGMA created

an ideal venue for communication at multiple levels. We

found that word of mouth on base about easy access and

quality of care turned out to be our best patient recruit-

ment tool.

URI Coding 2002–2004
(ICD9 465.9)
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Fig. 9.19 (A and B) SAR and upper respiratory tract infections were among the most common reasons for patient visits to 1st Medical
Group at Langley Air Force Base hospital during certain periods each year
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Rationale for Starting Our URI DIGMA

Faced with a shortage of flu vaccine in the fall of 2004, we

implemented a pharmacist managed walk-in GMA to

treat upper respiratory tract infections (URI). This was

not a class or an over the counter (OTC) medication-only

program. Our DIGMAs operated seasonally based on

tracked influenza activity, pollen count, and patient

appointment trends. This URI service was designed to

treat and triage facility-overwhelming acute infections in

order to relieve workload from the overcrowded ER and

family practice clinics. In the winter of 2005, our DIGMA

increased our military MTF (medical treatment facility)

surge capability to treat URI, including influenza, in a

controlled manner.

DIGMAs Can Be Used to Address the Global Health

Issues of Influenza, SAR, and URI

Due to many variables, the threat of influenza remains an

issue of great global health and economic concern. This

DIGMA model was able to deal with an increased number

of influenza cases among our beneficiaries, and was a great

addition to our excellent existing services for improving both

infection control and access to care. We were able to reduce

‘‘presenteeism’’ at work—i.e., people at their job but not

working at full speed because they were distracted by the

symptoms of allergic rhinitis or the loss of energy and symp-

toms of an upper respiratory tract infection. By improving

access to care, we improved readiness and productivity.

Patient Satisfaction with the SAR and URI DIGMA

Programs

Both the SAR and URI DIGMAs were evaluated based

on a simple patient assessment form (Fig. 9.20A and B)

completed during the DIGMA. I have attached the URI

form in the event that the reader might find it helpful. The

URI DIGMA used the same form as our family practice

clinic. This improved the transition of complicated

patients out of our DIGMA and on to more care when

needed. We successfully treated and triaged 1421 patients

for SAR and URI using pharmacist managed DIGMAs

between December 2004 and May 2006. The majority of

the patients were seen during the flu season of 2004–2005.

The clinics were only open seasonally when needed. Phar-

macists frequently treat multiple patients concurrently,

and are accepted in that role by patients for the treatment

of SAR and URI. Results of 447 patient satisfaction

surveys assessing pharmacist interaction (labeled RPh)

and other parameters are summarized in Table 9.8 and

Fig. 9.21. By protocol, credentialed pharmacists pre-

scribed prescription and non-prescription medications,

performed rapid strep tests, and made test recommenda-

tions such as chest X-ray for patients that were triaged in

the GMA and transitioned into more care. This improved

appropriate antibiotic use to treat viral colds and pro-

vided an opportunity for patient education about anti-

biotic resistance. The Center for Disease Control (CDC)

‘‘Get Smart’’ series was used.

Providers Were Also Very Satisfied with This New

Service

Following protocol, the pharmacist URI DIGMA triaged

and treated influenza, viral colds, strep throat, pharyngitis,

otitis media, bronchitis, pneumonia, and SAR. The family

practice clinic sent us patients they initially assessed as

uncomplicated and all the walk-in patients that they were

unable to fit into their schedule. Our service was needed

and appreciated, as verbalized on a hectic day by one busy

family practice provider who stated jokingly, ‘‘Brian, get

‘em off me, man.’’ A more common statement heard was

‘‘Whatever you can do to help as a provider would be

greatly appreciated.’’ Only 10.7% of patients treated in

our URI program had another MTF (medical treatment

facility or hospital) appointment 2 weeks post-DIGMA.

No patients that required a return appointment had a

positive rapid strep test or throat culture. We found that

77% of the patients we treated had attempted over the

counter medication self-care before coming to our URI

DIGMA. Non-pharmacist provider (MDs and PAs) sur-

vey results are shown in Table 9.9 and Fig. 9.22.

Although Existing Resources Were Used, Creativity

Was Sometimes Required

Our DIGMAs operated in the main lobby of the 1st

Medical Group hospital. We used a small room in the

lobby for privacy when needed. Our clinic was one of the

first pharmacy clinics in the USAF to go live on a world-

wide electronic medical record system.We had immediate

access to complete information on each walk-in patient,

including past medical history, allergies, medication pro-

file, and previous encounter electronic SOAP notes.

When we completed an electronic SOAP note in each

patient’s electronic profile, it was immediately available

to their primary care manager following the DIGMA

session. When the electronic SOAP note was signed, the

appointment was coded. There was no front-end schedul-

ing or back-end coding to our walk-in GMA. These were

keys to our efficiency.
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Our Biggest Concern: Medication Errors

Aprimary concern of pharmacists ismedication errors and

identifying, resolving, and preventing them. When our

DIGMA sessions were busy, we sent patients to the phar-

macy for their medications. When we were slow, we

handed the medications to the patient in the DIGMA

area. Some types of dispensing medication errors, such as

handing amedication to the wrong patient, polypharmacy,

and drug interactions are reduced if the patient is treated in

a pharmacist DIGMA. Having a pharmacist engaged in

the open treating multiple patients improves patient inter-

action with the pharmacy—and can enhance interactions

during the future treatment of other conditions, follow-up

care, or the care of family members. The contribution of

Doctor of Pharmacy students from the Medical College of

Virginia and Hampton University—along with the profes-

sionalism of Air Force pharmacy technicians—helped

make our new pharmacist DIGMA program successful.

DIGMAs Permit Important Psychosocial Aspects

of Care to Be Better Addressed

I originally thought that the psychosocial aspect of the

DIGMA model was secondary in importance to the

Fig. 9.20 (A and B) Simple
patient assessment forms for
SAR and URI DIGMAs at 1st
Medical Group at Langley Air
Force Base

Clinical Outcome Studies Involving DIGMAs and PSMAs 313



Fig 9.20 (continued)

Table 9.8 Patient satisfaction with pharmacist led SAR and URI
(cold/influenza) DIGMAs

Patient Satisfaction Surveys N¼�447
(1¼ low, 5¼ high) SAR URI

1. Access to the pharmacy clinic 4.58 4.44

2. The quality of the interactions with pharmacist in
the clinic

4.60 4.67

3. My overall opinion of this pharmacy clinic 4.70 4.67

4. My overall opinion of the quality of care I
received

4.75 4.33

5. My experience in a walk-in clinic group
appointment

4.80 4.35

6. The amount of time it took me to have a
prescription ordered and pick it up

3.85 3.82

7. I would use this clinical pharmacy service again 4.85 4.33

Fig. 9.21 Graph of results from 447 patient satisfaction question-
naires for the SAR and URI DIGMAs. Scale 1 (low) to 5 (high).
RPh, pharmacist interaction
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model’s ability to improve access to care. Regularly obser-

ving the buddy support of active duty warriors committed

to theirmission—e.g., talking on chairs in themain hospital

lobbywhile filling out a form or interactingwith the team—

emphasized another aspect of the model. Commiserating

about their frustration of being diminished by a virus or

illness for a few days and kept away from duty, they edify

each other and encourage each other to heal. This model

improved patient care by adding an additional built-in

support component to their visit to the MTF that does

not always occur in a traditional appointment—and it

never occurs at all if they do not seek or receive a timely

appointment. It costs nothing and improves quality of care.

Infection Control

By spreading patients out in the main lobby in a controlled

manner and making those deemed infectious wear masks,

we improved infection control in the facility. By providing

increased access to care, we were able to decrease the

spread of infection by placing the infected on quarters

and sending them home to rest and recover rather than

back to their duty section where the infection could spread

and reduce mission readiness. At the same time, the

‘‘working sick’’ were in and out quickly and back to the

mission.

This Model Can Help All Healthcare Systems Meet

Increased Needs for Appointments During the Annual

Influenza Season

Development of pharmacist URIDIGMAs can helpmeet

the increased needs that all healthcare systems have for

numerous additional medical appointments during the

annual influenza epidemic. In addition, it can help train

patients to increase optimal use of the existing infrastruc-

ture and the distribution capacity of pharmacy networks

in the event of a pandemic. Development of URI and

SAR DIGMAs can improve access to care while simulta-

neously addressing some of today’s healthcare limita-

tions—and, by doing so, they can help to meet future

access challenges facing the U.S. healthcare system.

Our New Lipid DIGMA

In August 2006, we began referring all active duty per-

sonnel with hyperlipidemia to a GMA. All patients were

mailed a letter (plus received an automated phone call)

directing them to their new appointment venue. In

doing so, we noted that we needed to invite more than

30 patients in order to have 20 or more show up. We see

the Lipid DIGMA as an excellent way to augment

Table 9.9 Results of non-pharmacist provider surveys evaluating
satisfaction on a 5-point Likert scale with new walk-in pharmacy
cold/flu clinic, winter, 2005

This clinic served a need at this medical treatment
facility

Average¼ 4.89

By mildly ill patients being seen in this clinic,
additional appointment slots were made
available with medical providers for sicker
patients

Average¼ 4.63

The level of care provided by this clinic compared
to the standard of care at this MTF

Average¼ 4.86

I was satisfied with the service provided by this
clinic

Average¼ 4.29

Patients seen in this clinic were appropriately
triaged

Average¼ 4.29

I would like to see this clinic continued Average¼ 4.88

Scale: 1 (low) to 5 (high). Number of non-pharmacist providers,
N¼ 12.

Fig. 9.22 Graph of results of non-pharmacist provider surveys evaluating satisfaction with new Walk-in Pharmacy Cold/Flu Clinic
(Winter 2005) at 1st Medical Group at Langley AFB
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traditional care; however, participation is voluntary and

we do not plan to deny a patient’s preference to have a

one-on-one appointment with their primary care man-

ager. In our experience, many patients do not regularly

have routine follow-up with the same physician thru

months or years of treatment anyway, so the Lipid

DIGMA works very well for them.

DIGMAs Are an Ideal Venue for Treating Chronic

Conditions such As Hyperlipidemia

Hyperlipidemia treatment fits the shared medical

appointment venue extremely well. We found that our

new Lipid DIGMAs were even better suited for treating

high cholesterol than our SAR and URI DIGMAs were

for treating acute conditions like seasonal allergic rhini-

tis, upper respiratory tract infections, and the annual

influenza epidemic. Through these group visits, it

became possible to avoid repetitively counseling patients

individually on lifestyle management—repetition that

seems to be a hallmark of the traditional office visit

model of care for patients with issues such as high

cholesterol. Reviewing the importance of diet and exer-

cise, describing the difference between LDL (bad choles-

terol) and HDL (good cholesterol), and discussing the

importance of quitting smoking can all be completed by

the pharmacist at one time in the DIGMA setting—i.e.,

for a dozen or more patients at once. During Lipid

DIGMA sessions, patients are given an individual

assessment of their cholesterol goal, their medical and

medication histories are taken, and their blood pressure

is screened.

Our Lipid DIGMA Program Has Grown, and Patient

and Provider Satisfaction Are High

Our patient (N¼ 289) and provider (N¼ 6) surveys

(Figs. 9.23 and 9.24) showed that this is rapidly becoming

both a provider and patient preferred way of treating high

cholesterol. Our group clinic expanded as referrals

increased. We began using a conference room in the 1st

Fighter Wing clinic in the NASA Langley Research Cen-

ter. To improve access to care in the NASA clinic, we

began treating retirees and family members of active duty

personnel via shared medical appointments. Results of

patient satisfaction surveys showed that both active duty

and retiree patients accepted this new appointment for-

mat (Fig. 9.23).

Methodology

We performed a detailed medication use analysis of all

active duty patients identified with an assigned ICD code

for dyslipidemia (272.0–272.9) between January 1, 2005

and December 31, 2005 to assess the level of medication

non-adherence. 716 patients were identified and 348 of

these patients were on a cholesterol lowering medication.

Patients on a cholesterol medication were taking an aver-

age of 3.5 prescription medications, including non-

cholesterol lowering medications. 81.8% of the patients

taking a cholesterol lowering medication were taking a

HMG-CoA reductase inhibitor, often called a ‘‘statin’’.

94.8% of the patients were male.

Medication adherence was defined and assessed four

ways: Medication Possession Ratio (MPR); Length of

Therapy (LOT); Persistency Rate; and Median Gap

Analysis. MPR shows the percentage of days a patient

has the medication they should be taking every day.

LOT is the sum of medication days supplied for a patient

being treated for a new episode of care. Persistency rate

shows the number of patients remaining on a medication

at specific time points after therapy was started—i.e.,

3 months, 6 months, 12 months, etc. Median Gap Analy-

sis is the median number of days that the patient should

have run out of a medication and the actual fill date of the

subsequent refill.

Fig. 9.23 Results of patient satisfaction survey conducted on Lipid
DIGMA program at 1st Medical Group at Langley AFB

Fig. 9.24 Results of provider survey evaluating satisfaction with
our Lipid DIGMA program at 1st Medical Group at Langley AFB
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Results

We turn now to the results of the data analysis of our Lipid

DIGMA program. In patients that we had complete data

to evaluate, the averageMPR for patients on statin therapy

was 80% (with the range being 9–100). 41%of patients had

a MPR of <80%. The median gap analysis of patients

taking a statin was 15.5 days. The average LOT for a

patient on a statin was 291 days. The persistency rate for

a patient on a statin was 98%at 3months, 94%at 6month,

83% at 9 months, and 69% at 1 year. The persistency rate

for fibrates at 1 year was 49% and niacin at 1 year was

38%. It was clear from these results that, with traditional

medical appointments, in terms of money spent on pre-

scription medications and pharmacy efforts, drug therapy

was not optimized in our hyperlipidemia population.

A primary target in the treatment of high cholesterol is

low-density lipoprotein (LDL) goal attainment. Prior to the

use of a Lipid DIGMA, our LDL goal attainment was 76%

for a patientwith a goal of<160mg/dl, 45% for<130mg/dl,

30% for<100 mg/dl and 13% for<70 mg/dl. The literature

has shown that percent decreases in LDLmay equate linearly

with a percent decreases in morbidity and mortality.

Six months after we began our Lipid DIGMA we

reassessed the MPR, median gap analysis, and LDL

goal attainment in the patients we treated in our lipid

DIGMA. The average MPR, available on our patient

assessment form to aid in developing treatment plans

(Form 2), improved to 99% in our Lipid DIGMA

patients. The median gap analysis improved to 2.3 days.

LDL goal attainment improved to 84% for a<160 mg/dl

goal, 75 % for<130 mg/dl, 50 %< 100 mg/dl, and stayed

at 13 % for <70 mg/dl (Fig. 9.25). In addition, the mean

LDL cholesterol for patients treated in our lipid DIGMA

was reduced from 138.3 mg/dl in August of 2006 to

124.0 mg/dl in January of 2006. Our findings have

shown that, along with improving access to care (and

patient and provider satisfaction with care), a DIGMA

can improve a patient’s medication use, treatment out-

comes, and efficiency of healthcare. (Note: Carl Tullio

PharmD and John Ostrosky PharmD assisted with data

analysis and graphs.)

The Business Case for Group Visits

Our lipid DIGMA varies in attendance (range, 5–34).

When fully staffed and with good attendance, we were

able to see an average of 22 patients during 90 minutes of

a day. By doing this 4 days a week, we were able to free up

440 individual appointments per month (and 5280

appointments per year) through our Lipid DIGMA

program—thereby improving access to care for all other

conditions. This represents a dramatic increase in capa-

city, and is achieved solely through our lipid DIGMA

program and use of existing staffing and facilities

resources. We have had over 700 patient referrals to

date. The lipid DIGMA is open year round, which helps

in familiarizing patients, students, and staff with the

format.

DIGMAs Can Help Busy Pharmacies Provide

Medication Therapy Management to Improve

Outcomes from Drug Therapy

Group medical appointments can provide an effective

way for more busy pharmacies to provide Medication

Therapy Management (MTM), a distinct service or

group of services that optimizes therapeutic outcomes

for individual patients. MTM services are independent

of, but can occur in conjunction with, the provision of

a medication product. MTM services include: assess-

ment of a patient’s health status; formulating a medica-

tion treatment plan; monitoring a patients response to

drug therapy; performing a comprehensive medication

review (to identify, resolve, and prevent medication-

related problems); and providing education and

information.

Since January 2006, the American Medical Associa-

tion’s Current Procedural Terminology (CPT) Editorial

Panel has approved three CPT billing codes for phar-

macists to use for billing third-party payors when pro-

viding MTM services. The codes can be used to bill any

health plan that provides MTM services, including

those covered under Medicare Part D prescription

drug benefit. Third party payors will individually deter-

mine the reimbursement rates and criteria for MTM

services. The DIGMA group medical appointment for-

mat may allow busy dispensing pharmacies to provide

MTM services to improve patient outcomes from drug

therapy. Furthermore, the increasing availability of

electronic medical records in pharmacies will likely

increase the opportunities for collaborative practice

with pharmacists.
Fig. 9.25 LDL cholesterol goal attainment pre- and post-DIGMA
at 1st Medical Group at Langley AFB
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Conclusion

We have been very pleased with the increased service to

patients and improved clinical outcomes that we are

achieving through our SAR, URI, and Lipid DIGMA

group programs—especially because it occurs in a format

that is satisfying to patients and providers alike. Antici-

pated future demands upon our healthcare system—

driven by an aging American population in need of

more medical appointments coupled with fewer health-

care providers to take care of them—increases my advo-

cacy of group medical appointments. Today’s practi-

tioners must develop and implement new techniques

now—and immediately begin training students and new

practitioners in these methods—in order to prepare

healthcare workers for the practice environment they

will be working in, and responsible for, during the coming

decades.

Study 16: Use of Physicals Shared Medical
Appointments for Heart Failure Patients

This study will be of interest to the reader because it

demonstrates how the PSMA model can be used in a

heart failure clinic to reduce hospitalizations among this

costly high-risk patient population, while simultaneously

achieving high levels of patient satisfaction and enhancing

other outcomes as well—such as improved medication

utilization, increased use of cardiac rehabilitation ser-

vices, improved compliance with lifestyle recommenda-

tions, decreased depression, and enhanced quality of life.

This study was submitted by Andrew H. Lin, M.D.,

Jeffrey J. Cavendish, M.D., and Daniel F. Seidensticker,

M.D. from the Department of Internal Medicine and

Division of Cardiology at the Naval Medical Center San

Diego in San Diego, California.*

Background

The American Heart Association estimates that it costs

the United States over $28 billion a year for the treat-

ment of heart failure (21). This disease is complex and

multi-factorial, requiring the services of multiple medical

disciplines: pharmacy; psychiatry; nursing; physical ther-

apy; nutrition; social work; and physicians. It is well

established that a multi-disciplinary approach improves

results and outcomes in these patients (22,23), so the

Cardiology Department at the Naval Medical Center

San Diego (NMCSD) set about to establish such a

clinic.

Need and Rationale

The physical layout, clinic manpower, and logistics made

a traditional individual-appointment model impractical

and inefficient. First, the clinic consisted of seven staff

cardiologists, with each staff physician having only one

exam room. Because of the lack of physical exam room

space, it would have been physically impossible for each

patient to be seen individually by the multi-disciplinary

team in an efficient amount of time. Second, the clinic

usually has two corpsmen checking in patients, obtaining

vital signs, and performing ECGs in a central ‘‘vital signs

room.’’ On a typical day, the clinic only has three regis-

tered nurses who also act as the clinic director, conscious

sedation nurses, and patient relation representatives.

Although one nurse could be dedicated to a traditional

heart failure clinic, the standard check-in process and lack

of exam-room space greatly limit the potential efficiency

of such a clinic.

Therefore, in order to use a traditional model for a

heart failure clinic, the physician clinic schedules would

have needed to be rescheduled—and 30-minute appoint-

ments would have needed to be created in order for the

other disciplines to teach each patient individually. This

would have created an inefficient and labor-intensive

clinic that would not have survived. There were many

challenges in establishing this clinic with this particular

format. The primary challenge was overcoming the iner-

tia of the traditional model. At NMCSD, both physicians

and patients had no experience with group medical visits

for such chronic conditions. Fortunately, our leadership

gave us great latitude to pilot this project. For the Physi-

cals Shared Medical Appointment (PSMA) heart failure

clinic to work, at least four patients are needed for it to be

efficient and useful. The clinic originally started with an

initial recruitment of 20 patients to be able to support a

minimum of three clinics.

We Used the Physicals SMA Model

In 2004, the Cardiology Department at the NMCSD

started a heart failure clinic using Dr. Noffsinger’s Physi-

cals Shared Medical Appointment (PSMA) model. The

*Disclaimer: The views expressed in this article are those of the
authors and do not reflect the official policy or position of the
Department of the Navy, Department of Defense, or the United
States Government.
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NMCSD PSMA heart failure clinic was based upon

this model as utilized by Drs. Bronson and Maxwell at

Cleveland Clinic (24).

The heart failure patient is a very complicated patient

with polypharmacy needs and multiple co-morbidities.

In the PSMA format, multiple complicated decisions

have to be made by the physician in front of a group

of patients; therefore, easy to follow, space efficient flow

sheets and documentation were created for the patient

chart.

Another important aspect to this clinic was working

with the coders to make sure appropriate documenta-

tion and maximum credit was recorded for the clinic.

It was initially difficult and complicated for nutrition

and mental health to maximally code for each

appointment.

Finally, with the current Navy operational require-

ments, all areas of the hospital have had people deployed

overseas. Not only have there been multiple physicians

participating in this clinic, but there have been many

different pharmacists, nurses, and nutritionists attending

this clinic. This format takes time to develop a comfort

level that allows for rapid succinct dissemination of infor-

mation to our patients.

Goals

Numerous studies have shown that multi-disciplinary

heart failure clinics work, but none have used the PSMA

format. The cardiology department set up a PSMA heart

failure clinic with the goal to reduce re-hospitalization

rates, increase ACE inhibitor and beta-blocker use, and

improve diet and medication compliance.

Methodology and Flow

The program was designed to incorporate two 90-

minute PSMAs each week. In each session, six to eight

patients are scheduled. The appointments begin with

each patient checking in at the front desk, where vital

signs are taken. The patients then congregate in a con-

ference room, where their medication lists and focused

histories are recorded by a RN and a corpsman on

standard forms designed specifically for the heart fail-

ure clinic. Afterward, the physician takes each patient

back to a private exam room for a focused physical

exam. Upon returning to the conference room, a phar-

macist, psychologist, and nutritionist are present to

provide further individual instruction before beginning

the group session.

Once all of the exams are completed, all of the patients

and the multidisciplinary team start the group discussion.

The physician discusses each individual’s assessment and

plan, while incorporating input from the other medical

providers. During these discussions, important general

concepts concerning heart failure—such as monitoring

daily weights, recognition of symptoms, depression, and

side effects of medications—are always reviewed. These

discussions are always open-ended, and the patients are

invited to participate in the discussion and to give advice,

support, and encouragement. The questions often lead to

more in-depth discussions concerning such topics as end-of-

life issues, sexual dysfunction, and stress management.

During the discussion, the patients’ labs and medica-

tion changes and renewals are ordered in the computer,

follow-up appointments are scheduled, and sheets with

written instructions are given to the patients. This whole

process should take 2 hours. We do two sessions every

Friday morning, and see 12–14 patients each morning.

Patients

Patients are eligible for the heart failure clinic if they met

one of the following criteria: NYHA class III or IV

symptoms at initial presentation; history of multiple

heart failure admissions; specific high-maintenance

needs; or aggressive initiation or titration of target med-

ications with cardiomyopathy (Table 9.10). Patients with

either diastolic or systolic heart failure could participate.

However, prior to enrolling, each patient would have to

agree to the open group discussion format of the PSMA,

which includes filling out a confidentiality waiver and

appropriate Health Insurance Portability and Account-

ability Act (HIPAA) paperwork.

Measures

Prior to each patient’s initial visit, prospective surveys

and indexes on depression, left ventricular dysfunction,

self-care management, and health partnership were

Table 9.10 Eligibility for PSMA heart failure clinic

Any one of the below criteria*:

1) NYHA class III or IV heart failure symptoms at initial
presentation

2) History of multiple heart failure admissions

3) Specific high-maintenance needs

4) Aggressive initiation or titration of target medications with
cardiomyopathy

*To qualify for the PSMA heart failure clinic, patients must
meet at least one of these criteria.
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measured. At completion of 6 months, these same

surveys were re-mailed to the patients. The first survey

completed was a NMCSD cardiology clinic produced

survey which was called the Heart Failure Clinic Satis-

faction Survey. The rest of the surveys used were vali-

dated indexes: The Left Ventricular Dysfunction-36

Questionnaire; The Self-Care Management Index; The

Beck Depression Inventory; and the Health Partnership

Scale. Other performance measures, such as hospitali-

zation rates, ACE inhibitor use, and beta-blocker use

were also measured.

Demographics

The demographics of the patient population were an

average age of 73 years and over 73% males. Over 40%

of the patients were between the ages of 76 and 85 years

old, with the oldest patient being 90 years old. Approxi-

mately 70% of the patients were Caucasian, 9% African

American, 9% Asian/Pacific Islander, and 6% Hispanic.

Over 60% were married, 17% widowed, and 11%

divorced. The average ejection fraction (EF) was 33%,

with only five patients with diastolic dysfunction (EF

>40%). Over 58% of the patients had New York Heart

Association Class III or IV symptoms (Table 9.11).

Results

Many important results were demonstrated. In addition

to high levels of patient satisfaction, several positive

clinical outcomes were demonstrated in this Heart Fail-

ure Clinic PSMA study: reduced hospitalizations;

improved medication utilization; increased use of car-

diac rehabilitation services; improved compliance with

lifestyle recommendations; reduced depression; and

enhanced quality of life.

Patient Satisfaction Was High

By February 2005, over 56 patients had been enrolled

into the program with 33 patients having completed

6 months. The 6-month data for the heart failure clinic

were recently submitted for publication in the Mayo

Clinic Proceedings. Of the patients to have completed

at least 6 months, it was noted that 96% felt the ‘‘the

group visit format was more educational than a reg-

ular cardiology visit’’ and ‘‘the time frame for the

group visit was satisfactory.’’ All patients felt that

‘‘the discussions about each patient’s health and treat-

ment plan was helpful in understanding my own con-

dition and plan,’’ ‘‘it was beneficial to have members

of a multidisciplinary team present,’’ ‘‘time spent with

me individually was adequate,’’ and ‘‘the time spent in

the Heart Failure Clinic was worthwhile’’ (Table 9.12).

Improved Clinical Outcomes—Reduced Hospitalizations

One of the most powerful results from the Heart Failure

PSMA has been a decreased number of hospitalizations. By

comparing inpatient records for the 6-month period prior to

the 6-month period after enrollment, the Heart Failure

PSMA was able to decrease admissions for all causes from

eleven to eight. In addition, admissions for heart failure

alone decreased from four to two. Although 12-month

data are not available at the time of publication, our data

continue to show significant decreases in readmission rates.

Improved Clinical Outcomes—Improved Medication

Utilization, Program Attendance, Compliance,

and Quality of Life

The use of ACE inhibitors increased from 77 to 96%,

while the use of beta-blockers increased from 73 to 93%.

The number of patients participating in a cardiac

Table 9.11 Demographics of patients attending the PSMA heart
failure clinic

Mean age (yrs) 73

Males 78%

Average ejection fraction 33%

Systolic dysfunction (EF <40%) 28/33

Table 9.12 Percentage of patients responding ‘‘agree’’ or ‘‘strongly
agree’’ to each item on the patient satisfaction questionnaire

Percentage (%)

The group visit format was more educational
than a regular cardiology visit.

96

The time frame for the group visit was
satisfactory.

96

The discussion about each patient’s health and
treatment plan was helpful in understanding
my own condition and plan.

100

It was beneficial to have members of a
multidisciplinary team present during heart
failure clinic.

100

The time spent with me individually was
adequate.

100

The educational material is valuable in learning
about heart failure.

100

The time spent in the heart failure clinic was
worthwhile.

100

I was overall satisfied with the heart failure clinic. 100
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rehabilitation program increased from 7 to 42%. The

survey and index questionnaires showed significant

improvements in patient symptoms to include less fati-

gue, exhaustion, and limitations to activities of daily

living. Patients reported improved compliance with

daily weights (55 to 80%), diet (70 to 90%), and exercis-

ing three times weekly (47 to 70%). Patients also

expressed increased ‘‘hope for the future,’’ interest in

sex, and decreased feelings of sadness. Clinical depres-

sion decreased from 77 to 48%, and all patients felt the

format to be more ‘‘educational and an appropriate use

of their time’’ (Table 9.13).

Discussion

Perhaps the greatest testament to impact of the clinic has

been the establishment of other group medical visits in

the hospital. Rheumatology and endocrinology have

both started group clinics modeled after the heart failure

clinic, while a new tobacco cessation clinic has been

established using a different group visit model. The

physicians involved in these clinics have expressed

great personal satisfaction at the level of comprehensive

care they have been able to provide to some of their

sickest patients.

Personal Observations—Dr. Seidensticker

Participating in the heart failure clinic is the highlight of

my week. It is gratifying seeing patients walk in to clinic

when they initially were wheeled into the clinic. It is

invigorating to hear people talk about trips to Las

Vegas that before were only dreams, and endearing to

hear how a patient adjusted his lasix after eating out at a

restaurant. Likewise, helping patients move into a hospice

program and having a peaceful death with their family

present is no less satisfying.

The group medical visit has shown me how clearly

inadequate the individual appointment model is for treat-

ing such complex patients. Ten- to twenty-minute

appointments with an individual provider simply cannot

meet the needs of these sick, symptomatic patients.

By participating in this format, I have learned so much

from the nutritionists, pharmacists, and mental health

providers. After listening to the patients and the group

discussions, I have also gained a whole new level of

appreciation for the complexity of heart failure and its

impact on every aspect of life for these patients.

Conclusion

The Physicals Shared Medical Appointment is a proven

model that has been used effectively in other chronic disease

processes; however, it has not previously been employed and

studied in a heart failure clinic setting. This small pilot

project at NMCSD highlights the benefits a PSMA can

have to improvemedication compliance, enhance utilization

of services, make positive lifestyle changes, and—most

importantly—reduce hospitalizations.

Study 17: Going from Good to Great: Using
Group Medical Care to Change Healthcare
Outcomes

The following contribution was received from James

B. Sutton, RPA-C, Director of Clinton Family Health

Center in Rochester, New York (a large outpatient

Medicare and Medicaid provider in the Rochester

area). He serves as Adjunct Clinical Faculty for the

Rochester Institute of Technology (RIT) Physician

Assistant Program and precepts PA students in Family

Medicine. He has been the Director of Clinton Family

Health Center since 2006.

This write-up will be of interest to readers because it

demonstrates the remarkable benefit that even severely

backlogged and overloaded healthcare systems can rea-

lize when they simultaneously launch Open Access (or

Advance Clinic Access, ACA) and well-designed shared

medical appointments (SMAs) in their system—i.e., even

if there is considerable initial skepticism and push-back

from staff to these progressive ideas. Although consistent

with the findings of other systems, the outcomes data here

are remarkable because they reflect what properly

designed and run SMAmodels can do in the public health

sector for serving the poor and underserved.

For me, it was singularly gratifying to see my

DIGMA and PSMAmodels being used in such a special

manner—i.e., not only in reaching out to the under-

served and in overcoming the treatment challenges

posed by this unique patient population, but also in

Table 9.13 Improved outcomes data from the heart failure physical
shared medical appointment vs. traditional care

# ACE inhibitor use 77 – 96%

# Beta-blocker use 73 – 93%

# Cardiac rehabilitation participation 7 – 42%

# Compliance with daily weights 55 – 88%

# Compliance with diet 70 – 90%

# Exercising three times weekly 47 – 70%

# Clinical depression 77 – 48%
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delivering a modality of care that effectively and effi-

ciently met their medical needs—and with both high

levels of patient satisfaction and reduced no-show

rates. Mr. Sutton points out that, as a result of the

SMA and ACA programs they instituted in their com-

munity health center, the number of diabetics in their

practice that are at ADA goals on their hemoglobin

A1c and LDL-cholesterol has actually doubled. In

addition, patient no-show rates have dropped from

approximately 50% to less than 5%. A further result

of the SMA and ACA programs they instituted has

been a substantial drop in the average HbA1c levels of

the center’s diabetic patients—which dropped from 8.5

to 7.4 between 2003 and 2006. Much of this improve-

ment is attributed to group medical visits and use of the

Institute of Healthcare Improvement’s chronic care

model.

A Growing Problem

Clinton Family Health Center (CFHC) is a Community

Health Center located in a predominantly Hispanic area

of Rochester, New York. In this area, some 50,000 people

face enormous obstacles, including poor health. With a

median household income below $22,000, 35% of resi-

dents in this Northeast section of Rochester live in pov-

erty. The acuity of medical conditions and frequency of

hospital admissions for patients in this part of an other-

wise progressive Upstate city was alarming.

Two major studies of the area (1998 and 2001)

showed growing health disparities. Residents were 20

to 50% more likely to be hospitalized for diabetes,

asthma, and hypertension than those living in the city

as a whole, and four to five times more likely to end up

in a hospital bed for these conditions than nearby sub-

urbanites. Prior to redesigning its delivery system,

CFHC (owned and operated by Rochester General Hos-

pital) was plagued by low show rates for appointments,

poor health outcomes, and the lack of continuity of care

since patients were seen utilizing a traditional ‘‘clinic’’

model. The center, though, had the potential to make an

impact. Patients who sought healthcare at the center

were mostly Hispanic (86%); walked to their appoint-

ment (53%); and (of greatest importance) were most

likely to get all their healthcare needs at that facility

only (70%). Therefore, the effect of the any redesign of

the delivery system at CFHC would be felt directly by

the community that the center served.

In November 2003, CFHC undertook an ambitious

and aggressive approach, and totally redesigned the way

care was delivered in an effort to reduce these health

disparities. The innovations that were imbedded within

the redesign, such as open access scheduling and group

medical care, were in some ways counterintuitive to tradi-

tional healthcare delivery—and were initially met with

skepticism and frank disbelief by the center’s providers

and staff.

A Possible Solution

It was hypothesized that, if patients living in this impo-

verished area had full open access to their primary care

provider, emergency room visits would decrease. Then,

through the redesign of the health center’s delivery sys-

tem, better chronic disease management would ensue and

lead to better patient self-management. The group medi-

cal visit was the critical component of this new delivery

system at the health center. The combination of better

access, better continuity of care, and better chronic dis-

ease management was believed to be a solution to these

growing health disparities. These innovations, in total,

had the potential of affecting thousands of lives in the

community.

The redesign involved four major areas of change over

a 2-year period of time: multidisciplinary teams; open

access; IHI’s chronic care model, and group visits.

Team Formation

Teams were formed that consisted of a provider, nurse,

and secretary. A panel of patients was assigned to that

team, and all patient care and patient matters were

handled by the team members. This both personalized

care and increased continuity of care.

Open Access

With open access, all patients requesting care received a

same-day appointment, no matter the person’s ailment or

request. Each morning, all the providers in the building

started their day with an empty schedule—and then built

their schedule with the phone calls that came in that day.

Patients were seen the same day of their phone call regard-

less of whether they had an acute problem, required rou-

tine follow-up, or needed a physical. Thus, nurse triage

was eliminated because acute problems did not have to be

overbooked on top of routine care. This provided patients

unfettered, full open access to their primary care provider

regardless of their request for care.
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Chronic Care Model

All elements of the Institute for Healthcare Improve-

ment’s (IHI.org) chronic care model were instilled into

daily practice. Staff met weekly to discuss patient care and

plan better care for their patients. Chronic disease pre-

vention was embedded into daily practice. Preventive care

was provided to every patient during every visit, regard-

less of the reason for the visit.

Group Medical Visits

Providers began seeing patients with chronic illnesses in

groups instead of individually for their routine follow-up

appointments. Instead of seeing one patient after another

with the same condition in separate rooms (and answering

the same question over and over again), 10–15 patients with

the same condition were brought in at the same time for

their follow-up care—and were seen in a group room for a

DIGMA for one and a half hours. Patients did not undress

or divulge private matters and, if they wanted personal time

with the provider, they could have that time toward the end

of the group visit. The theme of the group visit consisted of

the various aspects of the chronic medical condition the

patients came for that day. If the condition was diabetes,

then the whole time was spent discussing diabetes and deli-

vering individualized care to each of the attendees.

Patients who joined the groups for their care loved

them, and most wanted to continue their chronic disease

management in a group setting. Medical providers at

CFHC began to discover the joy of extended interaction

with a group of their patients—and the opportunity to

teach their patients more about their disease. The group

visit model led to better disease self-management by

patients at the facility.

Data Tracking

First by paper and pencil, and later by computer, patients’

hemoglobin A1c, blood pressure, LDL cholesterol, atten-

dance, and overall sense of well-being were tracked. Track-

ing was vital to show others in the community if the changes

we had implemented were having any impact on health

disparities—plus, to also assist in the spread of successful

ideas through the collection of evidence-based data.

Putting It All Together

Clinton Family Health Center has utilized open access

scheduling since January 2004. Shortly thereafter,

CFHC began a homogeneous version of the DIGMA

for patients with diabetes. What makes it a DIGMA is

the sequential individualized medical care being deliv-

ered to each patient individually throughout the group

session. The patients attending these groups did so with

the same group of patients over a 2 year period of

time. [Note from Dr. Noffsinger: Although a DIGMA

is typically open to many or most patients in a physi-

cian’s practice or in a chronic disease management pro-

gram—and usually has different patients attending each

session—the same group of patients can be followed over

time in a DIGMA although, in this case, sessions would

typically not meet daily or weekly and would usually

meet say monthly or quarterly instead (i.e., according

to best practices and when patients have an actual med-

ical need for being seen). The main point is that

DIGMAs are run like a series of individual office visits

with observers from start to finish, and are therefore a

series of one doctor–one patient interactions attending to

each patient’s unique medical needs individually.]

Every time I get enough patients (say 10–16) to start

another group, I usually start another Diabetes DIGMA.

We typicallymeetmonthly for 9months, then quarterly for

6–9 months, and then twice a year thereafter as this is a

chronic disease that will require lifelong care. Since then,

group care for other chronic diseases has been instituted as

well. In 2006, the more traditional heterogeneous DIGMA

model, that is not disease specific, was also started at the

center. In 2007, CFHC added OB/GYN care at the facility

and began delivering prenatal care in groups.

Patients receiving care at CFHC were tracked for

2 years prior to the implementation of these changes and

have been continually tracked since that time. Patient

satisfaction, practice growth, arrival rates, access, and

medical outcomes have been the key markers followed.

The most studied chronic illness at the facility has been

diabetes since it is the most common and most complex

chronic illness at the center.

Results—Better Access

Prior to open access scheduling, only 50% of scheduled

patients arrived for their appointments. With the open

access model, the show rate at the center has remained

above 95% since January 2004 (Fig. 9.26). All established

patients that seek care atCFHCare given appointments on

the day that they call, regardless of the reason for the

appointment. An industry standard used to measure the

maximum time a patient has to wait for an appointment is

the third next available long appointment. CFHC has

established and maintained a waiting time of zero days

Clinical Outcome Studies Involving DIGMAs and PSMAs 323



for the third next long appointment since instituting the

newopen access scheduling system (Fig. 9.27). In 2004, as a

result of open access, there was a 24% decline in all emer-

gency room visits, and a 30% decrease in the number of

patients going to the emergency room for non-urgent care.

For a variety of reasons, CFHC has not been able to

sustain or replicate this dramatic decrease in emergency

room visits in the years since, but continues to study ER

visits for patients registered at the facility and continues to

explore the effect of open access scheduling on such visits.

Results—Better Clinical Outcomes

The number of diabetics in the practice that are at ADA

goals on their hemoglobin A1c and LDL-cholesterol has

doubled (Fig. 9.28) as a result of our ACA and DIGMA

programs. The average hemoglobin A1c of the center’s

diabetics has dropped from 8.5 to 7.4 between 2003 and

2006 (Fig. 9.29). Many of these improvements can be

attributed to group medical visits and use of the chronic

care model.

The social component and peer support that the

DIGMA has over a traditional individual visit is often

the key to success. Patients receiving care in a DIGMA

have an opportunity to see (in a nonjudgmental way)

how their medical care and self-management compares

to that of another patient with the same disease. Medical

providers are often afraid (or shy away from) such

intense patient-to-patient interaction, but, in our experi-

ence, patients prefer to openly discuss their condition

and treatment in a group setting and do not seem to

share the fears that providers sometimes have about

group care. At some point in a DIGMA there is always

a moment of truth when one patient leans over and sees

the hemoglobin A1c of another patient and says ‘‘Wow!’’

The effect of that wow on both the patient with a normal

A1c and the patient with an abnormal A1c cannot be

overstated.

Results—Better Patient Satisfaction

Many say that practice growth is a sign of patient satisfac-

tion. In fact it is commonly said that patients vote with

their feet. Within 6 months of CFHC changing the way

care was delivered, the facility had to shut down to new

patients until more personnel could be hired to

Fig. 9.26 The show rate at the
Clinton Family Health Center,
Rochester, NY

Fig. 9.27 Number of days until third available long office visit at
the Clinton Family Health Center
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accommodate the rapid growth. Since opening to new

patients in June 2005, the center has had an increasing

number of new patient requests. In fact, just having as

many patients wanting to join a practice now as the

month before would be great. However, in the case of

CFHC, each month brings even more requests to transfer

care to the center than the month before (Fig. 9.30). This

growth shows that patients are drawn to the new delivery

system design. Even within the medical practices that

Rochester General Hospital owns and operates in the

Northeast section of Rochester, CFHC is outpacing

others for growth (Fig. 9.31).

In late 2006, a leading insurance carrier in the region,

Monroe Plan for Medical Care, looked at patient satis-

faction at the largest outpatientMedicaid providers in the

Rochester area. Their results showed that CFHC led in

overall satisfaction (Fig. 9.32). Rochester General Hospi-

tal has recognized these changes. The unprecedented

patient growth rate at our facility has led the hospital to

double our operating space in 2006. Data fromCFHChas

inspired other health centers regionally and nationally to

adopt similar changes.

Conclusion

Clinton Family Health Center has demonstrated that the

triad of team formation, open access scheduling, and

group medical care can significantly change medical out-

comes and decrease health disparities.

Fig. 9.28 Clinton Family
Health Center diabetic groups’
percentage of diabetics to goal
(as of January 2007)

Fig. 9.29 Average HbA1c of all
diabetic patients at Clinton
Family Health Center from
2003 to 2006

Clinical Outcome Studies Involving DIGMAs and PSMAs 325



Fig. 9.30 Clinton Family
Health Center new patients
entering the practice per quarter

Fig. 9.31 Percentage of new
patients entering Rochester
General Hospital practices in
2006. CFHC, Clinton Family
Health Center

Fig. 9.32 Monroe Plan
member perception of overall
quality (fall 2006). CFHC,
Clinton Family Health Center
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From Good to Great

In 2006, U.S. Department of Health and Human Services

Secretary Michael Leavitt said ‘‘this ambitious project has

yielded impressive results since its inception in 2003.’’ The

facility has been recognized locally and nationally for the

changes it has undertaken, and the resulting positive out-

comes. Clinton Family Health Center was one of only nine

programs nationally that received the 2006 Department of

Health and Human Services ‘‘Innovation in Prevention

Award,’’ and was the sole winner in the Healthcare Deliv-

ery category. The center also received the 2007 HANYS

(Health Association of New York State) ‘‘Community

Health Improvement Award,’’ and again was the sole win-

ner among all programs in New York State.

This is an example of how an average Community

Health Center can transform itself from good to great

through the use of progressive ideas such as group med-

ical care. We did it, and so can you—plus have some fun

in the process.

Study 18: Two Previously Unpublished
Outcomes Studies at ProMed Healthcare

The following two outcomes studies, which have not been

published elsewhere, were provided byDr. EdMillermaier,

MD, MBA (Chief Medical Officer, Ambulatory Care,

Borgess Health and Medical Director of ProMed Health-

care inKalamazoo,Michigan) for publication in this book.

These are interesting and important studies because they

underscore howDIGMAs and PSMAs can be successfully

employed to: (1) significantly enhance the likelihood of

consistently updating screening tests, performance mea-

sures, and routine health maintenance for chronically ill

patients in attendance (in this case, diabetic patients); and

(2) improve clinical outcomes for diabetic patients attend-

ing DIGMAs and PSMAs (as shown in the second study).

With regards to the second study, I found it particu-

larly interesting that—for all clinical outcomes that

were measured—the trend in every case was for SMA

patients to outperform those receiving usual one-on-one

office care, even when the results were not statistically

significant. The reader will also find another interesting

component to Dr. Millermaier’s contribution to this

book—i.e., an innovative approach taken at ProMed

that permits 10 women’s health physicals to be delivered

during a single 90-minute Physicals SMA session (and

with high levels of patient satisfaction), but which only

requires 60 minutes of the patients’ time. I then close

this section of the chapter by briefly referencing other

reports that cite improved clinical outcomes for

chronically ill patients (typically patients with diabetes)

who attend group visits as opposed to traditional office

visit care.

Shared Appointments at ProMed Healthcare

Shared medical appointments at Borgess Health’s ProMed

Healthcare, a medium sized (predominantly primary care)

multispecialty group with 59 physicians and 34 non-physi-

cian providers inKalamazooMichigan, began in February

2003. Dr. Noffsinger’s Drop-In Group Medical Appoint-

ment (DIGMA) and Physicals Shared Medical Appoint-

ment (Physicals SMA, PSMA, or Shared Physicals) group

visit models were the two group visit models selected for

use. DIGMAs and PSMAs were chosen for two primary

reasons: (1) because they have been shown to dramatically

improve both physician productivity and access to busy,

backlogged physicians’ practices; and (2) because they

have been successfully employed in many other fee-for-

service systems like our own.

Many of Our Physicians Run DIGMAs and/or PSMAs

During the week that we initially launched our shared

medical appointment (SMA) program, eight primary

care physicians (family practitioners and internists),

including approximately one-third of the largest family

practice group, began with weekly 90-minute DIGMAs

and/or PSMAs for their practices—some running just a

DIGMA, others a PSMA, and still others choosing to

run both. As clinic demands and providers have chan-

ged over time, additional providers have been added

and subtracted as the SMA program has evolved.

Now that we are 4 years into our SMA program, we

currently have nine different primary care providers

running shared medical appointments for their prac-

tices. As our SMA program has evolved, it has

expanded to include disease specific, homogeneous

DIGMAs as well as the traditional heterogeneous and

mixed DIGMAs—plus Physicals SMAs that we have

been running from the start.

Our Goals Have Always Been to Improve Quality,

Access, and the Bottom Line

The initial motivation for instituting SMAs was to

improve access, augment the system of care, and improve

quality. In addition, when good census is maintained in

the groups, SMAs also make good business sense by

improving the bottom line.
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In Less than a Year, Access Improved Dramatically

With regards to access for traditional individual office

visits in our SMAphysicians’ practices, prior to beginning

our SMA program, the third available appointments for

physicals were 12 weeks out and return appointments

were 5 weeks out. Within 10 months of instituting the

SMA program, the availability of third available appoint-

ments in the SMA physicians’ practices at ProMed was

reduced to just 10 days or less for both physicals and

return appointments. Furthermore, as is always the case

for weekly heterogeneousDIGMAs, return appointments

are promptly available in the group any week that

patients have a medical need and want to be seen.

Therefore, even when individual return appointments

within the clinic might not be available for 2 weeks or

more, return appointments are virtually always available

in the heterogeneous DIGMA group setting every week

(i.e., within 1–5 days). In addition, there is almost always

an available physical examination appointment that can

be arranged in the PSMA within 2–3 weeks or less—even

though an individual physical examination appointment

might not be available in the clinic for several weeks or

months.

Improved Screening Test and Outcomes

Are a Major Focus

In every case, close attention is paid to measurable disease

management outcomes—both for the percentage of

patients getting their screening tests, injections, and

health maintenance, and for actual clinical outcomes.

Here at ProMed, outcomes are tracked in asthma, hyper-

tension, heart failure, obesity, and diabetes. A check list

of screening tests, injections, health maintenance, and

outcome measures is used to assess gaps in care prior to

the SMA visit. Where appropriate, the gaps are closed by

the appropriate member of the care team during each and

every SMA visit. Most often, this is done by the nurse

specialist attached to the DIGMA or PSMA. Because

they represent a multidisciplinary team-based approach

to care, a major advantage of DIGMAs and PSMAs over

traditional office visits is that they provide real, mean-

ingful help to the physician. For example, it is not unusual

for a provider to enter into a SMA at Borgess ProMed

Healthcare to find that all of the patients have had an

immunization provided, a diabetic management screen

accomplished, and/or an appropriate preventive health

screen ordered.

Although some benefits come from the group setting

itself (e.g., reduced repetition and overbooking sessions to

compensate for no-shows and late-cancels), it is primarily

this off-loading of physician responsibilities onto less

costly members of the care delivery team—i.e., whenever

possible and appropriate—that so dramatically increases

our physicians’ productivity in the SMA setting. It is

simply built into the nursing protocol for the SMA to

have all appropriate injections, routine health mainte-

nance, and disease management protocols updated dur-

ing each and every SMA visit. In this way, the nurse

attached to the DIGMA or PSMA can ensure that these

nursing functions are consistently conducted on all

patients in attendance.

To Optimize Productivity, Physicians Must Delegate

Fully to the SMA Team

As just discussed, it is by maximizing the nurse’s role

(and then consistently off-loading onto the nurse such

things as updating injections, health maintenance, and

performance measures) that physicians are then able

to focus on those elements of care that are unique to

them and which they alone can do. It is by fully

delegating to the multidisciplinary team that physician

productivity within the DIGMA or PSMA is opti-

mized. With the understanding that the success of a

DIGMA or PSMA depends upon off-loading from

physicians all the work that can be done by other,

less costly members of the healthcare team, a distinct

position (the Shared Medical Appointment Specialist)

was created and staffed at ProMed.

The SMA Specialist

At ProMed, it is the SMA Specialist that occupies the

nursing role for many of the DIGMAs and PSMAs that

are run. However, the primary role of the SMA Specialist

is to review themedical records of all patients to be seen in

upcoming SMA sessions. The successful applicant for this

position was an LPN with several years experience in

ambulatory care nursing. The focus of the review is to

make sure—in every case—that all dimensions of disease

management in HTN, CHF, Asthma, obesity, and dia-

betes are successfully accomplished during the upcoming

DIGMA or PSMA visit.

Because the Shared Medical Appointment Specialist

is a nurse, care can be provided at a very high level

when patients arrive for the DIGMA or PSMA ses-

sion—which typically occurs before the physician sees

the patient. The physician is thus able to spend all of

his/her time in activities that are unique to that pro-

vider—and which the physician alone can provide.

Everything else is off-loaded either to the SMA
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specialist or another member of the care team—such

as the behaviorist, documenter, or dedicated schedu-

ler. This new SMA nursing specialist role was neces-

sary to ensure consistency in the application of disease

management protocols, to enhance physician produc-

tivity, and to assure the long-term sustainability of the

SMA program.

The Dedicated Scheduler

For larger and midsized medical groups in which multiple

providers participate, there is additional staffing required

for a successful shared medical appointment program—

such as a scheduler dedicated to the SMA program. The

Borgess ProMed SMA scheduler has a marketing back-

ground and possesses excellent interpersonal and telemar-

keting skills. Consistent with the theme of enhanced

outcomes through an altered model of care, the scheduler

is empowered to identify appointment gaps in patients in

need of care, such as diabetics in need of their periodic

evaluations; women in need of appropriate screening

(such as pap, pelvic, and breast exams, as well as bone

densitometry studies or mammograms); or patients with

chronic illnesses in need of appropriate follow-up care.

The scheduler must have an outgoing, up-beat person-

ality and be willing to make cold calls on behalf of the

providers. When done properly, the SMA scheduler

(referred to as the ProMed SMA Marketing/Scheduler)

can be very helpful in maintaining the census of shared

medical appointments. Of course, the most effective way

to maintain census in the shared medical appointment is

by personal invitations to all suitable patients from the

provider.

The Behaviorist

A mix of individuals is used in the behaviorist (or SMA

facilitator) role at Borgess ProMed. Initially, all the facil-

itators were behavioral health professionals—i.e., either

licensed psychologists or MSWs from the ProMed beha-

vioral health division. Over time, there have been nurses

and even a diabetes educator that have become involved

in the facilitation of SMAs. The diabetes educator is

specifically utilized to facilitate disease-specific shared

medical appointments for diabetics. In these visits, the

patient record is marked regarding the topics covered,

so that a different topic can be discussed, time permitting,

at a subsequent visit. Patients and providers find this very

satisfying. It should be pointed out, however, that the use

of a diabetes educator as a facilitator for a SMA is not a

substitute for formal diabetes education. Rather, the

educator as facilitator helps to reinforce this education

as the primary purpose of a DIGMA or PSMA is the

efficient delivery of quality medical care.

The behaviorist/facilitator has many primary respon-

sibilities during DIGMA and PSMA sessions: arrive early

to warm the group up and write down patient concerns;

assure that confidentiality/HIPAA forms are signed; start

the group on time with an introduction; handle group

dynamic and psychosocial issues; keep the group running

smoothly and on time; temporarily take over the group,

focusing upon behavioral health issues, when the physi-

cian documents a chart note or steps out of the group

room for brief private discussions or exams; and stay after

the group for a few minutes to address last minute ques-

tions, clear the room, and straighten up the group room.

The Program Coordinator (and the Physician Champion)

One of the most important members of the SMA team at

Borgess ProMed is the SMA program coordinator. At all

times, the program coordinator assists—and works clo-

sely with—the physician champion to ensure the success

of the SMA program. Responsible for maintaining the

staffing of the program, the coordinator also aids the

transition of new providers into doing shared medical

appointments. The coordinator makes sure there is a

facilitator and, from time to time, also facilitates a

DIGMA or PSMA when there is a need for this (such as

when the regular behaviorist is out ill or on vacation).

There have been two coordinators at Borgess ProMed

Healthcare, both LPNs. While management experience is

helpful, it is not an absolute requirement. The attributes

for success in the program coordinator position are will-

ingness to be creative, good people skills, ability to learn,

knowledge of the DIGMA and PSMA models (and what

it takes for them to be successful), and a flexible

attitude—plus, an undying commitment to maintaining

group census and high standards in patient care. Borgess

ProMed has been fortunate in that both SMA coordina-

tors have had these essential attributes. Because the SMA

program is still relatively small with only 9 providers

running DIGMAs and/or PSMAs for their practices, the

current coordinator also occupies the role of the SMA

nursing specialist and has managed both positions well.

The Business Case for the SMA Program

The business aspect of DIGMAs and PSMAs is intuitive.

DIGMAs and PSMAs offer a multidisciplinary team-

based approach to care that off-loads work that is not

unique to providers onto the SMA team—thereby
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increasing provider efficiency and enjoyment of the pro-

cess (as physicians are thereby freed up to focus upon

what they alone can do and which they typically most

enjoy). Our SMA program provides patients with the

benefit of a one-stop shopping experience in which immu-

nizations and routine health screenings are updated, more

time with the provider and greater patient education are

delivered, and easy access to this informative setting are

all provided—along with a relaxed environment that can

be a lot of fun! We have found that patient satisfaction

with the SMA program is very high. Once patients actu-

ally attend a DIGMA or PSMA session, almost all say

they would come back—and 95.6% of surveyed patients

reporting that they would refer family and friends to a

SMA.

Because DIGMAs and PSMAs leverage the time of the

provider, improve throughput, and increase production

without the expense of adding additional providers, they

make business sense. In other words, because throughput

is increased per unit of time, there is additional produc-

tivity. One must be aware, however, that the additional

staffing required to run a successful SMA program (pro-

gram coordinator, dedicated scheduler, nursing specialist,

documenter, and behaviorist) all add to cost, and there-

fore directly contribute to overhead. Therefore, it is

important to assure good fill of all DIGMA and PSMA

sessions—as full SMAs are successful SMAs (because this

additional overhead is thereby more than compensated

for, and a profit margin for the SMA program is thereby

achieved). Put another way, SMA care is more expensive

care; however, because of its efficiency and quality bene-

fits, it can actually save money—provided that groups are

kept full.

Another aspect of our DIGMA and PSMA program

that makes business sense is the power of these models

in efficient and effective chronic disease management. To

date, we have used DIGMAs and PSMAs to effectively

manage several chronic conditions and diseases: diabetes;

CHF; hypertension; asthma; headache; COPD; depres-

sion; hyperlipidemia; obesity; and women’s wellness issues

(such as menopause, osteoporosis, and pap, pelvic, and

breast exams). Furthermore, because of the additional

time available (plus the support of the behaviorist and

other patients), greater patient education around disease

self-management can be provided in the SMA setting. In

addition, this education can be reinforced by other patients

and the team, which helps to reduce noncompliance.

Fig. 9.33 depicts how the ProMed SMA program is

designed to better meet patients’ needs.

Our strategy at Borgess ProMed has been to: (1) com-

bine the specialist and program coordinator positions; (2)

cross-train the scheduler to schedule for both SMA and

non-SMA appointments, when appropriate; and (3) to

avoid setting up or scheduling SMAs in such a way that

it would be difficult to keep sessions full—e.g., not using

providers with less than full practices, not starting SMAs

that are too homogeneous to fill, and not running SMAs

during seasonal times when appointment demand is low.

While this has proven to be a viable approach at a mid-

sized medical group such as ours, we recognize that this

might not be the appropriate strategy in larger systems—

especially when the number of DIGMAs and PSMAs

being run each week exceeds 25, 50, 100, or more.

In terms of billing, we treat DIGMAs and PSMAs just

like a standard office visit (except that we do not bill for

counseling time or the behaviorist’s time). We bill accord-

ing to services rendered and documented, and review

coding just like any other visit. Patients are informed of

our billing policy in both mail communication and in all

promotional materials.

Fig. 9.33 The ProMed SMA
program is designed to better
meet patients’ needs
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Each DIGMA and PSMA Is Customized to the Individual

Provider

Each DIGMA and PSMA is customized to the specific

needs and practice of the individual provider. At

Borgess ProMed, all of the SMA providers elected to

do PSMAs. In addition, several do either heterogeneous

DIGMAs or disease-specific DIGMAs—i.e., according

to their interests and the needs of the patients. One

family physician does bone health DIGMAs to allow

time for discussion of bone densitometry results. Here,

the shared setting: facilitates individual results presen-

tation (coupled with a detailed, individualized plan of

care); promotes discussion of the interpretation of bone

densitometry; and enhances education regarding the

care and maintenance of healthy bones. Both patients

and the provider achieve high satisfaction with the

experience.

Innovative Gynecology PSMA Design

In the Women’s Health division, one of the GYN provi-

ders decided the 90minute duration of the shared physicals

was too long for her patients. She recognized, however,

that shewould need the entire 90minutes to accomplish the

usual elements of care required for a routine pap, pelvic,

and breast exam for the number of patients she wanted to

have in attendance. She therefore created a PSMA model

of care where the patients spend 60 minutes in the office,

yet the traditional 90 minutes of total time is still used for

the shared physical model. In the design that she uses, five

patients initially arrive at once—at which time they are

received, roomed, and examined. Thirty minutes later,

when all five exams are efficiently done with minimal

talk, these first five patients are joined by five additional

patients for the shared portion of the appointment.

It is during this interactive group segment that the

provider sequentially addresses the individual medical con-

cerns and questions that each patient has, but does sowhile

fostering some group interaction. In addition, each

patient’s physical findings are discussed, data from lab

tests and procedures are reviewed, and expectant care is

provided. Thirty minutes later, the second five patients are

roomed and examined; however, the first group is then free

to leave after spending only 60 minutes in the clinic.

Because they enter the PSMA 30 minutes into the session

and then leave when it is over, the second group of patients

also needs to only spend 1 hour in the clinic (i.e., total time

for both the interactive group and private exam segments).

This model provides a shorter length of stay while

optimizing the time of the provider. As a result of her

customized PSMA, this gynecologist was able to work

through and eventually eliminate an extensive backlog

of more than 250 women waiting for their health exams

by using this model. [Note from Dr. Noffsinger: As dis-

cussed earlier in this book in the Physicals SMA chapter, be

certain that you are capable of being an efficient time

manager before you use this design format. Otherwise you

might have difficulty finishing on time, as the last group of

five patients that you give private physical examinations to

could still have ‘‘just a few more questions’’ for you to

answer after the interactive group segment is over—i.e.,

when they later see you alone in the individual exam room

setting. This can lead to time-consuming and inefficient

one-on-one discussions in the exam rooms that make it

difficult to finish on time. Also, I would recommend spend-

ing 45 minutes in the interactive group segment—rather

than 30 minutes—whenever possible because of the educa-

tional benefits and efficiency gaints that occur there. This

would mean that the two physical examination groups of

five women each would need to be reduced from the 30

minutes employed here to just 22½ minutes each for a

90-minute PSMA session (unless you wanted a 2-h

PSMA, in which case the 30 minutes spent on the physical

exmination of each group of five women could remain at

30 minutes, although the group census would then need

to be correspondingly increased to maination the desired

productivity gain).]

Diabetes Outcome Study 1

We at Borgess Health’s ProMed Healthcare have been

exceedingly pleased with the significant improvements we

have documented in screening measures for our diabetic

patients as a result of our SMA program. The disease

management review process that the Shared Medical

Appointment Specialist undertakes on all patients coming

in for a DIGMA or PSMA appointment has had a very

positive impact upon our chronically ill patients. As an

illustrative example, consider our diabetic patients—as we

have demonstrated significantly improved diabetic screen-

ing outcomes for our diabetic patients (i.e., for diabetic

patients treated inDIGMAs and PSMAs vs. those receiving

usual care alone).

Diabetic Screening Outcomes Are Significantly Better

for SMA Patients

As seen in Table 9.14, there is a statistically significant

difference between SMA and non-SMA care for diabetic

patients in terms of consistently achieving disease man-

agement performance measures—e.g., the consistency

with which we were able to achieve screening measures
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such as nephropathy assessment and eye exams. Significant

improvements in microalbumin, pneumonia and influenza

vaccination, foot exam, and eye exam were achieved. The

blood pressure and lipid data showed improvement. The

only area that did not improve is in diabetes control, as

reflected in the HgA1c. We believe that such benefits as

these build upon and extend other patient benefits from the

SMA program—extra time, improved access, greater

patient education, help from other patients and a multi-

disciplinary team, improved doctor–patient relationships,

improved patient satisfaction, etc.

I did like to give you my initial impressions of the data.

First, the data validate the system we put in place. We use

a nurse specialist, who is an LPN, in our office to review

charts prior to visits for diabetic patients seen in shared

medical appointments in either the shared physical or

DIGMA model. The nurse completes these tests or ser-

vices without the need for physician approval. The phy-

sician reviews the foot exam after she completes it.

Second, the blood pressure and lipid data suggest the

group process encourages better compliance with treatment

plans. Several times I have witnessed the engagement of

patients by members of the group to encourage others to

take their medicines, focus on what the targets are, and be

comfortable with managing their chronic diseases. It is not

unusual for a DIGMA to have patients with well-controlled

lipids on statin medications set an example for others to

follow. In addition, the greater amount of time in a SMA

allows me to fully articulate the need to place target goals

higher in priority than avoidance of medication or delay in

lifestyle modification. We also hand out many more educa-

tional materials in SMAs than we do in standard office visits.

Third, I would like to point out that, in this case, SMAs

did not necessarily improve the medical decision-making

of physicians in diabetes care. TheHbA1c did not improve.

No matter the format of clinical care delivery, we need to

be encouraged to improve diabetes control in our patients.

Fourth, I would like to indicate that we intend to

take what we have learned from SMAs—i.e., with

respect to the quality improvement we have seen in

diabetes control—and export it to the rest of the prac-

tices. ProMed has over 6000 diabetics. We will need to

use computerized registries to manage these patients.

We can use the prospective chart review and the tools

created to do that review as our template for the other

clinics in ProMed. I am thankful to Dr. Noffsinger for

guiding us in our efforts to improve care by the use

of shared medical appointments, and most especially

in the proper application of his DIGMA and

PSMA models. We are excited about what we have

done, and look forward to advancing what we have

learned.

Why Screening Outcomes Are Significantly Improved

in Study 1, but Clinical Outcomes Are Not

In the data presented in Table 9.14, the results for 60

diabetic patients seen by eight providers in their SMAs

were compared with 60 diabetic patients seen by the same

providers with the same frequency, but who had never

been to a SMA. While there was no significant difference

in the clinical outcomes of Study 1, there was a significant

improvement in the consistency with which all appropri-

ate diabetic screeningmeasures were achieved in the SMA

program.

This improved screening data suggests that the

DIGMA and PSMA models of care would ultimately

also result in measurably improved outcomes for diabetic

patients—notice how all but one of the clinical outcome

measures are already in the direction of favoring SMA

group care. However, since the same physicians were

involved in both groups (i.e., with the same number of

Table 9.14 Comparison of outcomes for diabetic patients attending SMAs vs. a control group of diabetic patients receiving usual care only
(i.e., traditional individual office visits) with the same physicians from ProMed Family Practice, Borgess Health, Kalamazoo, MI

Outcome measures N¼ 60 SMA(%) N¼ 60 Non-SMA(%) Probability level

Urinary microalbumin* 95 69 <.001*

Influenza vaccination* 71 37 <.001*

Pneumococcal vaccination* 93 50 <.001*

Foot exam* 88 53 <.001*

Eye exam* 84 64 0.0125*

BP<130/80 33 24 0.274

HgA1C< 7% 57 60 0.739

Total cholesterol at target 67 60 0.426

LDL < 100 52 44 0.38

HDL >45 M, >55F 52 39 0.153

Triglycerides < 150 51 40 0.226

*¼ Statistically significant at the P < 0.05 level.
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patients in both the SMA and the usual care control

groups), significant differences in outcomes that are

dependent upon physician medical decision-making

would not be expected between the SMA and usual care

groups. In addition, many of the SMA patients also

received usual care from the same providers, which is

another factor that could tend to reduce any differences

between these groups. Therefore, the only statistically

significant differences achieved in study 1 were in the

outcomes connected with the work of the shared medical

appointment specialist. However, in and of itself, this is

certainly an important accomplishment of the SMA

program.

What Surprised Me the Most About Our Data

I would like tomention that my greatest surprise from our

SMA program was not that doctors and patients liked it.

That had been so demonstrated with the DIGMA and

PSMA models that we expected it. We were likewise not

surprised at their remarkable productivity gain, as we

anticipated that as well. What surprised me the most

was that, even though we have a clinic standard of every

patient having their pneumonia and tetanus vaccinations

updated as appropriate during every office visit, a retro-

spective chart review of 60 patients spread among eight

providers conducting SMAs in either a DIGMA or a

PSMA format revealed that only 50% of patients attend-

ing a non-SMA visit had pneumonia vaccinations com-

pleted while 93% were up to date after the SMA

(Fig. 9.34). The data for tetanus updates were similarly

distributed. These data are likely due to the improved sys-

tem of care manifested in the work of the nurse specialist.

However, the important point here is that the SMA

provides an opportunity to put protocols and systems

in place that members of the SMA team will then

systematically and uniformly conduct on all patients

in attendance. SMAs mandate efficiency and consis-

tency in patient care. Putting a process in place to

identify the need for the service (in this case, immuni-

zations of diabetic patients)—and then empowering

the appropriate clinical team member to get the vac-

cinations consistently done on all appropriate patients

in attendance per protocol—improves outcomes for

this population of patients. Shared Medical Appoint-

ments made this not only possible but also necessary

for the optimal success of the program.

Diabetes Outcome Study 2: SMA Outcomes Compared

to NCQA/ADA Standards

Outcomes data for the alternative clinical care delivery

model of DIGMAs and PSMAs were evaluated against

national standards for diabetic care—i.e., using the

National Committee for Quality Assurance (NCQA)/

American Diabetes Association (ADA) criteria for the

Diabetes Physician Recognition Program. A separate

study at ProMed (i.e., which we are calling study 2)

involved two hundred patients with type two diabetes

who had never been to a shared medical appointment,

and compared them with 50 patients who had been to at

least one shared medical appointment.

Fig. 9.34 Comparison of
ProMed SMA vs. traditional
care outcomes for pneumonia
vaccination updates in diabetic
patients seen by eight different
providers. The number of
patients seen by each provider
was the same in SMA as in non-
SMA (the total number of
patients was 60 each for SMA
and non-SMA)
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Figure 9.35 presents the data from study 2. It should be

noted that every outcome in this study trends positively in

the direction of SMAs over usual care, and with many

of these differences achieving statistical significance—

including an improved clinical outcome for blood pressure

control (BP < 130/80), as well as increased annual lipid,

eye exam, and nephrology screenings. When the data are

measured against the 2005 NCQA/ADA criteria, the non-

SMA data only generated 17 out of 80 points, which was

inadequate for recognition. When the data from the SMA

patients were measured against the NCQA/ADA criteria,

all 80 points were achieved. This made the SMA section of

Borgess ProMed Healthcare recognizable for the Diabetes

Physician Recognition Program.

Conclusion

In conclusion, we have found that our DIGMA and

PSMA program has benefited our patients in many

ways, not the least of which are improvements in

many areas of care delivery, as depicted in Fig. 9.36.

It should be clear that shared medical appointments

can be a very important tool for improving access,

enhancing quality, improving clinical outcomes, rede-

signing the model of care, increasing productivity, and

improving the bottom line.

What does it take to make a successful SMA pro-

gram happen? We found that it takes vision, will, and

the appropriate resources. I would like to conclude

by pointing out that, as depicted in Fig. 9.37, prop-

erly run SMAs can positively impact all dimensions

of patient care, plus the bottom line. With proper

attention to the team supporting SMAs, and a com-

bination of vision and will, shared medical appoint-

ments can be a reality in any setting. In terms of

ideas we are considering for future SMA programs,

we are looking at starting chronic pain, medication

refill and update, cardiac risk, snow bird, and com-

prehensive respiratory SMAs for smokers, asth-

matics, and COPD.

Other Relevant SMA Studies Show Improved
Clinical Outcomes for Diabetics

A 2002 article in theMinnesotaMedicine journal gives the

following report regarding the high-quality care that

group visits can provide to diabetic patients: ‘‘DIGMAs

and other group visits have not yet caught on in Minne-

sota, but David Agerter, M.D., has experimented for 2

years with diabetes group visits at Mayo’s Family Prac-

tice Clinic in Kasson. ‘We decided to give group visits a

Fig. 9.35 Outcomes data for
ProMed SMA vs. non-SMA
(usual) care, which favors SMA
care in every case
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try because we were frustrated,’ says Agerter. ‘Many of

our patients were not adequately managing their condi-

tion.’ After attending four 60- to 90-minute group visits

over a period of 6–8 weeks, all 30 patients who partici-

pated had lower blood glucose levels, better blood pres-

sure control, and better compliance monitoring their own

glucose levels. They were more likely to manage their diet

and schedule recommended eye exams. ‘Patient satisfac-

tion is quite high for group visits,’ says Agerter, who says

the clinic may someday offer group visits for other diag-

noses’’ (25).

One study from a diabetes management group in

an HMO that used cluster visits, another type of

group appointment, reported improved A1c levels

and reduced inhospital and outpatient visits.(26)

Another study that compared patients attending a

diabetes group visit with those receiving standard

care reported that the average A1c level decreased to

6.3% in the group visit from 7.3 or 7.7% in 2 two

groups receiving standard care.[ Sawyer D, Benson D.

The group visit: innovation in multidisciplinary, resi-

dent driven patient care. Unpublished manuscript.]

Fig. 9.37 Properly run SMA
programs can favorably impact
all aspects of patient care, plus
the bottom line

Fig. 9.36 The DIGMA and
PSMA program at ProMed has
provided many benefits to our
patients which have resulted in
improvements in many different
areas
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Masley et al. who ran a diabetes group visit, reported

that after a year, total cholesterol/HDL ratios were

reduced by 32%; HbA1c levels were reduced by 30%;

and costs were reduced by 7%. (27)

Trento et al. who reported on a randomized controlled

4-year study of 112 patients with type two diabetes who

were not treated by insulin, compared shared visits to

usual care.(28) ‘‘The mean hemoglobin A1c level was

7.4% at baseline: it decreased to 7.0% in the shared-visit

cohort and increased to 8.6% with usual care, a statisti-

cally significant difference. Weight decreased in the

shared-visit patients by an average of 2.6 kg compared

to only a 0.9 kg decrease in the control group. The

patients who had shared visits were able to decrease

their dosages of hypoglycemic medications and had

more slowly progressing retinopathy than the usual-care

patients’’ (28).

DIGMAs and PSMAs Are Beginning
to Be Used Internationally

Although international applications are just beginning

and are still in their earliest stages, DIGMAs and

PSMAs are starting to find their way onto the interna-

tional scene. In this section, we will look at two early

international implementation studies—one from Canada

and another from the Netherlands.

Study 19: DIGMAs at Northern Health
in British Columbia, Canada

The following article was submitted by Alice Domes, RN,

BScN, Regional CDPM Coordinator for Northern

Health in Canada, and Judy Huska, Executive Director,

Health Services Integration, Northern Health in Canada.

Northern Health is one of six Health Service Delivery

Areas in British Columbia, Canada. Their catchment

area encompasses almost two-thirds of the upper portion

of the province and delivers healthcare to a population of

over 300,000, many of whom live in northern and rural

settings.

Background and History of Group Visits

at Northern Health

In an effort to improve the care delivered to patients in the

region, representatives from Northern Health attended an

Institute for Healthcare Improvement (IHI) conference

and were intrigued by a presentation on group visits. In

it, Dr. Noffsinger had described two group medical

appointment models (the DIGMA and Physicals SMA

models) that would address access problems, improve the

quality of patient care, and increase patient and profes-

sional satisfaction.NorthernHealth already had a network

of primary healthcare teams, and group medical appoint-

ments offered the potential of further improving the qual-

ity of patient care in the region.

In February 2006, Dr. Noffsinger was invited to

Northern Health to introduce the concept of GroupMed-

ical Appointments to interested healthcare professionals.

In April 2006, he returned to provide intensive training on

the DIGMAmodel and launched the first three DIGMAs

in two communities in Northern Health. Following

Dr. Noffsinger’s visit, several physicians around North-

ern Health began offering Group Medical Appointments

on a regular basis. The DIGMAs have been either homo-

geneous or heterogeneous, depending on the group’s

purpose. DIGMAs and Physicals Shared Medical

Appointments in Northern Health have addressed a vari-

ety of health issues, including asthma, hypertension,

cardiovascular disease, diabetes, drug and alcohol depen-

dence, women’s wellness, and general health problems.

DIGMAs are also being offered to patients who require

follow up for a chronic health conditions.

DIGMAs Address Access and Physician

Shortage Problems

DIGMAs have allowed one physician in a rural commu-

nity to address access problems due to a severe physician

shortage in the more rural and remote areas of our region.

In one small community, it is not uncommon for patients

to wait 3–4 weeks to book a regular office visit. This

physician stated, ‘‘With the shortage of family doctors,

group visits are a great way to provide more care to more

people.’’

DIGMAs Have Been Liked by Patients

and Providers Alike

Patient satisfaction with our DIGMA and PSMA group

medical appointment programs is high. The patient satis-

faction surveys completed at the end of each session are

overwhelming positive. Some patients call the physician’s

office asking when the next DIGMAwill be held. Patients

who prefer an individual office visit over a group visit are

in the minority. In one office, a group visit addressing

women’s health issues was particularly successful. The

female patients found the relaxed group atmosphere,
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coupled with the group sharing and the professionals’

expertise, effectively addressed many of their questions

and issues.

Healthcare providers are also generally very happy

with the DIGMAs. As one team stated, ‘‘With DIGMAs

there is satisfaction ‘plus’ for all involved.’’ Physicians

offering DIGMAs find they are one way to deliver com-

prehensive medical care and education to patients in a

relaxed group environment. ‘‘Group visits provide for

increased efficiency, increased availability, and proactive

care,’’ commented a physician who regularly offers

DIGMAs to his patients.

Positive Clinical Outcomes Are Beginning to Appear

Group visits are also showing some positive clinical

results. One physician schedules group medical appoint-

ments for ‘‘blood work’’ discussions with his patients.

These individuals have a range of health issues—includ-

ing diabetes, arthritis, and high cholesterol levels. After

conducting group visits for more than 6 months, the

physician started to see some positive clinical results.

Out of a total of 105 patients who attended the groups,

54% decreased their total cholesterol, 48.5% increased

their HDL, 50% decreased their triglyceride levels, and

45% showed improved cholesterol/HDL ratios.

Challenges That Needed to Be Addressed

Some creative solutions have been needed to address

challenges encountered in offering group visits. Often

physicians in remote areas only have a small office and

one medical office assistant, which makes obtaining the

necessary personnel and facilities resources for doing

group visits somewhat of a challenge. In some commu-

nities, the role of behaviorist has been filled by healthcare

providers from a variety of backgrounds and areas of

expertise. Nurses, medical office assistants, mental health

workers, and dieticians have functioned as behaviorists,

but this has not detracted from the outcomes of the group.

A second challenge lies in finding an appropriate space in

which to hold group medical appointments. Some

physicians use their waiting room areas, whereas others

are using space outside of their offices. Northern Health is

helping to address this issue by leasing rooms in the large

clinics of some of themoremajor communities in the region.

Physicians with offices in these clinics will use this space to

provide group medical appointments. To sustain the deliv-

ery of DIGMAs and PSMAs, Northern Health is providing

ongoing training and support. A manual complete with all

the resources needed to hold sharedmedical appointments is

available to any healthcare provider in the region (see the

attached DVD). Monthly teleconferences provide support

to the DIGMA teams. Champions in the region help train

and support teams new to offering group medical appoint-

ments, plus Dr. Noffsinger is also available for support

when needed.

While Improved Access and Patient Satisfaction Are

Important, Quality Care Is Paramount

Northern Health is committed to improving the quality of

care delivered to patients across northern British Columbia.

Those engaged in implementing DIGMAs and PSMAs are

excited about the potential that these models hold for help-

ing us to achieve this goal. As the number of physicians

offering group medical appointments to their patients con-

tinues to grow, the anticipated outcomes are increased satis-

faction levels, reduced access problems, and (most impor-

tantly) improved patient care and clinical outcomes.

Study 20: Introduction of Shared Medical
Appointments in the Netherlands
and First Results

This contribution was submitted by Stan Janssen

RN, MS, Senior Advisor Radboud University, Nij-

megen, the Netherlands, and Femke Seesing, MSC,

Advisor, Dutch Institute for Healthcare Improvement

(CBO).

Background

Until recently, group visits were completely unknown in

Dutch healthcare. There has, however, been experience

with group therapy—especially in mental health—where

group education together with the support of companions

is provided during group sessions. As a result, in June

2005, the Dutch Institute for Healthcare Improvement

(CBO) invited Dr. Ed Noffsinger to the Netherlands to

give several lectures on the subject of group visits—one

was for general interest, whereas other talks were part of

collaborative working sessions on Advanced Access,

Flow, and Diabetes. These presentations raised interest

amongst specialists, outpatient clinic co-workers, and

general practitioners. As a result, six medical specialists

from five different Dutch hospitals asked the CBO to help

them introduce group visits into their outpatient clinics.

After this successful introduction of shared medical

DIGMAs and PSMAs Are Beginning to Be Used Internationally 337



appointments in the Netherlands, the CBO has trained

another 10 medical specialists in two different training

sessions to set up shared medical appointments in their

outpatient clinics. Also, at the University Hospital in

Nijmegen and the Gelderse Vallei Hospital, specialists

are trained by in-company training.

DIGMA Training Was Provided

For the first six teams willing to introduce group visits

into their practices, the CBO then organized a follow-up

training program led by Dr. Noffsinger the following fall.

The aim of this training for the CBO was to find out if

shared medical appointments could be successfully trans-

lated to the Dutch healthcare system. This training pro-

gram further introduced group visits to staff, provided the

teams with necessary skills, assisted teams in planning

their own group visit programs, and helped teams to

begin making group visits a part of the care program in

their organizations. They accomplished this by custom

designing their DIGMAs, forming group visit teams,

involving management, addressing operational issues,

selecting the facilities, informing and inviting their

patients, etc. Then, these teams had a 2 day follow-up

training program with Dr. Ed Noffsinger.

After they had introduced group visits into their own

practices, the CBO organized a learning session in which

experiences, along with tips and lessons learned, could be

shared. After these initial training sessions, the group visit

teams (as well as their patients) seemed to be very pleased

with this new form of medical care delivery. In addition,

subsequent training sessions were offered to other inter-

ested teams which focused upon the methodology of cor-

rectly implementing group visits—plus, they were offered

additional follow-up training as needed after they had

actually launched their group visit programs.

From a Patient’s Perspective, DIGMAs Offer Many

Potential Benefits

What advantages do we see for group visits, from the

patient’s perspective? During the first training, the teams

brought the results from the satisfaction survey that they

had given to their patients after their initial SMA sessions.

The patients from all six teams were asked their opinion

about consulting their doctor through a group visit. The

results showed that more than 80% of the patients who

attended a group visit: were better (or just as well)

informed as during a one-on-one visit with their doctor;

said that they had learned a lot from the other patients;

said they would choose a shared medical appointment

again the next time they made an appointment with

their doctor; and said they would recommend the SMA

to others (relatives, fellow patients, friends).

Group visits offer many other patient benefits as well.

From a patient’s perspective, the following are but some

of the other SMA benefits reported by patients:

� Patients receive considerable information beyond that

obtained during a traditional one-on-one visit (i.e.,

besides the medical information, there is more atten-

tion paid to the psychosocial part of their disease, plus

they got expert information from fellow patients

experiencing similar things).
� Group visits help them to see things in perspective

because they recognize that they are not alone and

that others are often worse off than they are.
� The extra time and greater education enables group

visits to help patients better self-manage their health

problems.
� Patients can make an appointment at the outpatient

clinic for a group visit themselves (this fits nicely into

our strategy of patient initiated care, which has won

tremendous popularity in outpatient care during the

past couple of years).
� They can spend more time with their physician.
� The average consultation time during a traditional indivi-

dual office visit is only approximately 10 minutes, which

limits the number of questions that can be answered.

Although the actual time spent on a single patient in a

group visit is less, the patient experiences ‘‘his’’ or ‘‘her’’

doctor much longer in the 90-minute group setting.
� Although some patients are very busy and cannot stay

for the entire session, this is fine as they can be treated

first and then be left free to leave whenever they want.
� Patients enjoy the encouragement and help of other

patients in the group visit setting, and psychological

needs can be better addressed.
� Patients listen to other patient’s questions and the

answers, and thus learn from each other in the educa-

tional setting that the group visit provides.
� The USA experience shows a high rating with regards

to patient education and empowerment, especially in

homogeneous groups.

DIGMAs also offer many benefits from a provider’s

perspective

From the provider’s point of view in the Netherlands, the

group visit teams report the following benefits:

� They provide an efficient and innovative new method

of delivering care, i.e., compared to the traditional

healthcare model of one to one consultation.
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� Group visits reduce the need to repeat the same infor-

mation to different patients individually, and accom-

plish this while also providing a milieu that enhances

education and empowers patients in their own disease

self-management.
� They increase the quality of care that we are able to

deliver.
� Amedical specialist in a university hospital says that he

sees more patients with a rare disease in 2 hours than

other providers see in years (as a result, he can identify

new disease-related problems and discuss them with the

patients—plus also discover new research questions).
� Shared medical appointments provide greater flexibil-

ity in our ability to provide appropriate and timely

medical care to our patients.
� Group visits can improve both patient and provider

satisfaction.
� They provide amultidisciplinary team-based approach

to care.
� Group visits can be used as part of the education

provided to medical students and fellows.

Confidentiality and Billing Have Not Been Problems

in the Netherlands, but Staffing Resources and Group

Room Space Are

The privacy and confidentiality aspects of group visits did

not prove to be a problem in the Dutch system. Some

group visit teams choose to have patients give their

written consent prior to the shared medical appointment

session. But this is not officially accepted by law. So some

group visit teams also gave information about privacy

and confidentiality during the behaviorist’s introduction

at the beginning of the session. If patients were not OK

with this, they could always leave the room; however, to

date, this has never happened. In addition, financing

group visits was not expected to be a problem. This is

because, during a group visit, the unique medical needs of

each patient are met individually so that the visit can be

billed like a one-on-one visit (or as a day care tariff, if the

DIGMA/PSMA takes longer than 2 hours).

On the other hand, getting the required staffing

resources—especially for filling the role of behaviorist—

has been more problematic as behaviorists are not com-

mon in Dutch healthcare. Therefore, the group visit teams

all choose a behaviorist that is best suited to them, which

means that we have nurses, psychologists, specialized

nurses, dieticians, and nurse practitioners who have acted

in the role of behaviorist. Additional challenges have

included securing the necessary facilities and inviting suffi-

cient patients to fill groups to desired capacity. Because of

the additional staffing and facilities requirements that

DIGMAs entail, the involvement of the higher manage-

ment was crucial to introducing group visits in Holland, a

process that CBO facilitated.

DIGMAs Are Beginning to be Accepted as Part of Our

Healthcare Environment

Since the early beginnings of our group visit program, it

seems likeDIGMAs are gradually becoming a natural part

of our healthcare environment for patients in the Nether-

lands. After the initial meetings that we originally had with

the first six interested doctors, members of the six original

group visit teams concluded that it seemed like DIGMAs

could really work for patients in the Netherlands. The

remarkable thing was that soon thereafter, even during

the earliest group visit sessions (i.e., when the doctors and

group visit teams were still working out what the best ways

were for them to do group visits, and were not yet feeling

totally comfortable in doing their DIGMAs), they all still

wanted to continue. They wanted to continue running their

DIGMAs because they noticed that their patients were

very excited and satisfied with the care they were receiving

in the groups. After doing just two or three DIGMA ses-

sions, the teams asked us to plan another meeting a few

months later on so that we could evaluate how the groups

were progressing after half a year.

From the Start, Patient Satisfaction with DIGMAs

Was very High

As it turned out, by the time we held that follow-up meet-

ing 6 months later, all the teams had made group visits a

part of the regular care theywere giving. By that time,most

of the doctors were feeling more secure in doing their

DIGMAs. We found it interesting that, by then, every

team had made their own customized designs for their

DIGMAs. All the teams gave their patients a satisfaction

questionnaire after the DIGMA. When the results of all

the teams were taken together, the results—which are

depicted in Table 9.15—were really exciting to all.

Although Still New, DIGMAs Are Already Receiving

Much Positive Publicity in the Netherlands

Furthermore, even though our group visit program is still

quite new, there has already been a lot of positive publicity

about DIGMAs over here—even during the early stages of

our program. One of our internal medicine doctors was

interviewed for national television about his DIGMA.
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Another physician, a neurology professor, was interviewed

about his DIGMA on the radio and in nationwide news-

papers. Inaddition,wewrote anoverviewarticle on the first

six pilot teams and their results—which was published on

the 30thof June, 2006, in amagazine that is published in the

Netherlands that is read bymost doctors aswell as by other

people inhealthcare (29). In addition, there hasbeena lot of

smaller articles inmagazines, includingoneby adaily news-

paper, that have also been written about them (all of which

are inDutch) (30–41).

Plans for Formal Outcomes Research

in the Netherlands

The future for DIGMAs in the Netherlands looks very

positive and involves plans for future outcomes research.

Together with the doctors running DIGMAs, we are now

looking for a way to do more scientific research in the

Netherlands as to the effects of DIGMAs upon our

healthcare delivery system. Our DIGMA program is con-

tinuing to grow, although doctors here still find it difficult

to imagine themselves doing a DIGMA (and this despite

the fact that reports and stories from their colleagues who

are already running them are very good).

Some Concluding Thoughts on Group Visits

in the Netherlands

Although it seems that group visits in the Netherlands are

indeed successful, it is not primarily because of their efficiency

gains—at least this is what the participating doctors tell us

every time. Therefore, it would not do SMAs justice to say

that this is true. It is their quality, access, and camaraderie

benefits that are most appreciated—especially their quality

benefits and the fact that they provide a means of giving

patients and caregivers more tools for disease self-manage-

ment. Our SMA providers like to offer group visits to their

patients because they think they can enhance the quality of

the care they provide, and because it is an interesting and nice

way of delivering care for the caregivers themselves.

It is a pleasure to provide such a nice way of giving

medical care, and for working together as a team. The

doctors who participate in shared medical appointments

feel that the way they used to give care (i.e., one-on-one

visits alone) could not adequately help all of their patients

in managing and coping with their own diseases. They feel

that shared medical appointments provide them with an

efficient means of giving patients the medical care and

disease self-management skills that they need in order to

better manage their own health problems.

However, it is important to keep inmind that group visits

could be amore expensive form of care to deliver—i.e., if an

adequate group size is not maintained so as to offset the

additional personnel and facilities costs they involve. A

study comparing the cost of group vs. individual visits has

yet to be done in the Netherlands; however, the outcome of

such a study will clearly be dependent upon maintaining

desired census levels. Clearly, the success of introducing

group visits in the Netherlands will ultimately depend

upon whether they: contribute to enhancing the capacity

of outpatient clinics; reduce access time; are seen by health-

care professionals as a helpful innovation in delivering care;

and, last but not least, are appreciated and embraced by

patients. According to the results obtained in theUSA, these

goals are anticipated to be quite achievable. Assuming that

our group visit program continues to be successful, theCBO

will continue to provide ongoing training to interested phy-

sicians and their teams on a regular basis—training that will

likely include clinicians already doing them.
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Part II

Implementing Group Visits



Chapter 10

Twenty Essential Steps to Implementing a Successful Group
Visit Program

Let us now pull together all that we have learned so far in

this book to: (1) establish 20 essential steps to implement-

ing a successful group visit program (in this chapter); and

(2) develop the ‘‘pipeline’’ for launching all new DIGMAs

and PSMAs in the organization, which we cover in the

following chapter.

Representing a new biopsychosocial model of care that

provides high levels of patient and physician professional

satisfaction, shared medical appointments can significantly

impact the economics, efficiency, accessibility, quality, and

outcomes of healthcare services rendered. To be fully suc-

cessful, they carry their own special support requirements

for proper implementation—in terms of budget, design,

training, promotion, personnel, facilities, and program eva-

luation. The 20 key steps discussed in this chapter are critical

to the successful implementation of any DIGMA or PSMA

program (many of these key steps apply to CHCCs as well),

which are the two group visit models that are best envisioned

as a series of individual office visits with observers—and

which are currently in widespread use in both fee-for-service

and capitated healthcare systems. Although this chapter will

primarily focus upon DIGMAs and PSMAs, CHCCs

require most of these same steps to be taken; however,

they do not require certain resources (such as a behaviorist

and documenter).

This chapter is dedicated to laying the basic foundation

for your SMA program. It systematically addresses each of

20 essential steps required for developing both a successful

sharedmedical appointment program in actual practice and

an overall strategy for moving your program forward (in a

step-by-step manner) toward organization-wide implemen-

tation (Table 10.1). Youmust first establish the groundwork

for your program by addressing these 20 keys to success:

first, by obtaining the required degree of administrative

support; next, by securing the necessary personnel, facilities,

promotional, and budgetary supports for the program;

then, by conducting a pilot study; and finally, by expanding

your SMA program to organization-wide implementation.

Once you have laid the groundwork to a successful group

visit program by successfully addressing the 20 macroscopic

keysdiscussed in the first sectionof this chapter, youcan then

review the 24 practical tips for physicians to use in creating

and running a successful DIGMA or PSMA program—as

well as 10 common beginner’s mistakes to avoid—which are

discussed later on in this chapter. Finally, Chapter 11 dis-

cusses the detailed pipeline by which all SMAs are

launched—which represents amicroscopic look at the entire

sequence of steps that must be taken prior to, during, and

after the launch of each and every new SMA implemented

within the system—i.e., in primary care aswell as the various

medical subspecialties.

Step 1: Secure High-Level Administrative
Support

Do not even consider implementing a group visit program

within your integrated healthcare delivery system without

first securing the necessary administrative support from

the highest levels of executive leadership, unless, of course,

you are either a solo practitioner or in a small group

practice. Obtaining the required degree of high-level sup-

port within the organization is the first and—with the

singular exception of selecting of the best possible cham-

pion for the entire program—most important step to

implementing a successful DIGMA and PSMA program.

Give Presentations to Executive Leadership
and Submit a Business Plan

In order to secure high-level administrative support,

thoughtful but succinct presentations on DIGMAs,

CHCCs, and Physicals SMAs must first be given to upper

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_10,
� Springer ScienceþBusiness Media, LLC 2009
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management in order to: update them on these models;

make themaware of themultiple benefits these SMAmodels

can offer; discuss the respective strengths and weaknesses of

these group visit models; and cover key personnel, facilities,

promotional, and budgetary supports that are required for

success.

Submit a proposed business plan that includes DIGMAs

andPSMAsas efficient, cost-effective tools forbetter achiev-

ing critical organizational objectives: increased productivity;

improved accessibility; the leveraging of existing resources;

improved job doability; enhanced quality of care; improved

outcomes; increased patient and physician professional

satisfaction; a strengthened bottom line; and enhanced

value in medical services rendered.

Administrative Support Means Real
and Meaningful Support for the SMA Program

Administrative support must include not only your organi-

zation’s blessing and best wishes, but also the required bud-

get, personnel, support staff, promotional materials, and

facilities that are mandatory for launching a successful

DIGMA and/or Physicals SMA program. For example, in

larger systems, the required support personnel for a

successful DIGMA or PSMA would include a carefully

selected champion (and a program coordinator), a skilled

and specially trained behaviorist well matched to both the

physician and the physician’s practice, one or two nursing

personnel capable of efficiently dispatching the expanded

duties of this role, and a documenter (especially for systems

that have shifted to electronic medical records).

In addition to properly training the physician’s own sche-

duling staff, well-trained dedicated scheduling personnel

typically also need to be assigned to the group visit program

(perhapsonededicated scheduler for every 15–25SMAs that

are established)—and given sufficient time dedicated to each

DIGMAorPSMAeveryweek tomake certain that targeted

census levels will consistently be attained for every session

that is held. Proceeding without these critical supports first

being in place—supports that only high-level administrative

authorization can ensure—could undermine the success of

the entire program.

Inadequate Support Undercuts Attendance
and Productivity

Healthcare organizations frequently try to skimp in var-

ious ways on the supports necessary for a well-run group

Table 10.1 Twenty steps to a successful DIGMA or PSMA program

1. Secure the necessary high-level administrative support and budget for the SMA program first (through presentations and a business
plan given to upper management), before attempting to launch any group visits.

2. Achieve organizational consensus to proceed at the executive leadership level, despite any initial dissension or diverse opinions.

3. Select the best possible champion (and program coordinator) for your group visit program—i.e., in larger systems.

4. Establish a comprehensive billing policy first—i.e., before starting a group visit program.

5. Have your corporate attorney or risk management department draft an appropriate confidentiality release for all attendees to sign.

6. Develop computer codes and scheduling procedures for your group visit program.

7. Pre-establish and consistently meet minimum, target, and maximum census goals for each SMA that is established.

8. Promote the program effectively to patients: (a) through personal invitations from providers and staff; and (b) through use of high-
quality marketing materials that accurately reflect the quality care patients can expect to receive in the SMA.a

9. Use comfortable, well-equipped group, and exam rooms.

10. Max-pack all DIGMAs and PSMAs to maximize the amount of quality medical care delivered during each session—plus provide brief
individual exams and private one-on-one discussions with the physician as needed.

11. Optimize the mix of individual and group appointments in the provider’s practice.

12. Select your initial SMA providers with care.

13. Carefully select and train the behaviorist for each SMA.

14. Select the best possible treatment team for each SMA—a dedicated scheduler, a documenter (whenever possible), and one or two
nursing personnel (RNs, LVNs, MAs, Nursing Techs, etc.) in addition to the behaviorist.

15. Custom design each SMA to the specific needs, goals, practice style, and patient panel constituency of the individual provider.

16. The physician must learn to delegate as much as possible and appropriate to the skilled and trained SMA team.

17. Develop policies that will ensure success, promptly solve any problems that arise, and avoid making common mistakes.

18. Most systems will want to start with a carefully designed pilot study and then evaluate its success.

19. Expand the SMA program from successful pilot study to system-wide implementation.

20. Determine how rapidly you want to move the program forward throughout the system—i.e., how many new SMAs do you want to
launch each year?

a Note: Downloadable templates/examples of all necessary forms and documents for your SMA program are included in the DVD attached
to this book (although they are not to be used ‘‘as ia’’)—confidentiality releases, patient satisfaction surveys, announcement letters,
invitations, wall posters, program description fliers, chart note templates, etc. (which should prove most helpful in enabling you to develop
your own forms).
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visit program, which all too often results in patient and

staff resistance to the program, poor group attendance,

and reduced productivity. Some organizations design

their group visit programs around utilizing the cheapest,

rather than the best available, SMA personnel. Some

systems want physicians to run their DIGMAs and

PSMAs without behaviorists, while others refuse to pro-

vide schedulers, adequate nursing support, documenters,

dedicated schedulers, or a champion. Other integrated

healthcare delivery systems avoid making necessary up-

front investments—e.g., in appropriately training the phy-

sician’s support staff, in the high quality and professional

appearing marketing materials needed for promoting the

program to patients, or in a program coordinator to assist

the champion by handling most of the SMA program’s

administrative and operational details. Still other medical

groups provide only an inadequate shoestring budget for

the program, fail to provide the needed facilities, or refuse

to put the necessary priority on the SMA program to

ensure that the support needs required for success are

adequately met on a consistent basis.

There are appropriate ways to save money in your

SMA program, but the foregoing are not among them.

All such deviations from what is being recommended for

the successful implementation of a group visit program

will likely have the same ultimate net effect—reduced

census during sessions, decreased efficiency, and frustra-

tion for patients, physicians, and support staffs alike. And

with decreased group census comes reduced productivity

and economic gains for the program—and all too often,

reduced group interaction and patient bonding as well.

Budget

An adequate budget for the program (as well as the

necessary personnel, group and exam room space, and

professional appearing and informative promotional

materials) is required for success. The necessary budget

for the program should be outlined in the business plan

submitted to executive leadership, which should carefully

and realistically estimate all costs for the program—at

least in its early stages (e.g., for the pilot study), with

projections of budgetary needs as well as potential cost

savings thereafter. Although the costs of personnel, facil-

ities, promotional materials, and forms will in the long run

be more than offset by the cost savings from the increased

productivity of a well-run DIGMA and Physicals SMA

program (see financial analysis at end of Chapter 2), these

costs are nonetheless real and need to be secured during the

early, start-up stages of the program.

With DIGMAs and PSMAs, much of the hard work

comes at the very beginning of the program, which is one of

the main reasons that everybody isn’t doing them. In the

beginning of the program, promotional materials as well as

chart note templates and all necessary forms need to be

developed (examples of which are included in the DVD

attached to this book). In addition, the champion’s job in

larger healthcare systems (as well as that of the program

coordinator) in termsof recruitingproviders, custom-design-

ing SMAs, training staff, and establishing the pilot studywill

likely be the most time consuming in the beginning—as

patients, physicians, and staff will likely be largely unin-

formed about group visits and the multiple benefits they

offer (and thereforebemost resistant to them).Furthermore,

it isatthebeginningoftheSMAprogramthatthepipelineand

systems necessary for efficiently conducting DIGMAs and

PSMAswill not yet have been developed and put into place.

Personnel

The personnel requirements for a successful DIGMA or

PSMA include the following: (1) an appropriate and spe-

cially trained behaviorist; (2) one or two nursing personnel

(RNs, medical assistants, LVNs, nursing techs, etc.), which

typically includes the physician’s own nurse or MA; (3) a

documenter (optional, but highly recommended); (4) a dedi-

cated scheduler attached to the program to ensure that all

sessions are filled to targeted census levels (perhaps one full-

time dedicated scheduler for every 15–25 DIGMAs and

PSMAs that are established); and, in larger systems, (5) a

champion with primary responsibility and the commensu-

rate authority for overseeing the entire SMA program (as

well as a carefully selected program coordinator to assist the

champion by handling most administrative and operational

details). Most of these personnel resources will likely be

available internally in larger integrated healthcare delivery

systems, especially during the early stages of the program

when personnel demands are smallest; however, in the long

run (as 10, 20, 50, 100, or 1000 or more DIGMAs and

Physicals SMAs are implemented within larger systems),

additional personnel resources will likely need to be hired

on an as-needed basis.

Although optional, it is important to note that having

a documenter (who is trained to meet the physician’s

specific charting requirements, using the physician’s

own chart note template) to assist with the extensive

documentation requirements of a DIGMA or PSMA

can be most helpful—especially for PSMAs and systems

using electronic medical records (EMR). A documenter

is helpful not only in increasing physician efficiency, but

also in obtaining physician buy-in to the group visit

concept—especially in the case of systems using electro-

nic medical records. This is because one of the greatest

physician resistances to group visits is the amount of
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documentation that they fear will be incurred after the

session is over (even though the goal of every DIGMA

and PSMA session is to complete all work during the

session). In addition, having a documenter permits a

superior chart note to be generated—one that is both

comprehensive and contemporaneous in nature, and

uses the physician’s own chart note template—on each

patient during the available group time.

Facilities

In terms of facilities, DIGMAs typically require a large

furnished group room capable of comfortably seating

15–25 persons plus a nearby exam room. PSMAs typi-

cally require a group room that is only half as large;

however, they might also need 2–5 (most commonly 4)

exam rooms—although they need not be near to the

group room (as is the case for the exam room used in a

DIGMA) and can even be in the physician’s own office

area. These usually include the physician’s own exam

rooms, plus a couple of additional exam rooms from a

colleague who is not in the clinic at the time the Physicals

SMA is scheduled.

Step 2: Reach Organizational Consensus
Despite Dissension

Various administrators and members of the organiza-

tion’s executive leadership team are likely to initially

hold widely differing opinions with regard to whether or

not to launch a SMA program. Therefore, it is important

that organizational consensus first be achieved at the

management or executive committee level—despite

anticipated dissension and diverse initial opinions.

Expect Dissension Because SMAs Represent
a Major Paradigm Shift

Inmany integrated healthcare delivery systems, resistance

will likely occur in part because some will feel that the

physicians and staff have already undergone too much

change recently—perhaps changes in external/internal

review processes or standards, performance measures,

panel sizes, reimbursement policies, electronic medical

records, advanced clinic access goals, etc. In addition,

executive leadership might experience push-back regard-

ing group visits from some of their most conservative

members—perhaps the chief financial officer, billing and

compliance experts, or certain old school physicians.

Furthermore, some leaders and administrators might

hold the view that they would not want to personally

attend a group visit session, and therefore assume that

many others would feel likewise, despite the well-established

fact that patient satisfaction with group visits properly

designed, supported, and run has consistently been very high.

Despite Dissension, Agreement
Must Be Achieved Before Proceeding

Whatever the source of disagreement, the important point

is that the organization’s leadership needs to successfully

resolve this internal dissension beforemoving forwardwith

group visits. The last thing that anyone would want is for

leaders and administrators who do not want to proceed

with the SMA program to feel unheard, dismissed, or

overruled—and then to lay in wait, perhaps for years, so

that they can pounce with righteous indignation when

something eventually does go wrong with the program.

Certainly, things can go wrong with almost any new

program, especially with one that differs as dramatically

from traditional individual office visits as group visits

do—and one that can be expected to stress the system as

much as DIGMAs and PSMAs will (i.e., because of the

large amount of change they introduce and their drama-

tically increased productivity).

Overcome Dissension by Giving Presentations,
Information, and a Business Plan to Leadership

In larger healthcare organizations, a good starting point for

any SMA program is to first provide thoughtful, succinct

presentations on DIGMAs, CHCCs, and Physicals SMAs

to upper management (preferably even a business plan) to

secure high-level administrative support, to answer any

questions, and to address any resistance to the program. If

dissension and disagreement with the program persists, then

perhaps a balanced follow-up presentation to the leadership

team addressing the points of disagreement as well as the

multifarious potential benefits that group visits can offer to

patients, physicians, and the organization—along with their

support requirements—might be helpful.

These presentations should allow adequate time for

questions and answers—plus in depth discussions pertain-

ing to any concerns or resistances regarding the proposed

SMA program. A business plan covering the SMA pro-

gram would help to clarify the potential benefits and costs

of the program, as well as the resource and support
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requirements necessary for success. In addition, a couple of

relevant articles published about group visits (and, most

especially, this book) will undoubtedly prove beneficial in

overcoming this impasse posed by dissension. In any case,

it is imperative to recognize that, before any group visit

program is initiated, it is critical to the ultimate success of

the SMA program that a working degree of organizational

consensus to be achieved despite initial dissension.

Step 3: Select the Best Possible Champion
and Provide the Required Amount of Time

Once the necessary administrative support has been secured

and consensus to proceed has been achieved, the next step in

larger healthcare organizations is to carefully select the best

possible SMA champion—one who has the necessary skills

plus adequate time available to dedicate to the program. The

thoughtful selection of a SMAchampion is only important to

the development of a successful SMA program in larger and

mid-sized integrated healthcare delivery systems—perhaps

thosehavingapproximately20ormorephysicians.Thecham-

pion must become intimately familiar with the DIGMA and

PSMAmodels through this book, recently published articles,

and by attending existing successful group visit programs in

otherorganizations.Select thechampioncarefullyas this is the

person who will assume overall responsibility for the entire

SMAprogram,andmust thereforebecapableofmultitasking

and handling the substantial responsibilities of this position.

Nothavinganychampionatall ina larger systemwouldbe

a serious error because SMA programs will seldom migrate

fromoneprovider in the organization to the next (or from site

to another) without the ongoing efforts of the champion.

Because everybody is already so busy dealing with existing

tasks, if SMAs do migrate at all (i.e., from provider to provi-

der, from department to department, and from facility to

facility), it will likely be at amuch slower rate than if the active

efforts of an effective champion are involved.

Becauseof the importanceof the roleofSMAchampion, it

is critical that remuneration be commensurate with the exten-

sive responsibilities of this position.Thiswill ensure that, once

the multiple duties of this job are well learned and being

efficiently dispatched, the champion will be motivated to

stayinthisposition(andwiththeorganization)foralongtime.

The Champion Has Many Responsibilities
and Must Have Appropriate Qualifications

The champion needs to be respected by—and able to

work closely with—administrative leadership, physicians,

and medical staffs alike. The champion (with the program

coordinator’s assistance) needs to serve as point person for:

the entire SMA program. This includes assuming primary

responsibility for: (1) recruiting newproviders to run group

visits for their practices; (2) custom designing each provi-

der’s SMA around their own particular needs, goals, prac-

tice style, and patient panel; (3) developing the entire SMA

program and rapidly expanding it throughout the system;

(4) overseeing the myriad of operational, training, and

measurement details necessary to ensure the program’s

success; and (5) ensuring that everything goes as smoothly

as possible and proceeds in a timely manner.

In addition, the champion plays a critical role in design-

ing, conducting, and evaluating an effective pilot study to

establish feasibility of concept within the organization—

and, assuming that the pilot is successful, in expeditiously

moving the SMA program forward from pilot study to

facility–and organization-wide implementation. Clearly,

the champion must have a strong working knowledge of

the various group visit models, be a strong and tireless

advocate of SMAs, have an understanding of the culture

of the organization and be able to work within it, and be

cable of moving the SMA program forward throughout

the system—i.e., despite various operational challenges,

physician and staff resistances, and possible opposition

from a number of sources (all of which can be expected

with any new innovation that introduces as much change

to the modus operandi as group visits do).

In addition, we are currently setting up the ‘‘Noffsinger

Institute of Group Visits’’ at Harvard Vanguard Medical

Associates/Atrius Health to train executive leaders, physi-

cians, allied health providers, SMA champions, SMA pro-

gram coordinators, behaviorists, nursing personnel, docu-

menters, and dedicated schedulers from interested medical

groups around the nation (indeed, the world) on how to

optimally dispatch their duties in a successful group visit

programwithin their own organization.Whenever possible,

it is also advisable that the champion should try to visit one

or two other healthcare organizations that are already suc-

cessfully conducting a substantial group visit program in

order to witness what they are doing and learn firsthand

from their experiences—i.e., fromwhat they are doingwrong

as well as what they are doing right.

Most Systems Select a Psychologist or Social Worker

as SMA Champion

Most integrated delivery systems prefer to have a highly

skilled, experienced, and motivated mental health profes-

sional (such as a skilled health psychologist or experienced

medical social worker) as SMA champion. Clearly, this per-

son must be highly respected by physician colleagues and
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administration alike. The champion will need a detailed

working knowledge of the various group visit models, con-

siderable experience in running and managing large groups,

a solid understanding of the psychosocial issues faced by

medical patients and their families, and an ability to work

closely with physicians, staff, and administrators.

A Mental Health Champion Can Act as the Behaviorist

at the Start of Each New DIGMA and PSMA

A psychologist or social worker champion would have the

advantage of being able to train the behaviorist for each new

DIGMA or PSMA that is established. Although this is

optional, the mental health champion could even tempora-

rily act as the behaviorist for the first couple of sessions at the

startof eachnewDIGMAorPSMAas it isbeing launched—

i.e., while simultaneously training the replacement behavior-

ist who will ultimately take over the program once it is

established. While the champion is temporarily acting in

the behaviorist role, the replacement behaviorist (who also

attends the early sessions and watches the champion in

action) is then able to gain important training as to the

intricacies of this new role—all of which can ultimately

prove invaluable when later taking over as the behaviorist.

The champion needs to have exceptional communication

and behavioral health skills, and be able to quickly and

tactfully address group dynamic and psychosocial issues

during group sessions. The champion also needs to be

empathic toward medical patients and their families, while

being aknowledgeable andpatient teacher.Once the SMAis

running smoothly and all system problems are resolved, and

once the behaviorist is sufficiently trained and the physician

is comfortablewith thenewprogram, the championcan then

gracefully exit this newly established DIGMA or PSMA to

start additional group visits with other providers (i.e., with

the next cohort of interested primary and specialty care

providers in the system).

Seasoned Nurses, Administrators, and Educators

Are Sometimes Selected as Champions

If youdonothaveanappropriatemental healthprofessional

available to champion your SMA program, then consider

anybody else whomight be qualified and available to you—

someone who could adequately fulfill the multiple responsi-

bilities of the champion’s role. For example, some organiza-

tions have an abundance of experienced nurses, seasoned

administrators, solid diabetes nurse educators, or capable

health educatorswhoknow the physicians and patients well,

understand how to get things done in the organization, and

would be highly motivated to become the SMA champion.

However, champions who are not mental health providers

would probably not be able to temporarily act as behaviorist

when newDIGMAs and PSMAs are launched. In addition,

champions without a mental health background would

likely need additional training in such areas as: managing

large groups and fostering group interaction; understanding

the emotional and psychosocial issues of medical patients;

developing, managing, and overseeing a rapidly expanding

SMA program; and gaining the behavioral health skills

needed to train behaviorists for their active roles within

DIGMAs and Physicals SMAs.

Another Possibility Is to Have Both a Physician

and a Mental Health Champion

Some largerhealthcareorganizations find that theywould like

to have a physician champion to head their SMA program,

but recognize that their physician staff is already too busy to

take on the multiple added duties that this position entails. A

couple larger integrated healthcare delivery systems have

solved this conundrumbyhaving twochampions: (1)amental

health champion, such as an experienced psychologist or

social worker, tasked with the time-consuming, front-line

responsibilities of managing the day-to-day operations of the

entire SMA program; and (2) a higher level physician cham-

pion (one who is highly respected by administration and

physician colleagues alike) in the less time-consuming role of

having broad oversight responsibilities for the SMAprogram

and reporting directly to administration and executive leader-

ship. Such a physician champion would have oversight

responsibilities for the SMAprogram, but in themore limited

and less time-consuming role of reporting on the program’s

progress directly to organizational leadership.All of the other

time-consuming, day-to-day operational, and administrative

responsibilities for initiating, developing, managing, evaluat-

ing, and expanding the programwould then go to the mental

health champion. Clearly, the physician and mental health

champions would need to get along very well and be able to

work closely together.

If No Qualified Internal Candidate Exists, Then Go

Outside for Your SMA Champion

As has been discussed, there are many reasons for

having a SMA champion in larger healthcare systems,

and the selection of champion is critical to the overall

success of the program. If your organization cannot

identify and recruit a qualified person internally to act

as SMA champion, then larger systems should consider

going outside to hire the right person for this absolutely

critical role.
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The Champion Starts by Recruiting Willing,
Motivated Physicians on an Ongoing Basis

To develop the SMA program effectively and foster physi-

cian acceptance and buy-in, the champion needs to network

and frequently attend appropriate primary care andmedical

and surgical subspecialty departmental meetings. At these

meetings, the champion gives presentations to: familiarize

physicians with today’s major group visit models; answer

physicians’ various questions; address common physician

concerns; discuss the multiple benefits that well-run SMA

programs can offer (to physicians, patients, and the organiza-

tion); and call for physicians to volunteer to start a SMA for

their practice—preferable busy physicians with substantial

patient backlogs and access problems, as it will be easier to

keep their group sessions filled. Once providers (physicians,

nursepractitioners,osteopaths,pharmacists,physician’sassis-

tants,podiatrists,etc.)haveindicatedthattheyhaveaninterest

in possibly starting a DIGMA, CHCC, and/or Physicals

SMA for their practices, the champion then typically follows

up promptly bymeeting with them individually.

The Champion Then Meets with Interested
Providers Individually

After attending departmentalmeetings in an effort to recruit

interested providers, the champion then arranges one-on-

one follow-up meetings with those providers who indicate

interest in establishing SMAs for their practices. During

these initial one-on-one meetings, the champion encourages

providers to try SMAs for their practiceswhile: familiarizing

them with the various SMA models and their respective

strengths and weaknesses; answering any questions or con-

cerns; addressing any operational and implementation

issues; and clarifying the many benefits that well-run SMAs

can offer to these providers and their practices. The cham-

pion also makes clear that, while much will be done by the

champion and program coordinator to minimize the front-

end time commitment that the physicianwill need tomake in

order to get the SMA launched, there is one ongoing respon-

sibility that every provider must assume in order to have a

successful SMA program—i.e., they must take primary

responsibility for keeping all sessions filled to desired capa-

city, which requires inviting all appropriate patients seen

during regular office visits (i.e., via a 30–60 second personal,

positively worded invitation) to have their next visit be in the

SMA. In addition to extensive verbal discussion, it is helpful

if videotapes on SMAs are shown, copies of relevant pub-

lishedarticlesareprovided,andacopyof thisbook isgiven to

interested providers. Subsequent to these initial meetings, at

least in integrated healthcare delivery systems, the champion

would likely set up a meeting with each physician’s depart-

ment chief and site administrators to discuss the proposed

program—and to secure administrative input and approval.

Physicians Must Trust that the Champion
Will Be Sensitive to Their Needs

The champion must be able to develop strong relation-

ships of trust with physician colleagues. The champion

must spend a great deal of time recruiting physicians,

which means: getting to know them; understanding the

challenges they are faced with on a daily basis; recom-

mending the appropriate SMAmodel to them; addressing

any concerns physicians might have about SMAs;

and making clear the multiple benefits that DIGMAs,

CHCCs, and PSMAs can offer to physicians, patients,

and the bottom line. For the SMA champion to be suc-

cessful, it is important that the physician and champion

genuinely grow to like and trust one another—which

takes time and a certain degree of contact.

Next, the Champion Customizes the SMA
to the Particular Needs of the Physician

Once physicians elect to run one or more SMAs for their

practices, the champion thenmeetswith them individually to

custom design each DIGMA, CHCC, or PSMA according

to the physician’s own particular needs, goals, practice style,

and patient panel constituency. The champion and program

coordinator also schedule some additional follow-up meet-

ings with the provider, and then with the provider’s staff.

These meetings should be scheduled, whenever possible,

during lunch or non-clinic hours so as to minimize the phy-

sician’s down time. During these meetings, the appropriate

SMA model and subtype are selected; the DIGMA team

members are chosen; the group and exam rooms are identi-

fied; all forms andpromotionalmaterials are developed; and

any handouts to be used during the program are selected.

In addition, appropriate training is provided to the phy-

sician—aswell as thephysician’s support staff—during these

meetings on how to run the SMA and successfully recruit

patients on an ongoing basis so as to consistently fill all

sessions. It is also in these meetings that the champion

explains what responsibilities the provider must fulfill for

success (e.g., the importance of staying succinct and focused

at all times, as well as of personally inviting each and every

appropriate patient seen during traditional office visits to

attend the SMA for their next medical visit) and what sup-

ports will be made available by the SMADepartment.
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Once the heterogeneous, homogeneous, or mixed sub-

type is selected and the patient populations for each

session are identified, a variety of additional parameters

for each DIGMA and PSMA needs to be selected: fre-

quency; weekday; time of day; session length; and start

date. The group and exam rooms are chosen, members of

the SMA treatment team are selected (behaviorist, nursing

personnel, documenter, and dedicated scheduler), and a

realistic start date is picked. Finally, the provider’s input

is necessary for: specifying which patients will and will not

be included in each SMA session; selecting and developing

any patient education handouts that are to be used during

the SMA; determining whether a Patent Packet will be

used and, if so, precisely what its contents will be; and

creating various forms and promotional materials for

the provider’s SMA from established templates already

developed for the SMA program. Such forms include the

chart note template that the provider will ultimately use in

the SMA as well as the various promotional materials and

handouts that will be employed.

Once Customized, Numerous Other SMA
Details Need to Be Attended to

After these initial meetings with the provider, the SMA

team, and the provider’s support staff, the champion (in

larger systems, with the assistance of a program coordina-

tor) then needs to attend to the numerous details itemized in

the pipeline described in Chapter 11 in order tominimize the

physician’s outlay of time in the design and planning stages

of the group visit. This includes developing the handouts,

Patient Packet, and promotional materials that will be used

in the program—as well as training the physician, schedu-

lers, and the support staff regarding how to successfully

refer patients into the DIGMA or Physicals SMA.

Directing appropriate patients seen in the SMA into

future DIGMA and PSMA sessions whenever possible

(i.e., for their next follow-up visit or private physical exam-

ination, respectively) maximally leverages the physician’s

time and increases the productivity of the SMA—plus

plays an important role in maintaining group census tar-

gets during future sessions. It also increases the physician’s

ability to manage a large patient panel—both by schedul-

ing patients that can appropriately be treated in a SMA

into that highly efficient and cost-effective venue (rather

than into more costly and less efficient individual office

visits) and by making valuable individual appointments

more available to those patients who truly need them.

Nonetheless, it is important that patient attendance be

voluntarily, as SMAs are meant to always be voluntary

to patients and providers alike.

In larger systems, the champion is actively involved in

the launch of every new SMA. Once the provider has been

recruited and the SMA program has been custom designed

to the provider’s specific needs, then the champion

(together with the program coordinator) must do every-

thing possible to move the SMA smoothly through its

design, development, training, implementation, and eva-

luation phases. This enables the group visit to be success-

fully launched as rapidly as possible and with a minimum

amount of the provider’s own time being committed to the

process. When the physician’s involvement in the planning

process is necessary, all suchmeetings need tobe set upwith

sensitivity to the physician’s busy schedule—and must

therefore be thoroughly prepared for by the champion

and program coordinator, as well as efficiently conducted.

The Champion Often then Participates
in the Actual Launch of the SMA

In larger systems, the champion typically needs to actually

participate in the launch of each newDIGMAandPhysicals

SMA, handling any systems or operational problems that

might arise, training thephysicianandbehaviorist as needed,

addressing any issues that the nursing and documentation

personnel might have, making certain that census require-

ments are achieved, and ensuring that each new program

runs smoothly and on time. However, this is done with the

knowledge that initial SMA sessions often finish late at first

(and sometimes quite late), despite everyone’s best efforts—

i.e., until everyonebecomesmore comfortablewith their new

SMA roles and responsibilities, everyone’s anxieties gradu-

ally disappear, and the treatment team becomes more suc-

cinct and coordinated. To accomplish this, it is recom-

mended that the champion actually sit and observe the first

couple of sessions—or actually participate by acting as the

behaviorist during these initial sessions, while the group visit

is getting started. In addition, whenever possible, it is impor-

tant that the champion debriefs for approximately 10–20

minutes after each of these initial sessionswith the physician,

behaviorist, documenter, and nursing personnel to discuss

how to make future sessions even better andmore efficient.

In Larger Systems, a Program Coordinator
Is Also Needed to Leverage the Champion’s
Time

Many larger systems will also need to provide a pro-

gram coordinator (who is often a seasoned adminis-

trator, manager, clinical supervisor, etc.) to assist the
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champion in every way possible. It is important to

carefully select the program coordinator, as this is

the person who will work closely with the champion

and will leverage the champion’s time by handling

most planning, operational, management, and admin-

istrative details. The program coordinator’s responsi-

bilities will include: helping to launch all new SMA

programs; assisting in the development of templates

for all forms and promotional materials used in the

program; supervising the SMA nurses and dedicated

schedulers (and possibly even behaviorists); dispatch-

ing most of the SMA program’s administrative, man-

agement, and operational details; generating the

weekly, or twice weekly, pre-booking census reports

on all SMAs that have been implemented; and devel-

oping weekly, monthly, quarterly, and annual reports

that are necessary to properly evaluate the SMA pro-

gram on an ongoing basis.

The Champion and Program Coordinator
Develop a Pipeline for All New SMAs

In larger systems, the champion and program coordinator

will also need to develop a pipeline for all new SMAs (see

Chapter 11), which consists of the entire sequence of

discrete steps that must be completed to successfully

launch each and every new DIGMA or PSMA within

the system. Once this pipeline has been developed within

the healthcare organization, the same series of steps and

processes detailed therein can then be utilized for design-

ing, launching, running, and evaluating all subsequent

SMAs that are implemented—although some minor

alterations might be required from time to time. In this

manner, efficiency is gained, as one does not need to waste

time and energy continuously recreating the wheel for

every new group visit that is implemented within the

system.

During the initial planning and start-up phases of

the DIGMA or Physicals SMA, the physician can

delegate many of the associated time-consuming

tasks to the champion—who can, in turn, delegate a

lot of these duties to the program coordinator. Like-

wise, during the actual group visit sessions, the physi-

cian delegates heavily to the various members of the

SMA team. In order to minimize the outlay of the

physician’s time outside of the actual group visit ses-

sions, the champion and program coordinator—not

the physician—should oversee most of the operational

details and time-consuming tasks associated with the

planning, training, implementation, and evaluation

phases of each new SMA that is established.

Step 4: Address Billing Issues First, Before
Starting SMAs

Before starting any group visit program, healthcare orga-

nizations must first come to a clear decision as to how

they will address the issue of billing, a matter that is still

evolving and is not completely resolved for group visits,

and which undoubtedly differs for the various types of

group visit models. Therefore, you will want to first con-

tact local representatives of your contracted insurers as

well as the appropriate governmental agencies to let them

know what your are doing, why your have decided to

offer SMAs, and what benefits they offer to patients and

insurers alike—and to understand what the reimburse-

ment ramifications are as well as any possible billing

issues or concerns.

Because noCPT codes currently exist that are specific to

SMAs, the entire issue of billing for group visits is still

evolving. Nonetheless, DIGMAs and PSMAs have been

successfully used formany years in both fee-for-service and

fully capitated systems, as well as in systems that are par-

tially fee-for-service and partially capitated. Other types of

group visit modelsmay have different types of billing issues

in the fee-for-service world because, unlike DIGMAs and

PSMAs, they are not run as a series of one doctor–one

patient encounters with observers throughout the entire

session. In addition to the fee-for-service and capitated

healthcare organizations within the private sector, these

two group visit models have also been used nationwide as

well as internationally in a variety of applications in other

settings as well—such as VA, DoD (Air Force, Army,

Navy), and public healthcare settings. Although group

visits are still in their early stages, they have been around

for many years and are already widely deployed by early

adopters nationally (and more recently, internationally).

They are rapidly expanding, both in the number of group

visit programs offered and in the variety of applications in

primary care and the medical and surgical subspecialties.

In part, the success of DIGMAs and PSMAs in the fee-

for-service world is the result of the fact that, from start to

finish, these two group visit models are run throughout

like a series of one doctor–one patient encounters with

observers attending to each patient’s unique medical

needs individually. In other words, these two SMA mod-

els are run throughout just like a sequence of individual

office visits with observers. Additionally, the same medi-

cal services (and often more) are provided in properly run

DIGMAs and PSMAs as in traditional individual office

visits.Well-runDIGMAs and PSMAs are best envisioned

as a series of individual doctor visits with other patients as

observers that are conducted in a supportive group set-

ting—where all present can simultaneously listen, learn,

and interact.
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Billing Can Be Straightforward in Capitated
Systems

Clearly, all three of today’s major group visit models dis-

cussed in this book (DIGMAs, CHCCs, and PSMAs)

appear to work well and present no significant billing issues

in capitated healthcare delivery systems—i.e., beyond

whether or not the system chooses to offer group visits

and, if so, how much to charge for the co-payment.

DIGMAs and CHCCs Were Developed in a Capitated

System

In fact, the DIGMA and CHCC models (but not the

PSMA model) were originally developed at Kaiser Per-

manente, a large, fully capitated, staff model HMO. The

author was a psychologist at the Kaiser Permanente

Santa Clara and San Jose Medical Centers from 1973 to

1999, where he served as Director of Oncology Counsel-

ing and Chronic Illness Services as well as the Team

Manager of the Affective Disorders Team—and partici-

pated at the regional level in Kaiser’s adult primary care

redesign. Dr. John C. Scott developed the CHCC model

at Kaiser Permanente in Colorado in 1991, whereas I

independently developed the DIGMA model at Kaiser

Permanente in San Jose in 1996. On the other hand, the

author developed the PSMA model in 2001 at the Palo

Alto Medical Foundation, which at that time was a lar-

gely fee-for-service (but partially capitated) healthcare

organization in which he served as Director of Clinical

Access Improvement and as champion of their SMA

program from 2000 to 2003.

Capitated Systems Often Have the Internal Resources

Needed for Group Visits

Although capitated systems present their own unique

challenges, they have the advantage of being largely self-

contained—because all of the necessary ingredients for a

successful DIGMA, CHCC, or Physicals SMA program

are often available in-house. They often have the staff

necessary to support the program (providers, behavior-

ists, nurses, schedulers, documenters, champion, program

coordinator, etc.) as well as the required group and exam

room facilities. In fact, many capitated systems already

have considerable experience in both providing a multi-

disciplinary team-based approach to care and running

large group treatment programs (for example, in their

psychiatry, behavioral medicine, substance abuse, and

health education departments as well as in chronic illness

population management programs).

Capitated Systems Nonetheless Face Potential

Challenges

However, capitated systems can sometimes face their

own particular challenges as well—such as understaffing

issues, heavy patient demand, large patient panel sizes, over-

extended physicians and support staffs, access problems,

relatively short appointment times, backlogs and delays,

heavily booked group and exam room space, an organiza-

tional structure that can be compartmentalized into many

discrete silos, andmultiple competingdemandsuponbudget,

facilities, and personnel.

Competing resource demands can make it difficult to

acquire the resources—and the necessary degree of priority

on these resources—that properly run group visits require.

Some capitated systems might try to run a group visit pro-

gram with minimal support, with little if any investment in

training time andpromotionalmaterials, andbyutilizing the

least expensive (rather than the best possible) personnel—all

ofwhich could severelyundercut thequality andefficiencyof

their DIGMA and PSMA programs. Furthermore, this can

also lead to potential abuses of group visits—such as groups

being too large, physicianpanel sizes being further increased,

or group visits not being voluntary to patients and staff alike

(which has always been a fundamental maxim of today’s

major group visit models).

Capitated Systems Often Have Considerable

Experience in Running Group Programs

On the positive side, capitated systems often have large

population management programs and care pathways in

place for the various types of chronic diseases and condi-

tions—although these programs often do not make full use

of group visits. These are largely groupprograms that offer a

multidisciplinary team-based approach to care (often invol-

ving mid-level providers) for such chronic conditions as

diabetes, congestive heart failures, depression, hypertension,

asthma, etc. In addition, capitated systems often have solid

group programs in their psychiatry, behavioral medicine,

health education, and nutrition departments—such as

group programs for the cognitive behavioral treatment of

depression and anxiety, smoking cessation classes, nutrition

classes, weight loss programs, exercise classes, etc.

Because fully capitated systems assume risk and are pre-

paid for services to be rendered, the payment model in such

organizations eliminatesmanyof thebilling issues surround-

ing group visits that could prove problematic in other types

of healthcare delivery systems. It also incentivizes the use of

midlevel providers, of a multidisciplinary team-based

approach to care, and of gaining efficiency by off-loading

as many physician duties as possible and appropriate onto
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less costly members of the care delivery team. In addition,

their philosophy regarding health maintenance, disease self-

management, prevention, self-efficacy, and patient educa-

tion and empowerment fits nicely with the philosophical

underpinnings of group visits.

Billing for Group Visits in Fee-For-Service
Systems

In fee-for-service (FFS) organizations, the issue of bill-

ing for group visits is still evolving—and some uncer-

tainty still exists. At present, I am not aware of any

billing procedures or specific CPT codes that exist

either for group visits in general or for the different

types of existing group visit models. Therefore, FFS

systems must address this uncertainty as best they can

through use of existing billing and compliance codes

and procedures. As a result, FFS healthcare organiza-

tions may vary in their decision as to whether they

choose to proceed with a group visit program at this

time—and, if so, what guidelines, safeguards, billing

procedures, and documentation requirements they will

put into place for their SMA program. It has been the

author’s experience that many billing and compliance

experts in fee-for-service systems around the country

have pointed out that properly run DIGMAs and

PSMAs are conducted from beginning to end to be

like a series of individual office visits with observers

occurring in a supportive group setting—with basically

the same types of care being delivered in both settings.

They also point out that current billing codes neither

address the issue of how many observers you are allowed

to have in amedical visit nor limit the setting in which care

is delivered—i.e., in an exam room, a group room, or a

doc-in-the-box at the local Costco, K-Mart, or pharmacy.

Patients already sometimes bring spouses, family mem-

bers, friends, and caregivers to their individual office visits,

so a precedent already exists for observers in traditional

medical visits. Furthermore, mothers already sometimes

take multiple siblings to a traditional pediatric office visit

during which they all simultaneously receive care—so

that there are even precedents with individual office visits

for having other patients as observers. DIGMAs and

Physicals SMAs simply extend this concept of observers

to include all other patients and support persons in

attendance at the group. SMAs also formally broaden

the concept of appropriate medical setting to include the

group room as well as the exam room. Neither the num-

ber of observers present nor the setting in which care

is delivered appears to be addressed in current billing

regulations and procedures.

FFS Systems Often Bill DIGMAs and PSMAs
by Level of Care Delivered and Documented,
but Not for Counseling Time

Atpresent, it is theauthor’sunderstandingthatmanyfee-for-

service systems currently running DIGMA and PSMA pro-

grams are billing for these visits according to the level of care

delivered and documented—but only for care actually deliv-

ered to each patient individually within the group or exam

room setting. There appears to be just a couple of differences

relative to billing for SMAs versus individual office visits.

First of all, these systemsbill according tohistory, exam, and

medical decision making only—i.e., not according to coun-

seling time, which certainly provides a benefit to insurers.

This is because many patients could simultaneously be ben-

efiting from the same counseling in the group visit setting,

and itwouldbeegregious (andprobablyoutright fraudulent)

to simultaneously bill multiple patients for the same block of

counseling time. However, if the counseling were specific to

the single patient that the physicianwasworkingwith at any

given time, then it would seem that a case might bemade for

billing thatparticularpatient for the specific counselingbeing

delivered—but other patients acting as observers who hap-

pened to fortuitously benefit from this particular counseling

could not be simultaneously billed.

The Behaviorist’s Time Is Typically Not Billed

Second, these FFS systems apparently do not bill for the

behaviorist’s time—which represents a substantial benefit to

both patients and insurers. This is because, if onewere to bill

for the behaviorist’s time, then patients could conceivably

receive two bills with co-payments for a single medical

visit—which is potentially problematic and certainly could

make patients angry. Therefore, fee-for-service systems typi-

cally do not bill for the behaviorist’s time and instead treat it

as an overhead expense to the SMA program—relying

instead on the remarkable physician productivity gains

that properly run DIGMAs and PSMAs offer to more

than compensate for the additional personnel, facilities,

and promotional costs that the program entails.

Billing for Group Visits Remains a Work
in Progress

Billing for DIGMA and Physical SMA visits through use of

existing CPT codes according to the level of medical care

delivered and documented, regardless of the number of

observers present, might seem like a reasonable approach
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to take. However, one must keep in mind that billing issues

for group visits in fee-for-service systems are still evolving

andhavenotyetbeen fully resolved—i.e., they remainawork

in progress. In addition, they could potentially be compli-

cated by the lack of specific E&Mbilling codes for DIGMA

and PSMA visits.

On the other hand, there are billing and compliance

experts nationwide who question the need for additional

billing codes specific to DIGMAs and PSMAs. Instead,

they view these two group visit models (but only these two

group visit models) as being very much like a series of indi-

vidual office visits with observers—i.e., because they involve

delivery of the same types of medical care throughout. They

differentiate these two SMA models from other group visit

models that are designed to be more educational or suppor-

tive in nature (or are designed for mid-level providers), as

DIGMAs and PSMAs are specifically designed to be highly

efficient replacements for the traditional individual office

visit itself. As a result, these billing and compliance experts

conclude that the current billing codes for individual office

visits are sufficient for these two group visit models alone.

Billing Issues Will Likely Vary for the Different
Types of Group Visit Models

Let us now examine how the issue of billing differs for

the various types of shared medical appointment

models.

How Some Organizations Actually Bill for DIGMAs

and PSMAs

Because they so closely resemble individual office visits

throughout the whole session, it is my understanding that

most systems currently bill for DIGMAs and PSMAs

according to the level of care delivered and documented,

using existing billing codes—except that they do not typi-

cally bill for either counseling time or the behaviorist’s

time. Thus, different patients attending these two types of

group visits will likely be billed at different levels (i.e.,

based upon the level of care actually delivered and docu-

mented for each patient). Table 10.2 presents an approach

to billing that some organizations are actually using

for their DIGMA and PSMA program, an approach

that I personally like (although I am not a billing and

compliance expert) because it is open and transparent,

and because the rationale seems to be reasonable.

In the June 2002 issue ofMinnesota Medicine, which is

published monthly by the Minnesota Medical Associa-

tion, the issue of getting paid for DIGMAs is discussed in

the following quote: ‘‘Many private insurers pay for

DIGMAs and other group visit models. So does Med-

icaid. . . .Medicare pays for them too, but has no specific

CPT code for group visits. Existing CPT codes say noth-

ing about how many observers can be present or in what

settings care can be delivered, so many clinics bill for the

level of care provided during the group visit. ‘We can’t

find anything in the rules that prohibits observers,’ says

David Hooper, M.D., vice president of Palo Alto’s

Table 10.2 Rationale and approach used by some organizations for billing DIGMAs and PSMAsa

� First, notify all insurers (including Medicare) about the new DIGMA or PSMA program, and the reasons for it.

� DIGMAs and PSMAs represent complete follow-up visits and physical exams, respectively.

� Like the individual office visits they so closely resemble, the focus from start to finish is upon delivery of medical care.

� Throughout, DIGMAs and PSMAs provide a series of one doctor–one physician encounters with observers (e.g., there is no preplanned
educational presentation).

� DIGMAs and PSMAs sequentially address the unique medical needs of each patient individually.

� They offer the added benefits of greater patient education and the help and support of the behaviorist and other patients.

� There are currently no existing billing codes for group visits in general, or for the various specific SMA models.

� Capitated systems typically do not involve any significant group visit billing issues, other than whether or not to assess a co-payment—
and, if so, how much the co-payment should be.

� Because of their similarity to individual office visits, many fee-for-service systems bill DIGMAs and PSMAs like traditional office
visits—i.e., according to the level of care provided and documented.

� But they bill for history, exam, and medical decision making only—using existing billing codes.

� They do not bill for counseling time, which is difficult to allocate between patients.

� They also do not bill for the behaviorist’s time, which is treated as an overhead expense to the SMA program.

� Not billing for counseling time or the behaviorist’s time provides a clear benefit to insurers.

� Use a documenter to increase efficiency and generate comprehensive, contemporaneous chart notes. In every case, the documentation
must support the bill, and the bill must cover only those services actually provided to each person individually.

� For every new SMA, review all billings for accuracy and compliance during the first 2 months.

� Spot check SMA billings thereafter to ensure that documentation and care delivered comply with all existing current billing standards.

� Provide specific remedial training for any physicians who fail to bill SMAs properly.

� Adjust to any future changes that might occur in the rules and regulations regarding billing for group visits.
a Note: To my knowledge, this approach is currently only being used for DIGMAs and PSMAs due to the uniqueness of these two group
visit models, because—from start to finish—they alone are run like a series of individual office visits with observers.
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clinical operations. ‘Family members are often present

during a one-on-one visit, so that sets a precedent’’’(1).

Unlike CHCCs, with DIGMAs and PSMAs there is:

(1) no formal warm-up segment; (2) no structured educa-

tional presentation; (3) no formal working break; (4) no

question and answer period; and (5) no planning for the

next session segment. Instead, properly runDIGMAs and

Physicals SMAs are straight-out delivery of individua-

lized medical care from start to finish. Unlike CHCCs,

all of the patient education that occurs in the DIGMA

and Physicals SMA models comes in the context of the

doctor working with each patient individually—while

other patients are privileged to listen, learn, and inter-

act—rather than in any type of formal educational pre-

sentation to the group as a whole. In addition, unlike

CHCCs, virtually all of the medical care that is delivered

in a DIGMA or PSMA is provided in the group setting—

where all presentcan listen, interact, and benefit.

The CHCC Model

In the CHCCmodel, the same 15–20 high utilizing, multi-

morbid geriatric patients are followed on a monthly basis

over time. The visit itself is divided into two parts. First,

there is the 90-minute group that is largely educational,

although it does have a care delivery component during

the working break (where vital signs are taken, some

medical care can be delivered to patients individually,

and it is determined which patients need to be seen during

the approximate hour of individual care that follows the

group). Although flexible, the group segment itself is

structured and divided into warm-up, educational pre-

sentation, working break/care delivery, question and

answer, and planning for the next visit components. Sec-

ond, the group session is followed by approximately an

hour of individual care for the roughly one-third of

patients (typically 4–7 patients) that might need to be

seen individually.

Although billing problems might be unlikely for the

patients seen individually after group (however, little, if

any, efficiency gain over individual office visits occurs

here), there are questions as to how to appropriately bill

for the approximately two-thirds of patients who

attended just the group segment of the CHCC due to its

largely educational and class-like nature. This would be

particular problematic for any patients who might not

happen to have an actual medical need at the time of the

CHCC visit. Should some providers be calling these

patients out of the group segment of the CHCC—one at

a time—just to deliver one-on-one medical care to each

patient individually in order to fulfill their understanding

of FFS billing requirements, that would seem to be a case

of the tail wagging the dog. I say this because, when taken

out of the group room, patients would then bemissing out

on what is then transpiring in the group room. Worse yet,

all the other pateints in attendance would not be able to

listen and learn fromwhat the physician is discussing with

each patient individually outside of the group room. It is

important to note that, in the CHCC, the actual delivery

of medical care in both the working break and the indivi-

dual care segments typically occurs outside of earshot of

other patients, so that the many efficiency and educa-

tional benefits of delivering medical care in the group

setting are lost with the CHCC model.

Insurers Can Also Benefit

Clearly, not billing for either the counseling time or the

behaviorist’s time in DIGMAs and PSMAs constitutes a

clear benefit to insurers, which seems appropriate. Per-

sonally, I view the fact that insurers can also benefit

through properly run DIGMAs and PSMAs in fee-for-

service systems as a positive. I have always felt that there

is enough gain in carefully designed, properly run, ade-

quately supported, and appropriately reimbursed

DIGMA and Physicals SMA programs to benefit

patients, physicians, healthcare organizations, third-

party insurers, and corporate purchasers alike. Person-

ally, I feel that it would be beneficial if all were to share to

some degree in the multiple benefits that well-run group

visit programs can offer.

Appropriate Reimbursement Is Required in FFS
Systems for Group Visits to Survive

Nonetheless, should specific billing codes eventually be

developed (either for group visits in general or for certain

types of group visit models), one can only hope that the

final reimbursement structure put forth will be fair, equi-

table, and appropriate—so that the economic viability of

properly designed and run group visit programs, which

can offer so much to our patients, is assured into the

foreseeable future. Simply put, because they provide so

many patient benefits, one can only hope that properly

designed and conducted group visits will not be under-

mined in the future by potentially adverse reimbursement

policies or issues—such as over- or under-incentivizing

them, as discussed in Chapter 8. Furthermore, despite the

fact that they can be so productive and efficient, one must

recognize that group visits were originally designed to

provide our patients with better and more accessible
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care—and that they do require additional personnel,

facilities, and budgetary resources. Therefore, they need

to be appropriately reimbursed in order for their future

economic survival to be assured—i.e., to not be either

under-reimbursed (which would kill group visit programs

in FFS systems) or over-reimbursed (which could force

physicians to run them in order to compete economically,

even though they might not want to).

Recognize that Substantial Program Costs
Are Associated with SMAs

It is important to recognize that, whereas there are many

benefits to a successful group visit program (including

economic benefits), there are also substantial risks,

changes, and expenses involved with the program.

Furthermore, it is only because DIGMAs and PSMAs

can so dramatically ratchet up physician productivity and

efficiency that a substantial net gain in economic benefit

can be achieved—but only if predetermined targeted

census levels are consistently attained. Nonetheless, the

additional personnel, facilities, and promotional costs of

the SMA program reduce these potential economic

benefits considerably—so that adequate reimbursement

is required for SMAs to succeed in the long run.

Miscellaneous Up-Front Costs

Organizations must first evaluate whether or not they

want a DIGMA and PSMA program and, if so, whether

or not they are willing to make the necessary initial front-

end investments required for success. Although some

corners can be cut on the pilot program in order to estab-

lish feasibility of concept (as pilot studies often need to

make use of existing resources), once the decision has

been made to proceed with organization-wide implemen-

tation, the appropriate investments in facilities, personnel,

and promotionmust necessarily be made in the program—

investments that are detailed below.

However, even in the pilot study, certain investments

must be made in the program from the outset—e.g., in

quality promotional materials, the best possible champion,

and appropriate personnel for the SMA teams. On the

other hand, other investments can temporarily be cur-

tailed—e.g., group rooms with nearby exam rooms (i.e.,

by using existing facilities, such as the lobby, during off

hours for the group room as well as existing exam rooms).

In addition, healthcare organizations must always keep in

mind that DIGMAs and Physicals SMAs are census dri-

ven programs. In order to attain the desired economic

benefit, minimum and targeted census levels must be pre-

established (based upon both medical economics and

group dynamics) for each and every SMA that is imple-

mented—and must then be consistently maintained by

promoting the program effectively to patients.

Promotional Costs

Because DIGMAs and PSMAs represent a major

departure from the traditional individual office visits

that patients have grown to expect, maintaining cen-

sus requires that the program be effectively promoted

to patients—and this involves additional costs. Costs

can be minimized by creating standardized templates

for all marketing materials, so that only minor altera-

tions are required for use with any particular SMA

program. Nonetheless, there are substantial promo-

tional expenses involved—especially for the framed

posters that are to be displayed on the walls of the

physician’s lobby and examination rooms (a one-time

expense), and the program description fliers and invi-

tation letters (which represent an ongoing expense as

these materials must constantly be replenished). In

addition, it is advisable that—at the start of each

new DIGMA or Physicals SMA—letters announcing

the program be mailed to all appropriate patients in

the physician’s practice, which involves copying and

mailing costs.

While the associated costs are small compared to

the substantial economic benefits that well-run

DIGMA and PSMA programs can provide, they are

nonetheless real and must therefore be budgeted for—

as all marketing materials need to be of high quality

so as to accurately represent the high-quality care that

patients can expect to receive through the SMA pro-

gram. To encourage patients to attend, all promo-

tional materials must convey a professional image

that accurately reflects the warm, caring, and high-

quality medical care that properly run and adequately

supported DIGMAs and PSMAs do in fact provide.

Personnel Costs

In addition to promotional expenses, there are substantial

personnel expenses attached to DIGMA and Physicals

SMA programs. These personnel costs include a highly

skilled champion and program coordinator (in larger sys-

tems), behaviorists (typically a halftime behaviorist for

approximately every 9 or 10 DIGMAs and PSMAs estab-

lished), 1–2 nursing personnel per SMA (MAs, RNs,

LVNs, nursing techs, etc.), documenters (for which provi-

ders are expected to see an additional patient or two in the
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DIGMA or PSMA in order to cover this additional

expense), and dedicated schedulers (typically a fulltime

dedicated scheduler for every 15–25 DIGMAs and

PSMAs launched, charged with the responsibilities of

topping-off sessions and assisting the program coordinator

in every possible way). It is important to note that the use

of nursing personnel in the SMA usually does not involve

an extra expense as: (1) the physician’s own nurse is nor-

mally attached to the DIGMA or PSMA; and (2) there

may actually be a net cost savings to the system as the

nursing personnel’s time is also leveraged by seeing 2–3 or

more times as many patients in the same amount of time

(although, on the other hand, the nursing role is typically

much expanded in a DIGMA or PSMA).

Because as many as 15–25% or more of DIGMA

or PSMA sessions might not be held during the year

due to the physician being absent (vacation, meetings,

illness, sabbatical, etc.), one might consider hiring

SMA personnel contractually so that they only need

to be paid for sessions that are actually held—at least

when the required flexibility for this exists on their

schedules. The fact that a substantial number of SMA

sessions are not held each year, coupled with the

desire to only pay for sessions that are actually held,

presents a strong argument for hiring SMA behavior-

ists, documenters, and nursing personnel on a contrac-

tual basis. On the other hand, one might have less

control over contracted personnel—at least, as com-

pared to employed staff. An alternative would be to

use staff behaviorists, documenters, and nursing per-

sonnel for these SMA responsibilities, but have them

go back to normal clinic duties whenever SMA ses-

sions are not being held so that the SMA program is

not assessed with this oppressive overhead expense.

Additional Costs (Including Facilities Costs)

There are also additional costs to the DIGMA and

Physicals SMA program, such as the costs associated

with planning the entire program, launching each new

SMA, training all personnel associated with theDIGMAs

and PSMAs, developing all the templates and forms that

are needed, making copies of all forms utilized on an

on-going basis, and reproducing handouts as they are

used. In addition, there are mailing and telephone costs,

as well as the costs of all the facilities that will be used in

the program. In the case of a DIGMA, the necessary

facilities include a large group room capable of handling

25 people plus a nearby exam room. In the case of a

Physicals SMA, a smaller exam room is required (perhaps

only half as large); however, 2–5 (most commonly 4) exam

rooms are typically needed—although they can usually

be in the physician’s own office area rather than necessa-

rily being adjacent to the group room.

Step 5: Draft a Confidentiality Release

Physicians and administrators invariably inquire as to

how confidentiality is to be handled during SMAs.

Before launching your SMA program, have your cor-

porate attorney or medical risk department develop an

appropriate, comprehensive (but relatively brief,

understandable, and patient friendly) confidentiality

agreement and release form for the SMA program—

for all patients and support persons in attendance to

sign before the start of every visit. It is imperative that

this confidentiality waiver/release of information form

be comprehensive and appropriate to the SMA pro-

gram—and that it be updated as often as needed. In

addition, ensure that this confidentiality release meets

all applicable privacy regulations and that it is

HIPAA (Health Insurance Portability and Account-

ability Act) compliant by first getting it approved by

your organization’s HIPAA compliance officer.

Some sample confidentiality release forms are

included on the DVD attached to this book; however,

these are strictly to be used for illustrative purposes

only, and are not meant to be used carte blanche (also

see Table 10.3 for many of the types of points that

need to be covered in the release). Try to keep your

confidentiality release form as short, simple, and

patient friendly as possible; however, be certain to

include all of the major points discussed herein—and

ensure that the form your organization ultimately

develops meets all applicable standards, policies, and

regulations. Consider having administration tone

down any harsh rhetoric or complex legalese in this

waiver and try to keep it in fifth grade language that

is clearly understandable to all.

By incorporating a separate line at the bottom of

the form (i.e., either above or underneath the patient’s

signature line) for the date and the support person’s

signature, a single confidentiality release form can be

used for both patient and support person (i.e., the

spouse, adult family member, friend, or caregiver

that might accompany the patient to the SMA ses-

sion). Try to keep the confidentiality form brief (i.e.,

no longer than one page in length, and preferably

only 2–3 paragraphs). The signed document can then

be kept and stored as a hard copy (either in the

patients’ paper charts or in a separate file), or else

scanned into patients’ electronic medical records. In
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the case of paper charts, the confidentiality waiver can

even be printed on the backside of the SMA chart

note. For more information on how confidentiality is

handled, see Chapter 2.

Step 6: Develop Computer Codes and
Scheduling Procedures for the SMA Program

Prior to launching your SMAprogram, be certain to develop

appropriate computer codes and scheduling procedures for

DIGMAs, CHCCs, and PSMAs so that patients can be

scheduled into them and so that time can be reserved for the

programonthemasterschedulesof thephysicianandallSMA

team members. Computer codes need to be developed for a

varietyof reasons, including the following, so that: (1) patients

canbe scheduled into future SMAsessions; (2) the group time

can be held weekly on the master schedules of the physician,

behaviorist, documenter, andnurse/MA(s); (3) the group and

examroomscanbereserved for theSMAonanongoingbasis;

(4) SMAs appear appropriately on the schedulers’ computer

screens; and (5) theSMAis appropriately labeled and referred

to as the organizationwants it to be (i.e., according to its own

particular name for the SMAprogram).

Involve IT as to How the SMA Is to Appear
on Schedulers’ Computer Screens

The precise manner in which next available group visit

appointments and individual appointments are to appear

on schedulers’ computer screens needs to be determined.

Clearly, the IT Department will likely need to be involved

in this process. Furthermore, all support staff will need

adequate training in order to appropriately schedule

SMA appointments, and to do so with minimal errors.

These computer codes for the group visit program could

be as simple as ‘‘DIGMA’’, ‘‘CHCC’’, and ‘‘PSMA’’ for

DIGMAs, CHCCs, and Physicals SMAs, respectively—or

‘‘SMA’’ and ‘‘PSMA’’ for DIGMAs and Physicals SMAs.

However, these computer designations would also need to

somehow incorporate the subtype of the SMAmodel being

utilized (at least in the case of homogeneous and mixed

DIGMAs and PSMAs), so that only appropriate patients

will be booked into each session. Or they could be designed

so as to reflect the name that the organization has chosen for

thesemodels in order to brand these group visits within their

system—for example, different systems have referred to

DIGMAs in various ways (such as SIGMAs for Scheduled

In Group Medical Appointments and RAMAs for Rapid

Access Medical Appointments).

Install Computer Code on the Master Schedules
of the Physician and SMA Team Members

At the beginning of each newSMA, the program coordinator

must ensure that thephysician’smaster schedule is changed so

as to reserve the appropriate time each week for the program

(i.e., by suitably placing the computer code for the DIGMA,

CHCC, or PSMA onto the physician’s schedule on a regular

basis). For homogeneous and mixed DIGMA designs, each

Table 10.3 Some important points for your corporate attorney or medical risk department to consider incorporating into your con-
fidentiality release forma

� Much of the medical care that the patient will receive will be delivered in the group setting.

� Patients’ medical conditions and issues will be discussed in front of others, which is OK with the patient.

� Patients are welcome to bring a support person with them (i.e., if the physician agrees to this).

� All attendeesmust agree to keep the setting safe by not identifying others in attendance, either directly or indirectly, and by not discussing
other patients’ medical issues once the session is over.

� Everyone (patients as well as any support persons accompanying them) must sign the release prior to actually entering the SMA group
setting.

� The confidentiality release can also spell out that, during SMA sessions, patients are always welcome to request private one-on-one time
with the physician for brief private exams or to discuss any truly private matters—although this time will typically be made available
toward the end of the group session so as to not interrupt the flow of the group.

� In addition, the release can point out that

* The choice as to whether or not to attend aDIGMAor Physicals SMA is a completely voluntary, as is whatever they choose to discuss
in the group

* Patients are free to leave the session any time they wish, without any repercussions whatsoever for doing so

* Subsequent to attending a DIGMA or PSMA session, individual office visits will continue to be made available to patients in the
future—just like before

* The DIGMA or PSMA is meant to provide patients with an additional healthcare choice.
a These points are provided to be helpful to you; however, there can be no warrantees as to their accuracy or comprehensiveness. Therefore,
each medical group must have its own corporate attorney or medical risk department develop its own Confidentiality Agreement and
Release Form in order to ensure that it is: (1) comprehensive and properly updated; (2) in full compliance with all of your local, state,
regional, and national regulatory requirements; (3) inclusive of all your corporate standards; and (4) complete and fully appropriate to your
organization’s purposes and circumstances.
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different type of session might also need to be individually

coded (perhaps by adding an additional alphanumeric char-

acter), so thatpatientscaneasilybescheduled intoappropriate

future sessions according to their diagnosis or health condi-

tion. Similarly, this computer code must also be installed on

the weekly master schedules of the entire SMA team—beha-

viorist, documenter, nursing personnel, and possibly even the

dedicatedscheduler (whoneedsflexibilityastohowmuchtime

is necessary to dedicate to the SMA each week).

Once the Computer Code Is Installed, Patients
Can Be Scheduled into the SMA

Inserting the computer code for the DIGMAor PSMAonto

thephysician’sscheduleeachweekwillpermitsuitablepatients

to immediately start being booked into appropriate SMA

sessions—often weeks ormonths ahead. From this point for-

ward, all appropriate patients seen by the physician during

regular office visits (i.e., who need a subsequent appointment

for a follow-up visit or physical examination) should immedi-

ately be invited to attend a futureDIGMAor PSMA session,

respectively, for their next visit. Patients accepting this offer

should then be promptly booked into the appropriate future

session of theDIGMAor Physicals SMA.

Determine How the SMA Will Appear
on Schedulers’ Computer Screens
Before the SMA Begins

This issueof howgroupvisit appointmentswill be coded and

displayedon the schedulers’ screensmustbe resolvedprior to

actually launching the SMA program. Computer codes are

developed forSMAsfor three reasons: first, so that thegroup

visit time can be held each week on the master schedules of

the physician, behaviorist, nurse/MA, and documenter; sec-

ond, so that the group and exam rooms can be reserved for

the SMA; and third, so that patients can be appropriately

scheduled into future group sessions. One might choose to

have the next available appointment pop up on the schedu-

ler’s computer screen, irregardlessofwhether it is aDIGMA/

PSMA or a short/long individual appointment. Although

this approach has the advantage of making it easier to fill

SMA sessions, it also has disadvantages when the next avail-

able individual office visit is weeks or months away. For

example, in the event that an individual follow-up appoint-

ment needs to be scheduled—but the first available indivi-

dual appointment is weeks or months away—it requires the

scheduler to first scroll through several DIGMA sessions

(i.e., this week’s SMA, next week’s SMA, etc.) before the

next available individual appointment appears.

On theotherhand, should thenext available appointment

be displayed for both appointment types—i.e., with the next

available DIGMA and individual appointment both being

simultaneously displayed side by side on the scheduler’s

computer screen? If this option is selected, thenmake certain

that schedulers receive the necessary training to properly

informpatients that theirDIGMAorPSMAvisit is a shared

medical appointment that includes other patients andwill be

held in a group setting. Believing that they have the unbelie-

vable good fortune of scheduling a 90-minute individual

office visit that week with their own doctor—but later find-

ing out on arriving that they instead have a 90-minute group

appointment with a dozen other patients—is one thing that

will really upset patients and make them angry. However,

this problem can easily be avoided by using skilled schedu-

lers who have been properly trained.

A third possibility is to have only the next available indi-

vidual appointments displayed on schedulers’ computer

screen—i.e., for follow-up visits and physical examinations.

This requires that schedulers remember which physicians

have SMAs on their schedules and that they need to recom-

mend the SMA to appropriate patients (plus search avail-

ability of upcoming SMA appointments as well). This is

generally an undesirable option, because too few DIGMA

and PSMA appointments will likely be scheduled by the

organization’s scheduling staff, therebymaking the program

susceptible to failure.Schedulerswill all too likely soonforget

about the physician’s SMA program and therefore fail to

schedule patients into it.

Insufficient census to achieve economic viability of the

programwill then be the probable result. This is because the

organization’s scheduling staff would not be likely to sche-

dule SMA appointments in this case, unless the scheduler

were to: (1) remember which providers are offering SMAs;

(2) enter the appropriate computer code for their DIGMA

or PSMA; (3) take the time to search for the next available

appropriate SMAsession; and finally (4) take the time to sell

the SMA to patients. All this is highly unlikely, especially

when an off-site Call Center exists in which schedulers know

little about the SMA program, have no accountability to it,

and are being evaluated on how quickly they can schedule

patients and how short their telephone queue line is.

Train Support Staff Well with Regard
to Scheduling Patients into the SMA

All support staff needs to be adequately trained regarding

how to correctly schedule SMA appointments—and to do

so withminimal communication errors both between staff

members andwith the patients themselves (a problem that

can be considerably reduced by providing schedulers with
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sample scripts and talking points regarding the program,

which are included on the attached DVD). It is important

to ensure that all scheduling staff receives the necessary

training to properly inform patients that their DIGMAor

PSMA visit is a shared medical appointment that includes

other patients and will be held in a group setting.

Step 7: Pre-establish and Consistently
Meet Census Targets

The next step, before any DIGMAs or Physicals SMAs are

launched, is to predetermine the census requirements for

each and every group visit that is to be launched—i.e., the

number of patients that one desires to have attend all group

visit sessions. It is only by so doing that the cost-effective-

ness—aswell as the desired productivity and efficiency gains

for the program—can be consistently achieved. DIGMAs

and PSMAs are census driven programs, with consistently

maintaining adequate census being the key to success and

economic viability of these programs. As long as pre-estab-

lished census targets are consistently met, the DIGMA and

PSMA models have repeatedly been demonstrated to

increase productivity and efficiency, improve access, and

leverage existing resources. Furthermore, it also ensures a

sufficiently large group size so that the groupmoves along at

a pace that maintains everyone’s interest and fosters impor-

tant group interaction.

It is for this reason that I am fond of saying that themost

important part of a DIGMA or PSMA program occurs

outside of the group room and in-between sessions—i.e.,

before the physician ever enters the group room for the

SMA—because that is when patients are scheduled into the

SMA and census for the session is determined. Almost any

physician, upon entering a full DIGMA session of 10–16

patients (or, in the case of PSMAs, of 6–8womenor 7–9men

inprimary care, or 10–13patients in themedical and surgical

specialties),will have a very lively, interactive, enjoyable, and

successful group that meets the medical needs of all patients

in attendance. On the other hand, if the best physician in the

world enters a DIGMA session with only three to five

patients in attendance, itwill likely be a failure—an economic

failure because the physician could have seen more patients

individually during 90 minutes of clinic time (i.e., and with-

out the overhead costs of the DIGMA program), and a

program failure because such a small group is likely to be

less interesting, less interactive, less informative, andpossibly

even boring (especially if the few patients in attendance are

reticent to speak and have little in common).

Equally unfortunate is the fact that physicians who have

run such small groups report that, because theworkload just

expands to fill the amount of time available, they frequently

end up doingmore work than they do in a fast paced, highly

interactive larger group due to the fact that patients are

actively involved and carry some of the workload. There-

fore, this issue of consistently maintaining pre-established

census levels is an ongoing challenge that must be addressed

during each and every SMA session—even years after the

DIGMA or PSMA has been launched. This is much less of

an issue for CHCCs as the same 15–20 patients attend all

sessions over time, and some of these groups have already

been running for 10 years and longer—although even with

CHCCs, group size can easily be too small for both eco-

nomic viability of the program and effective group

dynamics. Inotherwords, sufficientpatientsmustbe initially

recruited into each new CHCC that is launched, and then

replacements must be added as enrolled patients drop-out,

move, become too feeble to attend, or pass away.

The Keys to Successfully Filling Group Sessions

Consistently meeting pre-established census targets

requires focusing attention upon all of the important

steps involved with successfully scheduling patients into

the DIGMA or PSMA. Table 10.4 depicts the key steps

involved with consistently filling SMA group sessions.

Table 10.4 Keys to successfully filling all DIGMA and PSMA sessions

� Use the best possible marketing materials to promote the program, including professional appearing framed posters and accompanying
fliers prominently displayed on the physician’s lobby and exam room walls.

� Send an announcement letter to all appropriate patients just prior to the launch of the SMA program—perhaps in batches of
50 announcements being mailed out per week so as to spread self-referring patients out over the first few DIGMA or PSMA sessions.

� Have the physician and staff constantly invite all appropriate patients seen during regular office visits to attend a future DIGMA session
for their next follow-up visit (or a PSMA for their next physical examination)—the most important part of which is a positively worded,
personal invitation from the patient’s own doctor.

� Have receptionists give all appropriate patients registering for a regular office visit an invitation for the physicians DIGMA or PSMA
program to read while they are waiting in the lobby—plus say some positive and encouraging words about the program.

� Have the physician’s nurse or MA talk up the DIGMA or PSMA when rooming patients for a regular office visit, plus give them a
program description flier to read in the exam room while waiting for the doctor to arrive.

� Train the physician’s front and back office staff (as well as any schedulers in the Call Center) to recommend, refer, and schedule all
appropriate patients into future DIGMA or PSMA sessions.
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When SMAs Fail, It Is Almost Always Due
to Poor Attendance

If there is a weak point in the DIGMA and Physicals

SMA models, inadequate census is certainly it. Because

different patients typically attend each DIGMA and

PSMA session, ongoing attention to promoting the pro-

gram and consistently filling all sessions is critical to

success. In fact, full census is the single most critical

ingredient to achieving the remarkable economic, pro-

ductivity, efficiency, and access benefits that well-run

DIGMA and PSMA programs can provide. When inade-

quate census for upcoming sessions begins to occur,

alarms must immediately go off—and all involved (espe-

cially the physician and support staff, but also the dedi-

cated scheduler) must promptly redouble their efforts for

inviting patients and filling these sessions. It is important

to remember that group visits are dramatically different

from the individual office visits that patients are familiar

with, and must therefore be carefully promoted to

patients if they are to be successful. On the other hand,

once patients do in fact attend a SMA session, they are

very likely to be willing to return to the group setting for

their next appointment—i.e., provided that they are

invited to do so.

I would estimate that approximately 15–25% of all

DIGMAs and Physicals SMAs ultimately fail, almost

always due to inadequate census during sessions. Poor

SMA census is symptomatic of insufficient planning, a

poor design, scant training, or inadequate promotion of

the program by the physician and staff—especially by the

physician and scheduling staff. A major source of this

difficulty is that physicians, especially busy and heavily

backlogged physicians, are not used to personally inviting

patients. All that they need to do with regular individual

office visits is to show up in the morning–at which time

they always find that their schedule is full. This is not true

for DIGMAs and PSMAs, as the physician’s personal

invitation is the single most important ingredient to get-

ting patients to attend–and thus to having full groups and

a successful SMA program. However, with practice (and

the help of support staff and quality promotional

materials), this personal invitation should not take the

physician any longer than 30–60 seconds. It is important

to note that failures of DIGMAs and PSMAs are almost

always due to inadequate census and are not the result of

either patient or physician dissatisfaction.

If You Have a Problem with Your SMA, Examine
the Design and Supports

Onoccasion, I have heard fromphysicians in different parts

of the country regarding some problem they were having

with their SMA—often asking for my help and, on rare

occasions, even suggesting that the model might be flawed.

Typically, they point out that they are not meeting their

census targets—although they much less frequently report

that they are finishing late or having some type of personal,

patient, or staff dissatisfaction issue with their program.

Whenever this has happened—at least when we were able

to ferret out the underlying causes and carefully examine

them—it has inevitably turned out that the program was

prematurely launched, poorly designed, inadequately sup-

ported, or incorrectly run. Such complaints by physicians,

infrequent as they are, often result from a flaw in the design

of the program, inadequate planning, insufficient training,

or an off-site Call Center without accountability for sche-

duling patients into the SMA—almost all of which ulti-

mately produce the same net result, insufficient census.

There might be a lack of appropriate promotional

materials, a failure on the part of the provider or staff to

enthusiastically promote the program, or inadequate

attention paid to census. Or there might be a lack of

critical administrative support, some unsolved opera-

tional problem, a lack of appropriate facilities, or a staff-

ing issue such as a poor choice for a behaviorist (or

perhaps the lack of a documenter, adequate nursing sup-

port, or a dedicated scheduler). For example, there might

be a problem due to selecting the behaviorist based solely

upon available staffing rather than based upon choosing

the best possible person for the job.

Table 10.4 (continued)

� If the provider runs a PSMA, have scheduling staff also check to see whether patients calling in to schedule a follow-up visit might be due
for a physical examination and, if so, invite them to attend the next appropriate PSMA session (i.e., along with giving them the follow-up
appointment they desire).
� Have a specifically trained, dedicated scheduler call the patients that the physician wants invited into future DIGMA sessions in order to
top-off all sessions and ensure that they are consistently filled.
� Have the physician, nursing personnel, dedicated scheduler, champion, and program coordinator all monitor the census of upcoming
group sessions on an ongoing basis (with the program coordinator typically generating twice weekly pre-booking census reports) and work
together to promptly backfill any future sessions that are not yet adequately filled.
� Develop the procedures necessary to ensure that census targets are constantly met during each and every DIGMA session.
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If an announcement letter is not initially mailed to all

appropriate patients, if eye-catching posters and fliers are

not prominently displayed in the physician’s lobby and

exam rooms, if receptionists do not hand out invitations

when patients register for regular office visits, if nurses/

MAs do not recommend the SMA and distribute fliers to

all appropriate patients when rooming them during reg-

ular office visits, if scheduling staff does not consistently

promote the SMA and invite patients, if a dedicated sche-

duler is not used, or (most importantly) if the physician

does not personally invite all suitable patients seen during

normal office visits to have their next appointment be in

the SMA, then the DIGMA or PSMAwill ultimately be at

risk for failure due to inadequate census. Furthermore, all

of these promotional efforts become even more important

for physicianswhowork part-time, have small practices, or

do not have access problems. Also, if the physician does

not truly believe in the SMAprogram, if the support staff is

not enthusiastic about it, or if someone is not held accoun-

table for monitoring census on an ongoing basis, then the

inevitable result will likely be failure to consistently achieve

predetermined census targets—which, in turn, can frus-

trate the physician and support staff, plus put the SMA

at high risk for failure.

Once the underlying source of such a problem can be

diagnosed and corrected, the SMA program can once

again be put onto a secure foundation and made success-

ful. However, whenever the root causes of these problems

are not addressed, then the inevitable result will ulti-

mately be some type of failure of the program—perhaps

in meeting its financial goals, or else in fully achieving the

multiple objectives for which the DIGMA and PSMA

models were originally designed. Most likely, all such

problems will inevitably have the same net result—insuf-

ficient census—and consequently a SMA program that is

at risk for failure.

The Single Most Effective Means of Filling
SMAs: Positively Worded, Personal Invitations
from Physicians

Experience has demonstrated that there is nothing more

important in persuading patients to attend a DIGMA or

Physicals SMA for the first time (i.e. the next time they

need a follow-up visit or physical examination, respec-

tively) than a positively worded, personal invitation from

their own doctor during regular office visits—an invita-

tion that should only take 30–60 seconds to make.

Although patient satisfaction with DIGMAs and

PSMAs tends to be very high for those patients who

actually do attend (as once there, patients almost always

like this new venue of care delivery and the many benefits

it provides), the challenge lies in getting patients to attend

the SMA for the first time. This is because group visits are

something that patients simply are not used to and that,

for the most part, they know nothing about.

It has also been observed that when the physician fails

to assume this basic responsibility of personally inviting

(on an ongoing basis) all appropriate patients to attend the

SMA the next time they have a medical need, even remark-

able efforts on the part of the schedulers, nurses, and

receptionists to promote the program and invite patients

to attend are insufficient to compensate for the physician’s

failure to do so. This ultimately puts the SMA at risk for

failure due to inadequate census.More common, however,

is the finding that if the physician is unmotivated to per-

sonally invite patients, then the physician’s support staff

will likely also be just as unmotivated in this regard.

Patients Enter into DIGMAs and PSMAs
in Six Different Ways

Before patients can be directly booked into a DIGMA or

PSMA session, the physician must first determine which

patients are appropriate candidates for their DIGMA.

These appropriate patients can then be invited to enter

into future DIGMA or PSMA sessions in any of the

following six ways: self-referral; dropping in whenever

they have a medical need; being scheduled by staff;

being invited by the physician or staff; by the efforts of

the dedicated scheduler; or by being scheduled in a SMA

for a follow-up visit in another SMA.

Establish and Consistently Meet Three
Different Census Levels

Efficient use of thephysician’s time is critical to the success of

anyDIGMAorPhysicalsSMA.Therefore,minimum, target,

and maximum census levels—based upon medical econom-

ics, effectivegroupdynamics, andthenumberofpatients that

the physician can comfortably see in the group setting once

experience is gained—must be pre-established before each

SMA is ever launched. Furthermore, it is imperative that

these threepre-establishedcensus targets thenbeconsistently

maintained once the program is implemented.

Minimum Census Level

The minimum census is simply the minimum number of

patients that can be seen while maintaining the economic

viability of the program—i.e., below which sessions
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would simply not be held. I usually set the DIGMA’s

minimum census to be either 10 patients or a 200%

increase in the physician’s average productivity for the

same types of patients seen individually during 90minutes

of clinic time during the previous 6–12 months (i.e., for

the types of appointments that will be seen in the

DIGMA)—whichever is larger.

Target Census Level

The target census is simply the number of patients that the

physician ideally wants to see during each and every

DIGMA or PSMA session. It is pre-established prior to

launching theDIGMAor PSMA and is generally set so as

to ensure a productivity gain of between 200 and 400%

over the physician’s normal productivity for similar types

of patients seen during normal clinic hours—with 300%

being typical. Do not forget to add an extra one or two

patients (just as the airlines do) so as to overbook sessions

according to the expected number of no-shows and late

cancels—less the anticipated number of drop-ins in the

case of DIGMAs. For a Physicals SMA in primary care,

the target census is typically between 7 and 9 male or 6

and 8 female patients; however, the target census is most

commonly between 10 and 13 patients in the medical and

surgical subspecialties, where the physical exam is often

more limited in nature and thus quicker to perform.

Maximum Census Level

The maximum census is simply the maximum number of

patients that the physician is willing to see during any

given DIGMA or PSMA session. The maximum census

must take into account the expected number of no-shows

and late cancellations for the DIGMA or PSMA—a

number which must be empirically determined in practice

and then added to the maximum census. On the other

hand, the maximum census must also take into account

the number of last-minute drop-ins anticipated for each

DIGMA session. This is taken into account by deducting

the expected number of drop-ins from the maximum

census, and then adding to this number the expected

number of no-shows and late cancels.

For example, if you want a maximum census of

16 patients in attendance but typically have two more

no-shows and late-cancels than drop-ins per DIGMA

session, then you will need to set your maximum census

to be 18 patients actually scheduled. On the other hand, if

the opposite is true and you should happen to have say

four drop-ins and only two no-shows and late-cancels on

average, then youwould only want to schedule 14 patients

into theDIGMA session—i.e., if your maximum census is

16 patients. Doing this makes the SMA program basically

immune to no-shows and late cancels. This is definitely an

advantage over individual office visits as it virtually elim-

inates this vexing and costly source of physician down-

time due to no-shows and late cancellations. Although it

can initially make physicians nervous to overbook their

group visit sessions by a patient or two (and occasionally

more), they quickly find out that the numbers do not lie

and that everything works out in the long run—and, if

not, that they can easily compensate for this by simply

making the necessary readjustments later (based upon

accumulated experience) to the numbers being used as

the expected number of no-shows, late-cancels, and

drop-ins.

How to Calculate These Census Targets
for Your DIGMA or PSMA

Let us now examine how to calculate the minimum, tar-

get, and maximum census levels for your DIGMA or

PSMA program.

First Determine the Provider’s Current Average

Productivity During Regular Clinic Hours

The first step in the process of calculating the census

targets for your DIGMA or PSMA is to accurately deter-

mine the physician’s actual current average productivity

for individual office visits during the same amount of

clinic time—and for the types of patients and appoint-

ments that will be seen in the DIGMA or PSMA. In the

case of DIGMAs, this calculation needs to include both

short and long return appointments in the clinic, and in

the ratio in which they are currently being provided.

In addition, this calculation must take into account the

deleterious impact of no-shows and late cancellations (as

well as any unfilled appointment slots and downtime on

the physician’s schedule), which in combination can

reduce the average number of patients actually seen

during 90 minutes of clinic time substantially below the

number of patients that have actually been scheduled.

Consider physicians primarily having 15 minute office

visits for the follow-ups of established patients—which

is often the case in primary care (although some longer

return appointments might also be available, perhaps 20

or 30 minutes in length). For 15-minute appointments,

the result of this average productivity calculation in most

cases is that between 3.9 and 4.7 patients are actually seen

on average during 90 minutes of clinic time—i.e., not the
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six patients that many physicians might believe they see

because they can potentially schedule that many 15-min-

ute return appointments into 90 minutes of clinic time.

This number could even be further reduced if there are

also some longer return appointments on the physician’s

clinic schedule, such as some 20 or 30 minute returns—or

if the physician has some unfilled follow-up appointment

slots.

For physicians primarily on 20-minute office visits,

this average productivity range typically drops to

approximately 3.0–4.0 patients actually seen on average

during 90 minutes of clinic time—which is substantially

below the 4.5 patients that could potentially be scheduled

into that amount of clinic time. Again, this is due to the

combined effect of no-shows, late-cancels, unfilled

appointment slots, and some downtime during the physi-

cian’s workweek. This number could be even further

reduced if there are also some longer return appointments

on the physician’s clinic schedule—such as 30 or 40 min-

ute returns. Similarly, for physicians on 30-minute office

visits, this average productivity range often drops to an

average of between 1.9 and 2.6 patients actually seen per

90 minutes of clinic time—i.e., versus the three 30-minute

appointments that could potentially be scheduled into

that amount of clinic time.

Next, Multiply the Provider’s Average Clinic

Productivity by the Percentage Increase You Want

the DIGMA or PSMA to Achieve

More specifically, the target census level is established for

the DIGMA or PSMA by multiplying the physician’s

average current clinic productivity for the types of patient

appointments that will be seen in the SMA by the percen-

tage increase in productivity that is ideally desired for the

SMA—which is typically between 200 and 400%, and

most commonly 300%. Therefore, if the goal is to increase

physician productivity in a DIGMA by 300%, we will

typically need to set the target census between 11.7 and

14.1 patients for physicians who are primarily on 15-min-

ute office visits—and between 9.0 and 12.0 patients for

physicians primarily on 20-minute office visits.

In the case of physicians having 30-minute return office

visits, this range would correspondingly be only between

5.7 and 7.8 patients (as physicians with 30-minute office

visits would typically only see between 1.9 and 2.6

patients during 90 minutes of clinic time), which generally

speaking is too small for a vibrant DIGMA program.

Therefore, I would recommend raising the DIGMA’s

target census level in this case to 10 patients—i.e., in

order to have a lively, informative, and interesting group

visit program (which would correspond to approximately

a 400–500% increase in physician productivity). This is

because we also want this calculated DIGMA and PSMA

census level to fall within the ideal range for thesemodels—

i.e., between 10 and 16 patients for DIGMAs and 7–9 male

patients or 6–9 female patients for primary care PSMAs

(or 10–13 PSMA patients in the medical and surgical

subspecialties).

Two Final Steps for Refining the Minimum, Target,

and Maximum Census Levels

Two final steps still need to be taken in order to refine and

fine-tune theminimum, target, and maximum census levels

for your DIGMA or Physicals SMA—i.e., to determine

these numbers with the greatest possible accuracy.

First, overbook sessions by adding (i.e., to the number

of patients calculated in the minimum, target, and max-

imum census level calculations above) the anticipated

number of patients expected to fail-to-keep or late-cancel

each session. The expected number of no-shows and late-

cancels can be established empirically with reasonable

accuracy after only a couple of month’s experience has

been gained in running the DIGMA or PSMA. This

number typically varies widely between physicians and

organizations and ranges from approximately 0.5

patients per session (on the low side for some providers)

to as many as 4.0 or even more patients in the case of

physicians having large DIGMAs with a high no-show

and late-cancel rate.

Second, in the case of DIGMAs only, deduct the num-

ber of patients that are expected to drop-in to each session

from the minimum, target and surgical census levels just

calculated. The number of drop-ins will undoubtedly be

negligible when the DIGMA is first started and patients

do not yet know about the program or the fact that they

can just drop in, but will likely gradually increase over

time until it ultimately plateaus off—perhaps eventually

accounting for as many as 10–25% of all attendees for

DIGMAs that have been running for some time.

The Most Common DIGMA and PSMA Goal
Is to Increase Productivity by 300%

As discussed, the minimum, target, and maximum census

levels need to be predetermined and then consistently met

during every session. While the minimum census level of

the session is often set so as to double (or somewhat less

than triple) the provider’s productivity over individual

office visits, the target census level for most DIGMAs

and PSMAs is usually set so as to at least triple the
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provider’s actual productivity, on average, for individual

office visits and the same type of appointments during

normal clinic hours. For full-time physicians running one

90-minute DIGMA or PSMA per week, increasing pro-

ductivity by 300% typically translates into an 8–9%

increase in productivity for the entire week (or a 16–18%

increase for half-time providers). In a similar manner,

running daily DIGMAs or Physicals SMAs could concei-

vably increase the full-time provider’s productivity for the

entire week by as much as 40–45%—and accomplish this

while simultaneously increasing provider and patient satis-

faction, and without the need of having the provider spend

extra hours in the clinic.

In consulting with medical groups around the country,

I have often been confronted by physicians—particularly

primary care physicians—who say that they see return

patients in 15-minute appointments, and therefore see

six patients in 1½ hours of clinic time. They argue that,

in order for a DIGMA to leverage their time by 300%,

they would need to see 18 patients during every DIGMA

session—which falls outside the recommended range of

10–16 patients that I state is ideal for most DIGMAs.

These physicians point out that this is an unrealistically

large number of patients and that a DIGMA will there-

fore not work for them. One might therefore ask: ‘‘If this

is so, then why is a 300% increase in physician productiv-

ity a realistic goal for most DIGMA programs?’’

As explained previously, a different picture emerges

when one examines the actual historic throughput of pri-

mary care physicians who primarily schedule 15-minute

return appointments. The key here is to first accurately

measure the true number of established patients of the

type seen in the DIGMA (or Physicals SMA) that

the provider actually sees during 90 minutes of clinic time

dedicated to follow-up or physical examination appoint-

ments, respectively, averaged over the past 2 months–2

years. As pointed out above, such an analysis typically

reveals that the average number of follow-up patients

actually seen during 90 minutes of clinic time by most

internists, family practitioners, and nurse practitioners on

15-minute office visits usually ranges between 3.9 and 4.7

patients—which is far from the 6.0 patients that many

physicians on 15-minute office visits believe they are seeing.

Also, for those physicians who are on 20-, 30-, 40-, or 60-

minute office visits, the target census level for the DIGMA

is correspondingly reduced even further (although it is

generally recommended that the target census not be

allowed to go below 10 patients in order to keep the

DIGMA group session interesting and interactive for all

in attendance).

Let us briefly review the many reasons that the average

number of patients actually seen during 90minutes of clinic

time is often much less than what physicians believe. Some

patients fail to keep their office visit appointments, while

others cancel too late for their appointment slots to be

refilled. Furthermore, some appointment slots might go

unfilled. In addition, physicians often have some longer

return appointment slots in their schedules, which must

also be weighted into this average (i.e., in the same propor-

tion as they occur on the physician’s office visit schedule),

which also reduces the physician’s actual productivity.

Finally, physicians sometimes have various sources of down-

time during their normal clinic hours wherein they are not

actually seeing patients, which further reduces their actual

productivity.

It is because actual physician productivity for

15-minute visits so often lies in this 3.9–4.7 patient range

(i.e., rather than being the 6.0 patients which could theo-

retically be scheduled) that we are so frequently able to

triple physician productivity during a DIGMA. Notice

that in order to triple the productivity of primary care

physicians on 15 minute office visits, we would typically

need to achieve an average DIGMA census of between

11.7 (= 3 � 3.9) and 14.1 (= 3 � 4.7) patients. Serendi-

pitously, this is within the ideal range of 10–16 patients for

a DIGMA, and a perfect target census level to strive for.

Tripling productivity also becomes easier as the length of

the traditional office visit becomes longer—say 20, 30, or

40minutes as opposed to 15minutes—where productivity

gains through theDIGMAor PSMA can often be as great

as 400% or more. In the case of one physician with

60-minute intake appointments (who actually saw 1.2

patient intakes on average in 90 minutes of clinic time

during the previous 2 months), we were actually able to

increase productivity by 800% during the first PSMA

session—and to do so while simultaneously enhancing

patient satisfaction. To my knowledge, this is the greatest

leveraging of physician time that has ever been achieved

to date through a well-run DIGMA or PSMA program.

During the past couple of years, this surgical specialist has

since titrated her group census back to 8 patients actually

seen per 90-minute PSMA session, which still increases

her productivity over individual office visits by 667%.

In Certain Situations, Physician Productivity
Can Only Be Increased 200%

It is important to keep in mind that there are a few

providers who are already so productive in their pace

of delivering individual office visits that the most that

DIGMAs and PSMAs can leverage their time is

200%, rather than the 300% that is more typically

set as the desired productivity increase for DIGMAs

and PSMAs.
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Extremely Productive Primary Care Physicians

Having Only 10-Minute Office Visits

While many providers on 15-minute office visits might

believe that they see six patients in 1½ hours of clinic

time, to date I have only encountered one primary care

physician whose actual average productivity was mea-

sured to be six or more patients per 90 minutes of clinic

time. In fact, his average productivity in the clinic was

actually determined to be 7.05 patients per 90 minutes.

However, he was the most productive primary care pro-

vider that I have ever launched a DIGMA with. This

result only occurred because this family practitioner saw

all of his established patients in short 10-minute follow-up

appointment slots—and had no 15 or 20 minute appoint-

ments whatsoever on his weekly schedule in which to see

established patients.

That said, it is still important to note that even in this

extreme case, the physician’s actual clinic productivity was

7.05 patients per 90 minutes, and not the 9.0 patients that

one might postulate—i.e., due to his being able to schedule

nine 10-minute appointment slots available during 90 min-

utes of clinic time. Even for such a highly productive

physician as this, the DIGMA model was still able to

work well. However, to be realistic we need to set the

targeted percentage increase in productivity for such highly

efficient physicians at only 200%, rather than the 300%

increase that could typically be achieved for most

physicians.

Certain Highly Productive Specialists Can Similarly

Only Increase Productivity by 200%

Similarly, there are a couple of highly productive medi-

cal specialties for whom a 200% increase in productivity

is the most that can realistically be achieved through a

DIGMA or PSMA program, e.g., for specialized and

general dermatology DIGMAs, for prenatal exams in

obstetrics, and for well baby checks (as well as school,

camp, and sports physicals) in pediatrics. The reason

that a 200% increase in productivity is the most that

can typically be achieved in these instances is that the

baseline productivity for these physicians during normal

clinic hours is already very high. This limits the percen-

tage increase in efficiency that a DIGMA or PSMA can

realistically achieve while still staying within recom-

mended census range of between 10 and 16 patients for

a DIGMA (or 6–9 patients and 10–13 patients in pri-

mary and specialty care PSMAs, respectively).

In certain cases, other factors can impose a less than

optimal 300% increase in productivity, such as: the lack

of adequately sized group rooms in many facilities; a

limited number of exam rooms being available for

PSMAs (say one or two instead of the normal ideal of

four exam rooms, which will likely slow the physician

down); the chaos and large group size of Pediatrics

PSMAs in which parents bring siblings into the visit; etc.

Think Twice Before Launching DIGMAs or PSMAs

that Only Increase Productivity by 200%

It is important to be cautions about launching DIGMAs

and PSMAs that can only increase provider productivity

by 200% because the profit margins can be much less in

such cases, which could result in the SMA just breaking

even or possibly posting a loss. True, it is very helpful to

double the productivity of extremely productive physi-

cians such as dermatologists, pediatricians (for well

baby checks; school, camp, and sports physicals; etc.),

obstetricians (e.g., for pre-natal exams), and highly pro-

ductive primary care physicians having only 10-minute

follow-up appointments. However, one must be certain to

take into account the actual revenues generated as well as

the additional overhead expenses that such a DIGMA or

PSMA entails (including the added personnel, facilities,

promotional, training, and monitoring costs.)—i.e., so as

to ensure that the program will still be economically

viable in actual practice. By so doing, it might turn out

that the typical RVU reimbursement for a typical derma-

tology appointment is so much larger than for a typical

primary care appointment that a 200% increase in pro-

ductivity turns out to be economically viable for the for-

mer, but not for the latter.

For Some Providers, Productivity Can Be
Increased by 400% or More

On the other hand, DIGMAs and PSMAs can increase the

productivity of many medical and surgical specialists (e.g.,

neurologists, nephrologists, oncologists, rheumatologists,

physiatrists, general surgeons, plastic surgeons, cardiolo-

gists, etc.) by 400% or more, particularly when they have

longer clinic appointments. This is also the case for the

intake appointments of many plastic, orthopedic, and gen-

eral surgeons. The reason for this is that such medical and

surgical specialists often tend to have longer intake and/or

return appointments, i.e., individual intake appointments

of between 40 and 60 minutes, or follow-up appointments

of 30 minutes or longer. This is also often the case for

private physical examinations, which can usually be effec-

tively and efficiently handled in a PSMA. The same is true

for primary care physicians having appointment slots that
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are 30 minutes or longer—which is often the case for

physical examinations, and sometimes the case for fol-

low-up visits (at least in certain healthcare systems where

complex, multi-morbid patients are frequently seen).

Therefore, the baseline productivity for these providers

(i.e., the average number of patients actually seen individu-

ally during 90-minutes of clinic time) tends to be correspond-

ingly less than for their faster-paced physician colleagues on

10- or 15-minute office visits—so that it is correspondingly

easier to leverage their time through a DIGMA or PSMA.

For these medical and surgical specialists (and primary

care providers having longer clinic appointments), it is

often possible to increase physician productivity through a

DIGMA or PSMA by as much as 400% or more. This is

because the census required in order to leverage the produc-

tivityof suchphysiciansby400%ormore still lieswellwithin

the ideal range of 10–16 patients for a DIGMA program,

7–9 patients for a male Primary Care PSMA, 6–8 patients

for a female Primary Care PSMA, or 10–13 patients for a

medical or surgical subspecialty PSMA.

Whenever Possible, Try to Increase Physician
Productivity by 300% or More

Whenever possible, I always like to at least triple the

provider’s productivity during the 90-minute DIGMA or

PSMA session because: (1) the first 100% of the SMA

patients would have been seen anyway if they were being

seen individually in the clinic during the same 90 minutes’

time; (2) the second 100% of patients seen should more or

less cover the complete overhead costs of the DIGMA or

PSMA program (personnel, facilities, promotion, snacks,

handouts, patient packets, etc.); and (3) the third 100%

would be the economic profit margin for the program.

Clearly, without that profitable third 100%, the potential

profit margin for the program will be much smaller, if not

non-existent. Therefore, I would recommend starting with

those DIGMA and PSMA programs that can clearly

increase physician productivity by at least 300% or

more. In fact, try to start first with some DIGMA and

PSMA programs that can increase physician productivity

by 400%—beginning with busy and backlogged providers,

who will have an easier time consistently filling their group

sessions to targeted census levels.

Only later, after experience has been gained and you have

become comfortable with running profitable DIGMAs

and PSMAs that increase productivity by 300% or more,

should you consider trying SMA programs that only

increase productivity by 200%—and then only if you feel

absolutely confident that you can do so with some degree

of economic gain. Always be cautious about starting a

DIGMA that can only leverage provider time by 200%,

especially when it also requires additional resources—such

as a pediatrics well-baby check Physicals SMA needing a

sitter to baby sit siblings that parents bring to the visit

because they cannot find a sitter at home. It is possible

that having such a sitter could eat up any thin profit margin

that the program might provide.

A 300% Increase in Productivity Creates Three Extra

Hours of Physician Time Per Week

Consider the physician who is, on average, able to

increase productivity by 300% during a 1½ hour weekly

DIGMA or Physicals SMA. This translates into the physi-

cian actually seeing as many patients during the 90-minute

SMA as could normally be seen during 4½ hours of clinic

time through individual office visits alone. This represents a

net gain of 3 hours of physician time per week for each

weekly DIGMA or PSMA that is run (as 4.5–1.5 = 3.0),

which is equivalent to the physician having the help of a

colleague for 3 hours every week, but not just any colleague.

Rather, it would be equivalent to 3 hours of help per week

from a colleague who is just as skilled, productive, and hard

working as the physician is, because it is, in effect, the

physician’s own time that is being leveraged.

Similarly, physicians running a weekly DIGMA or

PSMA that increased their productivity by 200% would

leverage their time by 1½ hours per week, whereas a

400% increase in productivity would result in a net gain

of 4½ hours per week (again, less the net overhead cost of

the program). Also, running multiple DIGMAs or

PSMAs per week could correspondingly multiply these

gains by two, three, four, or five times.

There Are Many Ways that Physicians Can Use

this Benefit

The physician can use this 3-hour weekly benefit provided

by the 300% increased productivity of the DIGMA or

PSMA in any number of ways. To date, physicians have

used this benefit in a multitude of ways:

� To increase productivity and income
� To improve access to their practice byusing this increased

capacity to eliminate patient backlogs and wait-lists
� To open up more appointments of the type that the

physician most enjoys
� To go home an hour or two earlier by reducing the

number of clinic hours worked
� To convert short 15-minute individual appointments

on their clinic schedule into 20-minute appointments
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� To open up more time on their schedule for surgeries

or procedures
� To convert an hour or two per week from clinic time to

desktop medicine time for reading journals, teaching,

administration, research, phone calls, e-mails, etc.
� To grow a practice and increase panel size
� To open practices that have heretofore been closed

In addition, the physician can use theDIGMAor PSMA

as a practicemanagement tool—for example, by off-loading

many patient phone calls onto the group and by offering

prompt access to DIGMA visits even when the first indivi-

dual office visit might be weeks away. This percentage

increase in the physician’s weekly productivity would be

correspondingly larger for healthcare organizations requir-

ing less than36 clinic hoursperweek (suchas 34or 32hours).

300% Increased Productivity Translates into an 8–9%

Overall Increase in Weekly Productivity

For systemswhere 36hoursof clinic time is the standard for

a full-time physician, a singleweekly 90-minuteDIGMAor

Physicals SMA that increases provider productivity by

300% results in the full-time physician’s productivity for

the entire week being increased by approximately 8–9%—

i.e., assuming that the physician does not reduce produc-

tivity elsewhere on his or her schedule. Presumably, the

physician whose salary is 100% productivity based in a

fee-for-service system could theoretically increase revenues

by approximately this 8–9% amount—i.e., less the cost of

the program. This, of course, assumes that the physician’s

current levels of productivity are maintained during the

remaining clinic hours, that DIGMAs and PSMAs are

able to be billed out and reimbursed at the same rates as

traditional office visits, and that the overall number of

hours spent seeing patients in the clinic is not reduced.

Caution, Do Not Correspondingly Reduce Productivity

Elsewhere on Your Schedule

If the intent is to use the increased productivity of the

DIGMA or PSMA to improve access to the physician’s

practice, onemust cautionagainst reducing eitherproductiv-

ity elsewhere on the physician’s schedule or the number of

hours actuallyworked in the clinic (plus recommendkeeping

the overhead costs of the SMA program as reasonable as

possible). Correspondingly cutting back on clinic time by

2–3 hours during the workweek might translate into the

physician enjoying an improved quality of professional and

family life, but it would not likely translate into increased

overall productivity for the week—nor, as a result, would it

improve access to the physician’s practice (or increase

revenues) because the net overall impact of the SMA pro-

gramwould then be productivity neutral. Nevertheless, some

physicians might to choose to use this gain in productivity

provided by the DIGMAor PSMA to improve the quality of

their professional life—i.e., by reducing hours spent in the

clinic, going home early, lengthening short individual appoint-

ments, spending more time on teaching or desktop medicine,

or having some additional research or administrative time

(that is, rather than by using this increased productivity to

improve revenues, overall weekly productivity, or access).

This actually happened in one FFS system, where the

first eight physicians to launch DIGMAs and PSMAs in

their practices all chose to increase the quality of their

professional life while remaining revenue and productiv-

ity neutral by cutting back their workweek by a couple of

hours for each SMA they started. Thereafter, adminis-

tration in this organization made it a practice not to

allow physicians to cut back their workweek according

to the number of DIGMAs and PSMAs they started—

i.e., so that the dramatic productivity and access benefits

of well-run SMAs could instead be captured. Perhaps an

intermediate ground could be struck in such managed-

care organizations by permitting SMA physicians to cut

back clinic hours by 30–60 minutes (and use this time

instead for desktop medicine) for each weekly 90-minute

DIGMA or PSMA run that increases productivity by

300% or more.

While Financial Benefits Might Be Less,
Providers in Capitated Systems Enjoy Many
of the Same Benefits from Their SMAs

Physicians in capitated systems will generally not cap-

ture the same direct financial benefits from a highly

productive DIGMA or Physicals SMA that providers

in fee-for-service systems can enjoy (at least in the case

of those whose FFS salaries are close to 100% produc-

tivity based). However, physicians in capitated systems

might nonetheless enjoy some monetary gain through

the increased productivity that the SMA provides

because their performance evaluations, bonuses, salary,

etc. might be positively affected to some degree.

In Other Ways, Providers in Capitated Systems Enjoy

Many of the Same Benefits from Their SMAs

However, physicians in capitated systems do enjoy many

of the other potential benefits from their DIGMAs and

PSMAs as providers in fee-for-service systems, such as:
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� The opportunity to do something new, different, and

interesting
� Real, meaningful help (as well as collegiality) from a

multidisciplinary team
� A documenter to assist in charting
� Better patient education and closer attention to

patients’ psychosocial issues
� Fewer patient complaints regarding access
� Reduced patient telephone call volume
� Decreased need to double book and work-in patients
� Closer follow-up care, when appropriate
� Improved doctor–patient relationships
� High levels of patient and physician professional

satisfaction

A Word of Caution to Administrators
in Capitated Systems

However, there is one point that is critical to the overall

success of a DIGMA or PSMA program in capitated

systems. As discussed in Chapter 8, it is imperative

that administrators in capitated systems do not corre-

spondingly increase the physician’s patient panel size by

8–9%—thereby effectively eliminating any net productiv-

ity benefit whatsoever to the physician for running a

DIGMAor PSMA eachweek. Inmywork as a consultant

to healthcare systems around the nation, I have found

that one of the great fears regarding group visits among

physicians in capitated systems is that any net gain in

productivity that their SMA might provide to them

would be completely offset by a subsequent management

decision to correspondingly increase the patient panel

sizes that physicians would be expected to manage.

Such a decision would, of course, completely negate any

net gain that the SMA might otherwise have provided to

the physician—thereby completely stripping away (to

the benefit of the organization) all of the benefit that

the physician might otherwise have achieved by choosing

to alter her/his care delivery style and taking the risk of

running a DIGMA or PSMA in her/his practice.

Perhaps some compromise here might be possible—

one that involves an equitable sharing of this net benefit

by the physician and the system. In any case, if a SMA

program is to succeed in a capitated system, then it is

imperative that the physician always be left with some

substantial net benefit for taking the risk of undergoing

the change in practice style that implementing a successful

DIGMA or PSMA entails—and for investing the requi-

site time and energy into the SMA program in order to

ensure its success.

Do Not Settle for Less than Full Benefit
from Your DIGMA Program

Physicians and high-level administrators at various med-

ical groups have occasionally told me that even if their

DIGMA or PSMA programs were cost-neutral (i.e., even

if predetermined census targets were not met, or only

minimally met), they would still want to develop the

program anyway. They say this because of both the

increased quality and patient satisfaction that SMAs can

provide and the uplifting effect they can have upon the

morale of physicians actually running them (as well as

their staffs). This being the case, organizational leaders

have sometimes stated that they felt that this was reason

enough to continue the SMA program—and that these

benefits were sufficient, in and of themselves, even if no

increase in productivity was achieved.

Be Cautious About Rationalizing Small Groups

Personally, I recommend against implementing DIGMAs

and PSMAs solely for these reasons—i.e., when you are

having difficulties filling sessions and group sizes are

smaller than recommended. Yes, improved patient and

physician professional satisfaction can still be achieved

through your SMA program—as can enhanced quality of

care, attention to psychosocial issues, and the amount of

patient education provided—even if the group size is

smaller than the target census level. However, my recom-

mendation is to always meet your predetermined census

targets so that you can also simultaneously achieve the

economic, productivity, and access benefits that the

DIGMA and PSMA models were originally designed to

provide—and so that the result is in a lively, interesting,

and interactive SMA experience for all (which is some-

thing that full groups can best provide). If you are going

to go through all the effort of starting a DIGMA or

PSMA in your practice, then why not put in the small

amount of extra work required to ensure that all sessions

are filed to desired capacity?

Be Cautious About Lowering Pre-established Census

Requirements

I similarly caution against reducing desired census levels

below pre-established targets. Should you ultimately

decide to reduce census requirements for your SMA, be

certain to only do so very slowly. It is important to the

success of the DIGMA and PSMA program that pre-

established minimum, target, and maximum census levels

be held whenever possible—at least they should be held
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until all other viable options have been thoroughly tried,

and no other reasonable option exists except to lower the

SMA’s census requirements. When initial DIGMA or

PSMA sessions fail to finish on time (which is often the

case for the first couple of months of implementation,

while the physician and SMA team are still learning to

be coordinated and efficient in their efforts), physicians

and staffs alike can quickly become frustrated. As a

consequence they all too often immediately reduce the

program’s pre-established census requirements to a sub-

stantially lower level—which should actually be their last

choice, not the first.

Unfortunately, lowering census requirements is

often the first (rather than the last) solution consid-

ered by physicians and behaviorists when any type of

problem arises—such as finishing late, not completing

all charting by the end of the session, feeling rushed,

having unfilled sessions, etc. When this is done, the

next thing that starts to happen is that the physician

and staff begin to like this smaller group size—thus

becoming comfortable with a census that is insuffi-

cient to provide the multiple benefits that DIGMAs

and PSMAs were originally designed to achieve. It is

for this reason that I recommend providers start with

their DIGMAs and PSMAs filled to capacity, and

thus learn from the outset to adapt to this high work-

load volume—and that they not make the common

beginners’ mistake of starting with small groups with

the intent of later working up to full groups, which is

an approach that seldom works. This seldom works

because physicians and SMA teams become comfor-

table at some point with a less than optimal group

size, and therefore never increase census beyond that

point—so that that the increased productivity benefits

that could otherwise occur are never achieved.

It Usually Takes a Couple of Months to Become
Comfortable with Large, Full Groups

Because the learning curves are quite steep, it usually only

takes physicians a couple of months (i.e., by debriefing

after sessions with their SMA team) in order to adjust to

running DIGMAs and PSMAs that are filled to capacity.

However, once this is achieved, they quickly grow to

enjoy these full groups and the multiple benefits they

offer. This result contrasts sharply with the approach of

starting with small groups and then gradually working up

to larger groups, an approach that has seldom been

observed to succeed in actual practice because pre-

established census targets are then infrequently, if ever,

achieved.

Debrief with Your SMA Team for the First Couple

of Months

For the following three reasons, I strongly recommend

that you do not reduce pre-established census targets

during the first 2 months after launching your DIGMA

or PSMA: (1) It takes a couple of months for the physi-

cian and SMA team to become comfortable with this new

and dramatically different modality of delivering care;

(2) because of their remarkably increased productivity,

DIGMAs and PSMAs tend to exacerbate any pre-existing

system problems, so that it often takes a couple of months

for the bugs to get worked out of the new SMA program;

and (3) it usually takes a couple of months for the physi-

cian, behaviorist, nurse(s), and documenter to learn their

respective roles and responsibilities and to coalesce into a

coordinated, efficient, and well-functioning team—and to

begin to finish on timewith all charting completed. There-

fore, just accept the fact that you will likely finish late at

first, and possibly even quite late. Instead of reducing pre-

established census requirements, debrief with your team

for 15–20 minutes after sessions for the first couple of

months after launching your new DIGMA or PSMA

program—having frank, honest, and creative discussions

while focusing upon how to make future sessions even

better and more efficient. These team debriefing sessions

can typically be discontinued a couple of months after

launching the DIGMA or PSMA; however, it might be

advisable to still hold them from time to time afterwards—

i.e., on an as-needed basis.

If You Continue to Finish Late, Try to Determine

Why as There Are Many Possible Causes

Always strive to make the next session even better than

the last—especially in the beginning, during your initial

sessions. Make every effort to refine and improve your

DIGMA or PSMA each week by incorporating the

recommendations that you and your team come up with

during these debriefing sessions. In addition, continue

trying to do everything possible to finish each session

on time while continuing to meet your pre-established

census targets. Always focus upon optimizing quality

and census.

Above all, if you are finishing late, try to find out why.

Are you or your team arriving late? Is your behaviorist

failing to arrive early to warm the group up and write

down patients’ reasons for today’s visit? Is the behaviorist

taking too much time for the introduction or occupying

too much time during sessions on behavioral health inter-

ventions and psychosocial issues? Is the exam room

located near to your DIGMA group room? Are you
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using two nurses, or just one? Are you wasting time look-

ing for forms or equipment? Are you using a documenter

to increase your efficiency and productivity? Are you

unnecessarily taking patients out of the group room for

‘‘private’’ discussions and exams that could equally well be

conducted in the group room and, when it is necessary, are

you keeping such discussions and examinations as brief as

possible? Are you as coordinated as possible with your

SMA team, and are you fully delegating to them?

Have you carefully designed an efficient chart note tem-

plate for your SMA? If you are spending too much time

reviewing the EMR chart note after working with each

patient in the SMA setting, can you streamline your review

and modification process—perhaps by having only those

segments of the chart note that are individualized or typed

in by the documenter (as opposed to complete templates for

normal physical exams or stock text on diabetes, hyperten-

sion,hyperlipidemia, etc. thataredropped into thechartnote

bykeystroke shortcuts) highlighted in colororbolded so that

you can quickly go to that which is most important in the

chart note, and do not waste time reviewing a lot of standar-

dized text? Are you spending too much time on social chit-

chat or in fostering too much group interaction? Are you

staying focused and succinct throughout the session, or are

you sometimes rambling and entering into lengthy academic

or tangential discussions?Do you need additional help from

your behaviorist in pacing the group? Are you letting a

couple of dominating patients control the group? Are you

spending toomuch time on the first couple of patients (or on

patients with your favorite conditions)?

Have you removed as much clutter as possible from the

group room, especially tables or other potential obstacles

that might slow you down?Do you have all the equipment,

forms, handouts, etc. that you need and are they organized

and accessible? Are you delegating asmany responsibilities

as possible to the nurse/MA(s), behaviorist, and documen-

ter? Are you consistently debriefing with your SMA team

after all sessions during the first 2 months of implementa-

tion, focusing upon increasing efficiency and quality dur-

ing future sessions? All of these sources of inefficiency can

end up costing you precious time during DIGMA and

PSMA sessions, and ultimately contribute to your finish-

ing sessions late—perhaps even quite late.

If You Must Cut Back on Census,
Do so Slowly—But Only After All Other Options
Are Exhausted

Only after you have done everything else possible should you

consider cutting back on your pre-established census levels—

but, even then,wait foracoupleofmonthsandonlydosovery

slowly. In other words, reduce census targets only after all

other options have been fully tried, yet you nonetheless find

that you are still consistently running late in yourDIGMAor

PSMA. Then, should you ultimatelymake the decision to cut

backoncensus,be sure todosoby justoneor twopatientsata

time. If you later find that you are still finishing late after a

couple more months of running your SMA with this slightly

reduced census level, then you could try cutting your census

back once again by another patient or two—and see how that

works for you during the next month or 2.

Stay Within Recommended Group Sizes, Even
Though Considerably Larger SMAs Can Be Run

Even though much larger DIGMAs are possible and have

been run successfully, I would recommend that you try to

keep your group size within the ideal range of 10–16

patients—especially at first, until you and your team have

gained considerable experience with this new paradigm of

care.One example of large group sessions occurredwhen the

regional multimedia department came out to videotape all

three of the DIGMAs that I happened to be a behaviorist in

during a single day just prior to my retirement at Kaiser

Permanente in June 1999. At that time, I was the behaviorist

in 12 DIGMAs per week at the Kaiser PermanenteMedical

Center in San Jose, California. On that particular day, it

turned out that three physician-led DIGMAs were run and

videotaped. All three of these physicians were quite experi-

enced in running their DIGMAs as they had been conduct-

ing one or two sessions per week for over 2 years.

As it turned out, during the 4½hours of physician time

that these three DIGMAs took that day, the three physi-

cians in combination saw 60 patients and 14 family

members—and these groups did not finish late or feel

particularly rushed. Nonetheless, even though substan-

tially more than the recommended 10–16 patients were

seen by these physicians (keep in mind that they were all

very experienced in running their SMAs), I would recom-

mend keeping DIGMAs between 10 and 16 patients—i.e.,

to keep sessions from tiring physicians out due to exces-

sive workload and documentation demands and to ensure

that SMAs are an enjoyable experience for all (including

the physician).

Continue Filling All SMA Sessions, Especially
After Initial Success

Approximately 10–25% of all DIGMAs and Physicals

SMAs fail, almost always due to a lack of sufficient
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attendance. Although some physicians and support staffs

never succeed at filling their initial SMA sessions to

desired capacity, others enthusiastically fill the first cou-

ple of DIGMA and PSMA sessions when they first start

their program; however, they sometimes soon become

complacent and stop consistently inviting and scheduling

all appropriate patients. When this happens, the inevita-

ble result is that subsequent sessions are eventually no

longer filled to targeted census levels—putting them at

risk for failure. Consistently meeting targeted census

levels takes constant vigilance and ongoing effort on the

part of the physician, support staff, and all personnel

associated with scheduling the patients into SMA. Each

person must learn to do their part in promoting the SMA

program—and in informing, inviting, and scheduling all

appropriate patients.

Step 8: Promote the Program Effectively
to Patients

Prior to actually launching a DIGMA or PSMA pro-

gram, integrated delivery systems (for profit, not for

profit, group practices, HMOs, PPOs, IPAs, VA and

DoD systems, public health systems, etc.) need to

make the necessary investment in quality promotional

materials (posters, fliers, announcements, invitations,

patient packets, ‘‘Ask me about SMA’’ buttons, etc.)

to ensure that census targets can consistently be met

(examples of all these materials are contained in the

DVD attached to this book). These quality promo-

tional materials are meant to familiarize patients with

the SMA program, sell them on the concept, and

encourage patients to attend for the first time. They

also enable the physician to personally invite, in just

30–60 seconds, patients seen during regular office vis-

its to have their next visit be a DIGMA or PSMA

visit—i.e., because the promotional materials have

already helped to inform patients of the SMA pro-

gram and its many patient benefits. Such marketing

materials are needed for DIGMAs and PSMAs

because these SMA models represent a major para-

digm shift to a form of treatment that patients are not

familiar with and could initially resists—and because,

unlike CHCCs and Specialty CHCCs, different

patients typically attend each session (which makes

patient recruitment an ongoing issue over time).

Once patients do in fact attend a SMA, experience

has repeatedly demonstrated that they will almost

invariably like it and be willing to return. The use of

high-quality promotional materials is critical to get-

ting patients to attend a DIGMA or PSMA for the

first time and therefore to achieving desired group

census targets during all sessions. In addition, all

staff (physicians, schedulers, receptionists, nurses,

etc.) associated with the group visit must fulfill their

role in promoting the program to patients and in

keeping all sessions filled.

Develop High-Quality Marketing Materials
that Look Expensive but Are Not

Be sure to enlist the help of your public relations or

marketing department in developing these promotional

materials as they often have much experience in this

area. Although these materials will likely look expen-

sive, their cost can in fact be kept quite modest by

using reasonably priced materials and printing pro-

cesses, by procuring all promotional materials in bulk,

and by initially developing all such promotional mate-

rials in template form. It is also important that all

promotional materials have a warm, inviting, and eye-

catching appearance and that they be graphically coor-

dinated so as to make a wall display that is appealing

to the eye (Fig. 10.1). Because these marketing materi-

als will create the trademark image for the SMA pro-

gram as it is launched throughout the organization,

they must be informative and promotional in nature—

plus hold eye appeal for patients. In addition, they

must: (1) convey the impression of quality care that

SMAs do in fact provide; (2) possess the desired look

for the organization; and (3) fit into the budget for the

program.

The promotional materials should focus on the

enhanced quality, service, medical care, and educational

benefits that patients can expect to receive from awell-run

group visit program. Be certain to have the theme of your

promotional materials focus upon patient benefits, the

doctor–patient relationship, the warmth of the group

visit experience, and the quality medical care that SMAs

offer—for example, by incorporating positive photo-

graphs of doctors talking to, and caring for, their patients

into the wall posters (Figures 3.5 and 10.1). In other

words, the graphic design and wording of the framed

wall posters, program description fliers, invitations,

announcements, and follow-up letters must all convey a

professional image that is commensurate with the warm,

supportive, informative, and high-quality healthcare

experience that patients can expect to receive from the

SMA. The same graphic design should permeate all of the

system’s promotional materials for the SMA program, so

that it eventually becomes the trademark look for the

program.
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The Budget Must Include Adequate Funding
for Quality Promotional Materials

It is therefore imperative to the success of the DIGMA and

PSMAprograms that the budget include adequate funding

for these high-quality, professional-appearing promo-

tional materials—ones that exude warmth and caring,

and are appealing to patients. On the other hand, costs

can be kept down somewhat by developing templates for

all marketing materials (framed wall posters, fliers, invita-

tion letters, etc.) and then simply making copies of these

materials for all future DIGMAs and Physicals SMAs—

i.e., after modifying them slightly according to the parti-

cular needs and SMA design of each provider. Nonethe-

less, there will be significant expense incurred in developing

these initial templates, and thereafter for making quality

copies from these templates for each DIGMA and PSMA

that is implemented—costs that include paper, printing,

mounting and framing, mailing, etc.

Quality Marketing Materials Make It Easier
for Physicians to Refer Patients

In addition to effectively recruiting patients in their own

right, these promotional materials are meant to minimize

the amount of physician time that will be required to suc-

cessfully invite established patients to attend a DIGMA or

PSMA. Some physician time and effort will always be

required to consistently meet SMA census targets, as noth-

ing is more important in persuading a patient to attend a

DIGMA session for the first time than a personal and

positively worded invitation from their own doctor. None-

theless, the amount of physician time required to do so can

be minimized through effective use of posters, fliers,

announcements, invitation letters, and other promotional

materials—and through the help of all support staff asso-

ciated with the SMAprogram in inviting patients to attend.

This is because, by the time the physician invites the

patient to attend a SMA (i.e., in the exam room during a

regular office visit), the patient should already have: (1)

received the original announcement letter prior to the

start of the DIGMA or PSMA; (2) seen the wall posters

in the physician’s lobby and exam rooms; (3) been invited

to attend a future SMA session by the receptionist (by

being handed the ‘‘You Are Invited. . .’’ letter and through

a few positive words about the program); and (4) been

strongly encouraged to attend by the nurse/MA rooming

the patient (who gives all appropriate patients both the

program description flier and a strong personal recom-

mendation). In addition, the physician and entire support

staff could wear a clearly visible ‘‘Ask Me About SMAs’’

button as a lapel pin so that many patients will have

already asked staff about what a SMA is—and would,

as a result, have been told about the program.

Examples of all these promotional materials are

included in the DVD attached to this book. It is strongly

recommended that you not use these templates in their

present form carte blanche, but rather that you update and

customize them to your own particular needs, specifica-

tions, regulations, requirements, and corporate culture.

Develop All Promotional Materials
in Template Form

One example of how to save money for your SMA pro-

gram is to design and develop all forms and promotional

Fig. 10.1 Promotional materials should have an inviting appear-
ance and inform the reader of what they can expect in a group visit
(Courtesy of Northern Health, Prince George, British Columbia,
Canada)
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materials that are to be used in the program in template

form. With the help of the pilot physicians, the program

coordinator, and the marketing department, the champion

will need to design and develop templates for all of the

promotionalmaterials, forms, and reports to be used in the

program. These include wall posters, program description

fliers, announcement letters, patient invitations, chart note

templates for each medical discipline, patient packets, fol-

low-up letters, attendance logs, signs directing patients

where to go, patient satisfaction forms, the confidentiality

waiver, the format of periodic reports to evaluate the pro-

gram, etc. (Please note that examples of all of these forms

and promotional materials are included in the DVD

attached to this book.) All of these SMA materials can

then easily and inexpensively be adapted to each provider

that subsequently runs a DIGMA or PSMA for his or her

practice—i.e., from the original templates first developed

for the program. This saves time and money, as the same

old wheel does not need to be recreated over and over.

Templates of Promotional Materials Save Time and

Money

Once developed, quality templates will help the champion

and program coordinator to rapidly and systematically

launch all new DIGMA and Physicals SMA programs in

the future—and to thereby move the SMA program for-

ward throughout the organization. They also save time,

frustration, and money by avoiding the need to recreate

them over and over as the group visit program is

expanded—and as evermore SMAs are launched through-

out the system. The guiding principal here is to invest the

time and energy required to do the template right the first

time (i.e., during its first application)—and then to later

have all other physicians who subsequently choose to also

run a group visit for their practice simply fine-tune the

appropriate templates and adapt them to their particular

needs and writing style.

Also Develop Chart Note Templates in Primary

and Specialty Care

By carefully designing the chart note template for the first

primary careDIGMAor PSMA that is run in your system,

the same documentation template can then subsequently

be used over and over for all future primary care SMAs

implemented throughout the organization (internal medi-

cine, family practice, nurse practitioners, physician assis-

tants, etc.)—that is, with only minor modifications accord-

ing to each provider’s specific needs. The same is true for

the initial chart note template that is developed for the first

SMA implemented in eachmedical subspecialty (e.g., rheu-

matology, cardiology, oncology, endocrinology, nephrol-

ogy, etc.), because all other providers in these departments

could subsequently use the same chart note template (or

some variant of it) as it was originally developed for that

specific medical specialty.

Tips on Designing Your DIGMA Wall Poster

Before any new DIGMA is launched, a large framed wall

poster should be prominently displayed on the walls of

the physician’s lobby and exam rooms—one that

announces the program and informs patients about it.

The wall poster displayed in the lobby should be perhaps

30 by 36 inches (or 36 by 40 inches); whereas the smaller

version of the same poster used in the exam rooms could

be only 20 by 24 inches (or approximately 24 by 30

inches). Although the poster could be in a template form

that allows for the physician’s name and photograph, as

well as the name of the group (and the time that it meets),

to be inserted and then printed out for any particular

physician’s DIGMA or PSMA, most healthcare systems

choose a different approach. They instead use the same

poster for all DIGMAs and PSMAs, which means that

there is no information pertaining to a particular physician

or SMA contained in the poster (physician’s name, name

of SMA, day and time it meets, etc.)—instead such perso-

nalized information only appears on the adjacent program

description flier. I prefer using the same poster for all SMA

providers because it is easier and cheaper—i.e., because the

same poster can always be used, even if various changes are

subsequentlymade to the design of the SMA, or to the time

and place that it is held (see Figures 3.5 and 10.1).

The wall posters also create a distinctive trademark

image for the SMA program, a look that can then be

carried forward to all other marketing materials subse-

quently developed for the program. As more and more of

these SMA posters and fliers begin to be prominently

displayed in different physicians’ lobbies throughout the

organization, patients will gradually become more famil-

iar with—and accepting of—the DIGMA and PSMA

programs. Eventually patients will begin to view these

group visit programs as an important part of the way in

which care is being delivered throughout the system and

should therefore gradually become evermore willing to

attend.

The poster for the SMA program should be tastefully

laid out and have a professional appearance; however, it

will also need to have a notable hook imbedded in it (in

large font) that represents the single most important sell-

ing point of the SMA program to patients in that system.
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Different systems have used various hooks, with the

following being fairly representative: ‘‘Imagine Spending

90 Minutes With Your Doctor Any Week You Want!’’;

‘‘SpendMore TimeWith Your Doctor!’’; ‘‘No Appointment

Necessary!’’; ‘‘See Your Doctor AnyWeek YouWant To—

and for 90 Minutes!’’; ‘‘Medical Care With A Warm, Per-

sonal Touch!’’; ‘‘Would You Like to Just Drop-In the Next

Time You Want an Appointment?’’; ‘‘Why Wait For An

Appointment?’’; ‘‘You Can Feel Better!’’; ‘‘Tired of Hurry-

ing Up and Waiting?’’; etc. In addition, the major selling

points of the SMA program should also be listed on the

poster as bullet points.

The poster’s background should reflect the high-quality

medical care that patients can expect to receive, perhaps

by including two or three classy photographs of doctors

examining and interacting with their patients—with every-

one smiling and appearing happy. Youmight want to have

3different setsofphotos for thewallposter: (1) one showing

a mixed assortment of adult patients and male as well as

femaleproviders for general use; (2) another showingpedia-

tricians and children (as well as adolescents) for use in

pediatrics; and (3) a third set of female patients and pre-

dominantly female providers for use in Ob-Gyn and

Women’s Health. Also, the fact that it is a group should

be made clear, even if this is downplayed somewhat—for

example, by having three photographs in the poster, with

two showing doctors interacting with and examining indi-

vidual patients—andone smaller photo showing the doctor

interacting with a group of patients. Please note that a

couple of excellent examples of DIGMA and PSMA wall

posters appear in the DVD attached to this book.

Tips on Drafting Your Program
Description Fliers

Aprogramdescription flier should also be developed for your

SMA program with a graphic design that matches and coor-

dinateswith thewallposter—sothat,whentakentogether, the

poster and fliermakeaneye-appealingwall display.Although

wall displays are generally preferable, there are occasions

when table or floor displays are the only workable option in

the provider’s lobby/or and exam rooms. In this case, make

the posters in stand-up form (either self-standing ormounted

on an easel or tripod)—ensuring that the poster and attached

flier dispenser are displayed as prominently as possible. For

each new DIGMA or PSMA that is launched within the

system, it is typically the program coordinator that develops

the initial draft of the program description flier for that phy-

sician from the existing SMA template for the program

description flier previously developed for the program. How-

ever, the physician then needs to examine this flier prototype

very carefully and to make the necessary edits and modifica-

tions so that the final draft meets with the physician’s

approval.

The fliers are usually printed on a single sheet of paper and

can be printed on heavier than normal paper stock. Although

customized bi- or tri-folded fliers printed in brochure form in

three or four colors (i.e., on both sides of high quality, glossy

paper) are very nice and elegant, they are unfortunately also

quite expensive. Therefore, it is wise to select a reasonably

heavypaper for fliers that looks expensive, but are in actuality

quite reasonably priced—and then buy in volume.

An Inexpensive but Highly Functional Type of Program

Description Flier

One of the cheapest, yet nicest, types of flier that I have

ever seen used consists simply of an unfolded single page of

8½� 11 inch paper that has been preprinted in volume on

one side—i.e., with a soft design in one color (typically in a

vertical band along the left edge or horizontally at the top

of the sheet) that matches the graphic design and color of

the wall poster. These preprinted sheets of paper (which

are blank other than the preprinted graphic design either

along one edge or in the background) can be produced in

bulk by the thousands at minimal cost—provided that

they are printed in a single color on nice appearing, inex-

pensive, and heavier than normal weight paper.

Later, all of the detailed information regarding the physi-

cian’s DIGMA or PSMA (including the physician’s photo-

graph) can be printed or photocopied onto one side of this

preprinted sheet of paper, which makes for an inexpensive

and immediately available SMA flier. Another advantage of

this approach is that the same preprinted paper can be used

for the fliers of all providers who subsequently choose to

launch a DIGMA or PSMA for their practice—plus the

same preprinted paper can also be used as letterhead station-

ary for the SMA program. Furthermore, neither time nor

money needs to be spent on bi- or tri-folding these fliers. The

endresulthere isan inexpensivebutnice looking flier that can

make a graphically coordinated and eye-appealing wall dis-

play with the framed poster.

Start with an Initial Run of 300 Fliers

Once the physician approves the program description flier

that is to be used, start with a small run of approximately

300 copies—i.e., of the flier that hasbeenmodified according

to the exact specifications of the provider from the original

SMA department flier template, and then approved by the

physician. After approximately 300 copies of the final,

approved flier have been photocopied or printed, the
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physician and staff can immediately start distributing the

flier and inviting patients—typically starting this process

weeks before the DIGMA or PSMA is actually launched.

Do not printmore than 300 copies at this early point in time,

as providers frequentlymake substantive changes during the

first fewweeks of running a SMA—changes thatwill need to

be carried over into the flier. Please note that some excellent

examples of program description fliers are contained in the

DVD attached to this book.

Mount Flier Holders Adjacent to the Wall Poster

in the Lobby and Exam Rooms

One then needs to purchase the necessary flier holders

that are to be mounted adjacent to the poster in the

lobby and exam rooms—i.e., which will contain perhaps

100 copies of the program description flier. Personally,

I like to use thick, clear plastic flier holders with high edges

(to keep fliers upright so that they do not droop over) that

are custommade for the SMAprogram (i.e., eye-appealing

wall dispensers that will hold approximately 100 fliers at

a time)—holders which look elegant and expensive, but

are handmade by a local vendor for only $50 each.

Designate One Person to be Responsible for Refilling

Flier Holders as Needed

Finally, be sure to assign one person the responsibility

of keeping all of the physician’s flier holders filled at all

times. In order to ensure that the flier holders in the

lobby and exam rooms are consistently kept full with

approximately 100 fliers each, arrange for a member

of the physician’s support staff to be given primary

responsibility for keeping the dispensers stocked with

fliers at all times and making certain that they are never

empty. Typically, this task is assigned to a motivated

receptionist, nurse, medical assistant, or office manager

who is willing to take on this responsibility; however,

it could also be the dedicated scheduler attached to the

SMA program. The program coordinator must then

check periodically to ensure that the all flier holders

are in fact being kept full and should take prompt

corrective action if the flier dispensers are ever found

to be empty.

Tips Regarding the Announcement Letter

Tokick start theDIGMAorPSMA, it is veryhelpful to send

anannouncement letter toall appropriatepatients before the

SMA starts. In other words, the first step in promoting each

new group visit program should be to send a letter announ-

cing the physician’s newDIGMAor PSMA to all appropri-

ate patients in the physician’s practice—or possibly to all

suitable patients with a particular chronic illness in the

event that the SMA is part of a chronic illness population

management program. Somebody on the physician’s sup-

port staff needs to be given primary responsibility for this

task of sending out the announcement letter either by tradi-

tional mail or by secured e-mail—often a motivated clerical

or administrativeperson,butoccasionally anurseormedical

assistant.

What is the recommended content of the announce-

ment letter? The announcement should be relatively short

(typically just a single page, and preferably less, so that

patients will read it), uncluttered, laid out neatly, and signed

by the physician—and could even include a small black and

white photo of the physician smiling pleasantly. In can be

printed or photocopied on the SMA Department’s

letterhead—i.e., the same preprinted paper as the fliers are

being photocopied onto. The announcement should include

a brief description of the program in understandable,

patient-friendly, and positive terms—which should be writ-

ten in such a manner that it motivates patients to attend.

Like the wall poster and adjacent program flier, the

announcement letter should saliently outline a few of the

DIGMA or PSMA’s most important benefits to patients in

bulleted format (e.g., prompt access, more time with the

doctor, a more relaxed pace of care, drop-in convenience,

extensive patient education, answers to important questions

that you did not know to ask, help and support from the

behaviorist and other patients, etc.).

The announcement should clearly explain that this is a

group visit and that other patients will be in attendance. It

should also make clear all of the important information

that patients need to know about the program in order to

attend (starting date, when and where it is to be held, the

cost, how to sign up, where to register, etc.) and should

close with an invitation to attend the next time that the

patient has a medical need in the future—plus conclude

with the physician’s signature. As previously mentioned,

an appealing black and white photo of the physician and a

personalized tone to the announcement is also recom-

mended. An example of an announcement letter can be

found on the DVD attached to this book (see Invitation

Letters folder).

While the announcement letter, which can be sent out

either all at once or weekly in batches of 50 or so, will not

causemany patients to attend theDIGMAor PSMA in and

of itself, it does let thepatientknowabout the existenceof the

physician’s new SMA program. It also makes it more likely

that patients will later accept the physician’s invitation to

attend a future DIGMA or PSMA session when they next
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come into theoffice andare invitedby thephysician and staff

to attend. In addition, it tends to reduce the amount of time

that it will typically take for the physician to successfully

invite the patient to attend. Patients will often accept the

physician’s invitation by saying something like: ‘‘Oh, yeah.

I read about that program when you sent me a letter on it.

I remember it now. Thanks for thinking about me.’’

Tips Regarding the Invitation

It is important to have receptionists give invitations to all

appropriate patients seen during regular office visits (see sam-

ple invitations on the attachedDVD). As soon as the starting

date for the group visit has been established, the physician’s

receptionist(s)needstostartgivingout invitationstoallappro-

priate patients as they register for regular clinic visits with the

physician—pointingout, in a friendlymanner, that thedoctor

personally requested that it begiven to thepatient and that the

doctor would like for them to read it while they are waiting in

the lobby.Actually, the invitationletter is typicallyverysimilar

to the announcement letter that has previously been sent to

patients.Receptionists should alsopersonally recommend the

SMA to patients when giving out the invitation—including a

few carefully chosen words about the program as well as any

positive comments that other patientsmight havemade to the

receptionists regarding the SMA (along with receptionist’s

own positive observations when sitting in on a session or two

regarding what a warm and informative experience the

DIGMAor PSMAprovides).

The receptionist(s) should also be trained to answer, in

positive terms, a few of the most common questions that

patients frequently ask about SMAs (see related material

on frequently asked questions included in theDVDattached

to this book). From that point onward, the receptionist(s)

should begin saying a few positive words about the program

to all suitable patients as they register, and then giving them

an invitation letter to read in the lobby while waiting to be

roomed for today’s office visit. This is especially helpful

because receptionists often chat briefly with patients when

they register anyway, and patients will often be open to

listening to their recommendations.

Promote SMAs Through Newsletters
and the Local Mass Media (Radio, TV,
Newspapers, etc.)

The organization can further accelerate the rate at which

patients become familiar with the SMA program by publish-

ing articles onDIGMAs and Physicals SMAs in their patient

newsletter, by utilizing any other promotional opportunities

that might exist within the system, and by alerting the mass

media to their new SMA program and its many patient ben-

efits. The organization’s public affairs or marketing depart-

ment can be most helpful in getting the word out to the local

mass media outlets (radio, television, and newspaper)—all of

whomhave historically tended to be quite positively disposed

toward DIGMAs and PSMAs, so long as the focus remains

upon patient benefits and enhanced quality of care. In addi-

tion, the physician could create a brief (say 10–30 minutes in

length) video on the DIGMA or PSMA program that could

be shown in the physician’s lobby as a continuous loop video-

tape (or DVD) in order to promote the new program to

patients and inform them about it.

The Nurse/MA Gives Fliers to Patients
During Regular Office Visits and Invites
Them to Attend

Upon calling patients from the lobby and rooming them in

the exam room for a traditional office visit, the nurse/MA/

nursing tech. needs to tell all appropriate patients about the

physician’s DIGMA or Physicals SMA in positive terms—

explaining that the nurse is part of the program and that

patients seem to really like it. The nurse can then recommend

the program and invite the patient to attend the next time

theyhaveamedical needandwant tobe seen.Thenurse/MA

can state that, in the event that the physician invites them to

attend, the patient might seriously consider attending—and

that, should the physician forget to invite the patient to

attend the DIGMA or PSMA for their next medical visit,

the patient might then ask if it is something that the doctor

would recommend for them). Pointing out the poster in

either the lobby or the exam room, the nurse/MA then goes

over and—taking a program description flier from the wall

dispenser next to the poster—hands it to the patient, asking

that thepatient read itwhilewaiting in the examroomfor the

physician to arrive. In addition, the nurse/MA should also

check andmake certain that the receptionist gave the patient

an invitation. If for some reason the patient did not receive

one, the nurse could then also give the patient an invitation

letter at that time—plus let the receptionist know that this

lapse had occurred.

What Patients Need to Know Before
Attending a Group Visit

Before attending a group visit, it is important that patients

knowseveral thingsabout theprogram—i.e., inorder to fully
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benefit and be able to make an informed choice about

whether or not to attend. The SMA program’s promotional

materials should therefore address these points:

� This is a group medical appointment—several other

patients of the physician will also be in attendance
� This is an extended 90-minute medical appointment,

not a class or support group
� Most of the same medical care will be provided as in

regular office visits, but with others present
� One-on-one time with the doctor is available as needed

for brief private talks and exams
� You will get help and support from other patients, plus

have some fun
� To gain the full patient education benefit from the

program, patients should stay for the entire visit
� If this is not possible, come anyway and simply let the

provider know that you must leave early
� Patients can pre-schedule their DIGMA appoint-

ments, or they can simply drop in
� Before dropping in, call the office at least a day ahead

� to let staff know you’re coming

� to check and make certain that the DIGMA will be

meeting

� You can bring a support person with you (spouse,

friend, adult child, caregiver)
� All who attend are encouraged to ask questions, inter-

act, and actively participate

One Physician’s Strategy for Successfully
Promoting—And Filling—All DIGMA Sessions

One physician I worked with was exceptionally successful at

promoting his DIGMA, and at referring patients into it,

from the very start of his program. In fact, he had 19patients

scheduled into his secondDIGMA session. I believe that we

all can learn an important lesson from this physician’s

approach to successfully inviting patients to his SMA.

His Staff Was Fully Engaged in Referring Patients

When I asked for his secret to success, he said that he

instructed his staff to refer all appropriate patients into his

DIGMA—and to not invite patients only when there was a

compelling reason to do so. ‘‘If in doubt, go ahead and invite

them’’ is what he told his staff. Wanting to do today’s work

today, he would instruct his staff to also offer his upcoming

DIGMA session to all patients calling for an appointment

that he was not able to see individually that day (or certainly

for any patients that he was not able to schedule during that

week). In addition, all patients calling for a routine follow-up

appointment were offered their choice of either the first

available 15-minute office visit (which was typically weeks

away) or a 90-minute DIGMA group appointment that

week, which was briefly described by staff in positive terms.

However, even though patients need to be informed about

the DIGMA/PSMA program and encouraged to attend,

patient attendance must at all times be voluntary.

Patient Phone Calls Were Referred Directly

into the DIGMA Whenever Appropriate and Possible

If a patient telephoned his office and asked to speak to

him regarding a non-emergent issue, he would—whenever

appropriate and possible—have his staff offer the patient his

90-minute DIGMA that week in lieu of a return phone call.

Hisstaffwouldpointoutthatthiswouldallowthephysicianto

personally speak with the patient, take vital signs, update

injections and routine health maintenance, and even examine

the patient, if necessary. They further explained that patients

would get answers to not only all of their medical questions,

but also questions they might not have known to ask—

because others often will ask. This approach had the added

advantage of converting uncompensated telephone calls into

compensated DIGMA visits. Because these telephone calls

often needed to be made at the end of the day (i.e., at the

expenseofpersonal or family time), itwas especiallyhelpful to

the physician when these patients could be referred into the

provider’s SMA. This was also important because these calls

were often made at the end of the day, when insufficient

information about the patient might be available and when

the physician was tired—and therefore at greater risk for

making amistake.

This Physician Would Personally Invite Every

Appropriate Patient Seen During Office Visits

This physician was so successful because he believed himself

that the DIGMA was the best approach for many patients,

and he would give every appropriate patient seen during

regular office visits a personal, very positivelyworded invita-

tion to attend his DIGMA the next time they had a medical

need and wanted to be seen. His invitation was certainly not

tepid or weak—i.e., it was nothing like ‘‘You can have either

an individual or group visit for your follow-up, just schedule

it when you leave.’’

Instead, his referrals were positively worded and very

persuasive. He would say something like ‘‘John, you have

diabetes and I think that you should come back in 3months

for follow-up to see how you are doing. I would like to invite

you to my new DIGMA program, as it is open only to my
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own patients and was specifically designed for people like

yourself. It will give us 90 minutes together, so that I can go

intomore detail than I normally could during a rushed office

visit—and I can even talk more about the latest treatments

for diabetes. Not only will we have more time together in a

setting that fells less rushed, but it will also give you a chance

tomeet someofmyotherpatients dealingwith similar issues.

It will probably include some of my patients who have been

successfully dealingwith diabetes a lot longer than you have,

so they might have some helpful tips for you. There is a

strong focus upon patient education and empowerment so

that my patients can learn how to take the best possible care

of themselves. You will probably get answers to medically

important questions that youmight not have thought to ask.

If you would like, you can bring your wife or a support

person along with you, as they will likely also find it to be

interesting. It’s lively, informative, and fun—heck, we even

serve up some Starbucks coffee and healthy snacks. Would

you like to attend my DIGMA for your 3 month follow-up

and give it a try?’’ If the patient accepted this offer, then the

physician promptly scheduled the patient into the appropri-

ate future DIGMA session.

Finally, this physician had developed a very success-

ful innovation—an extra step he would take with those

few patients who initially balked at his invitation to

schedule their next follow-up appointment in the

DIGMA. If the patient was still reluctant to attend

the DIGMA after this positively worded, personal invi-

tation from the physician explaining the many patient

benefits that the DIGMA offered, then this physician

would ask the following question: ‘‘Would you be will-

ing to try it once for me, as I really believe it will help

you?’’ He never had a patient refuse to try it once ‘‘for

the doctor.’’ Almost invariably, the patient would say

something like ‘‘Sure, if you feel that strongly about it,

I’ll try it once and see.’’

Once Patients Did in Fact Attend a Session, They

Almost Invariably Liked the DIGMA

Of course, once patients actually attended a DIGMA

session, they almost always liked it. Patient satisfaction

scores with DIGMAs and Physicals SMAs have quite

consistently been found to be very high—typically

between 4.4 and 4.7 on a 5-point Likert scale. Therefore,

the key to success lies in getting patients to try the SMA

for the first time. Because perhaps only 1 in 20 will say

after attending the DIGMA that it was not for them and

that they preferred individual office visits (whereas it is

not uncommon for 4–6 patients out of 20 to state after-

wards that they prefer the DIGMA to traditional office

visits, while the remainder say they are willing to attend

either, depending upon which is more available), patients

will almost always be willing to return to the DIGMA

setting the next time they have a medical need—provided

that they are invited to return to the SMA for their next

follow-up visit.

Step 9: Use Comfortable, Well-Equipped
Group and Exam Rooms

Because group visits are relatively lengthy and provide

medical care in a non-traditional manner (i.e., to many

patients at once in a supportive group setting), they require

appropriate and comfortable facilities in order to be con-

ducted properly. DIGMAs require a group room that is

sufficiently large and contains enough comfortable chairs

to accommodate 15–25 people (staff and attendees)—

typically 10–16 patients, 2–6 support persons, and three

staff members (physician, behaviorist, and documenter). It

is important to ensure that the group room will be consis-

tently set up and properly prepared in advance of each

session—which includes setting up enough comfortable

chairs for the expected number of attendees, typically in a

circular or elliptical configuration for DIGMAs and

PSMAs (or a horseshoe arrangement for CHCCs). In

addition, there needs to be a properly equipped exam

room nearby the group room used for the DIGMA. On

the other hand, PSMAswill require a group room approxi-

mately half as large with 12–15 comfortable chairs, and

typically 4 exam rooms—although they can be in the

physician’s own office area.

Make Certain that the Group Room’s
Ventilation Is Adequate and that the
Temperature Is Comfortable

Be cautious to set the temperature of the group room at

a comfortable level and check to ensure that the ventila-

tion in the room is adequate for the expected number of

attendees. It is important to keep in mind that it is some-

times poor ventilation, rather than inadequate room size,

that is the limiting factor regarding the number of patients

that the group room can comfortably accommodate.

If this is the case for your group room, consider adjusting

the thermostat so that the room is on the cool side

when the group starts, so that it will only be mildly

warm and stuffy when the group ends—i.e., rather than

feeling like an uncomfortable steam bath by the time the

group is over.
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What to Do When No Group Room
Is Available to You

If you do not have a group room large enough to accom-

modate the expected number of attendees, then consider

using any suitable space that is available—such as a con-

ference room, staff lounge, portion of the cafeteria, storage

room, or even the lobby during off-clinic hours. If you have

a group room that is not large enough, then consider

another solution—i.e., running a 60-minute DIGMA,

with its correspondingly lower census requirements, rather

than one that is 90 minutes in duration. Or consider

running two 60-minute DIGMAs per week rather than

one 90-minuteDIGMA,or perhaps threeweekly 60-minute

DIGMAs rather than two 90-minute DIGMAs.

Or else consider running a PSMA, which typically

requires a group room only half as large as that required

for a DIGMA. However, keep in mind that a PSMA often

requires 2–5 exam rooms (and most often 4, especially for

complete physical examinations onwomen in primary care),

although they do not need to be adjacent to the group

room—even though that would be preferable. While utiliz-

ingwhatever spacehappens tobeavailablemightprove tobe

a workable short-term solution when you first launch your

DIGMAorPSMA, thebest long-termsolution is tohave the

appropriate group and exam room space made available by

retooling the physical plant so as to provide that space.

Decorate the Group Room so as to Create
a Comfortable Ambiance

Try to avoid a cold, sterile, or clinical appearance to the

group room. Hang some pictures on the walls, bring in an

artificial tree or two, and clear out the clutter. A group room

can be pleasantly decorated at little cost to provide a warm

and comfortable ambiance. Try not to have tables or other

obstructions in themidst of the elliptical or circular arrange-

ment in which the DIGMA patients, support persons, phy-

sician, and behaviorist are seated. Such clutter makes it

difficult for the provider to walk over to individual patients

during group time and can create psychological barriers for

patients to hide behind—barriers that can actually interfere

with patients’ candor and the group process. It is sometimes

advisable to have a light box in the group room (for the

physician to examine X-rays), some basic medical equip-

ment (such as a stethoscope and a filament for diabetic foot

exams), a couple of anatomical models, a few medical wall

charts, and a selection of patient education handouts—

along with anything else that might prove helpful.

Many providers will want an assortment of handouts

regarding available internal and external resources—such

as nutritional classes, smoking cessation classes, depression

programs, community support groups, chronic illness

groups, health education classes, behavioral medicine pro-

grams, etc. It is also helpful to have relevant educational

handouts on issues as such as PSA, hormone replacement

therapy, breast self-exams, good nutrition, exercise, and

diabetes. Be certain to select handouts that are not only

relevant to the patients in attendance, but also consistent

with your own beliefs and style of practice—e.g., will you

use a colorectal screening handout that recommends a fecal

Hemoccult screening test plus a flexible sigmoidoscopy, or

one that encourages periodic colonoscopies?

The Recommended Seating Arrangement
in the Group Room

In DIGMAs and PSMAs, patients, support persons, the

physician, and the behaviorist typically all sit in a circular or

elliptical seating arrangement—without any tables or clutter

in the middle so that the physician can easily walk over to

examine a patient, hand them a prescription, or give them a

handout. Ideally, the physician and behaviorist should be

sitting next to each other with a small table between them—

uponwhichmedical charts, handouts, forms, andanymedical

equipment that the physician might occasionally want to use

in the group (such as a stethoscope, pulse oximeter, frozen

nitrogen can, tuning forks for simple hearing tests, filament

for diabetic foot exams, device for testing for peripheral neu-

ropathy, etc.) are kept.

It is best for the physician and behaviorist to be seated

closest to the door leading from the group room to the exam

room, with their backs to the door. In this way, the nurse/

MAs (who starts earlyand typically spends the first partof the

DIGMA session in the nearby exam room taking vital signs,

updating injections and routine health maintenance, and

providing any special duties that the physician might have

requested) only needs to walk a short distance to get from the

exam room to the group room in order to speak with the

physician or place partially completed referral forms on the

table. This arrangement also enables the nurse to call patients

out of the group room (and then escort them from the group

room to the exam room, and back) with a minimal distur-

bance to the flowof the group.Furthermore, should thenurse

orMA need to speak briefly to the physician about a patient

they areworkingwith, the physician is located in a convenient

seating position within the group room.

The paper forms that could be placed by the nurse upon

the table beside the physician might include referral forms,

signed confidentiality releases, and a sheet listing any med-

ical concerns that the patients might have disclosed to the

nurse(s). In addition, for systems still using paper charts,

patients’ medical charts could also be placed by the nurse
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upon the table adjacent to the physician as each patient is

returned from the exam room to the group room—along

with today’s SMA chart note, which is partially completed

by the nurse and paper clipped to the front cover (i.e., with

the sections for vital signs, injections, performance mea-

sures, routine health maintenance, and reasons for today’s

visit completed by the nurse/MA).

Serve Water, Coffee, and Snacks If
Desired, but Make Certain They Are
Appropriate

It is a good idea, when it is possible and in the budget, to

serve appropriate drinks and snacks as refreshments—

such as fruit, yogurt, power bars, decaffeinated coffee,

tea, bottled water, etc. Patients appreciate it when even

modest snacks and drinks (especially bottled water, cof-

fee, and snack bars) are provided. Be sure to model

healthy snacks for the patient populations that will be

attending. Be careful not to serve inappropriate refresh-

ments—such as caffeinated coffee for prenatal Physicals

SMAs in obstetrics, high caloric snacks at a weight man-

agement DIGMA, messy snacks (such as cookies,

oranges, or potato chips) in a pediatrics SMA, or candy

and soft drinks high in sugar content at an Endocrinology

DIGMA for diabetes.

Place drinks and snacks on a table placed in a corner (or

to one side) of the group room and make certain that they

are readily accessible to all in attendance. It should be

pointed out during the behaviorist’s introduction that

these items are available to all group members and that

everyone should feel free to walk over and take some

refreshments any time they want to during the session. It

is often the case that patients do not get up and go over to

get snacks during the SMA session, so that it is a much

appreciated gesture when the behaviorist puts several

snacks (including bottled water) on a tray and walks it

around the group—offering them to one patient and sup-

port person after another—a couple of times during the

session.

For DIGMAs, a Well-Equipped Exam
Room Should Be Located Near the Group
Room

For DIGMAs, a private exam room needs to be secured

that is located near to the group room. For PSMAs,

approximately four exam rooms are typically used;

however, they can be in the provider’s own office area.

The exam room(s) should be stocked with all necessary

equipment and forms for the nurse/MA(s) to take vitals,

provide injections, update routine health maintenance,

and perform any other special duties requested by the

physician just prior to (and during the first part of) the

session. It is helpful if the nearby exam room is large

enough for both a nurse and MA when both are used in

the DIGMA so that, when the MA is finished with vitals

and other duties, the patient can then be handed off to the

nurse—who updates injections, performs any special nur-

sing duties requested by the physician, etc. It is not only

more efficient for the nurse and MA to be in the same

exam room (assuming that is is large enough for both, and

is set up accordingly), it also provides a more enjoyable

experience for both—as they are able to talk not only with

patients, but also with each other.

The physician can later use the same exam room during

DIGMA sessions—i.e., to conduct brief private examina-

tions and discussions as needed, typically toward the end

of the session so as to not interrupt the flow of the group.

Therefore, the exam room should ideally be fully

equipped and have a sink, exam table, chairs, scale, all

necessary forms and handouts, a refrigerator (for certain

injections)—and any medications, materials, or medical

equipment that might be needed. It is advisable for the

group room to have a sink as well so that the physician

can wash hands after examining a patient. If one is not

available, then be sure to use some type of hand sanitizer

until one can be installed.

The nurse or medical assistant will use the nearby

examination room, typically just prior to and during

the first part of each DIGMA session—to take vital

signs (and enter them, along with reason for today’s

visit, into the patients’ DIGMA chart notes), conduct

special duties (e.g., give injections, examine the feet of

diabetic patients, check the peak flow and PO2 levels

on asthmatic patients, etc.), update performance

measures and routine health maintenance due on each

patient, and pull and partially complete referral

form for specialists as well as tests and procedures. In

a PSMA, these nursing duties would be performed on

all patients as they are being individually roomed

into one of the exam rooms assigned to the

program. Therefore, it is important that a functional

computer be located in each exam room (two in case of

a larger DIGMA exam room that has been set up with 2

stations for both a nurse and a medical assistant), espe-

cially for systems already using electronic medical

records.

I have tried virtually every other possible arrangement

for taking vital signs—from the nurse/MA/nursing tech.

going around the group room and taking vitals while
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patients are seated during DIGMA sessions to taking

patients’ vital signs behind a curtain in the corner of the

group room. However, no arrangement has worked out

as satisfactorily as taking vitals in a separate, nearby exam

room—with the door closed, so that privacy can be main-

tained and talk between the patient and the nurse/MA

does not become a source of distraction to the group.

After all, we want the DIGMA to be a pleasant experience

for all, including the nursing personnel attached to the

program. We want nurses to talk to, and laugh with, the

patients—and to be able to do so without worrying about

being too loud or disruptive to the group process. It is also

important to keep in mind that, while patients will talk

candidly about virtually anything in the DIGMA group

setting (from erectile dysfunction and diarrhea, to men-

strual problems and vaginal discharge), few are willing to

share their weight and age with others. Therefore, vital

signs are best taken in the privacy of a separate exam

room located near to the group room.

Step 10: Max-Pack All SMAs to Provide
as Much Medical Care as Possible

It is important to the success of a SMA program to max-

pack all DIGMA and PSMA sessions so that you not only

address the medical needs that are bringing the patient in

today, but also update their performance measures, rou-

tine health maintenance, and injections. The goal is to

provide patients with the maximum amount of medical

care possible during each and every SMA visit, and con-

sequently to offer them the convenience of a one-stop

shopping experience for their healthcare.

Much of this effort can be delegated by the physician to

less costly members of the SMA care delivery team, espe-

cially to the nurse or medical assistant(s), who then con-

sistently dispatch these duties on all patients once it

becomes a part of their protocol—an arragement that is

superior in consistency to the often hit or miss approach of

the individual office visit. This is but one example of how to

build maximum quality into your group visit program—

which is important because maximum quality, together

with optimal group census, is always the goal for every

properly designed, supported, and run DIGMA or PSMA

that is implemented.. For example, all needed injections

can consistently be provided and updated (e.g., flu shots,

pneumovax, tetanus, etc.) and all routine health mainte-

nance can be brought current (e.g., referrals for mammo-

grams, colonoscopies, etc.) during each and every session.

In addition, prescriptions can be refilled or changed, brief

exams (that do not require disrobing) can be conducted

during the group (with private exams provided in the exam

room), and referrals to specialists (or for tests and proce-

dures) can be made during group time.

Some systems have also told me about many positive

improvements in the consistency with which they are able

to update performace measures and routine health main-

tenance through their relatively new DIGMA and PSMA

programs, results they indicate will be published in the not

too distant future (also, see Chapter 9, which is the

outcomes chapter of this book).

With DIGMAs and PSMAs, Deliver as Much Care
as Possible in the Group Room

During each DIGMA and PSMA session, make a point of

providing as much medical care and discussion as possible

and appropriate in the group setting, where all can listen

and learn. For example, in the case of DIGMAs, symp-

toms can be reviewed, risk assessment and reduction can

be conducted, personal and family health histories can be

updated, and various questions can be asked and answered in

the group setting. History, exam, medical decision-making,

and counseling, etc. can all be conducted on patients

individually in the DIGMA group setting. The physician

can address patients’ medical concerns, change and refill

prescriptions, discuss treatment options and medication

side effects, and provide many types of exams that do not

require disrobing in the group setting. Of course, truly

private discussions and exams (such as breast and abdom-

inal exams) would be provided in the privacy of the exam

room, typically toward the end of the session.

This is one of the great patient education and efficiency

benefits of DIGMAs and PSMAs because as much as

possible is done in the group room, where all can ask

questions, interact, and learn. However, this is often not

the case for other group models, such as the CHCC, where

the actual delivery ofmedical care does not efficiently occur

in the group setting while the other patients are listening,

interacting, and learning.

Finally, a great deal of patient education canbe provided

(in the context of working with each patient individually)

during every DIGMA and PSMA group session. It is not

uncommon for patients to bring up medically important

issues that have previously gone undisclosed—i.e., because

other patients bring them up and discuss them in the group

setting. I have quite often found that significant cardiovas-

cular symptoms—which are known to often go under-

reported or unnoticed in the traditional individual office

visit venue of care delivery—are not uncommonly brought

up in the DIGMA or PSMA setting for the first time

because another patient brings it up first.
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Some Minor Procedures Can Also Be Provided
During Group Visits

Certain minor procedures (such as trigger point injec-

tions, vaccinations, brief hearing tests, nitrogen freezing

of skin lesions, etc.) can be provided during most

DIGMA and PSMA sessions, sometimes during the

group but occasionally (depending upon the physician’s

preference) in the privacy of the nearby exam room

toward the end of the session. Offering simple procedures

is another way of enhancing quality and max-packing

SMA visits, as it is a convenience to patients and can

also reduce patient demand for additional medical ser-

vices and appointments later on.

During Each Session, Offer Patients Private
Time with the Physician as Needed

A characteristic of the DIGMA, CHCC, and PSMA

models is that private time with the physician is offered

to patients during each and every session—typically for

brief private discussions and exams on an as-needed basis

toward the end of the session. All patients are told during

every DIGMA session that they can speak privately with

the physicians toward the end of the session if they so

desire (something that is automatically built into the Phy-

sicals SMA model, where all patients typically start the

session with a private physical examination). Conversely,

it is the physician who sometimes asks to meet with the

patient in private (again, typically toward the end of the

session, so as to not interfere with the flow of the group)

for a brief discussion or to conduct a brief private exam—

for example, when disrobing is required. In the CHCC

model, patients who need to be seen individually are

simply scheduled into the individual care segment that

follows the group component of the visit as medical care

in this model is generally not delivered during the group

setting—and is instead delivered to patients individually,

generally out of earshot of others.

Although Offered to All, It Is Surprising How Seldom

Private Time Is Actually Requested by Patients

What is surprising is how seldom patients actually

accept this offer during DIGMAs for private one-on-

one time with the physician—i.e., by following through

and actually asking to be seen individually by the phy-

sician in the privacy of the exam room. In DIGMAs,

almost everything occurs in the group room, where

efficiency is gained, repetition can be avoided, and all

present can simultaneously listen and learn. In a typical

well-run primary care DIGMA with 12–15 patients in

attendance, physicians contemplating a DIGMA for

their practice often fear that all of these patients will

want to have private one-on-one time with them. In

fact, the opposite is typically true as experience has

shown that it is most likely that none of the patients

will need to be seen in the privacy of the exam room

toward the end of the session. The next most common

scenario is that one or two patients will request private

time with the physician. It is only on rare occasions that

more than 2 of these 12–15 patients will need to be seen

privately in a well-run DIGMA session, unless it hap-

pens to be something like a physiatry or rheumatology

DIGMA in which the physician chooses to provide

trigger point injections on some patients toward the

end of the session.

Unexpectedly, Patients Often Discuss the Most

Personal of Issues in the Group Setting

There are certain occasions where patients might be too

embarrassed to bring a particular issue up in the group,

and therefore ask to speak to the physician in private. In

reality, this happens surprisingly infrequently in a well-

run DIGMA as patients are usually remarkably open to

discussing even the most personal and private of issues in

the group setting, especially when others bring the subject

up first. In fact, quite often the opposite is the case. Not

uncommonly, patients will say something like the follow-

ing to the provider: ‘‘I didn’t feel comfortable bringing

this up in our last office visit, doc, but I feel safe with these

fine folks here. . .’’ and then go on to discuss some of the

most personal and private of issues. Patients will often

talk about such private issues as erectile dysfunction,

vaginal discharge, STDs, depression, incontinence, etc.

in the group setting—especially when somebody else

brings the topic up.

The fact that even the most intimate and personal of

topics are often discussed openly in the group—even by

patients who have not previously disclosed these issues

to their physician during prior individual office visits—

is surprising to many, but just another example of the

many ways in which group visits can be counterintui-

tive. And this typically begins to happen even more

often over time—i.e., as the physician and behaviorist

gain experience and comfort with the DIGMA or

PSMA, and with handling such personal discussions

in the group setting.
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Occasionally, It Is the Physician Who Asks

to See the Patient in Private

Sometimes, it is the physician whowants to speak privately

to the patient. This is certainly true when the physician

wants to conduct a physical examination that requires

disrobing, such as a breast or abdominal exam. Also,

physicians would not want to tell a patient in the group

setting that their HIV test just came back and that, unfor-

tunately, it was positive. Instead, they would just mention,

when working with the patient individually in the group

setting, that they would like to talk to them in private for a

moment—usually toward the end of the group session.

Just as is the case for individual office visits, physicians

continue to use their own best judgment at all times

in DIGMAs and Physicals SMAs—including on issues

regarding privacy and what to discuss or not discuss in the

group setting. Physicians are never asked to go beyond their

comfort level—or to depart from their own best judgment,

professional ethics, or standards of care—during DIGMA

and PSMA sessions. However, I have noticed that—as time

goes by and the physician becomes more comfortable with

the group visit format—there is frequently a gradual but

steady increase both in the amount ofmedical care delivered

and in the amount of sensitive discussion that actually

occurs in the group setting.

In the CHCC model, patients who need to be seen

individually are simply scheduled into the individual

care segment that follows the group component of the

visit as medical care in this model is generally not

delivered during the group setting—and is instead

delivered to patients individually, generally out of ear-

shot of others.

Step 11: Optimize Providers’ Mix
of Individual and Group Visits

DIGMAs and PSMAs can be used to optimize the mix of

appointments offered on the physician’s schedule, which

is onemethod that providers can employ to better manage

their practice and maximize efficiency, value, and quality

in the services they render. DIGMAs and PSMAs are

attractive to physicians and administrators alike because,

when judiciously used together with individual appoint-

ments in a balanced and measured way, they strike an

optimal balance between cost, efficiency, and quality care

on the one hand—and between the needs of patients,

physicians, and healthcare organizations on the other.

Efficient, cost-effective DIGMA and PSMA visits pro-

vide a nice complement to the judicious use of more costly

individual office visits in the physician’s schedule.

For example, some specialists and surgeons will want

to off-load many lower compensated intake and follow-

up visits onto their DIGMAs and PSMAs (with the added

benefits of being able to overbook sessions according to

the expected number of no-shows and late cancels, and of

not having to repeat the same information over and over

to different patients individually), and then retool their

master schedule to offer more time each week for doing

more highly compensated procedures and surgeries.

Similarly, many busy and backlogged primary care

providers might want to off-load numerous routine and

chronic illness follow-up appointments onto their highly

productive and cost-effective DIGMA sessions—and

thereby reduce patient demand for precious individual

office visit appointments in their schedules. This makes

individual appointments more available to those patients

truly needing them. In addition, they could then retool

their master schedule by reducing the number of indivi-

dual return visits that they offer each week in order to: (1)

make room for administrative, teaching, or research time;

(2) open up more individual appointments of the types

that are most backlogged; (3) offer more appointments of

the type they most enjoy seeing; (4) consolidate several

short follow-up visits into a couple of extra physical

examination visits offered each week; (5) add additional

desktop medicine time; (6) lengthen some of the remain-

ing short individual office visit appointments in their

schedule to make them 5 minutes longer; (7) shorten

their workweek by an hour or 2 (without any correspond-

ing net decrease in overall productivity for the entire

week); or (8) grow their practice by opening up more

intake appointments in their master schedule. These are

yet other examples of how DIGMAs and PSMAs can be

used as excellent practice management tools.

Individual and SMA Visits Each Have Their
Advantages and Disadvantages

DIGMAs and PSMAs are meant to complement, not to

completely replace, individual office visits, and to provide

an additional tool in the physician’s black bag for better

managing chronic illnesses and a large, busy, and back-

logged practice. They are designed to work well in

conjunction with the judicious use of individual appoint-

ments, as both types of visits have an important role to

play in today’s rapidly changing and highly competitive

healthcare environment. Each has its own advantages and

disadvantages, and neither is best for all patients and situa-

tions—i.e., neither is a one size fits all solution to today’s

multifarious healthcare challenges. To the contrary, both

the individual and the different types of group appoint-

ments have something valuable to contribute.
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Individual appointments, which are best in many cir-

cumstances, provide the traditional venue for medical care

and a care setting that patients have become accustomed to

and grown to expect. On the other hand, physicians who

use DIGMAs and PSMAs effectively can achieve extraor-

dinary access, productivity, economic, and quality of care

benefits in their practices. This is because these SMA

models are max-packed and excel at containing costs by

increasing physician productivity, by leveraging existing

resources, by reducing backlogs to follow-up visits and

physical exams, and by improving access to care. Properly

designed and run DIGMAs and PSMAs can improve

service and quality of care, while also making individual

appointments more available to those patients who need

them most.

DIGMAs for Two-Part Physicals Can Be Used
to Improve Access to Physical Exams

When the physician does not run a Physicals SMA but

nonetheless needs to improve access to physical examina-

tions, DIGMAs can be (and have been) used for up to 5

two-part physicals per session.

What Is a Two-Part Physical?

In two-part physicals, patients are promptly seen for the

first part of their physical examination in the physician’s

DIGMA that week. It is here that much of the discussion

transpires that normally occurs in a physical examination

between the physician and the patient—e.g., review of

systems, history taking, risk assessment and reduction,

discussion of treatment options, addressing of medical

issues, answering of questions, etc. In addition, vital signs

are taken, routine health maintenance is brought current,

and lab tests, procedures, and blood screening tests are

ordered. Then, a short individual office visit (i.e., rather

than a more lengthy physical examination appointment,

which might be completely booked months in advance on

the physician’s schedule) with the physician is scheduled

for the patient during the next week or two in order to

conduct the private part of the physical examination—i.e.,

which requires disrobing in the privacy of the exam room.

Two-Part Physicals with DIGMAs Are Less Efficient

than Exams in Physicals SMAs

Please note that, when DIGMAs are used in this way, it

is very important that the second part of the two-part

physical be scheduled within the next week or two. Do

not wait for more than 2 weeks, or else the patient might

have many new issues to discuss—and this will make the

brief 15- or 20-minute individual office visit too short to

complete the private physical examination. The two-part

physical is a way of seeing patients promptly for physical

examinations when: (1) backlogs to physical exist on the

physician’s schedule; (2) the physician does run a

DIGMA; and (3) when the physician is not running a

Physicals SMA (which would otherwise be the preferable

option because of its greater efficiency benefits). Two-

part physicals can also be used to backfill DIGMA ses-

sions that are not yet full.

However, it is important to note that two-part physicals

in the DIGMAmodel are not nearly as efficient in deliver-

ing complete physical examinations as is the Physicals SMA

model (see Chapter 5). Whereas physicians can typically

only be twice as productive in delivering physical examina-

tions with two-part physicals in DIGMAs, they can often

be three or more times as efficient in providing physical

exams with the PSMAmodel.

DIGMAs and PSMAs Are Often a Better Choice
than Traditional Office Visits

Anxiety, depression, and significant psychosocial issues are

frequently comorbid with having health problems, espe-

cially serious chronic conditions. Patients with extensive

emotional and psychosocial issues (such as depression, anxi-

ety, loneliness, lack of social support, etc.), who would

benefit from the help and support of the behaviorist and

other patients, are often ideal candidates for DIGMAs and

Physical SMAs. Similarly, patients whosemedical condition

is affecting their ability to function socially, at work, or at

home often benefit fromgroup visits. Likewise, certain types

of patients that physicians might find somewhat difficult to

treat in traditional individual office visits—such as chronic

pain, headache, fibromyalgia, irritable bowel, etc.—often do

quite well in a DIGMA. High utilizers and low utilizers

alike, along with the worried well and patients requiring

some additional professional handholding, are often ideal

candidates for SMAs (see Table 10.5 for various types of

patients who are often best handled through DIGMA and

PSMA visits).

Sometimes Individual Office Visits Are Best

Individual office visits are generally best for certain types of

patients and situations, such as the following: monolingual
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patients who do not speak the language that the DIGMA

or PSMA is being conducted in; patients too demented

or hearing impaired to benefit (although their support

persons and caregivers certainly could); patients with

serious acute infectious illnesses that are highly conta-

gious (such as tuberculosis, bird flu, and severe acute

respiratory syndrome or SARS, although some health-

care systems do run seasonal cold and flu DIGMAs);

rapidly evolving medical conditions requiring emer-

gency care; most complex medical procedures (although

some simple procedures such as trigger point injections

and nitrogen freezes in dermatology can be conducted in

SMAs); palliative care in podiatry (i.e., corns, calluses,

and toenails, which are usually better handled through

individual office visits); patients the provider prefers

to see individually; and patients who are inappropriate

for a group visit (such as those unwilling to agree to

confidentiality, which seldom if ever happens in practice,

or refuse to attend voluntarily).

Step 12: Select Your Initial SMA Providers
with Care

For your pilot study (as well as for the early adopter

physicians that you choose to launch your group visits

with soon thereafter), you will want to be especially careful

about how you select these providers—as it is in the initial

phases of launching DIGMAs and Physicals SMAs that

the program is most fragile and vulnerable to failure.

Because it is imperative that you select your initial group

visit providers with great care, this section is dedicated to

examining different possible selection strategies for choos-

ing your initial providers —and to different ways that you

can successfully launch your group visit program.

Choose Busy, Backlogged Physicians
Respected by Their Peers

Although it is most common to select motivated and

interested physicians for the pilot study, it is best if they

are well respected by colleagues and have busy, back-

logged practices. In addition, there are other physician

selection strategies that can be employed for your pilot

study, such as selecting physicians having intermediate or

even high risk of failure—because these are often the

physicians with whom other physicians can identify.

Obviously, before a physician can be selected for the

SMA program, they must first be successfully recruited—

which requires that their concerns first be addressed and

that the many physician benefits that SMAs offer be fully

explained (see Chapter 6). This will take some time and

the right type of approach, as many physicians feel over-

whelmed by the amount of change they have already

sustained and are still undergoing.

While It Is Common to Select Motivated
Physicians Who Volunteer, There Are Potential
Pitfalls

The champion must at all times court, select, and recruit

physicians for the group visit program with care—

especially in the early stages of developing the DIGMA

and Physicals SMA program, as this is when the group

visit program is most vulnerable. The normal approach

that most medical groups take in establishing their pilot

study is the low-hanging fruit approach—which typically

is to select 1–4 motivated physicians that are willing to

step forward and start a SMA for their practice, and then

Table 10.5 DIGMAs and PSMAs work exceptionally well for
many types of patients

� Patients needing routine follow-up care (DIGMA) or a physical
examination (PSMA)

� Physical examinations for established or new patients (PSMAs)

� Relatively stable chronically ill patients

� Most patients telephoning the office for a return visit or physical
exam

� Newly diagnosed patients needing information and emotional
support

� Patients starting a new medication or treatment who need closer
follow-up care

� Medication and laboratory test re-check visits

� The worried well

� Non-compliant patients

� Low and high utilizers alike

� Underserved patients currently ‘‘falling between the cracks’’

� Homeless, economically disadvantaged, uninsured, or street-
involved patients

� Patients with high no-show and late-cancel rates

� The anxious, depressed, lonely, and psychologically needy

� Difficult, angry, distrustful, demanding, and time-consuming
patients

� Patients with extensive informational and psychosocial needs

� Medical patients less able to function at home, at work, or
socially

� Patients for whom the physician keeps repeating the same
information

� Patients needing a lot of professional handholding

� Patients who feel alone, isolated, or ‘‘woe is me’’

� Patient telephone calls that can be handled through the
DIGMA

� Patients the physician wants to follow more closely

� Patients preferring DIGMAs and PSMAs to individual visits

� Any patients the physician prefers to see in the group visit
format
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use them as the candidates for their pilot. While this

approach can be successfully employed (and is admit-

tedly the simplest and easiest approach to take), it suffers

from three potential shortcomings that you must be

careful to avoid.

First, if these pilot physicians are seen as being extro-

verted, gregarious, comfortable in groups, and extre-

mely gifted in their interpersonal skills, it will likely do

little to convince other physicians to also try a DIGMA

or PSMA for their practices even if they are successful—

as others will likely not perceive themselves as possessing

these attributes. Simply put, they will not identify with

such pilot physicians and will probably hold the view:

‘‘Of course it worked for them because they’re that type

of person, but it won’t work for me!’’

Second, if the pilot physicians are not highly respected

by their peers—but rather are seen as being kooky, on the

fringe, or into every new thing that comes along—then they

could actually be a detriment to the overall long-term

success of the program. This is because, even if they did

prove to be successful with their group visit programs, the

success of such providers would be unlikely to motivate

their mainstream physician colleagues to also try a SMA

for their own practices.

Third, if these initial physicians do not have large

and busy practices, do not have backlogs or access

problems, or do not work full time (or worse yet, only

work half-time or less), then they will potentially have

fewer patients to recruit into their DIGMAs and

PSMAs—and will therefore be at high risk for failure.

It is important that all pilot physicians and early

adopters have full and busy practices—and preferably

be full-time and have seriously backlogged practices. I

say this because these busy, backlogged, full-time phy-

sicians will have the most patients to recruit into their

sessions, and therefore the easiest time in filling their

DIGMA and PSMA sessions—and in consistently

meeting their census targets, which is the most impor-

tant key to a successful SMA.

Preferred Strategy for Selecting Physicians
for the SMA Pilot Study

My preferred strategy for selecting initial SMA physi-

cians, especially for the pilot study, has been to begin

two to four (most commonly three) DIGMAs and/or

Physicals SMAs at approximately the same time.

Depending on the organization’s precise needs, I will

often start the pilot by selecting three physicians: one

physician from internal medicine; another from family

practice (or a nurse practitioner, osteopath, etc.); and a

third provider from one of the medical or surgical sub-

specialties. The exact mix of primary and specialty care

providers would depend both upon which providers are

motivated to run a SMA and upon the organization’s

needs, goals, and resources. It would be best for all three

pilot physicians to be well established, busy, full-time

providers who are respected by their peers and have

both backlogs and access problems to their practices.

This will ensure that there will be many patients in their

practices to draw from in order to fill all group sessions—

so that their SMAs will therefore have a high probability

of success.

In my preferred strategy, at least one of the pilot phy-

sicians (and often two) should have a high likelihood of

success—i.e., be a low-risk provider because of the per-

sonality, motivation, skill set, and commitment of that

physician. Another pilot SMAwould typically be selected

to have an intermediate likelihood of success—i.e., it

would be run by an intermediate-risk provider who is

somewhat skeptical and possesses a balance between posi-

tive and negative attributes.

This is typically a physician who is respected by peers

and, while being somewhat hesitant and skeptical, is

nonetheless willing to try a DIGMA or Physicals SMA

and give it his/her best shot. This is the type of physician

that other physicians on staff will likely be able to identify

with, and possibly even be swayed by, so that they become

more willing to also try a SMA for their own practice—

that is, in the event that this physician proves to be suc-

cessful and actually enjoys the SMA. It is, however, very

important that all pilot physicians clearly agree to per-

form the all-important task of inviting all appropriate

patients seen during regular individual office visits to

have their next follow-up appointment be in the provi-

der’s DIGMA (or their next physical examination be in

the provider’s PSMA)—i.e., so as to ensure consistently

full sessions.

When intermediate risk physicians succeed with their

DIGMAs and/or Physicals SMAs despite having initial

concerns, resistances, and skepticism (especially when

they are not seen as being particularly outgoing and com-

fortable in groups), then their physician colleagues will

likely see them as being much like themselves. Therefore,

when such intermediate-risk physicians prove to be suc-

cessful with their group visit programs, especially when

they grow to truly enjoy and enthusiastically endorse

them, then their reticent physician colleagues are likely

to take note and be more willing to also try one for

themselves. It is then highly likely that some of these

initially reluctant colleagues will gradually be won over

and ultimately be willing to also try a SMA for their own

practices.
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Occasionally Select High-Risk Providers, but Then

Do Everything Possible to Ensure Success

The third pilot could also be one of the above two types of

providers—i.e., low or intermediate risk. However, on rare

occasions, the champion might prefer that the third pilot

physician be one that could best be characterized as high

risk. In the latter case, the physician selected would either

have a significant resistance to the SMA program or there

would be a perceived mismatch between the program and

the physician’s personality and practice style. This latter

strategy of choosing a high-risk pilot physician, while risky

because of the relatively high likelihood of failure, can

enable a SMAprogram to be rapidly advanced throughout

a facility with maximum speed if it succeeds. However,

while I have done this a couple of times in order to advance

a group visit program more rapidly than would otherwise

have been possible, I must admit that I more frequently

start with all pilot physicians being in the first two cate-

gories (i.e., of low or intermediate risk).

Pluses and Minuses to Selecting High-Risk Physicians

for the SMA Pilot

The high-risk physician is the one who, while often very

busy and respected by colleagues, is frequently seen as the

impossible physician. This is the type of physician perceived

by colleagues as being the least likely to want to run a

DIGMA or Physicals SMA for their practice, and highly

unlikely to succeed even if they did try to run one. Physi-

cian colleagues might hold this view for a variety of rea-

sons, such as this high-risk physician’s: (1) personality and

practice style; (2) sincere lack of interest in starting a

SMA, despite possibly having a severe workload and

access problems; (3) strong resistance to innovation and

change; (4) disinterest in dealing with patients’ psychoso-

cial and behavioral health issues; (5) problematic commu-

nication style with patients and staff; and (6) colleagues

simply not being able, for whatever reason, to envision this

particular physician as being able to run a successful group

medical appointment for his or her practice.

On rare occasions in the past, I have been privileged to

set up DIGMAs with such high-risk physicians—often

because I was strongly encouraged to do so by adminis-

tration due to the heavy workload burden being shoul-

dered by such a physician. While this approach is more

difficult at first, when high-risk DIGMAs and PSMAs do

in fact succeed, they have often proven in the long run to

be the most rewarding SMAs of all. However, it is impor-

tant to add that when I have employed this high-risk

strategy, I personally do everything humanly possible to

ensure the success of this high-risk SMA. This is because,

when it does succeed, it is an extremely effective catalyst

to the rapid dissemination of the DIGMA and PSMA

program throughout the organization.

Obviously, convincing such an unmotivated physician

to actually try a SMA can be a difficult, time-consuming,

and challenging job for the champion—and will undoubt-

edly require on-going effort and a full-court press. One

such physician, who eventually grew to embrace his

DIGMA, later said that the only reason he ever started

his DIGMA was because ‘‘It was just too difficult to say

‘No’ to Dr. Noffsinger. It seemed like everywhere I went,

he was also there preaching the value of group visits and

telling me that I should start one for my practice. In the

end, I found myself agreeing to do one—not because I

wanted to, but just because it was easier than constantly

having to say ‘No’ to him. Now, I’m glad that I did

because I have found that there is a lot of benefit to the

process.’’

The caveat here is that every effort must be made to

ensure that such a high-risk SMA is in fact successful,

because it is at high risk to fail. I would like to add that

this approach requires a skilled champion and behaviorist

and is best done when there is administrative support, an

excellent champion (and program coordinator to assist

the champion), and a trained and skilled SMA treatment

team available to help this physician.

Can DIGMAs and PSMAs Improve a Physician’s
Patient Satisfaction Scores?

Past success with physicians perceived by colleagues as

impossible (or very unlikely to be interested in, or success-

ful with, a DIGMA or Physicals SMA) leads me to the

following hypothesis—one that is based upon personal

experience, but remains untested to date. It is the author’s

belief that, when properly run, DIGMAs and PSMAs

might someday be tried in an entirely new application:

as a benign but effective training tool for improving the

low patient satisfaction scores of physicians with poor

communication skills. Because a behaviorist is involved

in DIGMAs and PSMAs, these two group visit models

should be extremely effective and helpful in improving a

physician’s communication skills—an approach that could

be employedwithout embarrassing the physician or requir-

ing attendance in some sort of remedial training program

for improving patient–physician communications.

It seems that this positive result of improved patient

satisfaction scores could be achieved effectively with

DIGMAs and PSMAs by simply pairing such low-scoring

physicians with a behaviorist specifically selected because

of his or her exceptional communication skills. Because
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such a behaviorist could consistentlymodel effective com-

munication techniques throughout the SMA setting and

week after week, the communication skills of such low-

scoring physicians would likely gradually improve over

time—at least this is what I have personally witnessed.

This improved ability to communicate occurs almost by

osmosis as the physician observes the behaviorist’s com-

munication style and means of interacting with patients

session after session—and without the concomitant phy-

sician embarrassment and resentment that could occur

through forced attendance in some sort of remedial

training program designed to enhance patient–physician

communications. If you consider such an application of

SMAs in your healthcare delivery system, I would appreci-

ate hearing from you about your results.

Step 13: Carefully Select and Train
the Behaviorist

The role of the behaviorist is critically important in the

DIGMA and PSMA models, yet is one that many

healthcare organizations pay scant attention to. For

this reason, the best available behaviorist—and not the

cheapest or most readily available—should be selected

based upon skill set, professional experience, scope of

practice under licensure, and being well matched to both

the physician and the patients. The behaviorist’s skills

are meant to complement (i.e., not be the same as) those

of the physician. The behaviorist and the nurse(s)—both

of whom have dramatically expanded roles and respon-

sibilities in the DIGMA and PSMA settings—free the

physician up to concentrate on providing those services

that the physician alone can provide. The same is true of

the documenter.

Healthcare organizations often risk having the wrong

behaviorist for the job because they insist on using only

readily available or inexpensive personnel in this role,

which is a common beginners’ mistake. Some systems

make an even greater mistake by expecting a provider

to run a DIGMA or PSMA alone, i.e., without any beha-

viorist whatsoever. DIGMAs and PSMAs provide amulti-

disciplinary team-based approach to care. Consequently,

they are not intended to be run by the physician alone. In

addition, the behaviorist plays a critically important role in

achieving full benefit fromDIGMA and PSMAprograms.

A poor choice as behaviorist (or, worse yet, no behaviorist

at all) would greatly reduce both the productivity and the

quality of the SMA because the physician could neither

delegate nor provide the efficiency and quality benefits that

an effective behaviorist can help provide to such a large

number of patients in the group setting.

It is true that some nominally increased productivity

benefits could still be achieved for physicians willing to

deliver care alone in the group setting due to certain

efficiency benefits inherent in the group process itself—

e.g., the help and support of other patients, a reduced

need to repeat information to patients individually, and

the ability to overbook sessions according to the expected

number of no-shows and late-cancels. Nevertheless, this

approach would not begin to match the remarkable

efficiency gains that can be achieved by properly run

DIGMAs or PSMAs—which represent a major paradigm

shift to a multidisciplinary team-based approach to care

in which asmany physician responsibilities as appropriate

and possible are delegated and off-loaded onto less costly

personnel with complementary skill sets.

The Behaviorist’s Role in a DIGMA or PSMA
Is Quite Different from that in a Mental
Health Group

The behaviorist’s role in a DIGMA or PSMA is drama-

tically different from both the relatively passive role taken

in traditional mental health groups and the more active

educator role assumed in cognitive behavioral depression

and anxiety programs. First and foremost, the behavior-

ist’s role in a SMA is one of supporting and helping the

physician in every possible way—a subordinate role that

can be a difficult adjustment for some mental health

professionals to make, especially those who are doctoral

level and used to being the ‘‘doctor’’ in running their own

therapy groups with considerable autonomy. The beha-

viorist must therefore be selected with great care, as it is

known that manymental health professionals are not able

to make the transition to primary and specialty care and

that the fit here is not always a good one.

Behaviorists Are Often More Directive and Self

Disclosing in SMAs

Behaviorists are often more directive and self-disclosing

in DIGMAs and PSMAs than in traditional mental

health groups. There is no ‘‘Uh-huh, uh-huh. And how

does that make you feel?’’ in a DIGMA or Physicals

SMA. Here, the behaviorist plays a much more active

and structured role by warming the group up, giving the

introduction at the beginning of the session, assisting the

physician in every possible way, actively managing group

dynamic and psychosocial issues, distributing handouts

selected by the physician, taking over the group when the

physician documents chart notes or steps out of the group
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room, pacing the group so as to finish on time, and stay-

ing after to clear and clean the group room up.

When I have occupied the role of behaviorist, I found

that it was often very effective for me to be much more

self-disclosing of my own health problems than I ever

would have been during a psychotherapy group or beha-

vioral medicine program. Of course this needed to be

done with tact, and always with the intent of benefiting

the patients rather than myself. Patients generally

responded very positively to this, which was important

because, unlike the physician, the patients did not know

me. Such disclosure tended to help patients more quickly

bond with me as they recognized that, while I may not

have struggled with the exact same health problems that

they have, I nonetheless dealt with enough such health

issues that I could understand and appreciate what they

are going through. In general, I found that anything that

helped to develop a relationship of trust and understand-

ing, and which enabled patients to more quickly bond

with me, was helpful.

The Behaviorist Must Be Well Matched to Both

the Physician and the Patients

The selection of behaviorist must be a goodmatch to both

the physician and the group. A mistake here could be

costly as a poor choice could ultimately result in the fail-

ure of the group—or it could require the champion to

later need to train another behaviorist to replace the

original, inappropriate choice once the physician became

frustrated enough. The last thing you will want is to have

the DIGMA or PSMA unravel because the behaviorist

quits or is asked to leave by the physician.

The Behaviorist Has Many Different
Responsibilities in a DIGMA or PSMA

DIGMAs and PSMAs are led by the physician with the

assistance of a behavioral health professional, such as a

health psychologist or social worker experienced in run-

ning groups and in working closely with physicians and

medically ill patients (as well as their families). The beha-

viorist has many responsibilities in the DIGMA and

PSMA settings, including arriving early and warming

the group up by fostering some group interaction; helping

patients to focus upon what they want from the physician

that day; writing patients’ medical concerns down on a

whiteboard or flipchart just prior to the session; starting

the group on time with an introduction (even if the phy-

sician has not yet arrived); identifying and responding to

group dynamic and psychosocial issues; providing beha-

vioral health evaluations and interventions; referring

patients to appropriate internal and external resources;

handling any psychiatric emergencies that might occur

(which rarely happens); helping the physician to deal

with patients who are difficult, drug seeking, dissatisfied

with medical care, hostile, depressed, distrustful, or

anxious; keeping the SMA running smoothly and on

time; briefly taking over the group when the physician

documents chart notes or steps out of the group room;

staying late to address any last-minute questions that

patients might have (i.e., that are within the behaviorist’s

scope of practice); and finally straightening the group

room up after the session.

The behaviorist must both establish a supportive col-

legial relationship with the physician and assist the phy-

sician in every way possible. The behaviorist also takes

over leading the group (focusing on behavioral health and

psychosocial issues of mutual interest to the patients in

attendance) when the physician writes the chart note

after completing working with each patient in the SMA

(Fig. 10.2). In addition, the behaviorist temporarily takes

over the group when the physician arrives late, steps out

to handle an urgent clinic manner, conducts a brief pri-

vate medical examination or discussion in the exam room

(usually toward the end of the session), or is otherwise

temporarily absent. The multiple specific responsibilities

of the behaviorist are detailed in Table 10.6. As can be

seen, the behaviorist’s role in a well-run DIGMA or

PSMA differs greatly from the behaviorist’s role in a

typical mental health group in that it is a more active,

structured, and self-disclosing role.

Fig. 10.2 While the physician writes the chart note after working
with each patient, the behaviorist temporarily leads the group, focus-
ing on behavioral health and psychosocial issues
(Courtesy of Dr. Holly Thacker, Women’s Health Physicals SMA,
Cleveland Clinic, Cleveland, OH)
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The Behaviorist’s Multiple Responsibilities
Enable the Physician to Focus on Providing
Personalized Medical Care

This arrangement enables physicians to focus on deliver-

ing quality medical care instead of worrying about group

dynamic and psychosocial issues that require special

expertise. It off-loads many duties from the physician

onto the behaviorist and augments the physician’s skills

in dealing with behavioral health, emotional, and

psychosocial issues (such as diagnosing depression or

anxiety-related conditions)—issues which often go

under-diagnosed and under-treated in primary and speci-

alty care settings. The presence of the behaviorist also

relieves many physician anxieties around dealing with

patients’ psychosocial issues, making embarrassing mis-

takes in the group setting, or losing control of the group

and having it spiral negatively out of control. When phy-

sicians enter the DIGMA setting for the first time and see

some 15 or 20 sets of eyes staring back at them, this can be

an unnerving and disconcerting experience—at least for

physicians who do not have a great deal of group experi-

ence. Fortunately, these concerns can be ameliorated

considerably if the physician has full confidence in the

professional skills and abilities of the behaviorist in hand-

ling any such problems that might emerge with regard to

group dynamic and psychosocial issues.

The Behaviorist Must Use Tact When
Addressing Psychosocial Issues
in the Group

The behaviorist will sometimes address psychosocial

issues in the DIGMA or PSMA and will also recommend

internal and external resources such as stop smoking

programs, community support groups, cognitive beha-

vioral treatment programs for anxiety and depression,

etc. In so doing, the behaviorist must use great tact

when addressing depression, anxiety, substance abuse,

etc. in the group setting—keeping in mind that this is

the physician’s practice and these patients have come in

for a medical visit (i.e., not for a psychiatric consultation).

Never point to a patient and surprise or blindside them by

accusingly saying words to the effect that, ‘‘You’re

depressed’’ or ‘‘It sounds as if you’re an alcoholic.’’ None-

theless, by both being extremely tactful and developing a

close working relationship with the physician, the behavior-

ist can develop signals for alerting the physician to patients’

emotional andpsychosocial issues—and even carefully enter

into brief discussions with patients regarding these issues.

However, since there is limited time and this is not the

primary purpose of a SMA, the goal is typically not

necessarily to treat these conditions in the DIGMA or

PSMA group setting (although the physician might

choose to start them on a trial of psychotropic medica-

tion), but rather to triage them into appropriate internal

and external treatment resources. However, when it is the

behaviorist that makes such referrals, it is important to

resist any temptation to refer patients into one’s own

practice and treatment programs if there is any chance

that this could be perceived by patients as being self-

serving. In this way, the behaviorist can tactfully bring

psychosocial issues to the attention of patients, alert the

physician to them, and even refer the patient when

appropriate (but only when this is what the physician

wants)—all of which enables the behaviorist to play an

important role in addressing the behavioral health and

psychosocial issues that drive such a large percentage of

all office visits.

Table 10.6 The behaviorist has many different responsibilities in a DIGMA or PSMA

� The behaviorist’s role in a DIGMA or PSMA differs greatly from a typical mental health role in that it is a much more
active, structured, and self-disclosing role

� Arrive approximately 15 minutes early to each session

* Warm group up by fostering some group interaction

* Write each patient’s current medical needs down next to patient’s name on a flip chart or whiteboard

� Start on time by giving the ‘‘introduction’’ at the beginning of every DIGMA and PSMA session

* Numerous different points are covered in the behaviorist’s highly structured introduction (see Table 10.7)

* This saves the physician time and allows the provider to arrive a couple minutes late

� Manage group dynamic, psychosocial, and behavioral health issues—plus foster some group interaction

� Assist physician in dealing with difficult, demanding, hostile, and distrusting patients

� Handle any psychiatric emergencies (which rarely occur)

� Assist in keeping DIGMA running smoothly and on time

� Do everything possible to assist provider

� Temporarily take over running the group while the physician completes each chart note

� Temporarily runs the group alone when the provider steps out of the group room for brief private exams and discussions—
or to handle a clinic emergency

� Stays late to clear room and answer any last-minute patient questions

� Straighten the room up afterward and set it up for the next SMA
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Psychologists and Social Workers Are Often
Preferred in DIGMAs, but Others Are
Sometimes Used

An important part of the behaviorist’s job in DIGMA and

PSMA settings is managing group dynamics, addressing psy-

chosocial issues, pacing the group, fostering group interac-

tion, and diagnosing depression and anxiety—responsibilities

that best fit the scope of practice of experienced and skilled

mental health professionals such as psychologists and social

workers. However, it is also important to note that many

mental health professionals will not transition well into pri-

mary or specialty care—or toDIGMAs and PSMAs for that

matter. Therefore, it is important to carefully select behavior-

ists who enjoy working in primary and specialty care, have

experience in managing large groups, are empathetic toward

medical patients and their families, understand the psychoso-

cial concomitants of illness, and are able to work closely and

cooperatively with physicians and other healthcare providers.

It is important for mental health behaviorists to have con-

siderable group experience, to enjoy working with medical

(and not just mental health) patients, and to understand the

differences between the behaviorist role in DIGMAs and

PSMAs versus traditional mental health groups.

In fact, it is extremely important that behaviorists

thoroughly understand the DIGMA and PSMA models,

their role in it, and the importance of staying focused and

succinct in their interactions throughout—and to always

focus upon leveraging the physician’s time. This means

that, when temporarily taking over the group while the

physician is completing a chart note, to promptly end this

discussion and relinquish the floor to the physician as

soon as the physician has completed the chart note—i.e.,

so that the physician can then promptly move on to work-

ing with the next patient in the group setting.

Nurses, diabetic nurse educators, nurse practitioners, mar-

riage and family therapists, counselors, Pharm. Ds.., PAs, and

others have also sometimes been used successfully as behavior-

ists. In addition, health educators and nutritionists have also

occasionally been used when they are the best resource avail-

able because they are familiar with running classes and pre-

senting educational material. However, because they are often

more used to giving lectures and running classes, they will

likely need some additional training in order to handle some

of the behaviorist’s responsibilities in the DIGMA setting—

suchas fosteringgroup interaction,managinggroupdynamics,

addressing psychosocial and behavioral health issues, helping

to diagnose depression and anxiety, etc.

While a psychologist or social worker with much experi-

ence in conducting groups andworkingwithmedical patients

is often the preferred choice as behaviorist in a DIGMA, a

nurse, nurse practitioner, or diabetic nurse educator is often

the preferred choice as behaviorist in a PSMA. However, in

order to keep costs down for the SMA program, be certain

that if you do use nurse practitioners in this role, their over-

head expense to the SMA program is calculated based on

their hourly wage—and not upon the revenues that they

themselves could have generated during 90 minutes of clinic

time if they would have instead been seeing patients individu-

ally (which would place an onerous overhead burden upon

the SMA program). Be prepared to provide the additional

training that might be required in order for this person to

effectively and efficiently dispatch themultiple responsibilities

that the behaviorist has in the SMA setting.

Points to Cover in the Behaviorist’s
Introduction

Here, the reader is encouraged to watch the behaviorist

training segment of the DVD attached to this book. Because

different patients typically attend each DIGMA or PSMA

session, several of whom will be attending for the first time,

the behaviorist needs to start each and everyDIGMAsession

on time with a brief but thorough introduction that lasts no

more than 3–5 minutes. This arrangement also partially cov-

ers for the physician, who often enters the group session a few

minutes late due to running late in the clinic. The major

talking points for the behaviorist’s introduction are pre-

sented in Table 10.7; however, these points must be covered

in the behaviorist’s own words and in a manner that feels

comfortable to her/him. Personally, when I am a behavior-

ist, I usually divide the introductions that I give into 4major

segments: 1) the welcome and WIFFM (what’s in it for me)

part; 2) the what to expect segment; 3) the confidentiality

portion; and 4) the personal comfort segment.

If the physician alsowants the patients to briefly introduce

themselves at the beginning of the SMA, then they should

each be strictly limited to approximately 30–45 seconds

apiece—and be asked to focus upon what health problems

they are currently experiencing and specifically what they

would like from the doctor today. Usually, I do not recom-

mend that patients introduce themselves at the beginning of

the session due to the fact that patients often ramble and do

not want to be hurried in their introduction—a process that

can therefore take too much time out of the group, and

ultimately result in less time for medical care to be delivered

(plus fewer patients being seen). Even if the all patients are

brief in their personal introductions (which certainly cannot

be counted on), this could easily take up as much as ten

minutes of the 90-minute group—which represents a major

loss of time(which translates into smaller groups and reduced

productivity). Instead, what I generally recommend is that

the physician (i.e., when this might be helpful to the group,
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Table 10.7 Points to be addressed in the behaviorist’s introduction

� Welcome all patients in attendance (state it’s only for Dr. _______’s patients)

� Behaviorist quickly introduces self, nurse/MA(s), documenter, and any other staff present—and their roles

� Ask that all pagers and cell phones be turned off

� Explain why MD started the DIGMA (in terms of benefits to patients)

� Too long a wait for patients to be seen

� Patients feel office visits are too rushed

� Meet others dealing with similar issues

� Give a brief description of the DIGMA

� Extended medical appointment

� Meets weekly for 90 minutes

� Patients are to attend only as needed, not weekly

� If patients later choose to drop-in to a DIGMA, they should phone the office at least a day in advance to inform staff that they
will be coming and to check that the session is going to be held

� Describe a few key intended benefits to patients

� Prompt access

� More time with MD

� Mind–Body care and max-packed visits

� Closer follow-up care

� Help and support from other patients

� Greater patient education

� Get answers to questions you might not have thought to ask

� Tell patients what to expect during today’s session

� Tell patients that MD will be going around the room and addressing each patients medical needs individually

� Ask patients to promptly indicate, as soon as theMD focuses upon them, what the 1–3 most important issues are that they want
the doctor to address today

� Encourage patients to actively participate during the session, including sharing any helpful ideas or relevant personal
experiences they might have

� Mention that the nurse/MAwill be calling patients out for vital signs, injections, health maintenance updates, and other special
duties

� State that the behaviorist will act as timekeeper to ensure that all can have their needsmet and so that the session finishes on time
(emphasize that MD has other patients to see in clinic after session ends)

� State last 5–10 minutes of session will be reserved for brief private exams and discussions (emphasize brief)

� Tell patients they will be asked to complete a patient satisfaction survey before leaving

� Describe medical services MD will provide

� Most of the same medical services will be provided as in regular office visits

� Questions will be answered and medical concerns addressed

� Prescriptions will be changed or refilled

� Tests, procedures, and referrals will be ordered and results discussed

� Many exams will be conducted in group with patients’ permission

� Brief private exams and discussions will be provided by MD as needed toward end of session

� Make clear that private time with the physician will always be made available to any patient requesting it (for brief private
discussions or exams requiring disrobing)

� Tell patients that they can still have traditional individual office visits with their doctor as before

� Cover personal comfort issues

� Location of rest rooms

� Feel free to stand up, stretch, or move around if uncomfortable

� Discuss where coffee, soft drinks, and/or snacks are located—and that patients are free to go over and get a snack at any point
during the session

� Emphasize the need for confidentiality both inside and outside of the group

� Discuss limits of confidentiality in group

� All present must sign a confidentiality release at every DIGMAor PSMA session (check to make certain that all have signed the
release and, if not, promptly have them do so)

� Your medical care will be discussed and delivered in the group setting—and that must be OK with you

� If any patients are uncomfortable with their medical issues being discussed in front of others, then they will need to reschedule an
individual visit instead of attending the group

� Patients must agree not to reveal other patients’ identities outside of group—directly or indirectly

� Patients must agree to not discuss other people’s health problems outside of the session

� You can leave at any time without any penalty whatsoever should you feel uncomfortable in the group
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but only with the patient’s permission) give a brief, perhaps

10-20 second, introduction on each patient in turn when

beginning to work with that patient in the group setting.

Step 14: Select the Best Possible Treatment
Team for Each SMA

In addition to the champion and program coordinator in

larger systems, every DIGMA and PSMA should have a

behaviorist, one or two nursing personnel, a documenter

(whenever possible), and a dedicated scheduler attached

to the program. For full benefit, select the best personnel

for SMA teams and train them well. If it requires spend-

ing a few extra dollars to get the right individuals for these

jobs, then it is important to spend that money—even if it

requires raising the target census level slightly in order to

include an additional patient or two during SMA sessions

to pay for this additional overhead expense.

Not only must all members of the SMA team be the

right people and well trained for their specific responsibil-

ities in the DIGMAor PSMAprogram, but theymust also

be provided with sufficient time dedicated to the program

each week to appropriately discharge their duties. Because

we have just discussed the importance of selecting the best

possible behaviorist, and because the roles of the champion

and program coordinator have already been discussed ear-

lier in this chapter, let us take a closer look at the other

personnel associated with the DIGMA or PSMA: the

provider’s support staff; the nursing personnel; the docu-

menter and the dedicated scheduler. In addition, let us look

at a telephone script and talking points that schedulers can

use when scheduling patients into a DIGMA or PSMA.

Consider the Provider’s Own Support Staff
as Part of the Team

In addition to the SMA team itself, the physician’s sche-

duling and reception staff should also be properly trained

and actively involved in promoting the program to

patients—and in scheduling as many appropriate patients

as possible into future SMA sessions. Clearly, the provi-

der’s entire scheduling staff must be willing to explain the

DIGMA and/or PSMA program to all appropriate

patients, to invite them to attend, and to promptly pre-

schedule any patients who accept this invitation and indi-

cate that they are willing to attend a future SMA session.

Simply put, it is the scheduling piece that is the most

important component to the success of any well-run

DIGMA or PSMA program—i.e., by achieving SMA

sessions that are consistently filled to targeted census

levels.

Receptionists also need to be trained—i.e., to give

invitations to all appropriate patients as they register for

regular office visits, to ask patients to read it while waiting

in the lobby, to say some well chosen and positive words

about the SMA program, and to encourage patients to

attend a future DIGMA or PSMA session the next time

that they have a medical need to be seen. The reception

staff also needs to hand out invitations to all appropriate

patients as they register for traditional office visits, and

how to be trained in how to register patients into the

DIGMAor PSMA—efficiently registering the large num-

ber of attendees, distributing the Patient Packets, filling in

name tags with a fat felt marker, distributing confidenti-

ality releases and collecting them (after they are signed by

both the patient and any support person accompanying

him/her), directing patients as to where to go next, etc. It

is important for the provider’s own scheduling and recep-

tion staff to have an opportunity to sit in on a DIGMA or

PSMA session (perhaps one or two at a time) so that

they can witness first-hand what a warm, pleasant, infor-

mative, and helpful service it truly is for patients—and

thus be better able to explain and sell the program to all

suitable patients thereafter. All of these personnel (the

SMA team as well as the provider’s support staff) play

important roles in achieving full benefit from the

DIGMA or PSMA and are therefore vital to the overall

success of the program.

Table 10.7 (continued)

� Invite patients to return to the DIGMA whenever they have a future medical need. Explain that they can just drop in; however,
they need to call a day ahead so that:
� Charts can be ordered (for systems not yet on EMR)
� Staff knows they are coming and can prepare for them
� Patients can check to see if the DIGMA will be meeting that day
� Staff will call pre-registered patients if the DIGMA is cancelled at the last minute (e.g., if MD is ill)

� For some DIGMAs, ask at the end of the introduction (but only if the physician wants it asked): ‘‘Who needs to leave early?’’
� Then have the nurse/MA(s) next take those patients next who must leave early, but have not yet had their vitals taken and other

nursing duties performed
� Physician then enters group room, briefly says ‘‘Hello’’, welcomes patients, and starts the session—perhaps by calling for a

volunteer, preferably someone who needs to leave early and has had vital signs already taken. Or else, the physician might instead
start with a patient accompanied by a child, having cold or flu symptoms, or that the physician knows and feels comfortable with
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The Nursing Personnel Are Critically Important
to the SMA’s Success

The nursing role in a DIGMA or Physicals SMA is typi-

cally quite expanded—i.e., beyond typical nursing duties

that are conducted during traditional individual office

visits in an outpatient ambulatory care setting. The

expanded roles of the 1–2 nurses/MAs/nursing techs

attached to properly run DIGMAs and PSMAs enable

many of the quality, outcome, and productivity goals of

the SMA program to be achieved. This includes max-

packing visits, providing patients with a comprehensive

one-stop shopping healthcare experience, taking expanded

vital signs, bringing performance measures and routine

health maintenance current, updating injections, and per-

forming any special nursing duties requested by the

physician.

In addition to the myriad of nursing duties conducted

during aDIGMAorPSMA, an important nursing function

also occurs outside of the SMAsession, in between sessions,

while the provider’s nursing personnel are rooming appro-

priate patients into exam rooms during regular individual

office visits. Here, while rooming patients, the nurse/MA:

(1) says a few positive words about the DIGMA or PSMA

to inform all suitable patients about the program and

encourage them to attend; (2) gives all appropriate patients

a program description flier to read while waiting for the

doctor to enter the exam room; and (3) invites them to

attend the next time they have a medical need and wish to

be seen.

For systems still using paper charts, bringing perfor-

mance measures and health maintenance current involves

the nurse/MA(s): (1) searching the medical chart for rou-

tine health maintenance due on each patient (colono-

scopy, mammogram, PSA, pap smear, etc.); (2) pulling

the appropriate referral and/or screening test forms, and

then completing the patient information section on each;

(3) attaching these partially completed forms onto the

front cover of the medical chart, along with the partially

completed DIGMA progress note depicting all nursing

duties and vitals that have been performed; and then

(4) placing the paper medical chart plus forms onto the

table located between the physician and behaviorist

when escorting the patient back into the group room.

For systems using electronic medical records (EMR),

the nurse would enter all such information into each

patient’s EMR chart note for the DIGMA or PSMA.

The nurse/MA might even keep a crash cart supplied

with all necessary forms, handouts, supplies, and medical

equipment for the DIGMA or PSMA—a cart that can

then easily be wheeled into the group room at the begin-

ning of each SMA session, and then back again once the

session is over. Nursing personnel can also collect signed

confidentiality waivers and assist in documenting (by

entering vital signs taken, injections provided, and special

duties performed; by listing reasons for today’s visit as

well as allergies to medications; by reviewing personal

health history and updating medications, etc.). While

some of these SMA nursing duties are normally per-

formed during routine office visits, others are specific to

the expanded nursing role in the SMA. The goal of every

DIGMA and PSMA is to fully expand these nursing

duties to be all that they can be in order to maximally

benefit our patients and leverage the physician’s time. All

of these expanded nursing duties will then greatly assist in

enabling the DIGMA or PSMA to achieve its stated goals

of enhancing quality, max-packing visits, and optimizing

physician productivity.

When Possible, It Is Generally Recommended

to Have Two Nurses Rather than One

Having two nursing personnel, such as a medical assistant

and a nurse, in DIGMAs and PSMAs is often a good idea

(provided that this resource is available) because it allows

all nursing responsibilities to be completed in half the time

and enables the nurse/MA(s) to divide their expanded

duties up between themselves according to experience,

skill set, and scope of practice under licensure. In addi-

tion, by working with a colleague, the nurse/MA(s) tend

to enjoy the SMA experience more and have more fun.

However, they must be specifically trained to handle the

increased patient volume and expanded responsibilities

that occur in this setting. Be careful to select nurse/

MA(s) for the SMA who are positive, engaging, moti-

vated, willing to work hard, and welcome the added

workload and responsibility that the DIGMA or PSMA

involves—preferably those who see it as an opportunity

to gain experience, showcase their professional skills, and

develop professionally.

Maximizing the Nursing Role Increases the Physician’s

Productivity

The vast majority of nursing personnel do in fact welcome

these added duties, which not only help to maximize the

physician’s productivity and efficiency but also help to

enhance the pleasantness and quality of the SMA experi-

ence for nurses and patients alike. This is because the

expanded nursing role in the SMA provides an antidote

to the boredom that many nurses/MA(s) experience in

outpatient ambulatory care settings as a result of repeat-

edly performing the same limited number of functions—

e.g., rooming patients and taking a limited number of

Step 14: Select the Best Possible Treatment Team for Each SMA 397



vital signs all day long. This expanded nursing role per-

mits an off-loading onto the nurse/MAs of many respon-

sibilities that might otherwise have had to be performed

by the physician. Because the physician is thereby freed

up to provide only those services which the physician

alone can do, more patients are able to be seen—thereby

both increasing the SMA’s efficiency and enabling the

nurse/MA(s) to recognize that they have played an impor-

tant role in the overall success of the SMA.

Having a Documenter Increases Productivity
and Aligns the Physician’s Priorities
with Administration’s

Although optional, it is highly recommended to have a

documenter because this will: (1) greatly increase the

provider’s productivity and efficiency during the

DIGMA or PSMA; (2) produce a superior chart note

due to its being both comprehensive and contempora-

neous; (3) optimize billing because all services provided

should all be entered into the chart note in real time;

(4) make it easier to recruit physicians into running

SMAs (because they will recognize that much of the

increased documentation responsibility that comes with

seeing so many more patients in the SMAwill be done for

them during the group time); and (5) align the priorities of

the physician with that of administration for full group

sessions.

However, it is important to make having a documenter

contingent upon meeting pre-established census targets—

plus, possibly even seeing an additional patient (or, in a

couple of cases, two) in order to cover the additional cost

of having a documenter. This also aligns the priorities of

the physician with those of administration. I say that

priorities would thereby be aligned because, in return

for having a documenter, the physician would need to

agree to consistently maintain a certain average group

size. Otherwise (i.e., without this commitment to main-

tain group census that comes in return for having a

documenter), providers might rationalize that while

they could see 13 patients in their DIGMA, they might

prefer seeing only eight because it’s easier—which, from

administration’s point of view, could undercut the eco-

nomic, productivity, and access benefit of the entire

SMA program. Because having a documenter available

to do most of the charting for them is highly valued by

providers (but because this resource is contingent upon

maintaining census targets), they frequently become just

as interested in consistently achieving target census

levels as administration is.

The Dedicated Scheduler Is Critical to Filling
All Sessions and Maximizing Economic Gain

The dedicated scheduler, who can be attached to any

DIGMA or PSMA for up to 2–4 hours per week (i.e.,

on weeks when the SMA’s census is low and insufficient),

plays a critically important role in topping off and filling

all sessions so that the profit margin is protected and

economic gain is optimized. Dedicated schedulers must

be hired based upon their interpersonal, telemarketing,

computer, typing, and telephone skills. They should be

carefully selected based upon how motivated they are,

how pleasant they are with patients, and how persuasive

they are in their ability to encourage patients to attend

SMA sessions in lieu of individual office visits.

The dedicated scheduler attached to a SMA is typically

amotivated scheduler or clerical person specifically trained

to telephone and invite patients into future DIGMA and

PSMA sessions through a scripted telephone message

coupled with talking points—and to answer any patient

questions about the program. Having a dedicated schedu-

ler, who is responsible for as many as 15–25 DIGMAs and

PSMAs, plays a critical role in ensuring that the desired

number of patients attends each SMA session—especially

for those sessions that have not been completely filled by

the physician and the physician’s scheduling staff.

A Sample Script and Talking Points
for Schedulers

It is helpful for all schedulers involved with scheduling the

physician’s patients to be given a sample invitation script

(together with some talking points) that they can use

when inviting patients into DIGMAs and Physicals

SMAs, samples of which are provided on the attached

DVD. It is intended that scheduling personnel be able to

modify this sample script and put it into their own words,

using language that they are content with so that they can

be comfortable when using their personalized version of

the script.

The Dedicated Scheduler Does Not Take Primary

Responsibility for Filling Sessions

No one would expect a physician’s individual appoint-

ment schedule for the day to be fully booked without

patients having first been scheduled by the physician’s

scheduling staff beforehand. Similarly, the physician

and scheduling staff must likewise take primary

responsibility for filling group sessions by scheduling
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enough appropriate patients into the physician’s

DIGMA or PSMA each week. In addition, for those

weeks where the number of patients prescheduled into

the DIGMA or PSMA is somewhat less than the

targeted census level, the dedicated scheduler needs

to spend the time necessary (perhaps 2–6 hours) to

telephone enough appropriate patients approved by

the physician to top-off the group census, keep all

sessions filled to capacity, and protect the SMA’s

profit margin. The dedicated scheduler is only needed

in this capacity on those weeks when census for the

next session is less than the targeted number of

patients, taking into account that sessions need to be

overbooked by enough patients to compensate for the

expected number of no-shows and late-cancellations

(less, of course, the anticipated number of drop-ins).

The Dedicated Scheduler Must Follow-Up

with Potentially Interested Patients

The dedicated scheduler must also have the time to fol-

low-up with every telephone contact (especially with

patients who agree to attend or for whom telephone

messages were left) by sending them a photocopied or

computer-generated follow-up letter. This letter needs to

include all necessary information about the program,

incorporate the physician’s signature, and encourage the

patient to attend. For those patients that the dedicated

scheduler was able to reach and speak with (and who

accepted this personal invitation), the time and date of

their scheduled SMA visit should also be depicted on the

follow-up letter (see example in the Important SMA

Department Forms file on the attached DVD).

There is an additional important function that the

dedicated scheduler can fulfill just prior to all SMA ses-

sions that will help to optimize census: In addition to

activating the normal appointment reminder system for

the clinic (automated reminder calls, post cards, etc.), it is

also a good idea to have the dedicated scheduler (or a

nurse or MA) assigned to the SMA personally call and

remind all scheduled patients about their upcoming SMA

visit a business day or two beforehand (during which a

medication reconciliation can be conducted, HEDISmea-

sures can be updated, and any routine healthmaintenance

or injections due can be determined).

Not Having a Dedicated Scheduler Is a Common

Beginner’s Mistake

I have found that not having a dedicated scheduler

attached to all DIGMAs and PSMAs is a common

beginners’ mistake that many healthcare systems make.

For many, it is an oversight. Some systems do not want to

introduce a centralized scheduling function, preferring

instead that all scheduling be local and site-based. Other

systems simply try to get by without this added expense,

small as it might be, and consequently deliberately choose

to not have a dedicated scheduler. Still others lose their

dedicated scheduler due to competing demands upon this

person’s time. Although, as a clerical person, the dedicated

scheduler represents one of the least expensive personnel

resources in the medical center, there are often competing

demands throughout the clinic for the scheduler’s time.

Despite being a comparatively inexpensive resource within

the system, the dedicated scheduler can play an important

role in leveraging the time of the most expensive resource

of all—i.e., the physician’s time—by ensuring that all

DIGMA and PSMA sessions are filled to capacity.

Despite being comparatively inexpensive, this critically

important function nonetheless creates a predictable

expense that planners must include in the SMAprogram’s

budget. Furthermore, once the service of a dedicated

scheduler has been obtained, it is important that the

scheduler’s time that is attached to the program be given

a high priority and protected. Without the dedicated

scheduler, DIGMA and PSMA sessions would often be

incompletely filled, with the result being a corresponding

decrease in the program’s productivity and efficiency

gains—and thus a reduction in the cost-effectiveness and

economic benefit of the program.

Step 15: Custom Design SMAs to Each
Provider’s Exact Needs

After a physician has been recruited to run a DIGMA or

PSMA for his or her practice, the champion and newly

recruited physician will need to meet in order to custom

designing the DIGMA, CHCC, or PSMA according to

the provider’s specific needs, goals, practice style, and

patient panel constituency. When customizing the design

of a SMA for a particular provider’s practice (see

Table 2.2), it is important that every possible effort be

made to design the program in such a way that it is

maximally beneficial not only for the provider but also

for his or her patients (as well as for the needs of the

healthcare organization).

After the physician agrees to run a SMA for his or her

practice and the necessary administrative support has

been secured, the champion will then need to schedule

two or three follow-up meetings with the physician.

Whenever possible, these meetings should occur outside

of normal working hours so as to minimally impact
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normal clinic duties. Usually, the first meeting will be

between the physician and the champion (and possibly

include the program coordinator) in order to more thor-

oughly familiarize the provider with today’s major group

visit models and subtypes (as well as their respective

strengths and weaknesses) and to determine precisely

what the physician’s needs and goals are for the program.

In addition, the champion and physician will need to

determine what SMA model, subtype, and design will

best meet these objectives—plus establish all parameters

for the group visit program (such as frequency and length

of sessions, time of day, day of week, patients to be

included, personnel and facilities to be utilized, etc.).

An additional couple of meetings will then need to be

held which will variously include the proposed SMA

team as well as key personnel from the provider’s front

and back office staff. During these meetings, the cham-

pion, and program coordinator will go over the entire

flow of the DIGMA or PSMA and everyone’s respon-

sibilities in it. Additional training meetings will need to

be scheduled with all of the physician’s scheduling and

reception staffs (often including half of these staffs at a

time so as to not shut down normal clinic operations)—

meetings that should also include the office adminis-

trator as well as key front and back office staff. The

physician would only need to attend some of these

meetings and could even come to those for only part

of the time. The critical reason for involving the physi-

cian at all in these training meetings is for the physician

to make it clear to the support staff and SMA team

members alike that this SMA is very important to

him/her, and it is therefore expected that everyone will

do their part in making the program a success. Again,

whenever possible, these meetings should be scheduled

during lunch or non-clinic hours so as to minimize

disruption to the provider and support personnel’s

schedule during the design and training phases of

launching a new DIGMA or Physicals SMA.

Avoid the Common Beginner’s Mistake
of Limiting the SMA to a Single Condition

During these meetings between the champion and the

physician, the appropriate subtype of the DIGMA or

PSMA model (heterogeneous, mixed, or homogeneous)

needs to be selected to best meet both the provider’s and

the patients’ needs. In addition, the SMA must be

designed in such a way as to include the types of patients

that the provider most wants to attend each session—but,

at the same time, designed in a manner that enables all

group sessions to be easily filled. Rather than designing

the SMA around conditions that happen to be of parti-

cular interest to the provider, be certain to instead design

it around where the patient demand is—i.e., so that ses-

sions can be consistently be kept filled.

During these meetings, the champion will often need to

strongly encourage the physician to expand the scope of

the DIGMA or Physicals SMA to where the patient

demand is—i.e., to cover many or even most patients in

the physician’s practice (or, if the SMA is to be a part of a

chronic illness treatment program, most of the patients in

the chronic illness population management program).

Therefore, be careful to avoid the common beginner’s

mistake of limiting the SMA to a single condition if the

intent is to better manage the physician’s practice (for

which the heterogeneous subtype is often best), although

the homogeneous subtype can often be used with great

benefit for chronic disease management programs.

Remember that in order to attend a homogeneous

DIGMA session, patients must then not only have that

particular condition, but also have a medical need to be

seen at that time. In addition, they must know about the

SMA program, feel that it holds value for them, and be

willing to attend. If the SMA is designed in such a way as to

make it unlikely that all sessions will be filled to targeted

census levels, then it is at a high risk to fail.

Therefore, if the physician wants to have a DIGMA

that is limited to patients with diabetes but has too few of

them in the practice to ensure that all future group sessions

will be filled (which will certainly be the case when only

10–20% of the physician’s entire practice has diabetes),

then the champion should propose instead expanding it

to be a Hyperlipidiabesity DIGMA. The latter DIGMA

would cover a much larger group of patients by being

open to all of the physician’s endocrine syndrome patients

(i.e., diabetes, obesity, hypertension, and hyperlipidemia

patients). In combination, such a grouping of patients

could easily represent perhaps as much as 70% of the

physician’s entire practice (i.e., rather than the 15% or so

that happen to actually have diabetes), thereby making it

much easier to consistently fill all group sessions to the

SMA’s targeted census level—and therefore to have a

successful group visit program.

This would make it easy to run an endocrine syn-

drome group because these patients would identify

with one another as well as support and help each

other—e.g., by sharing successes, disappointments,

encouragement, personal experiences, important dis-

ease self-management skills, and helpful tips. In fact,

I have run numerous such groups successfully with

many different physicians nationally and internation-

ally. Interestingly, for reasons discussed elsewhere in

this book, they often evolve into completely heteroge-

neous DIGMAs within a year’s time.
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What Should Be Expected from Physicians
Running a DIGMA or PSMA?

It is during these early meetings with the physician that the

champion personally goes over all of the responsibilities

that the physician must assume in order to have a success-

ful DIGMA or Physicals SMA program. The champion

usually first points out all of the different types of supports

that will be provided to the SMA physician by the cham-

pion, program coordinator, behaviorist, nursing person-

nel, documenter, dedicated scheduler, support staff, etc.

These supports are provided during the early planning

and design phases of the program, throughout the lengthy

process of getting the group visit launched (e.g., see the

pipeline in the next chapter), and then later on an ongoing

basis once the DIGMA or PSMA has been implemented.

Despite all of this support from the multidisciplinary

SMA team members that is designed to minimize the physi-

cian’s time commitment in getting the DIGMA or PSMA

launched (and then later is running the group), the champion

needs to make absolutely clear that there are certain vitally

important duties that the SMA physician must nonetheless

personally dispatch in order for the program to succeed. If

the provider is not willing to assume these responsibilities,

then this is the time to let the champion know they would

prefer not to conduct a SMA. Even though every reasonable

effort will be made tominimize the physician’s time outlay in

designing, implementing, and running their DIGMA or

Physicals SMA, they will need to personally assume the

responsibilities depicted in Table 10.8. The most important

of these physician responsibilities is that of personally inviting

all appropriate patients seen during regular office visits to

Table 10.8 Responsibilities that all SMA providers must be willing to assume for full success

� Most importantly, to spend 30–60 seconds during every office visit inviting all appropriate patients to have their next visit be in theDIGMA
or Physicals SMA. It is absolutely imperative to the success of the program that providers take full responsibility for keeping their SMAs
filled to targeted census levels, and that they oversee the performance of their entire support staff in inviting and scheduling patients.

� If you use paper charts but are forgetting to invite all appropriate patients to your SMA, then (first thing in the morning) have your staff
paper clip a SMA flier onto the front of each patient’s medical chart, which will serve as a reminder when you later see the patient in the
exam room.

� If your SMA census is below target, begin submitting your daily schedules to the SMA program coordinator. On them, indicate which
patients you invited each day to attend a future SMA and, for patients who accept this offer, when they agreed to attend. This enables
SMA staff to check if the patients actually followed through and scheduled the SMA appointment. For those patients who do not, the
SMA staff can follow up with a phone call.

� Always remain aware of the census of pre-booked patients for your upcoming DIGMA and PSMA sessions, and promptly let your
scheduling staff know whenever your census target is not being met for an upcoming session—encouraging them to get into high gear
with regards to quickly filling any such sessions (plus, redouble your own efforts in personally inviting patients).

� Agree to let the SMA staff create a roster of your patients with chronic health problems who come regularly for follow-up visits, so they
can proactively be offered the SMA for their next visit. If this offer is accepted, then they can be scheduled into the appropriate SMA
session—i.e., after their usual follow-up interval.

� Also provide the dedicated scheduler whatever lists of patients theymight need so that they can later call and invite sufficient patients into
the SMAwhenever census is low and needs to be topped off—e.g., patients scheduled more that 2 weeks in advance for an office visit and
offering them this week’s SMA instead; any diabetic patients who have not been in for 3 or more months, etc.

� Ensure that your behaviorist, nurse/MA(s), documenter, and support staff are all appropriately dispatching their SMA duties, and
secure from the champion or program coordinator any additional training they might require.

� Spend a couple minutes each week encouraging your reception staff to keep telling all appropriate patients about your SMA and giving
them the invitation letter.

� Take a couple minutes each week to encourage your scheduling staff to keep offering your SMA in a positive manner to all patients
requesting an appointment, and then scheduling all appropriate patients who agree to attend into the SMA.

� Be sure to congratulate anyone on your staff or SMA team in a timely manner when they do a good job with regard to inviting patients
and filling sessions.

� When things do not go right, which occasionally happens, take corrective action. However, try to avoid getting frustrated and taking it
out on your staff (especially your scheduling staff, whose ongoing support is absolutely critical to success) and SMA team, which will
only demoralize or anger them—and could even undermine the program.

� Arrange to have all of your key reception and scheduling staff attend one (or at least part of one) of your SMA sessions—perhaps one or
two staff members at a time—so they can better inform and tell patients about it.

� Always strive to start and finish your SMAon time; however, recognize that you are likely going to finish late at first (andperhaps even quite
late)—at least for the first couple of months, until you gain efficiency and become more comfortable with the new group visit format.

� Learn to delegate fully to your entire SMA team (MA/nurse, behaviorist, and documenter).

� Stay focused and succinct throughout each SMA session. Always strive to start and finish your SMA on time; however, recognize that
you are likely going to finish late at first (and perhaps even quite late)—at least for the first couple of months, until you gain efficiency
and become more comfortable with the new group visit format.

� Do not cut back on your SMA census targets because you are finishing late—especially during the first couple of months of operations,
while you and your SMA team are still learning and trying to get coordinated.

� For the first 2months of yourDIGMAor Physicals SMA, be sure to take a fewminutes after each session to debrief with your SMA team
and discuss how to make future sessions even better and more efficient—and how to ensure that future sessions will always be filled.
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have their next visit be in a DIGMA or PSMA—which

requires that the physician take responsibility for ensuring

that all sessions are consistently filled to targeted census

levels.

To Succeed, Physicians Need to Personally
Believe in Their SMA

The bottom line is that, to be successful with their SMA,

physicians need to truly believe in their DIGMA or

Physicals SMA program. Otherwise, this lack of commit-

ment will somehow get communicated—whether directly

or indirectly—to patients and staff. Honestly ask yourself

whether you would personally attend a SMA when you

need a medical appointment. Do you feel that your

DIGMA or Physicals SMA offers patients better care?

Do you enjoy running your SMA? Do you believe

that you can adequately address most of your patients’

medical concerns during your SMA? Personally believing

in your SMA program—and being fully committed to

making it a success—are absolutely critical to success,

and to achieving full benefit from your DIGMA or

Physicals SMA.

When Custom Designing SMAs, Also Select
the Forms, Handouts, and Marketing Materials

It is here, during the custom-designing phase of conceptua-

lizing your upcoming SMA, when all forms, handouts, and

marketing materials need to be selected and configured.

The patient packet, educational handouts, promotional

materials, and documentation templates to be used in the

program constitute major considerations when custom

designing a DIGMA or PSMA to the provider’s specific

needs, goals, practice style, and patient panel constitu-

ency. Examples of all of these materials are included on

the attached DVD. Other issues that must be addressed

when customizing a SMA include identifying the appro-

priate patient populations for each DIGMA or PSMA

(i.e., specifying which patients will and will not be

included in each session) and selecting the best available

SMA treatment team—behaviorist, nurse/MAs, docu-

menter, and dedicated scheduler. Also, the group and

exam rooms need to chosen and reserved, and a realistic

start date needs to be determined and agreed upon.

Finally, other parameters must also be determined, such

as the frequency with which sessions are to be held, the

day of the week that the DIGMA will occur, the time of

day that works best, and how long sessions are to be.

After These Initial Meetings, the DIGMA Goes
into the ‘‘Pipeline’’ for Development

After these initial meetings with the provider and the

provider’s support staff, the champion and program

coordinator place the physician’s newly designed

DIGMA or Physicals SMA into the pipeline that the

champion and program coordinator have developed

for the program (see Chapter 11, which discusses the

pipeline in detail). This process minimizes investment

of physician time in the design and planning stages of

each new SMA that is to be launched, and simulta-

neously enables the champion and program coordinator

(in larger systems) to systematically and efficiently

develop the program until it is launched 8–12 weeks

later—i.e., by sequentially attending to all of the numer-

ous detailed steps itemized in the pipeline, and doing so

according to the timeline contained therein.

Step 16: Physicians Must Delegate Fully
to the Skilled, Trained SMA Team

To maximize quality, outcomes, and physician efficiency,

the best available treatment team needs to be assembled

for each DIGMA and PSMA that is implemented—beha-

viorist, nurse/MA(s), documenter, and dedicated schedu-

ler. The entire team needs to be selected by the physician

(with the help of the champion and program coordina-

tor), and then appropriately trained by the champion and

program coordinator to fully dispatch their respective

roles and responsibilities. However, once the best possible

SMA team has been assembled, to be optimally efficient it

is critically important for the provider to then delegate as

much as possible and appropriate to the various team

members—which is something that physicians frequently

have a difficult time doing.

It Is Only by Delegating Fully to the SMA Team
that Physician Productivity Is Optimized

By delegating as much as appropriate and possible to

the various members of the SMA team, the physician is

able to optimize productivity. The SMA team supports the

physician inmany ways. The overarching philosophy of this

multidisciplinary team-based approach to care is to increase

provider efficiency and cost-effectiveness by off-loading

onto less expensive, specially trained SMA team members

as many provider responsibilities and duties as possible

and appropriate. This optimizes efficiency by allowing the
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physician to do less with each patient—i.e., that which the

physician alone can do. However, this ‘‘less’’ is precisely

what physicians have gone to medical school to learn to

do, what they uniquely can do, and that which they typically

most enjoy doing—i.e., to deliver high-quality, high value

medical care to each and every patient in attendance.

Because the physician does less with each patient (i.e., only

that which the physician alone can do), the physician is

therefore able to see many more patients in the DIGMA

or PSMA—a process that optimizes efficiency. Table 10.9

shows but a few of the supports that can routinely be

provided to the physician by the SMA team.

Table 10.9 DIGMAs and PSMAs provide physicians with many supports

� The champion will help to custom design the DIGMA or Physicals SMA to best meet the physician’s particular needs and goals.

� The champion will train the physician on how to successfully refer patients into the SMA (including how to word the referrals) and will
provide helpful tips on how to conduct the group successfully, how to document chart notes, and how to solve challenges and problems
as they arise.

� The program coordinator will, prior to launching the program, obtain a comprehensive list of all patients (by diagnosis) that can be
identified as belonging to the physician’s practice—a list that can then be used for mailing announcement letters and for calling patients
in order to keep future SMA sessions consistently full.

� The program coordinator will change the provider’s master schedule to include the SMA—plus any changes that the provider desires to
make as a result of running a SMA.

� The program coordinator will order the posters, fliers, and flier holders for the provider’s SMA and will then have them (with the
physician’s approval) appropriately mounted on the provider’s lobby and exam room walls.

� The program coordinator will schedule the group and exam rooms for the physician’s SMA program and will also arrange for the coffee,
tea, water, and/or snacks that are to be provided during each session.

� Prior to launching the SMA, the program coordinator will provide—for the physician’s review and approval—invitations,
announcement letters, fliers, forms, chart note template, etc. customized to the physician’s needs from templates that have been
developed for the SMA program.

� The SMA champion and program coordinator will do everything possible to assist the physician in launching all new DIGMAs and
PSMAs within the system, which includes assistance in training all support and SMA team personnel.

� The SMA dedicated scheduler (or else someone from the physician’s support staff) will, on an ongoing basis, replenish supplies of the
‘‘You Are Invited. . .’’ letter being given by receptionists to all of the physician’s patients as they register for individual office visits—as
well as ensure that flier holders are being kept full in the physician’s lobby and exam rooms.

� Nursing personnel will provide a greatly expanded function in the DIGMA or PSMA by taking additional vital signs, updating health
maintenance and injections, assisting in the documentation and referral processes, and performing all special nursing duties requested by
the physician.

� A behaviorist will be attached to each DIGMA and PSMA to assist the physician in many ways (to arrive early and warm the group up
write down patients’ health concerns; give the introduction; keep the SMA running smoothly and on time; address group dynamic and
psychosocial issues; temporarily take over the group, focusing on behavioral health and psychosocial issues, whenever the physician
documents a chart note or provides brief private examinations; stay late to clear and straighten up the group room; etc.

� It is highly recommended that a specifically trained documenter be provided throughout the session, especially in systems using electronic
medical records, to assist the physician with most of the documentation responsibilities for the DIGMA or PSMA—generating a
superior chart note in real time covering all medical services provided that is both contemporaneous and comprehensive in nature (and
one which therefore optimizes billing).

� All of the provider’s support staff involved in the program and important to its success (receptionists, schedulers, nurses, medical
assistants, office managers, call center personnel, etc.) will receive appropriate training from the champion and program coordinator—
both initially and on an ongoing basis.

� The program coordinator will help the physician’s nurse/MA design and stock a crash cart containing all of the forms, supplies,
handouts, equipment, etc. needed for the SMA—a cart that can easily be wheeled in and out of each session.

� The champion and program coordinator will produce a monthly productivity report covering all SMA programs—a report that will
provide physicians with ongoing feedback as to how well their SMA is doing (e.g., in achieving the provider’s predetermined census
targets; patient satisfaction; etc.).

� The dedicated scheduler and program coordinator will generate twice weekly (or weekly) pre-booking census reports so that the provider
will know at all times to what degree upcoming SMA sessions are filled.

� TheDIGMA champion and program coordinator will meet with the provider and staff as needed to: address any future census problems
that might occur; solve system problems as they arise; overcome nonperformance of support staff; train staff regarding how to
successfully refer patients; ensure that all members of the support staff and treatment team are dispatching their responsibilities
properly; role play difficult situations that might be arising; etc.

� At the physician’s request, the dedicated scheduler will help to maintain predetermined census targets by topping-off sessions via
telephoning patients that the physician has identified as being appropriate (patients on wait-lists; patients already scheduled for future
office visits; patients who have failed to return to the office in a timely manner; patients with certain diagnoses or conditions; etc.) and
inviting them to attend future DIGMA or PSMA sessions.

� The various members of the SMA team (champion, program coordinator, dedicated scheduler, etc.) will be available to the provider and
the provider’s staff as needed for assistance and support.
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As previously discussed, although some efficiency

can be gained in a SMA simply because it occurs in a

supportive group setting—where sessions can be over-

booked (to compensate for no-shows and late-cancels),

repetition can be avoided, patient education can be opti-

mized, and the help and support of others is integrated into

each patient’s healthcare experience—it is the appropriate

delegation of physician duties onto well trained and less

costly SMA personnel that is the primary reason for the

dramatic productivity gain that DIGMAs and PSMAs

offer.

Fully Successful SMAs Require Skilled, Trained,
and Well-Functioning Multidisciplinary Teams

Without exception, all staff associated with the SMA

must be motivated, competent, well-trained, courteous,

and compatible team players. Their job is to not only

maximize physician productivity, but also foster a plea-

sant and congenial SMA environment that is satisfying

to patients and staff alike. The DIGMA and PSMA

models work best with a committed team of trained

and capable individuals—each with their own comple-

mentary set of skills and responsibilities—and with each

having the appropriate amount of dedicated time each

week required to fully dispatch their respective duties in

the SMA. It is the combined efforts of the champion,

program coordinator, and entire SMA team that will be

the primary factor in leveraging the physician’s time,

increasing productivity, and delivering the multiple

economic, efficiency, access, satisfaction, and quality

of care benefits that a well-run DIGMA or PSMA can

provide. All physician responsibilities that can be appro-

priately off-loaded onto less costly members of the SMA

team are to be shifted from the physician to others in

order to optimize physician productivity. This not only

optimizes efficiency, but also enables everyone to feel

that they are valuable and productive members of the

SMA team.

Try to engender a positive attitude toward the pro-

gram among all support staff associated with the SMA.

Be certain to confront and promptly resolve any staff

negativity toward the program just as soon as it arises.

I recommend that all key support personnel attached to

the DIGMA or Physicals SMA—especially those who

schedule the physician’s return appointments and phy-

sical examinations (followed by receptionist staff)—sit

in on a session or two (one or two staff members per

session), or even just a half a session if that is all that

is possible. This should occur as soon as possible after

the SMA has been launched, so that key support staff

(first all scheduling staff, then all receptionists/PSRs,

and finally all nursing personnel) can see first-hand

what the program is like. By so doing, they will gain a

better direct appreciation of: the multiple benefits that

a well-run SMA provides; the amount of information

and support that it delivers; the warm and pleasant

healthcare experience it offers to patients and staff

alike; and how satisfied patients are with this new

venue of care—even upon experiencing it for the first

time. This will enable support staff to better appreciate

the multiple benefits that DIGMAs and PSMAs offer

to patients—and to better sell the program to patients

when they subsequently schedule future appointments

for their medical care.

Step 17: Develop Policies that Ensure
Success, Promptly Solve Any Problems
that Arise, and Avoid Common Mistakes

During the design and planning stages, it is wise for

the physician and champion to establish in advance the

important policy directives for the DIGMA or PSMA—

while also incorporating suggestions from the rest of

the SMA team (behaviorist, nurse, documenter, support

staff, schedulers, and the program coordinator). Many

such suggestions regarding developing policies that

ensure success, promptly solving any problems that

might arise, and avoiding common beginner’s mistakes

have already been discussed at various points through-

out this book.

Twenty-Six Practical Tips for Physicians
in Running a DIGMA or PSMA

Since the focus here is upon developing policies that

ensure success, promptly solving any problems as they

emerge, and avoiding common mistakes, I would like to

start this section off by pointing out 24 hard-earned prac-

tical tips for physicians to use when setting up and run-

ning their DIGMA and/or PSMA program (Table 10.10).

Each of these tips has been discussed in detail elsewhere in

the book; however, the reader will undoubtedly find it

helpful to have all of these practical tips for physicians

listed in one place—i.e., where they can all be easily

referenced at the same time. In addition to helping you

to be successful when you design and launch your own

group visit program, these practical tips will also help you

to avoid making many problematic beginner’s mistakes

that could otherwise so easily be made.
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With DIGMAs and PSMAs, Deliver as Much
Medical Care as Possible in the Group Setting

One such policy is that the physician should attempt

to provide as much medical care as possible and

appropriate during each and every session, as this is

a real convenience to patients—who appreciate the

benefits of max-packed visits and this one-stop shopping

approach to healthcare delivery. Foster some group

interaction (but not too much, as it can be time con-

suming) during the group so as to keep patients atten-

tive and involved. Be certain to deliver as much of this

individualized medical care as possible in the group

setting—where all can listen and learn, and where repe-

tition can be avoided. It is here, in the group setting,

that referrals can be made for tests and procedures,

prescriptions can be given and refilled, counseling

and brief exams that do not require disrobing can be

provided, minor procedures (such as freezing skin tags)

can be delivered, and patients can be referred to specia-

lists, dieticians, smoking cessation programs, etc.

Reduce ‘‘No-Shows’’ by Reminding Patients a
Day or Two Prior to Their Upcoming SMA Visit

Another such policy is always achieving the goal of

getting the targeted number of patients to attend each

and every SMA session—which will optimize the physi-

cian’s productivity and the quality of the group experi-

ence for all. Because consistently full groups are critical to

the success of any DIGMA or Physicals SMA program,

it is recommended that certain basic policies be put in

place to ensure full attendance. For example, all patients

pre-registered for the SMA should be given a standard

institutional reminder of their upcoming appointment a

couple days in advance of the session (automated phone

Table 10.10 Twenty-Six practical tips for physicians in running a successful DIGMA or Physicals SMA

1. Start by using the established group visit models—do not just ‘‘wing it’’ on your own

2. Select your entire SMA team with great care (see Chapters 2, 3, and 11)

3. Start with a realistic, but slightly high, target census

4. Get the necessary administrative, promotional, and training support before starting

5. Obtain an adequately sized group room with an exam room nearby for DIGMAs, or a smaller group room and 2–5 exam
rooms (most commonly 4) for PSMAs

6. Obtain a trained dedicated scheduler to help keep your sessions full

7. Have your entire support staff—especially scheduling, reception, and nursing staff—promote the SMA program effectively
to all appropriate patients

8. The physician needs to personally invite all appropriate patients seen individually to have their next visit in the SMA

9. Distribute quality ‘‘Patient Packets’’ to patients when they register for the SMA (and have all patients, as well as their
support persons, sign a confidentiality release)

10. Maximally expand the nursing role in every SMA session—and delegate fully to the entire SMA team

11. Similarly maximize the behaviorist’s role to make it all that it can be—and then delegate fully

12. Using a documenter can greatly enhance your efficiency—as well as the quality of both your chart note and your DIGMA
or PSMA experience

13. Utilize a dedicated scheduler to top off SMA sessions whenever census for an upcoming group happens to be low

14. Develop a strategy for the order in which you treat patients in the SMA—especially yourmore challenging and difficult patients

15. Keep patients engaged by fostering some group interaction and providing abundant patient education throughout

16. Do not spend too much time with the first couple of patients that you treat in the SMA

17. To finish on time, the physician and behaviorist must stay focused and succint, plus pace the group throughout the session

18. Strive to always finish on time with all documentation completed, but expect to finish late at first

19. Whenever appropriate, try to schedule follow-up visits back into a future DIGMA session

20. Do not reduce census targets at first, and later only do so slowly—but only if necessary (instead, try debriefing with your
SMA team for 15–20 minutes after sessions for 2 months)

21. The physician must assume primary responsibility for maintaining the SMA’s census

22. Have the SMA program coordinator generate a weekly prebooking census report as well as a weekly (or monthly)
productivity report so that you can closely monitor census of all of your DIGMA/PSMA sessions

23. Continually improve your SMA over time

24. Consider better managing your practice by eventually offering more than one DIGMA or PSMA per week

25. For large, busy, and backlogged practices, ultimately work toward having a DIGMA or two every day of the week—plus a
weekly Physicals SMA

26. Have fun!
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call, post card, etc.). In addition, have a specifically

trained nurse or medical assistant make a personal

reminder phone call to all patients scheduled for the

upcoming SMA session a business day or two before

each session—at which time they could also do a med-

ication reconciliation, check whether all previsit labs

have been completed, and determine if any injections.

Screening tests, or health maintenance needs to be

updated during the upcoming SMA visit. This takes a

little time on the part of a clerical person; however,

it can pay off big in terms of having consistently full

groups. These last-minute reminder calls can produce

rich dividends in terms of reducing the no-show and

late-cancel rates of SMA patients, and therefore in

increasing the physician’s productivity during sessions.

Whenever Appropriate, Try to Schedule
Follow-Up Appointments Back into Future
SMA Sessions

Another policy that enhances the likelihood of success

is to be certain to encourage all patients in attendance

to return to a future DIGMA the next time they have

a medical need—or, in the case of a PSMA, the next

time they need a physical exam. In other words, make a

serious effort to schedule as many appropriate follow-up

appointments as possible from the SMA session directly

back into future DIGMA sessions (and as many appro-

priate private physical examinations as possible from

the SMA session directly into a future PSMA session).

Because patient satisfaction with well-run DIGMAs

and PSMAs is so high, patients attending a SMA will

almost always like this venue of care once they actually

experience it. They will therefore be willing to return, if

only they are invited. Hence, it is important to invite all

patients in attendance to have their next follow-up visit be

a DIGMA visit—i.e., whenever they have a future medi-

cal need and want to be seen.

Should the physician happen to forget to invite any

particular patient while individually working with each

of the patients in the DIGMA or PSMA setting, then the

back-up plan could be for the behaviorist to ask: ‘‘Is there

a follow-up plan, doctor?’’ This would serve as a reminder

to the physician to consider whether a follow-up appoint-

ment is needed and, if so, whether or not to invite the

patient back into the appropriate future DIGMA session.

In addition, patients could also be told in the behaviorist’s

introduction that they are welcome to return to the

DIGMA any time that they have a medical need in the

future.

Have Patients Call the Office Before
Dropping in

Another policy I recommend is to tell patients that, if they

do choose to drop into aDIGMA, to telephone the office a

business day or two prior to the session. In the introduction

to each SMA session, the behaviorist should point out

that—by calling the office a day or two in advance of

dropping in—patients will enable staff to monitor group

census and, for systems still using paper charts, to order

patients’ medical charts in time for the session. In addition,

telephoning the office also provides patients with an

opportunity to confirm that the DIGMA will be meeting

that week—as the physician will occasionally cancel due to

being ill, on vacation, at an off-site meeting, on sabbatical,

etc. Also, by calling the office a day or two in advance and

pre-registering for the DIGMA (i.e., rather than just drop-

ping in unannounced), patients are pre-registered for the

group and can therefore be notified later in the event that

the session needs to be cancelled at the lastminute for some

reason (such as the physician being ill)—thereby avoiding

an unnecessary trip to the clinic.

Consistently Achieving Full Groups Presents
an Ongoing Challenge

Always keep in mind that DIGMAs and PSMAs are

census driven programs and that it is important to set

the necessary policies in place for your SMA so as to

ensure that targeted census levels are consistently

achieved. While an important goal for every DIGMA

and PSMA is to get the pre-determined number of

patients to attend each session, there are two reasons

that this presents an on-going challenge for these group

visit models. First, achieving desired census levels is chal-

lenging because different patients typically attend each

session—as patients only attend when they actually have

a medical need. Second, because patients have a lifetime

of expecting individual office visits and they typically

know nothing about group visits (which represent a very

different paradigm of care delivery), it is difficult to get

patients to attend a shared medical appointment for the

first time. This is why high-quality promotional materials

are required for the SMA program, and why it is so

important for the physician and support staff to consis-

tently and effectively promote the DIGMA or PSMA

program to all appropriate patients.

In addition, there might be other problems that make

it difficult to get the required number of patients con-

sistently scheduled into each and every SMA session.

Perhaps the announcements were not mailed out to all
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of the physician’s appropriate patients before the SMA

was launched, or the support staff might not be actively

recommending the SMA to all suitable patients. Framed

posters for the program might not be prominently dis-

played on the walls in the physician’s lobby and exam

rooms, or fliers might not be stocked in the dispenser

next to them (or the dispensers may not be kept full over

time). Most importantly, the physician might not be

effectively promoting the SMA by personally inviting

all appropriate patients seen during traditional office

visits to have their next return visit be in the physician’s

DIGMA (or their next physical examination in the phy-

sician’s PSMA). Or else, the physician might not be

inviting all appropriate patients when individually

treating them during the DIGMA or PSMA session—

i.e., to have their next return visit be in a future DIGMA

session.

In addition, the receptionist might not be consistently

handing out invitations to all of the physician’s patients as

they register for an office visit, or the nurse/MAmight not

be handing program description fliers (along with saying

a few kind words about the SMA) to all appropriate

patients as they are being roomed. Finally, a dedicated

scheduler might not have been assigned to the SMA with

the responsibility of topping-off sessions to ensure that

they are all filled to the desired capacity (in which case, try

to get one as soon as possible). Or else, there might be a

dedicated scheduler attached to the program, but compet-

ing resource demands disallow sufficient time being

dedicated to the DIGMA/PSMA to contact enough

patients each week so that consistently full sessions can

be ensured. When such problems occur, they must be

promptly recognized and addressed.

Solve Operational Problems as They Arise

They say that the devil is in the details. With DIGMAs

and PSMAs, the success of the entire program lies in

paying close attention to all the operational, administra-

tive, and logistical details—and to promptly addressing

any operational problems that might arise. Each new

SMA that is launched will likely experience some opera-

tional problems, especially during the initial design and

implementation phases—and most particularly during

the first few months of operations.

Operational Problems of All Types Can Arise

Operational problems can arise regarding any aspect of

the new SMA program—personnel, facilities, equipment

(computers, printers, telephones, medical equipment, etc.),

forms and handouts, documentation, scheduling, program

promotion, etc. When such operational problems occur,

they should promptly be addressed and resolved (prefer-

ably by the champion, behaviorist, nurse/MA, or program

coordinator)—i.e., rather than by the more costly physi-

cian, which helps to leverage the physician’s time.

For example, the group room might be too small or it

might occasionally be mistakenly scheduled out to others

during the timeslot set aside for the DIGMA or PSMA.

The group room might need to be set up properly before

each session, tables or other clutter will need to be removed

from the group room, and additional furnishings and wall

hangings might be required in order to create the desired

ambiance. The temperature of the group room might not

be set at a comfortable level, the required number of chairs

might not be consistently available, or the entire issue of

snacksmight somehow prove to be problematic. The exam

room might not be appropriately equipped, the logistics

surrounding the Patient Packet might break down, referral

forms and handouts might need to be supplied, charts

might not be arriving on time (for systems using paper

charts), the computer or telephonemight not be functional,

the printer might not work, or there might not be chalk or

colored pens with erasable ink available for writing on the

whiteboard or flipchart in the group room. Or else, the

physician might be arriving late, the behaviorist and nur-

sing personnel might not be arriving sufficiently early, or

the documenter might fail to show up.

The Increased Productivity of the DIGMA

or PSMA Can Itself Stress the System

In addition, themajor paradigm shift and increased produc-

tivity that DIGMAs and PSMAs entail tends to stress the

system—and to make unacceptable any inefficiencies that

might heretofore have beenmarginally acceptable when one

patient was being seen at a time. For example, a receptionist

who has historically been a slow and marginal performer is

not likely to suddenly become faster andmore efficientwhen

15 patients (rather than one) are waiting in line to be regis-

tered for aDIGMA.Thus, the remarkable efficiency gain of

a properly run DIGMA or PSMA can itself stress the

system and create certain operational challenges. The good

news here is that, by promptly solving any such operational

problems and inefficiencies as they arise, the whole clinic

might thereafter be able to function better throughout the

remainder of the workweek. However, the bad news here is

that, if these operational and administrative problems are

not promptly resolved, they can reduce patient and staff

satisfaction with the program—and can even end up under-

cutting the whole SMA program.
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Avoid Follow-Up Scheduling Log-Jams After

the Session Is Over

In addition, there might be problems scheduling the fol-

low-up appointments of all patients attending the SMA

immediately after the DIGMA or PSMA is over. This is

especially true if almost all patients end up lining up in

front of the scheduler as they simultaneously leave the

group room after the session is over. This problem can be

greatly ameliorated by having each patient briefly leave

the group room immediately after the physician has com-

pleted working with them (i.e., to individually schedule

their follow-up appointment)—and then return to the

group setting after their return appointment has been

scheduled. Even though they end up missing a few min-

utes of the session, this turns out to be a very workable

approach to efficiently scheduling follow-up visits.

Although temporarily bringing a scheduler into the

group room to schedule all the follow-up appointments

for patients in attendancemight be possible, it would need

to be done in such a manner as to not significantly drive

up the overhead expense of the SMA program. For sys-

tems on EMR, it might also be a viable option to have the

documenter in the SMAschedulemany follow-up appoint-

ments and referrals for attendees during the session—

although I do not recommend this approach, as it will

likely result in a time consuming distraction that could

keep the documenter from getting everything that the phy-

sician is doing into the chart note. At Harvard Vanguard

Medical Associates/Atrius Health, we use a care coordina-

tor (typically theMAduring the last half of theDIGMAor

PSMA session, i.e., after all initial MA duties have been

completed on all patients) to: call patients out of the group

room one by one; promptly schedule all referrals and

follow-ups made by the physician; and give all patients an

after visit summary (i.e., a copy of those parts of the chart

note that the physician wants the patient to have). In the

event that no referrals or procedures need to be scheduled,

the care coordinator simply takes the AVS to the patient in

the group room, as there is no need to call patients out in

that case (which could be somewhat disruptive to the flow

of the group and would cause the patient to unnecessarily

miss part of the group session).

There Can Be Equipment, Medical Chart, and

Scheduling Mix-Ups

The physician might want specific medical equipment to be

there for his/her DIGMA, or for certain injections requiring

refrigeration to be administered—in which case, there needs

to be a refrigerator in the group or exam room that can be

used for this purpose (plus sufficient injections contained

therein for all of the patients attending the SMA that

might require them). For systems still using paper charts,

the charts might not be arriving at the right place (or at the

correct time) for the DIGMA or PSMA session. Also, there

might be scheduling mix-ups, or patients might simply be

arriving at the wrong place or time. Clearly, all such opera-

tional and logical problems would need to be promptly

resolved as quickly as possible so as to not interfere with

the efficient functioning of the SMA.

The Physician and Entire SMA Team Can Also
Have Problems, Especially at the Start

There are many flow problems that the physician and SMA

team can face when first launching a DIGMA or PSMA.

For example, there might be problems: in getting the con-

fidentiality waivers signed and collected; in having the

nurse(s) or behaviorist efficiently dispatch all of their duties

in an effective and timely manner; in ensuring that the

physician fosters some group interaction and delivers as

much medical care as appropriate and possible during the

highly productive group setting; in referring patients to

specialists, for lab tests, or for procedures; in refilling med-

ications or providing minor procedures toward the end of

the session; or in getting patients scheduled into appropriate

follow-up appointments during or after the DIGMA or

PSMA session. Also, there might be problems with the

nurse/MA, behaviorist, documenter, or physician arriving

on time or pacing their activities so as to finish on time; and

the SMA team itself might have difficulties coalescing into a

coordinated and efficient unit. Clearly, all such problems

must be promptly addressed as soon as they arise in order

forDIGMAs and PSMAs to be as productive, efficient, and

enjoyable as possible. By having a debriefing session at the

end of all DIGMAs and PSMAs for the first 2 months, all

such problems can potentially be expeditiously resolved.

Avoid Making Common Beginners’ Mistakes
that Can Undermine Your SMA Program

It is very easy to make many common beginners’ mistakes

when starting a SMAprogram (Table 10.11). Furthermore,

there is much about group visits that is counterintuitive,

which can itself lead to many beginners’ mistakes. For this

reason, I strongly recommend that—before departing from

the SMA models as they have been developed and uti-

lized—you first start with the established DIGMA,

CHCC, and Physicals SMA models as they are described

herein. These models have had a fairly long evolutionary

history, have gone through numerous iterations, have been
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fine-tuned over time, and have been demonstrated to work

time and time again in actual practice. Only consider

departing from these established models later, after you

have already had some successes and gainedmuch practical

experience with your SMA.

Although there are a myriad of common beginner’s mis-

takes that healthcare organizations andphysicians oftenmake

when first implementing DIGMA, CHCC, and Physicals

SMA programs, they tend to be of two basic types:

1. Putting too little into the SMA program for it to succeed

(inadequate funding; poor staffing; inadequate training;

selecting personnel based upon low cost rather than

appropriateness for the job; inadequate group and

exam room facilities; inadequate promotion of the pro-

gram; no posters or fliers; allowing too little time for

SMA sessions; not providing all the necessary person-

nel; not giving the champion, program coordinator,

behaviorists, documenters, dedicated schedulers, and

support personnel sufficient training and time to

adequately dispatch their SMA duties; etc.).

2. Taking more out of DIGMAs and Physicals SMAs than

they were ever intended to give—i.e., in a futile attempt to

extract even more benefit from these efficient programs

than they were designed to achieve (requiring too many

patients to attend each SMA; demanding that all patients

and providers participate rather than keeping SMAs

voluntary for all; etc.).

Both of the above scenarios have the same net result: a

program that either fails or is only partially successful.

To be fully successful, DIGMAs and PSMAs require that:

(1) the necessary budgetary, personnel, promotional,

and facilities resources are infused into these programs;

and (2) efforts not be made to extract even greater pro-

ductivity, efficiency, and economic gains than well-run

DIGMAs and PSMAs are designed to achieve.

Despite All My SMA Experience, Even I Make
Beginners’ Mistakes—So Be Careful

Despite my extensive experience with over 20,000 patient

visits in the DIGMA and PSMA models (and with over

400 different providers in healthcare systems both nation-

ally and internationally), I made a beginners’ mistake in

creating the PSMA model in 2001—one that delayed its

development by almost a year. This happened because

I went with what seemed to me to be intuitively obvious—

i.e., having the interactive group segment of the session

Table 10.11 Ten common beginner’s mistakes

1. Administration demanding that the physician first demonstrate that SMAs work well within the organization—and only then will they
support the program

2. Launching SMAs prematurely, before all key supports needed for success are first secured: administrative support; the necessary
promotional materials; important patient education materials; the required personnel and facilities; organizational consensus; a billing
policy, an easy-to-understand confidentiality release drawn up by system’s corporate attorney, etc.

3. Failing to design four major factors into each and every SMA that is launched: (1) optimally build all possible quality in; (2) ensure that
targeted census levels are always met; (3) keep overhead costs reasonable; and (4) measure outcomes on an ongoing basis

4. Making the groups too homogeneous, so that too few patients qualify to attend sessions and targeted census levels cannot be
consistently achieved; or making it occur on too infrequent a basis, such as every 2 weeks, once a month, or even quarterly

5. Worrying about many small things, but failing to stay focused on the most important key to success—i.e., always having full groups, with
a targeted census level selected so as to increase productivity by 200–300% or more. Insufficient census signals a sick group; therefore, do
not start small with the intention of later working up to larger groups; let your census drop over time; or rationalize small groups because
‘‘it’s better care,’’ especially after initial success. On the other hand, be certain to use a documenter to gain efficiency (especially in systems
having electronic medical records); address the challenge posed by the off-site Call Center in helping to fill sessions; and debrief with your
SMA team after sessions for the first couple of months of implementation to increase efficiency and improve the program.

6. Not promoting the SMA effectively to all appropriate patients (e.g., by not prominently displaying the poster on the lobby and exam
rooms; not sending out an announcement letter beforehand; not having receptionists hand out invitations; not having the nurse(s)
distribute fliers and promote the program when rooming patients; not training the scheduling staff to sell the program; not using a
dedicated scheduler; not using Patient Packets for the SMA; not informing patients through newsletters as well as the mass media; and
most importantly, by the physician not personally inviting all appropriate patients seen during normal office visits)

7. By assembling the cheapest ormost available SMA team rather than the best team for you and your practice, one which consists of skilled,
trained, and compatible participants (behaviorist; nursing personnel; documenter; dedicated scheduler; your trained support staff; and, in
larger systems, a champion and program coordinator)—or, worse yet, trying to do without critically important SMA personnel

8. By the physician not delegating fully to the entire SMA team (in order to optimize efficiency and quality)

9. The physician and behaviorist not starting and finishing on time, and not staying focused and succinct throughout the entire session
(e.g., by leaving the group room unnecessarily; losing control of the group; taking too much time with the first couple of patients; not
maintaining a workable pace throughout; taking too much time on interesting or problematic patients; using a chair with wheels and
rolling over and talking to one patient, but turning one’s back to the rest of the group; the behaviorist spending too much time talking;
or by not properly managing talkative and dominating patients)

10. Failing to foster enough group interaction, or too much (which can either cause patients to lose interest in what is transpiring in the
group or end up slowing the group down to the point where it finishes late, respectively)
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first (during which all the discussion was to occur), and

then following this with the private physical examination

segment of the visit (after which patients were free to

either leave or return to the small group being led by the

behaviorist). I started the early PSMA sessions on time

with the behaviorist’s introduction—in which I empha-

sized that all but truly private discussions with the provi-

der were to occur during the initial interactive group

segment (and not during the private physical examination

that was to follow). In addition, the physician started the

session off by repeating this exact same guideline. Unfor-

tunately, by following this intuitively appealing approach

of doing the interactive group segment first and the exams

last, the result was an unworkable model in which sessions

typically finished quite late.

It took many months—and three frustrated physicians

who were tired of finishing late—before I reversed the cart

and the horse. It took over half a year to realize that there

was a flaw in the model as initially conceived—and that it

could easily be corrected by delivering the private exam-

inations first. This enabled physicians to easily defer most

discussions from the inefficient exam room setting to the

highly efficient group room setting that followed, where

things only needed to be said once to the benefit of all

present. The physician could easily accomplish this in the

exam room by saying something to the patient like:

‘‘Good point! Why don’t you bring that up in the group

that follows so that everybody can listen and learn?’’ With

my original PSMA model (wherein the exams were per-

formed last), physicians were stuck with inefficiently

addressing the additional questions and medical issues

that patients always seemed to bring up when they got

the physician alone in the exam room—i.e., because the

group discussion segment of the visit was already over.

In other words, if the physician detected a problem

during the physical examination, then there was no alter-

native to discussing it with the patient at that time—i.e., in

the inefficient exam room (rather than group room) set-

ting. The fact that patients still had additional questions

to ask when they got the physician alone in the exam

room—which is something that occurred time and

again—made it clear that this was an unworkable model

in most cases. And this was despite the fact that patients

were being told in both the promotional materials and the

behaviorist’s introduction—as well as by the physician at

the start of the SMA—that all discussions, except for

truly private matters and that which was necessary in

order to conduct the exam, were to occur in the group

room during the first part of the visit. Despite these

admonitions, patients always seemed to save up a few

issues to discuss later when alone with the physician in

the exam room–which almost always caused these flawed

PSMA sessions to finish late.

Step 18: Start with a Carefully Designed Pilot
Study and Evaluate its Success

In order to determine for themselves whether today’s

major group visit models can work within their system,

most healthcare organizations will probably want to first

develop a carefully designed pilot study and then evaluate

how successful it is when conducted within their own

facilities. Certainly, larger group practices and mana-

ged-care organizations will probably want to first evalu-

ate the viability of a DIGMA or PSMA program in their

organization through a substantial pilot study. Person-

ally, I have found that these SMAmodels can be designed

to work well in any healthcare system. Conversely, I

cannot think of a single instance where they did not

work, provided that they were appropriately designed,

supported, promoted, and run.

First Steps in Starting Your Pilot Study

After securing the necessary administrative support, the

champion needs to recruit appropriate physician volun-

teers for the pilot study by giving presentations to various

departments at the targeted facilities. A budget is devel-

oped for the pilot program, and the various parameters of

the pilot study are carefully defined, e.g., which group visit

models to use; which subtypes; what physicians; howmany

providers; primary or specialty care; which facilities; what

behaviorists; which group and exam rooms; what promo-

tional materials to employ; etc. With the help of the pilot

physicians and the program coordinator, the champion

will need to design and develop all forms to be used in the

program—always in template form. Please note that exam-

ples of virtually all important DIGMA and PSMA forms

that the readers will need in order to start their own group

visit program are included in the DVD attached to this

book.

Customize Pilot DIGMAs and PSMAs, and Select

Both SMA Teams and Outcome Measures

The champion then meets individually with the recruited

physicians to custom design their DIGMAs, CHCCs, and

PSMAs according to their specific needs, goals, practice

styles, and patient panel constituencies. The treatment

teams are assigned to the pilot SMAs and then appropri-

ately trained by the champion and program coordina-

tor—i.e., the behaviorist, 1–2 nursing personnel (usually

including the physician’s own nurse orMA), documenter,

and dedicated scheduler.
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The pilot study will need to be evaluated according to

appropriate criteria of greatest interest to the healthcare

organization—e.g., enhanced quality of care, increased pro-

vider productivity, improved access, reduced cost of care,

improved outcomes, better performance measures, updated

injections and routine healthmaintenance, enhanced patient

and physician satisfaction, etc. Clearly, the factors to be

assessed will first need to be selected (i.e., factors that are

appropriate to the SMAmodel being selected and of impor-

tance to both the pilot physicians and the organization), and

then the means of assessing improvements in these areas

through the SMA program will need to be determined. In

addition, tests, analytic measures, and forms to be used in

evaluating the program (such as the patient satisfaction

form) will need to be selected, developed, and appropriately

utilized.

Select Your Pilot Physicians and Pilot Site(s)

Pilot studies have been conducted with as few as 1 physi-

cian and with asmany as 12 different providers in primary

and specialty care. Usually one or two pilot sites are

selected within the organization—based upon adminis-

trative priorities, which physicians are willing to partici-

pate in the pilot, and where the need is greatest. Only after

the pilot study has successfully demonstrated feasibility of

the DIGMA, CHCC, and/or Physicals SMA models

within their own system will most administrators and

executive leaders in integrated healthcare delivery systems

want to expand their group visit program to organization-

wide implementation.

Evaluate the Pilot’s Success Before Expanding the SMA

Program Facility and Organization Wide

Byhaving a pilot study, the success ofDIGMAsandPSMAs

can be evaluated within the organization (according to the

potential benefits that are of greatest interest to the organiza-

tion) before the decision is made to disseminate the program

facility- and organization- wide. As is always the case with

DIGMAs and PSMAs, each pilot is custom designed to the

particular needs, practice style, and patient panel constitu-

ency of the individual physician. In addition, the SMA

program needs to be fully supported and properly run, and

all templates and promotional materials necessary for a

successful pilot study must be developed. However, once

the pilot has been demonstrated to be successful, the health-

care organization’s goal will likely rapidly shift from pilot

study to rapid, full-scale, and system-wide deployment of the

SMA program throughout both primary and specialty care.

Use Evaluative Measures that Are Appropriate
to the SMA Model You Choose

Be certain to use measures for evaluating your SMA pro-

gram that are appropriate to theparticular groupvisitmodel

that you select so that you do not develop unrealistic and

unachievable expectations for the outcomes of your pro-

gram. For example, whereas one would want CHCCs to

reduce use of emergency department, hospital, and nursing

home services, one would not expect access to be dramati-

cally improved or physician productivity to be greatly

increased—which are strengths of the DIGMA and PSMA

models, not CHCCs or Specialty CHCCs. In today’s med-

ical environment, operational decisionsmust increasingly be

data driven—with ongoing programs continuously needing

to prove their value through appropriate evaluative criteria.

It is in this light that I highly recommend appropriate out-

come measures be developed for any group visit programs

adopted by the organization—evaluative measures that

should reflect eachmodel’s primary goals in termsof quality,

access, service, satisfaction, efficiency, increased capacity,

cost savings, and reduced utilization (goals of various

group visitmodels that are often overlapping and synergistic

rather than mutually exclusive). However, in the interests

of being realistic and keeping costs down, it is important

that all such measurements be relatively simple, reliable,

readily available, and valid—as well as being aligned to

both the organization’s priorities and the particular benefits

that each group visit model was designed to achieve.

Carefully Evaluate Your Pilot Study, and Then
Issue Periodic Reports on the SMA Program
Thereafter

The pilot study (as well as all future SMAs) needs to be

appropriately evaluated during and after a certain interval

of time (often after 6 weeks to one year), and then periodi-

cally thereafter—i.e., according to the potential benefits

that group visits can offer which are of greatest interest to

your healthcare organization. Such benefits can include

enhanced care, superior updating of performance mea-

sures and health maintenance, increasedMDproductivity,

improved access to care, leveraging of existing staffing,

reduced costs, better patient education, improved clinical

outcomes, enhanced doctor–patient relationships, reduced

utilization, increased patient and physician satisfaction,

etc. Forms to be employed in evaluating the pilot, such as

the Patient Satisfaction Form,must be selected, developed,

and appropriately utilized (see sample patient satisfaction

forms on the attached DVD). These forms can be either
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normed research instruments or specifically developed

tools for evaluating the SMA program, although the selec-

tion as to which type(s) to use will need to be jointly made

by the organization and the SMA champion.

Appropriate outcomes reports must be generated for

the pilot study, and the success or failure of the pilot

study needs to be fully evaluated by larger organiza-

tions—i.e., prior to initially expanding the group visit pro-

gram from pilot study to facility-wide (and ultimately to

organization-wide) implementation. For DIGMA and

PSMA programs, periodic reports assessing any increases

in physician productivity and access as a result of the SMA

program need to be created—reports which should include

productivity measures, improvements in backlogs and

wait-lists, any decreases in telephone volume or patient

complaints, and improvements in patient access to care.

Whenever possible, any improvements in injections, health

maintenance, performance measures, patient satisfaction,

and outcomes should also be included in these reports.

Measurements must be taken, data must be collected and

analyzed, any cost savings must be evaluated, and appro-

priate reports need to be periodically generated and

distributed.

Step 19: Go from Successful Pilot Study
to System-Wide Implementation

Once a pilot study has demonstrated feasibility of the

SMA concept within your healthcare organization’s

own facilities, then the next step will be facility-wide

(and ultimately organization-wide) implementation of

the SMA program. However, it is important that the

expansion of the SMA program be on a voluntary

basis—i.e., by securing physician buy-in at the grass

roots level rather than dictating participation top-down,

and by always making the SMA program voluntary

(as well as an extra healthcare choice) to patients. Let us

now examine how integrated healthcare delivery systems

(group practices, IPAs, PPOs, HMOs, for profits, not for

profits, public health facilities, DoD, VA, etc.) can best

establish successful primary and specialty care DIGMAs

and Physicals SMAs throughout their systems.

The Process of Expanding the SMA Program
Organization Wide

Once the pilot study has been demonstrated to be success-

ful and administration has made the decision to advance

the SMA program system-wide, the champion moves the

program toward organization-wide dissemination by

recruiting more and more interested primary and speci-

alty care providers in the various departments and facil-

ities throughout the entire system on an on-going basis.

The goal is for the champion to get physicians throughout

the facility (as well as the entire system) to voluntarily

launch DIGMAs, CHCCs, and/or PSMAs for their prac-

tices. Ultimately, as more and more DIGMAs, CHCCs,

and PSMAs are developed, they will be increasingly

recognized by patients and staff alike as important ele-

ments in how the organization has chosen to deliver main-

stream medical care. As more and more DIGMAs and

PSMAs are launched throughout the system, behaviorists

(typically specifically trained psychologists, licensed clin-

ical social workers, or nurses for DIGMAs, and nurses–

but sometimes mental health professionals—in PSMAs),

documenters, and dedicated schedulers will need to be

hired into the SMA program on an as-needed basis either

as employees or on a contractual basis.

If, for some reason, your pilot study should have pro-

ven to be unsuccessful, then I would encourage you to

carefully examine the underlying reasons for failure and

whether errors were made in how the pilot was conducted

(e.g., was the design flawed; was the focus upon too

narrow of a patient population; were census requirements

met; were critical supports not yet in place; were appro-

priate personnel and facilities secured; was the necessary

training provided; were the physician and support staff

consistently inviting all appropriate patients to attend;

etc.) before abandoning group visits in your organization.

Ask whether your pilot was appropriately designed, sup-

ported, promoted, and run. Should you find that some

oversight or mistake has been made, correct it as soon as

possible and then reassess the success of your pilot some

time later—i.e., after new data are collected and analyzed.

I say this because successful group visit programs have

been developed within innumerable healthcare systems

(and in primary care and virtually all medical and surgical

subspecialties). Therefore, if your SMA program happens

to fail for some reason, then there is likely one or more

problems contributing to this lack of success which, if

only corrected, would greatly enhance the likelihood of

success.

Try to Secure Physician Buy-In at the Grass
Roots Level, Not Through Administrative
Mandates

If the initial DIGMAs, CHCCs, and Physicals SMAs

being run within the system are well designed, supported,

and run, then it is expected that they will be successful and
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that a gradual increase in physician buy-in to the SMA

program at the grassroots level will gradually begin to

occur over time. Furthermore, it is anticipated that this

process should steadily increase as more and more suc-

cessful group visits are eventually implemented through-

out the system. This can be expected to occur on several

fronts: as a result of positive reports from physician col-

leagues who are actually running successful group visits;

through the champion’s efforts in moving the program

forward throughout the system; and out of physician self

interest due to the multiple patient and physician benefits

that properly run group visits can offer (i.e., despite the

fact that a major paradigm shift and considerable change

is thereby introduced into the system by the SMA pro-

gram). However, be careful to stick closely (especially at

first) with these major SMA models as they have broad

applicability, have successfully gone through countless

developmental iterations, and can help you to avoid

many common beginner’s mistakes. Design and run

your SMA program appropriately—because it seems

that, whereas good news tends to travel painfully slow in

an organization, bad news travels extremely fast.

There Will Likely Always Be Some Physician
Holdouts to SMAs, Which Is OK

However, it can also be anticipated that there will always

be a few physician holdouts remaining—no matter how

successful the SMA program might ultimately become—

as physician needs and motivations are expected to vary

(both between physicians and over time), and differences

of opinion are always facts of life that need to be reckoned

with. Some physicians will simply not see any need for

changing how they do things—and for some, especially

those with smaller and unfilled practices which they are

not interested in growing, this is probably true. In addi-

tion, it is highly probable that there will always be some

providers who simply prefer the old way of doing things—

i.e., of only providing individual office visits. Perhaps

some will always remain convinced that the traditional

individual office visit modality in which they have been

trained—and may have been practicing for many years—

is simply the best method of providing care. Others might

feel that they are close to retirement, that there is simply

no reason to change at this time, or that they presently

have no need for group visits in their practice.

I have always welcomed such dissension, and have

even considered it to be a healthy process, because: (1)

there is always room for differences of opinion; (2) group

visits are meant to be voluntary and not to be imposed

upon anyone; (3) this can be a healthy process that

provides an important counterbalance to the SMA pro-

gram; and (4) experience has demonstrated that over

time, even some of the most resistant physicians can

eventually be won over to running group visits for their

practices—ultimately to the point of actively embracing

and recommending them.

The First DIGMAs and PSMAs to Be Launched
Are Typically the Most Difficult

No matter what approach the champion adopts for mov-

ing the SMA program forward from pilot study to orga-

nization-wide implementation, the first set of DIGMAs

and PSMAs at each facility will generally be the most

difficult and time consuming to establish. In part, this is

due to the fact that, at first, patients and providers alike

are largely unfamiliar with—and frequently more resis-

tant to—group visits and the voluminous benefits they

can offer. Afterward, as experience is gained, protocols

are established, patient and physician buy-in progres-

sively increase, forms and promotional materials are

developed, training programs for behaviorists and nurses

are developed, documenters learn how to best fulfill their

function, administrative and operational issues are

addressed, and a systematic approach to launching suc-

cessive SMAs is gradually developed (i.e., a pipeline, as

described in the next chapter) that subsequent SMAs

gradually become easier and easier to launch.

In other words, most of the work for a successful

program must be done up-front. During the initial

weeks of designing and planning the pilot study—and

during the first few weeks of operations for the first

SMAs that are run (which is also the time that the most

beginner’s mistakes can easily be made)—much work

needs to be done. For example, in these early months of

the SMA program all forms and promotional materials

need to be developed in template form, suitable training

programs for the SMA team and support staff need to be

developed, and the learning curve is greatest with regard

to consistently meeting census requirements. There are

several reasons, including the following, for this up-

front workload bolus that group visit programs entail:

� Administrative support and an adequate budget for

the program must first be secured.
� In larger systems, the champion and program coordi-

nator will need to be selected—and then provided with

the necessary time and resources.
� The appropriate personnel and facilities required for a

successful group visit program need to be obtained

from the start.
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� All basic policies and procedures must be developed at

the beginning of the SMA program, including docu-

mentation, billing, and evaluation policies.
� Templates of all forms and promotional materials will

need to be created at the outset, which can be a

demanding and time-consuming process (examples of

all such forms, which are contained in the DVD

attached to this book, can be most helpful in this

regard).
� Especially in the beginning, the group visit program

will need to be aggressively promoted to patients, pro-

viders, and support staffs alike in order to familiarize

them with SMAs and their many potential benefits—

so that acceptance, buy-in, and full groups can all be

achieved.
� The amount of change involved (to patients, staff, pro-

viders, and the system alike), and therefore the amount of

resistance that can be expected to be engendered toward

the SMAprogram, will likely be at its peak at the start of

the program—resistance that takes hard work to over-

come so that the SMA program can get started.
� The first group visits will likely be the most difficult to

launch successfully because, at the inception of the

program, providers, champion, program coordina-

tor, and support staffs alike will largely be unfamiliar

with SMAs and how to run them. Clearly, learning

curves for all concerned will be at their steepest at the

beginning of the program; however, things should

gradually get easier over time, as interested providers

and staff are able to sit in and observe SMAs that

have already been established and are being success-

fully run.
� Because group visits are often counterintuitive and

represent a major paradigm shift that introduces a

great deal of change, it is likely that many beginner’s

mistakes will be made when group visits are first being

launched and implemented within the system—design

flaws that will need to be corrected as soon as they are

recognized.
� Effective training programs will need to be developed

for all SMA personnel, and this training will need to be

embarked upon from the start of the program—i.e.,

with the first SMA teams selected.
� Initial group visit teamswill need to be carefully selected

and properly trained. Furthermore, they will need to

gain hard-earned practical experience firsthand during

their initial SMA sessions—which is particularly impor-

tant as there will not yet be other successful group visits

up and running that they can sit in on and learn from.
� It is likely that many operational, administrative, per-

sonnel, training, facilities, IT, and equipment pro-

blems will surface during the early stages of the group

visit program—all of which will need to be successfully

addressed (later on, dealing with such problems will

become second nature).
� From the beginning, one needs to develop an effective

pipeline (which is fully discussed in the final chapter of

this book) for efficiently launching all subsequent

DIGMAs and Physicals SMAs throughout the sys-

tem—a process that can be very time consuming (espe-

cially at first, when the pipeline is initially being devel-

oped) and fraught with errors.
� It is in the beginning of the SMA program that one will

likely need to design, run, and evaluate a meaningful

pilot study—and afterward commence moving the

SMA program toward facility- and organization-

wide implementation.
� Each DIGMA will become easier to fill over time as

evermore patients attend and are willing to return for

their follow-up care.

I have found that, if the physician walks into a group

room and sees 10–16 patients in attendance for the

DIGMA, it will almost certainly be a success—as it will

likely be lively, interactive, fast-paced, fun, and econom-

ically viable. On the other hand, if only 3–5 patients are

present, the DIGMA will almost certainly be a failure

(and will likely also be boring)—even if the physician is

one of the very best—because more patients could have

been seen individually in the clinic during the same

amount of time, and without the overhead expense of

the SMA program.

Not only are the initial SMAs the most difficult to

develop, but it has also been the author’s experience that

SMAs seldommigrate with any meaningful speed through-

out the system to other providers’ practices by word-of-

mouth recommendations alone. In today’s fast-paced

healthcare environment, physicians are simply too busy

managing their own practices to take much note of their

colleagues’ successes. It therefore takes a champion (with

the help of a program coordinator), at least in larger sys-

tems, to advance the SMAprogram rapidly throughout the

system—i.e., by continuously recruiting additional provi-

ders and helping them to successfully launch their own

group visits.

Develop a Critical Mass of Successful SMAs
at Each Facility

Eventually, a critical mass of successful SMAs will ulti-

mately become operational at a given site—thus enabling

group visits to become more and more accepted by

patients, physicians, and staff alike. As this progressively

happens over time, first at a given site and eventually
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system-wide, SMAs will move gradually into the main-

stream of medical care within the organization—i.e.,

through the efforts of the champion and positive word-

of-mouth recommendations from patients as well as phy-

sician colleagues already successfully running SMAs for

their practices becoming more commonplace. Of course,

achieving this result requires that the program be actively

promoted by the champion, fully supported by adminis-

tration, properly run, and appropriated evaluated over

time so that its merits can be clearly measured and

demonstrated. In addition, it also requires that all

SMAs be carefully designed, actively promoted to

patients, appropriately housed and staffed, and properly

run—and that any system or operational problems be

promptly addressed as they arise.

By the time this critical mass of group visits is achieved:

SMA teams and support staffs will be familiar with the

program and experienced in conducting their responsibil-

ities; promotional materials and templates for the program

will be developed; patients will have become increasingly

aware and accepting of SMAs; positive comments and

recommendations from SMA physicians will be common-

place; and, as a result, other physicians should gradually

becomemore willing to try a DIGMA, CHCC, or Physicals

SMA for their own practices. In other words, the whole

recruitment and implementation process should gradually

become easier overtime, until the supply of providers cap-

able of being persuaded to run a SMA for their practices at

that time is ultimately tapped out at that facility. Despite this

success, it is important to note that ongoing vigilance will

nonetheless be required in order to ensure that pre-estab-

lished census targets for each and every SMA session con-

tinue to be met—as having all group sessions consistently

full remains an ongoing requirement for success.

Step 20: Determine How Many SMAs
You Want to Launch Each Year

It is important, once a successful pilot study has been

completed, to determine how rapidly you want to disse-

minate the SMA program throughout the facility and

organization. More specifically, you need to determine

how many DIGMAs, CHCCs, and PSMAs you want to

develop and launch each year in primary and specialty

care (at each facility and throughout the organization).

Once you have established your target for the number of

new SMAs that you want to launch each year, you must

then consistently meet this target each and every year.

Having such a launch rate target not only optimizes the

speed with which SMAs can be implemented throughout

the system, but also allows the champion, administration,

and program coordinator to plan their SMA program’s

budget (e.g., the rate at which behaviorists, documenters,

nursing personnel, and dedicated schedulers will need to

be hired or secured). In order to determine this annual

launch rate, you will need to first examine how long it will

realistically take you to develop and launch a single

DIGMA or Physicals SMA in your system.

Meeting this target regarding how many DIGMAs

and PSMAs to launch each year will require that the

champion recruits providers to run SMAs in their prac-

tices on an ongoing basis. To accomplish this, the cham-

pion will need to give departmental and grand rounds

presentations in both primary care and the various med-

ical and surgical subspecialties on an ongoing basis—

and to meet individually with interested providers

throughout the organization. Working closely with

administration to select the most important sites and

best possible physician candidates, the champion prefer-

entially selects busy providers with heavy workloads and

severe access problems; however, they must be providers

who are highly respected by their peers.

What Is a Realistic Timetable for Launching
a Single DIGMA or PSMA in Your System?

Healthcare organizations interested in developing a SMA

program and implementing it system-wide as rapidly as

possible often ask, once the pilot has been demonstrated

to be successful, how quickly can the champion be

expected to move DIGMAs and PSMAs forward

throughout the organization. The first step in answering

this question lies in understanding how long it typically

takes to develop and launch a single DIGMAor PSMA—

i.e., once experience and comfort has been gained with

these new group visit models and the pipeline for launch-

ing them has been developed (as discussed in Chapter 11).

Through extensive experience in acting as champion,

the amount of time that it typically takes (i.e., to go from

recruiting a provider and early discussions, through the

design and training phases, through the entire pipeline,

and ultimately to the start of the first SMA session)

averages approximately 8–12 weeks once experience is

gained and the bugs are worked out of the system.

The Champion Can Help Launch the DIGMA
or PSMA by Temporarily Acting as Behaviorist

Once the DIGMA or Physicals SMA is launched, the

champion (especially if the champion is an experienced
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psychologist or social worker) can then assist the physi-

cian as needed during the first 1–2 months of operations

in two ways. First of all, the champion can possibly act as

the behaviorist in the SMA for the first session or two,

while the behaviorist-in-training watches and learns.

Although optional, this process can be very helpful in

setting the SMA up properly from the outset, in keeping

the physician relaxed during the first couple of sessions,

and in avoidingmany common beginners’ mistakes. After

the first session or two, the champion is then able to

switch roles and observe the behaviorist replacement in

action—who then acts as the behaviorist from that point

forward.

The Champion Can Also Debrief After Sessions
with the Physician and SMA Team for the First
2 Months

The second way that the champion can assist the physi-

cian during the initial launch of the SMA is by debriefing

afterwards (perhaps 2 or 3 times) on an as-needed basis

with the physician, behaviorist-in-training, nurse/MA(s),

and documenter for approximately 10–20 minutes—i.e.,

after sessions during the first month or two of operations

for each new DIGMA or PSMA that is launched. As a

SMA champion, I usually try to attend at least 3 different

SMA sessions and debriefings for each new DIGMA and

PSMA that is launched–typically the first 2 and then

another a couple of weeks later. The focus of these

debriefings should be upon how to make the next sessions

even better and more efficient. This is important because

it allows the program to be improved and fine-tuned dur-

ing the first couple of months of operations, and soon

enables the DIGMA or PSMA to end on time with full

groups—and to do so even if the first couple of sessions

happen to finish quite late.

The Champion and Program Coordinator Help
in Many Ways During the First 2 Months
of Running Each New SMA

During this first month or two of operations, the cham-

pion and program coordinator: address all system and

operational problems as they arise; constantly monitor

group size (to ensure that pre-established census targets

are consistently being met); provide additional training to

the SMA team and support staff as needed; and do every-

thing possible to assist the physician and keep the physi-

cian comfortable and relaxed in the group setting. This

can be very helpful because physicians frequently have

many initial misgivings about launching a group visit in

their practice. They worry about saying something stupid

in front of 15 patients at once, or about not knowing the

answer to a question that might be asked. They worry

about making mistakes and embarrassing themselves and

fear that the group might spiral negatively out of control.

Because of these many physician misgivings, the cham-

pion and program coordinator can be most reassuring

and helpful in getting a new SMA properly launched

and operational.

While the strategy being discussed here represents my

own preferred way of doing things as SMA champion, it

should be noted that there is wide variability as to how

involved different champions will want to be with the

launching of each newDIGMAor PSMA in their system—

and with regard to the timeframes involved as well as the

time commitment they are willing to make to the process.

After 2 Months, the Group Visits Should Be Operating

Smoothly Enough for the Champion to Disengage

and Start the Next Cohort of SMAs

After approximately 1 or 2months (i.e., once the behaviorist

is trained, any operational problems are resolved, the SMA

is running smoothly, census targets are being fairly consis-

tently met, the physician is comfortable with the program,

the SMA is starting and ending on time with all document-

ing done, and debriefing after sessions is no longer neces-

sary), the champion then exits from this initial SMA—

which is usually part of the start-up cohort of SMAs—to

develop and launch the next cohort of DIGMAs and

PSMAs with other providers in the organization (more on

this later in this section). It is important to note, however,

that neither the champion nor the program coordinator ever

fully disengages from any DIGMA or PSMA which has

been launched, as they will remain ever vigilant over time to

ensure that pre-established census targets are consistently

being met—and to take prompt corrective action should

census ever begin to drop or operational problems emerge

that go unresolved.

The Total Time It Takes to Completely Establish
a Successful New SMA Is Therefore
Approximately 2–3 Months, Plus 1–2 Months
of Follow-Up Attention

As can be seen from the previous discussion, the time that

it takes (from start to finish) to launch a single DIGMA

or PSMA in primary or specialty care is approximately
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2–3 months: from the time a motivated physician is first

recruited; through the SMA’s design, development, and

training stages; and through the time that it takes for the

DIGMA or PSMA to actually be launched. Then, it

typically takes an additional 1–2 months of the champion

and program coordinator’s time for: the bugs to get

worked out; any mistakes to be corrected; the behaviorist

to become fully trained; the program to become properly

established and run; and the SMA to consistently finish

on time with full groups and all chart notes completed.

Only then can the champion exit the initially established

cohort of DIGMAs and PSMAs to launch yet other

cohorts of SMAs with still other providers in primary

and specialty care.

However, it is important to note that there can be

overlap, as the recruitment and training of the next cohort

of providers can be occurring concurrently with the

debriefing sessions held with the first cohort during the

1–2 months of follow-up that the champion and program

coordinator provide. In addition, the various SMAs in a

cohort do not all have to be launched at the same time;

instead, they can be implemented on a staggered basis. I

have even run such cohorts back-to-back with little or no

time between them, so that the end result is an almost

continuous launching of DIGMAs and PSMAs—i.e., one

after another.

How Rapidly Can You Disseminate Your SMA
Program Throughout the Organization?

Integrated healthcare delivery systems will undoubtedly

want to estimate how many group visits they can realisti-

cally expect to be able to launch in any given year.

Working at an aggressive but realistic pace, a skilled

and experienced half- to full-time champion with a pro-

gram coordinator should be able to establish between 18

and 36 primary and specialty care DIGMAs and PSMAs

per year within the organization–i.e., working at maxi-

mum speed and a very aggressive pace. For example,

while working half-time as Director of Clinical Access

Improvement at the Palo Alto Medical Foundation

(PAMF), I founded and headed their SMA Department.

In this capacity, I worked half-time as champion and was

charged with the responsibility of launching 18 DIGMAs

and PSMAs per year in primary and specialty care

throughout PAMF’s various facilities. The remainder of

my workweek was spent consulting with healthcare orga-

nizations around the country. I launched a similar num-

ber of DIGMAs and PSMAs during my first year at

Harvard Vanguard Medical Associates/Atrius Health

while working half-time, and expect to launch 30 more

next year while working three-fourths time.

By launching programs at this rate, the result was 18,

36, and 54 SMAs launched throughout the PAMF system

after 1, 2, and 3 years, respectively. Of course, the net

number of functioning SMAs at any given time would

then be this number less the number of implemented

DIGMAs and PSMAs that had been lost due to a variety

of causes—the most important of which was inadequate

census, although there were also many other reasons

(such as the SMA providers leaving the system, retire-

ments, long absences on year-long sabbaticals, and chan-

ging physician and departmental needs).

Under ideal circumstances, large healthcare organiza-

tions wanting to aggressively launch SMAs at the fastest

possible rate might be able to implement as many as 36

DIGMAs and Physicals SMAs per year. This would only

apply to larger systems having a highly skilled and experi-

enced full-time champion who is supported by adminis-

tration and has an experienced program coordinator pro-

viding critically important assistance (plus having

adequate SMA personnel and facilities, and sufficient

provider and patient buy-in at each facility). If there was

a single full-time champion for the entire system, then

there could be as many as 36 newly launched SMAs

annually in combination across all facilities. On the

other hand, if the champion worked less than full time,

the pace of rolling out new DIGMAs and PSMAS under

ideal circumstances would be proportionately less–such

as a half-time provider launching 18 SMAs per year (and

most likely, even less).

However, if there was a different SMA site champion

trained by the champion at each large facility within the

organization having saymore than 20 providers (i.e., so as

to have one overall champion overseeing the work of all

the site champions at the various facilities), then many

additional DIGMAs and PSMAs could be launched

annually at each facility—i.e., until all providers at each

facility interested in launching one or more DIGMAs

and/or PSMAs per week have been tapped out. Usually,

when I am the SMA champion at a larger integrated

delivery system, I try to personally launch the first 3-5

DIGMAs and PSMAs at each site before turning things

over to the site champion. By doing so, there are then

several successful SMAs being run at that site which other

interested providers (and SMA team members) can sit in

on and learn from. When site champions are utilized, the

overall SMA champion can hold monthly meetings (i.e.,

with all of the SMA site champions present) to exchange

helpful tips and discuss problems, difficult situations,

progress, and what has been learned at each of the sites.

On the other hand, organizations preferring a slower,

more comfortable pace for launching shared medical
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appointments might instead choose to have the champion

launch substantially fewer SMAs annually—i.e., being

especially careful to ensure that each DIGMA or PSMA

that is launched is done correctly.

How Many DIGMAs and PSMAs Can Be

in the ‘‘Pipeline’’ at Once?

Depending upon how well the pipeline is set up by the

champion and program coordinator (and upon whether

they work full time or not, as well as the demands and

opportunities of the moment), there could be anywhere

from 3 to 12 DIGMAs and/or PSMAs being developed

with staggered start dates in the system’s pipeline at any

one time—although I find approximately 6–8 to be the

most common number. This number of SMAs simulta-

neously in the pipeline at any given time depends strongly

upon the champion’s skillfulness, the helpfulness of the

program coordinator, and the champion’s mandate from

administration regarding the number of SMAs that are to

be launched annually. It also depends upon the number of

physicians willing to participate that happen to be

recruited during any particular timeframe.

Although the number of programs in the pipeline at

any one time will vary widely, the most aggressive number

for a full-time champion appears to involve launching

approximately 1½ to 3 DIGMAs or PSMAs per

month—at least in systems where the champion’s man-

date is to launch 18–36 new primary and specialty care

SMAs per year. For pipelines that are 10–12 weeks long,

this generally translates to an average of between 4 and 9

DIGMAs and/or PSMAs being in the pipeline at any

given time. As previously discussed, most systems and

SMA champions will prefer a more relaxed rollout pace

than this—often involving substantially smaller numbers

than those being discussed here. Be certain to read the

final chapter of this book with all due diligence in order to

ensure that you set up your pipeline as correctly as

possible.

Launching SMAs at This Aggressive Pace Requires

Experience—and that All Necessary Resources Be in

Place

Naturally, this aggressive of a launch rate can only be

achieved after considerable experience has been gained,

promotional materials and all templates for the SMA

program have been developed, ongoing physician and

staff buy-in are achieved, the necessary scheduling of

patients is occurring, and all necessary operational and

administrative supports for the program are in place. In

addition, as will be discussed later in this book, a com-

prehensive SMA pipeline will need to be developed for the

program by the champion and program coordinator—

i.e., a detailed, replicable, and step-by-step guide for effi-

ciently and systematically launching all future DIGMAs

and Physicals SMAs within the system.

In addition, rolling out DIGMAs and PSMAs at the

aggressive pace of 18 or more per year in larger systems

requires that the following resources also be in place: the

best possible champion and program coordinator (with

adequate time dedicated to the program); appropriate

behaviorists (approximately one half-time behaviorist

for every 9–10 weekly DIGMAs and PSMAs implemen-

ted); dedicated scheduling personnel (approximately one

dedicated scheduler for every 15–25 DIGMAs and

PSMAs implemented to ensure that full group sessions

are consistently achieved and that the profit margin for

the SMA program is thereby protected); one or two nur-

sing personnel per DIGMA and PSMA (RN or LVN

nurses, medical assistants, nursing techs, etc.); a docu-

menter (whenever possible, especially for PSMAs and

systems using electronic medical records); high quality

promotional materials; and the necessary group and

exam room facilities. All of these supports and resources

must be budgeted for and made available as needed to the

SMA program on an ongoing basis.

Three Different Approaches to Full-Scale
Implementation in Large Systems
with Multiple Sites

Depending on the size of the managed-care organization

and the number of separate facilities they have (as well as

the number of providers at each site), there are at least

three different ways in which the champion might

approach full-scale SMA implementation.

First, There Is the ‘‘One Facility at a Time’’ Approach

In this approach, the champion focuses upon one facility

at a time—and eventually sets up as many SMAs as

possible at that facility. This process of launching SMAs

at that facility would continue until all physicians that can

be recruited at that time to start DIGMAs or Physicals

SMAs (i.e., for their own practices or for various chronic

illness population management programs at that facility)

are in fact running SMAs. At that point, the champion

can then shift focus from that facility to starting SMAs

in the next highest priority facility within the system—

and then, after that, the next highest priority facility,
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etc.—until all facilities have been covered. This process

should ideally occur in some sort of logical sequence,

preferably by starting with high-priority sites having

motivated providers, heavy workloads, serious backlogs,

and severe access problems. Naturally, the champion and

program coordinator will need to generate periodic

reports on an ongoing basis that will continuously evalu-

ate all established SMAs at each facility.

Consider Training a SMA Site Champion at Each Site Before

Moving on to the Next Facility

In addition, the championmight want to select and train a

SMA site champion at that facility before moving on to

the next site—i.e., so that the site champion can continue

to encourage providers to run SMAs (or more SMAs) in

their practices. It is possible that, over time, certain newly

hired physicians as well as some highly resistant physi-

cians at that site might ultimately be willing to run a SMA

for their practice through the ongoing efforts of the SMA

site champion.

The First Facilities to Launch SMAs Will Likely

Be the Most Difficult

For many of the same reasons that the first few SMAs

launched at any given facility are likely to be the most

challenging, time consuming, and difficult to establish,

the first facilities within a multisite organization to launch

a DIGMA and PSMA program and move it toward full-

scale implementation will likely involve the most difficulty,

themost effort, and themost physician and staff resistance.

As experience is gained in this new paradigm of care—and

as positive word-of-mouth reports about the program’s

success start to occur and become more commonplace

from patients, staff, and colleagues alike—implementation

at each successive site is expected to become progressively

easier over time (except for any sites that might remain

particularly resistant and hostile toward group visits). Posi-

tive reports from patients and physician colleagues, accu-

mulating experience gained at the various facilities already

running SMAs, and the champion’s continuing efforts to

promote the program to patients and staff alike should

eventually all converge to successfully spread the SMA

program throughout the entire system. However, the

word of caution here is that the forward momentum of

the SMA program could become bogged down and stalled

if the champion and program coordinator’s attention

needs to constantly be turned backward to dealing with

previously established SMAs that are continuously failing

to meet census targets.

Subsequent Facilities Should Become Progressively

Easier Over Time

Therefore, one can reasonably anticipate that future

SMA launches at successive sites should gradually, but

progressively, become easier and easier over time—i.e.,

provided that the initial launches at previous sites have

gone well and are successful. In other words, full imple-

mentation at the first facility is expected to be the most

difficult, with implementation at each successive site

becoming progressively easier—until marketing efforts

for the program by the champion and positive reports

from colleagues and patients alike combine to reach a

critical mass that helps to spread group visits throughout

the entire integrated healthcare delivery system. Of

course, this will only occur if positive reports and recom-

mendations begin to surface throughout the organization;

therefore, be careful to solve any census problems that

might occur in the SMA program just as promptly as

possible so that negative reports do not begin to circulate.

If You Cannot Fill Weekly DIGMAs or PSMAs, It Is Unlikely

that Reducing Frequency Will Help

As an aside, it is worth noting that it seldom works to

have DIGMAs held every other week if full groups can-

not be achieved weekly. Most DIGMAs and Physicals

SMAs are designed to meet weekly—or even more

often, such as two or three times weekly (and, in some

cases, even daily). I have found it very difficult to launch

successful DIGMAs and PSMAs designed to meet every

other week when the reason for meeting bi-weekly is that

weekly groups failed to consistently meet census require-

ments. Experience has demonstrated that, when the pro-

vider has problems meeting census requirements for

weekly SMAs, the strategy of holding it bi-weekly or

monthly rather than weekly in order to better meet census

targets seldom works. Although it is not impossible for

this strategy to work, the simple fact is that when provi-

ders have difficulty filling a weekly DIGMA or PSMA, it

is highly unlikely that these same difficulties will not just

carry over to the bi-weekly SMA—so that census require-

ments continue to not be met even if the frequency of

SMA sessions is dramatically reduced.

Instead, try other options that are available to you for

increasing group census, such as: opening up the DIGMA

or PSMA to a larger group of patients by opting for a

more heterogeneous SMA design; redoubling personal

invitations by the physician and staff during regular indi-

vidual office visits to help keep all SMA sessions filled;

and/or making better use of the dedicated scheduler, the

physician’s scheduling staff, and promotional materials.
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Second, the Champion Can Choose the ‘‘Multiple

Facilities at a Time’’ Approach

In this approach, the champion concurrently starts

DIGMAs and PSMAs at multiple facilities within the sys-

tem, and then moves back and forth between sites on a

staggered basis (as well as between departments within

each site) according to the level of need and physician inter-

est. Although it involves some inefficiency due to travel

time, this is the approach that I used in heading the Shared

MedicalAppointmentDepartment at the PaloAltoMedical

Foundation, which is an integrated healthcare delivery sys-

tem in California that is largely fee-for-service (but partially

capitated) in nature and involves a large main campus and

several smaller satellite clinics. I am also currently utilizing

this multiple facilities at a time approach at the various

medical centers of Harvard Vanguard Medical Associates/

Atrius Health throughout eastern Massachusetts.

Third, There Is the ‘‘Champion of Champions’’

Approach for Large Systems with Multiple Sites

For larger systems with multiple large facilities, executive

leadership might choose to proceed with yet another

method for rapidly disseminating a SMA program

throughout the organization—one which might best be

called a champion of champions approach. This third

approach to widespread implementation could possibly

be used in the largest integrated delivery systems—

especially those that have multiple large facilities with

perhaps at least 20 or more providers at each site. This

approach offers the advantages both of rapid dissemina-

tion of the SMA program and of enabling the maximum

number of SMAs to be simultaneously launched at various

facilities throughout the organization.

In this champion of champions approach, most site

champions could be psychologists, social workers, nurses,

or highly motivated and skilled site administrators. Here,

as briefly discussed above, the overall champion respon-

sible for the entire SMA program could select and train a

different site champion at each of the major sites within

the organization. It is preferable that all such site cham-

pions at the various facilities be interested in working

closely with physicians and medical patients (and not

just with mental health patients), be experienced in run-

ning large groups and in working closely with physicians,

be able to address the extensive psychosocial needs of

medical patients and their families, and be very knowl-

edgeable of the various SMA models (including their

respective strengths, weaknesses, flow patterns, and how

to set them up). In addition, it is important to the success

of the SMA program that both the overall champion and

the various site champions have adequate time available

on their schedules to dedicate to the SMA program and

fully dispatch their respective duties. It would also be

possible to use other disciplines than psychologists and

social workers as SMA site champions, such as nurse

practitioners, diabetic nurse educators, nurses, or highly

motivated administrators, etc. However, experienced

mental health professionals are often better choices as

site champions because of their skill set, scope of practice

under licensure, ability to temporarily act as behaviorist

in newly launched DIGMAs and PSMAs and often the

amount of time that can potentially be made available to

them for discharging their responsibilities in this role

of site champion. Together with the ‘‘Multiple Facilities

at a Time’’ approach, I am also currently employing

this ‘‘champion of champions’’ approach at Harvard

Vanguard Medical Associates/Atrius Health.

Some Systems Might Want a Physician Champion

Overseeing the Program and Reporting to Executive

Leadership

It is worth noting that some larger multifacility organiza-

tions might also want to have a physician champion with

broad oversight responsibilities for the entire SMA pro-

gram who can act as a liaison with the organization’s

high-level executive leadership—a physician with the less

time-consuming duty of broad oversight responsibility

only for the entire SMA program. It is important to

note that, in order to be able to report to executive leader-

ship, this physician champion would have only the broad-

est oversight responsibility for the program—and would

not be responsible for the day-to-day operations or

administration of the SMA program at various facilities

throughout the system. The physician champion in this

arrangement would therefore not have the more time-

consuming duties of the behavioral health champion,

who is recruiting providers, custom designing their

DIGMA and PSMA programs, rapidly expanding the

program throughout the organization, handling day-to-

day administrative and management duties, and dealing

with operational challenges to the SMA program at each

facility. These duties would continue to fall on the

shoulders of the champion of champions (plus the program

coordinator) in this design.

The SMA Champion Identifies, Selects, and Trains the Best

Site Champion at Each Facility

Here, the overall SMA champion would sequentially

select, train, and assist a site champion at each major
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facility within the organization. In general, the champion

would personally launch the first 2–7 or so DIGMAs and

PSMAs sequentially at each satellite facility within the

system in an effort to get the SMA program off the

ground correctly at each site. These initial, correctly

launched DIGMAs and PSMAs would then become the

several A-teams established at each site—i.e., which the

site champion could then use as training vehicles for all

subsequent SMAs to be launched at that site . This would

be accomplished by having subsequently interested pro-

viders and SMA team members sit in on these established

and correctly run DIGMAs and PSMAs for a session or

two in order to learn how it is done and to talk with the

various A-team providers and SMA team members

regarding what to do and how to do it.

After the site champions in training at the various

major facilities that the champion has already launched

several successful SMAs in have been identified and fully

trained (i.e., for continuing to move the SMA program

forward at their respective facilities), the overall SMA

champion would then move on to launch additional

DIGMAs and PSMAs at yet other satellite facilities

within the organization. However, the SMA champion

would still continue to oversee the work of each of the

previously established site champions at their respective

facilities on an ongoing basis—providing important

advice, training, and assistance to the site champions

at these various facilities as needed. Periodic meetings

(perhaps held monthly) would then be held on an ongoing

basis that include the overall champion and all of the

site champions in order to share ideas, solve problems,

help one another, share successes, and coordinate efforts.

The Champion and Site Champion Can Sometimes Act as

Behaviorist for the First Couple of Sessions

In addition, the organization might want the SMA pro-

gram’s overall champion (or the site champion at that

facility) to temporarily act as the behaviorist in 1 or 2

carefully selected DIGMAs or PSMAs at each of the

system’s various sites—i.e., while the behaviorist replace-

ment is able to observe and learn, so that there are 1 or 2

well-trained behaviorists in the A-teams established at

each site for demonstration and training purposes. This

can continue until the replacement behaviorist and site

champion selected at each facility are thoroughly trained

and comfortable with their new roles. In this manner,

other interested providers at each facility could subse-

quently simply sit in on one or two of the A-team’s

DIGMA or PSMA sessions in order to see how they are

run, how well they are received by patients, and make a

more informed determination as to whether or not they

want to run a SMA in their own practice. Of course, once

the site champion at any particular facility is fully trained,

the overall champion for the program could then leave

that site, step out from these A-team training DIGMAs

and PSMAs, and let the site champion and specially

trained behaviorists at that facility fully take over their

new roles and responsibilities.

At Larger Facilities, the Site Champions Will Also Need a

Site Program Coordinator to Leverage Their Time

Obviously, to do all of the above at larger facilities, the

site champion might also need to have a site program

coordinator in order to fully leverage the site champion’s

time—but only if it is anticipated that a large number of

SMAs will be launched at that site. In smaller sites, the

overall champion’s program coordinator might be able to

fulfill that function. Once providers already running

DIGMAs and PSMAs at a given facility are comfortable

with running their SMAs (and the system problems and

operational bugs have been worked out), the site cham-

pion at that facility can thenmove on to the next cohort of

recruited providers that show interest in implementing

DIGMAs or PSMAs in their practices (or in a chronic

illness treatment program to which they are attached) at

that site. This process would proceed at each major facil-

ity within the organization in turn until all physicians at

each site who can be recruited into running a SMA have

been reached.

These Approaches to Rapidly Deploying SMAs
Throughout the Organization Keep the
Champion from Becoming Bogged Down

As can be seen, whereas the overall champion for the SMA

program would quickly become overwhelmed with the

extensive responsibilities of running and expanding the

group visit program alone in larger healthcare systems

(i.e., regardless ofwhether the one facility at a time approach

or themultiple facilities at a time approach was used), using

the champion of champions approach—and selecting and

training a capable site champion at each facility—makes

the champion’s job doable. It does this by breaking the

champion’s duties down by facility into bite-sized chunks

that are manageable because they can eventually be dele-

gated to, and handled by, the SMA site champions at the

various facilities. Furthermore, the champion of champions

approach also permits the maximum number of DIGMAs

and PSMAs to be rapidly launched at various sites through-

out the entire system—and at the fastest possible rate.
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The SMA Champion Needs to Think Out
the Overall Implementation Plan from
the Beginning

A SMA champion should therefore carefully consider

from the outset what their implementation plan for orga-

nization-wide deployment is to be. The implementation

plan needs to be developed before actually launching the

DIGMA and PSMA program—with a major focus being

upon how the champion intends to accomplish rapid orga-

nization-wide expansion of the SMA program without

getting bogged down in the details (i.e., so that the cham-

pion is not limited to launching just 20 or 30 SMAs, and

then being maxed out). This can be particularly proble-

matic for a physician SMA champion who has her/his own

practice and therefore limited time to devote to the SMA

program. Instead, the SMA champion needs to develop a

system for organization-wide implementation to efficiently

launch hundreds or possibly even thousands of DIGMAs

and PSMAs over time throughout the entire system—an

approach that will likely require not only the best possible

program coordinator, but also capable andwell trained site

champions for the SMA program at each of the integrated

healthcare delivery system’s major satellite facilities.
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Chapter 11

A 10-Week Pipeline for Launching New DIGMAs and PSMAs

It is here, in Chapter 11, that we pull together all of the

information and knowledge that we have gained through-

out this entire book to create the all-important ‘‘pipeline’’

consisting of all the key steps that are so critical to the

successful launching and running of all DIGMAs and

PSMAs (many of which apply equally to CHCCs) imple-

mented within the system. The pipeline presented here is

simply an implementation tool for the champion and pro-

gram coordinator to use for efficiently launching numer-

ousDIGMAs and PSMAs throughout the entire system as

easily and rapidly as possible, and without having to rein-

vent the wheel time and time again. It is important to note

that the pipeline that we discuss in this chapter is not to be

viewed as static; in fact, you will undoubtedly find it to be

constantly evolving and improving over time in your sys-

tem through continuous process improvement. It is some-

thing that the SMA champion and program coordinator

will always be updating, streamlining, and modifying as

experience is gained and operational issues are addressed.

Therefore, the pipeline is best viewed as a work that will

always be in progress.

Ultimately unique to each integrated healthcare

delivery system, the pipeline is designed to systematize

the entire implementation process in an easily repli-

cated manner––and to thereby save time and money

in the launching of all new group visits within the

system. This is because it enables less-expensive per-

sonnel (especially the program coordinator and cham-

pion, rather than the physicians launching SMAs for

their practices) to do much of the time-consuming

work involved with rolling out every new group visit

within the system—i.e., developing forms and promo-

tional materials out of templates already developed for

the SMA program, identifying and obtaining the

appropriate SMA team members, securing the neces-

sary group and exam rooms, training the provider’s

support staff, etc.

Table 11.1 presents the 10-week pipeline that is

proposed here, which you will see is nothing other than

an organized series of steps to be taken—in a particular

order and time frame—with each and every new DIGMA

andPSMA that is launchedwithin the system. There is also

an example of a pipeline included in the DVD attached

to this book. As can be seen, the pipeline depicted in

Table 11.1 is broken down into several distinct time frames:

(1) steps to be taken prior to entering the pipeline; (2) steps

to be taken duringweeks 1 and 2 after entering the pipeline;

(3) steps to be taken during weeks 3–5 after entering the

pipeline; (4) steps to be taken during weeks 6–8 after enter-

ing the pipeline; (5) steps to be taken during weeks 9 and 10

after entering the pipeline; (6) steps to be taken after

launching your new DIGMA and PSMA program; and

(7) steps to be taken for continuously evaluating your

SMA program on an ongoing basis over time.

Although a few of these steps in the pipeline might

involve the champion and physician, most will not—

because the program coordinator, dedicated scheduler,

and behaviorist (often the senior or lead behaviorist

for the SMA program rather than the behaviorist attached

to the new SMA) can take care of themajority of the steps in

the pipeline. The champion is, however, directly involved at

several critical points in this pipeline—i.e., those which

require the champion’s involvement. The same is true of

the physician, some of whose time is nonetheless required

even though the SMA champion and program coordinator

will do everything possible tominimize the physician’s front-

end time commitment to launching his or her new DIGMA

or PSMA. This enables the program coordinator (in some

cases, with the help of the dedicated scheduler and lead

behaviorist) to leverage the time of the physician and cham-

pion. This process reflects one of the important underlying

tenets of group visits, which is to always delegate tasks,

whenever appropriate and possible, to highly skilled and

trained––but less expensive––personnel.

E.B. Noffsinger, Running Group Visits in Your Practice, DOI 10.1007/b106441_11,
� Springer ScienceþBusiness Media, LLC 2009
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Table 11.1 Steps of the Pipeline

A. Steps to be taken with each new DIGMA and PSMA prior to entering the pipeline

1. Complete the 20 key steps to a successful SMA outlined in the previous chapter

2. The champion recruits providers on an ongoing basis

3. The champion meets with physician during off-hours to explain SMA program

4. Champion custom designs SMA (model, subtype, time, day, goals, SMA team members, facilities, census levels, etc.) and develops
promotional materials

5. The champion explains what the physician’s responsibilities will be for the SMA (and physician selects snacks, promotional materials,
handouts, chart note template, etc.)

6. The provider is taught how to refer patients into the SMA

7. The provider begins to mark and invite appropriate patients on the daily schedule

8. The physician establishes lists of patients to be invited to the SMA

9. SMA champion and program coordinator meet with the provider and staff to finalize the custom design of the group visit (to educate
everyone about the SMA, their duties, and the need for specific training), which triggers entry into pipeline

B. Weeks 1 and 2 after entering the pipeline

1. All major details of the provider’s SMA are established, including the start date

2. DIGMA or PSMA is placed on the schedules of provider and entire SMA team (physician starts inviting patients)

3. Arrange clinic coverage in advance to avoid emergency interruptions during SMA

4. Reserve the group and exam rooms

5. Determine the provider’s actual pre-SMA productivity during normal clinic hours

6. Obtain a list of all patients on the provider’s panel by diagnosis

7. Continue training provider on how to best word personal invitation to patients

8. Order and mount framed posters onto the provider’s lobby and exam room walls (see examples in attached DVD)

9. Order holders for program description fliers and mount them on wall by poster

10. Get two 4�6 foot white boards installed into group room, one with grid lines

11. Select and fully equip a nearby exam room (for DIGMAs and CHCCs)

C. Weeks 3, 4, and 5 after entering the pipeline

1. Establish duties of all support personnel (schedulers, receptionists, nurses, etc.) and provide the necessary training

2. Train all support personnel on how to most effectively invite and schedule patients

3. Staff must continuously schedule patients into SMA—not just into first session

4. Schedulers start making cold calls and scheduling patients into initial SMA sessions

5. Provider needs to approve all SMA documents and to select the handouts to be used

6. Discuss billing and documentation protocols with provider, and develop chart note template

7. Set up training sessions for SMA behaviorist and nurse/MA(s) regarding their expanded duties

8. Order required supplies, such as name tags and broad felt markers with dark ink

9. Set up IT infrastructure for computers in group and exam rooms

D. Weeks 6, 7, and 8 after entering the pipeline

1. Print the appropriate number of copies of all forms to be used in the SMA

a. Program description flier (see examples on attached DVD)

i. Give provider temporary fliers immediately (approximately 300 copies)

ii. Initially order or print a relatively small number of final fliers

iii. A bulk order for the finalized flier is placed later

iv. Fill flier holders in provider’s lobby and exam rooms

v. Select a staff person to keep flier holders full

vi. Train MA to promote SMA and give flier to all appropriate patients as they are roomed

b. Announcement letter (see examples on attached DVD)

i. Order or print enough copies to mail to all appropriate patients

ii. Order any inserts to be included in this mailing

iii. Establish the mailing date(s) for the announcement (perhaps 50 per week)

iv. Send announcement to all appropriate patients

c. Invitation letter (see examples on attached DVD)

i. Make approximately 300 copies to start with

ii. Receptionists begin giving the invitation letters to all appropriate patients during regular office visits

iii. One receptionist is assigned to notify the program coordinator when invitations are running low

2. Install two functional computers (a desktop for documenter and a laptop for physician), a printer, and a phone in the group room

3. Develop provider’s chart note template for the SMA (an EMR chart note template is often developed for SMADepartment for primary
care and each medical and surgical subspecialty)
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Table 11.1 (continued)

a. Be sure the provider and documenter are well trained in using this template for:
i. Paper chart notes, or
ii. EMR chart notes
iii. A documenter can optimize charting and billing

b. Ensure the provider’s chart note template is acceptable to documentation as well as billing and compliance leadership
c. Have documenter examine�30 of providers current chart notes and then shadow provider 1–2 days (drafting individual chart notes

for provider to review)
4. Start monitoring the census of the new provider’s SMA on a weekly or twice-weekly basis

a. Weekly or twice-weekly pre-booking census reports generated by the program coordinator enable the champion to run the SMA
program

b. As needed, coach and train the physician and staff to better refer patients
c. If upcoming sessions are still not filling, then meet again with the physician and all scheduling staff to continue training
d. Persist with training until the first session is full and initial sessions are filling well—otherwise, postpone the start date
e. Consider using a dedicated scheduler to top off sessions and ensure full groups

5. Solve any systems problems as they arise
6. If water, coffee, tea, and healthy snacks are to be provided, then schedule them on an ongoing basis
7. The champion should reassure the provider and staff during this period, addressing any concerns and anxieties
8. Develop the outcome measures and methodologies that will be used to evaluate the SMA program, and issue periodic reports

a. Measure the unique strengths of the group visit model you are using
b. Also measure the multiple common benefits offered by group visits in general
c. What tests, measurements, and methodologies will be used—and how will the data be analyzed?
d. Will you want to access, productivity, measure improvements in quality, clinical outcomes, productivity, access, cost savings,

practice or chronic disease management, etc.?
e. It is generally easier to measure outcomes, cost savings, etc. with CHCCs thanDIGMAs and PSMAs—especially the heterogeneous

model
f. Be practical, measure what is easiest and most important, and try to issue monthly, quarterly, and/or annual reports

E. Weeks 9 and 10 after entering the pipeline

1. Hold final training for all support personnel as needed (receptionists, nursing personnel, and all scheduling personnel including the call
center)—review census and everybody’s roles and responsibilities

2. Check daily to see how many patients are scheduled for the first four SMA sessions
3. If the census is low, alert the provider and schedulers (plus have the dedicated scheduler call patients)—but postpone the SMA if

sessions are not filling properly
4. Assemble Patient Packets for all patients attending DIGMAs and PSMAs
5. Address any unresolved issues as they arise prior to the launch
6. Just before the launch, conduct a complete walk-through and mock DIGMA or PSMA session with staff acting as patients—a practice

dry run to detect and correct any existing defects
a) The patient flow walk-through
b) The walk-through process for DIGMAs
c) Walk the visit through from start to finish
d) Run the mock DIGMA or PSMA
e) Try to detect and solve any problems in the mock SMA as soon as possible
f) The mock DIGMA process
g) Champion points out common beginners’ mistakes that physicians and behaviorists often make
h) Aligning the motivations of patients and physicians to finish on time
i) Some of the most common beginners’ mistakes that physicians make
j) Some of the most common beginners’ mistakes that behaviorists make
k) Launch DIGMA or PSMA

F. Steps to be taken after launching your new DIGMA or PSMA

1. Are you successfully finishing on time with all chart notes completed?
2. Be flexible and slowly make changes to the SMA as needed—but do not reduce census targets at first
3. Have all staff involved with the SMA sit in on a session or two on a rotating basis—starting with schedulers

(and then the receptionists)
4. Always have all attendees sign the confidentiality waiver
5. Whenever possible, schedule appropriate return visits back into a future SMA session
6. Give after visit summary—including copy of provider’s treatment recommendation to patients
7. Personally compliment schedulers, receptionists, and nursing staff whenever SMAs are filled
8. Ensure that all SMA materials are replenished as needed
9. Provider, behaviorist, nurse/MA, documenter, and sometimes champion and/or program coordinator debrief after sessions for first 2

months to evaluate and improve program
10. Monitor census for upcoming sessions on an ongoing basis
11. Have billing and compliance monitor all bills for the SMA program during the first 2 months,

and periodically thereafter
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Steps to be Taken with Each New SMA Prior to
Entering the Pipeline

First complete all of the 20 major steps described in

Chapter 10, each of which is necessary for developing a

successful DIGMA or PSMA program (see Table 10.1).

I use the form entitled Description of New DIGMA,

for custom designing new DIGMAs. On the other hand,

for custom designing new PSMAs, I use both this form

and the additional form entitled Description of New

SMAs (see DVD). Prior to launching each and every

new DIGMA and Physicals SMA in the system, the fol-

lowing steps need to be taken by the SMA champion and

program coordinator in order to recruit providers and

custom design the SMA program to the physician’s parti-

cular needs and practice (after which the new DIGMA or

PSMA enters the pipeline):

� Champion selects a program coordinator and devel-

ops all form and promotional materials for the

SMA program (in template form whenever possible
� Champion needs to give presentations at departmental

meetings so as to recruit interested primary and speci-

alty care physicians on an ongoing basis
� Champion meets with interested providers (typi-

cally outside of clinic hours) to explain DIGMAs

and PSMAs and the multifarious benefits they offer
� Champion sits down with each recruited provider to

custom design their DIGMA, CHCC, or PSMA––with

all due consideration being given to the provider’s

goals; the preferred SMA model and subtype; the

time and day of the week that the SMAwill be offered;

the facilities and SMA team members to be used; the

minimum, target, and maximum census levels for the

SMA; whether snacks be served and, if so which ones,

etc.
� Champion explains physician’s responsibilities when

running a DIGMA or PSMA—especially how to

refer and schedule patients into the SMA so as to

consistently fill sessions
� Physician begins to invite all appropriate patients seen

during individual office visits
� Physician establishes lists of patients that can appro-

priately be invited to the SMA (for later use by sche-

duling staff and dedicated schedulers)
� Physician works with champion and program coordi-

nator to customize the promotional materials, Patient

Packets, educational handouts, chart note template,

etc. from existing SMA Department templates

After all of the above have been completed, the SMA

champion and program coordinator meet with the provi-

der, the various SMA team members, and key support

staff members to finalize the custom design of the provi-

der’s group visit program (and to educate all about the

flow of the SMA, everyone’s responsibilities and duties in

it, and the need for specific training)—which triggers

entry into pipeline.

Weeks 1 and 2 After Entering the Pipeline

We turn next to all of the steps that occur during the first 2

weeks after the provider’s DIGMA or PSMA enters the

pipeline.

All Major Details of the Provider’s SMA Are
Established, Including the Start Date

At this previously discussed meeting that signals entry

into the pipeline (which is scheduled with the physician,

champion, program coordinator, SMA team, and the

physician’s own nurse MA and support staff), all of the

important details regarding the provider’s upcoming

Table 11.1 (continued)

G. Continuously evaluate the SMA program

1. Measure patient satisfaction after SMA sessions
2. Evaluate the pilot study and determine whether to expand SMA program organization-wide
3. If the program is to be expanded organization-wide, then determine the number of new SMAs to be launched per year
4. Consistently strive to meet this number of new SMAs launched per year
5. Repeat the entire pipeline process for all newly recruited providers
6. Generate weekly (or preferably bi-weekly) pre-registration census reports for all SMAs
7. Activate a plan for promptly filling sessions when census is low
8. Terminate any SMAs that consistently fail to meet minimum census requirements
9. Have champion and program coordinator sit in on�3 of the initial SMA sessions, plus participate in debriefings afterward

10. Periodically assess physician professional satisfaction with SMA program
11. Produce a monthly productivity report covering the entire SMA program and circulate it to both executive leadership and all SMA

providers to give ongoing feedback on program
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DIGMA or PSMA need to be discussed, resolved, and

approved by the physician (some of which may already

have been determined during earlier meetings between the

physician and champion)—including the following:

i. Champion to start meeting off by giving a brief expla-

nation of the basics about group visits, the many

benefits they can offer, and the fact that this is a team-

based approach to care in which all must play their

part—as each person’s contributions are important.

ii. Which subtype of the model (i.e., homogeneous,

mixed, or heterogeneous) is to be used and precisely

what types of patients are (and are not) to be

included in the various SMA sessions.

iii. The physician’s reasons, goals, and objectives for

running the SMA must be clearly stated to enlist

the help of the support staff.

iv. The minimum, target, and maximum census levels

for the program need to be determined—and the

important, ongoing role that everyone needs to

play in consistently achieving full groups is empha-

sized. Remember to overbook sessions by the

expected number of no-shows and late-cancels to

make the SMA immune to these challenges.

v. The frequency, length, time of day, and the day of the

week that the DIGMAor PSMA is to be held need to

be determined.

vi. The group and exam rooms to be utilized are

selected.

vii. Will snacks be served and, if so, what snacks and

who will be responsible for obtaining them?

viii. If a PSMA is being implemented, how will patients

be scheduled and how far in advance is the Patient

Packet to be sent? In addition, all details surround-

ing the Patient Packet need to be determined: what

patients should attend; when should they be sched-

uled; what materials will be enclosed in the Patient

Packet; who will assemble and mail them; who will

receive the completed health history forms; what

follow-up system will be put in place to ensure that

patients return their completed health history forms

to the office (and that someone enters this informa-

tion into the PSMA chart note) plus complete their

blood urine screening tests prior to the session;

ix. Consensus needs to be achieved regarding the start

date for the DIGMA or PSMA.

x. The specific roles and responsibilities of the support

staff (receptionists, schedulers, office manager, etc.)

and the expanded duties of the SMA team (behavior-

ist, nurse/MA, documenter, and dedicated schedu-

ler) need to be discussed and explained—and any

necessary future training sessions need to be sched-

uled at this time, training that will be lead by the

champion and/or program coordinator. If any mem-

bers of the SMA team are as yet unidentified, then

suitable candidates should be discussed (and hope-

fully selected) at this time.

xi. The importance of all staff promoting the program

and inviting patients is emphasized, and various

patient invitation materials (including a preliminary

invitation letter and telephone scripts) can be distrib-

uted. (Samples of the invitation letter and telephone

script are included in the Important SMA Depart-

ment Forms section of the attached DVD.)

xii. Any anticipated system, facilities, IT, equipment, or

personnel problems that are expected to occur need

to be discussed and resolved.

xiii. The provider is asked to select (or create) any hand-

outs that are to be used in the SMA and to develop a

chart note template for the program.

xiv. The time line for launching the SMA is laid out and

discussed in this interactive meeting—i.e., in which

all staff are encouraged to speak and openly discuss

any concerns they may have (all of which need to be

addressed by the champion, physician, and program

coordinator).

xv. Any details regarding the provider’s DIGMA or

PSMA that are not fully resolved during this meeting

will need to be addressed by the champion, program

coordinator, and physician just as quickly as is rea-

listically possible afterward.

The DIGMA or PSMA Is Placed on the Schedules
of the Entire SMA Team (Physician Starts
Inviting Patients)

A new template of the physician’s master schedule,

which includes all changes necessary to accommodate

the DIGMA or PSMA, needs to be created by the

program coordinator and then given to the physician

for approval. Once the template is approved by the

provider, the provider’s master schedule is submitted to

scheduling management by the program coordinator so

that it can be approved and updated (and once it is

approved, the physician starts inviting all appropriate

patients seen during normal office visits to upcoming

SMA session). In a similar manner, the program coor-

dinator needs to place the DIGMA or PSMA on the

master schedules of the behaviorist, nurse/MA(s), and

documenter (if one is to be employed)—beginning with

the projected start date and continuing thereafter on an

ongoing basis.

The nurse/MA(s) master schedules are somewhat dif-

ferent from the master schedules of the rest of the SMA
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team because they usually arrive 15–30 minutes early to

begin their expanded SMA nursing duties on the patients

who arrive early. They continue this process even after the

session has started, until all vital signs, routine health

maintenance, injections, and special nursing duties have

been completed on all patients—at which time the nurse/

MA(s) are then free to return to normal clinic duties.

However, some providers prefer to have a nurse, espe-

cially if it is the provider’s own nurse, join the group at

that time in order to help out in any way that they can—

such as acting as a go-for or demonstrating certain types

of musculoskeletal exercises.

If two nursing personnel are used (which is something

that I generally recommend, especially if this resource is

available to the provider, as nurses and medical assistants

tend to like having the companionship of a colleague),

then their SMA duties can be divided between them by

interest, skill level, and scope of practice under licen-

sure—and all SMA nursing duties can thereby be finished

in approximately half the time. After completing these

duties, the MA can recheck any high blood pressures

and then become the care coordinator (i.e., scheduling

all referrals and follow-ups recommended by the physi-

cian, and then giving the patient an ‘‘after visit summary’’

of her/his chart note).

A full 2 hours should be blocked off the master

schedule of the physician, behaviorist, and documenter

during the first 2 months of the DIGMA or PSMA—

not only because these initial sessions will likely finish

late, but also because this will allow 15–20 minutes for

the treatment team to debrief after sessions for the first

couple of months. It is helpful for the champion

and the program coordinator to also be scheduled to

attend approximately three of the initial SMA sessions,

and to debrief occasionally with the physician and

SMA team during the first couple of months of

implementation.

After the first 2 months, the master schedules of the

physician and documenter should only allow 90 min for

sessions; however, the behaviorist will continues to need

2 hours for the SMA on an ongoing basis. This is because

the behaviorist needs to arrive approximately 15 minutes

early to greet patients, warm the group up, and write their

health concerns down on a whiteboard—and then to stay

approximately 15 minutes after sessions to address any

last-minute non-medical questions patients might have

(e.g., ‘‘Where do I go for the smoking cessation class,

depression program, and colonoscopy that the doctor

recommended?’’). Then, the behaviorist tactfully clears

the room and quickly straightens the group room up for

the next SMA to be held therein. Also, the nursing person-

nel might require less time (especially when two nurses are

used), although they will need to enter 15–30 minutes prior

to the start of the DIGMA session (or even as much as

45 minutes in the case of a PSMA) in order to begin

dispatching nursing duties as quickly as possible on early

arrivers. Two nursing personnel (usually one at the RN

or an LVN level, and the other at an MA or nursing tech

level) should be able to complete their expanded nursing

duties on all patients within 30–45 minutes, whereas a

single nurse or medical assistant might require as much

as 60–90minutes in order to finish all nursing duties. The

important point to notice here is that the master sche-

dules of all nursing personnel associated with DIGMAs

and PSMAs need to be offset from that of other SMA

participants because the nurse(s) and/or MA(s) enter the

session early and then usually complete their nursing

duties during the first half of the DIGMA or PSMA.

The exceptions here are the MA who becomes a care

coordinator approximately half way into the SMA ses-

sion and the doctor’s own nurse (who might join the

SMA group during the latter part of the session in

order to help the physician).

Arrange in Advance for Clinic Coverage During
SMA Sessions

It is a very good idea to arrange well in advance for clinic

coverage during the time that the provider will be running

the DIGMA or PSMA so as to avoid unnecessary inter-

ruptions while the session is being run. Although there is

the possibility of an emergency interruption that will, on

rare occasion, need to be handled by the physician during a

SMA session, our goal here is to keep all such interruptions

to an absolute minimum. To do otherwise would be to:

(1) undercut the SMA program’s remarkable efficiency

and productivity gains; (2) frustrate both patients and

the SMA team, who would now be left for a period of

time without the physician; and (3) decrease the high

level of physician professional satisfaction with the pro-

gram (as physicians really appreciate being able to focus

upon their patients and having this time away from

normal clinic distractions and interruptions). Along a

similar line, the entire SMA team will need to under-

stand that they will also be responsible for arranging for

cross-coverage whenever they are unable to attend the

DIGMA or PSMA due to leave, meetings, or vacation.

However, when it comes to last minute cancellations

such as those due to sudden illness, this is something

that the program coordinator can help in arranging

once contacted by the sick SMA employee (i.e., beha-

viorist, documenter, or nurse) as backup behaviorists,

nurses, and documenters need to be trained and avail-

able at each facility when this happens.
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Reserve the Group and Exam Rooms

The group and exam roomsmust be reserved on an ongoing

basis. Ensure that the group room is of adequate size (i.e.,

capable of seating 15–25 attendees in the case of a DIGMA

or 10–15 for a PSMA) and has good ventilation. Ensure that

the group room is pleasantly decorated and has an appeal-

ing ambiance, that it contains enough comfortable chairs,

and that it is fittingly equipped with a telephone, two com-

puters (one for the documenter and another for the physi-

cian), and a printer. I also find it helpful to have large wall

clocks on at least two (if not, three or four) of thewalls in the

group room so that physician, behaviorist, and patients

alike will all remain cognizant of the time. Also, I like to

have two 4�6 foot erasable white boards located at con-

venient locations on the walls of the group room—one with

grid lines and the other without. Then, the behaviorist can

use the blank one when writing down patients’ health con-

cerns before the start of the group, and the nurse/MA can

write down lab results and vital signs on the one with grid

lines (with patients names beinh in rows and lab results in

columns). Be certain to locate these erasable whiteboards in

positions where the behaviorist and nurse have ready access

to them, and where the physician and documenter can

clearly see them.

For a DIGMA, you will also need a nearby exam

room that is properly equipped. PSMAs do not require

as large a group room as a DIGMA because fewer

patients are in attendance (plus spouses are sometimes

not invited, especially in primary care PSMAs that are

for males or females of a certain age group only). On the

other hand, PSMAs typically necessitate two to five fully

equipped exam rooms (and most commonly four); how-

ever, unlike DIGMAs, these do not need to be near to the

group room and can even be in the physician’s own office

area—although nearer is better.

Determine the Provider’s Actual Pre-SMA
Productivity During Normal Clinic Hours

In order to establish the minimum and target census levels

for the SMA, the provider’s actual pre-SMA productivity

data need to be determined (covering the previous 2–6

months, if possible) for the types of individual appointments

and patients that the DIGMA or PSMA will replace (see

Chapter 10). This will allow the provider’s pre-SMA pro-

ductivity to be determined for the types of appointments

that will ultimately be seen in the DIGMA or PSMA—so

that the physician’s current level of clinic productivity for

the same types of patient visits as will be seen in the SMA

can be precisely ascertained. It is this actual pre-SMA pro-

ductivity for return or follow-up appointments that the

DIGMA will most often try to triple, and the actual pre-

SMA productivity for private physical examinations that

the PSMA will typically try to at least triple.

Notice that we need to determine the average number of

patients actually seen during 90 minutes of clinic time rather

than the number of patients whomight have been scheduled

during that amount of clinic time, as the latter number will

always be somewhat higher. This is due to the fact that no-

shows, late-cancels, open slots, and some possible downtime

on the physician’s schedule often combine to reduce the

physician’s actual productivity substantially below the

number of patients that could theoretically be scheduled.

Determining this lower number (i.e., actual productivity)

enables the percentage increase in the physician’s produc-

tivity that is gained through the DIGMA or PSMA to be

accurately evaluated—with the goal being to triple provider

productivity whenever appropriate and possible.

Whenever Appropriate, Try to Increase
Productivity by 300%

As previously discussed in detail in Chapter 10, the longer

the underlying individual appointment that the DIGMA

or PSMA is replacing, the easier it is to leverage a physi-

cian’s time by 300%. For example, experience has shown

that primary and specialty care physicians having 15-

minute appointments could schedule up to six patients

in 90 minutes of clinic time; however, they typically only

see between 3.9 and 4.7 patients on average during that

amount of time. Serendipitously, tripling the productiv-

ity of such providers results in a range of between 11.7

(i.e., 3 � 3.9 = 11.7) and 14.1 (3 � 4.7 = 14.1) patients,

which is well within the ideal range of 10–16 patients for a

DIGMA—and a perfect target census level to strive for.

Similarly, physicians with 20-minute office visits could

schedule up to 4.5 patients in 90 minutes, but experience

has shown that they typically tend to only see approxi-

mately 3.0–4.0 patients.

On the other hand, physicians with 30-minute appoint-

ments could schedule up to three patients, but typically

only see approximately 1.9–2.6 patients in 90 minutes of

clinic time. However, in this latter example of 30-minute

office visits, I would nonetheless generally recommend a

minimum DIGMA group census of 10 patients in most

cases—i.e., even though tripling provider productivity in

this case would result in an ideal group size range of

between 5.7 and 7.8 patients. I say this because such a

low DIGMA census (i.e., of between 5.7 and 7.8 patients)

can make for a boring and nonproductive group, whereas
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10–16 patients generally makes for a more lively, inter-

active, interesting, and fun group.

Providers often believe that they seemore patients than

they actually do and therefore are surprised to see their

true clinic productivity numbers being as low as they are.

In any case, the true number of patients actually seen by

the provider on average during 90 minutes of clinic time

(i.e., spent on the types of patients and appointments that

will be included in the 90-minute DIGMA or PSMA, and

in the same proportion) will first need to be accurately

determined for any particular provider before the mini-

mum and target census levels can be accurately established

for their DIGMA or PSMA—with target census levels

most commonly being set so as to triple provider produc-

tivity over individual office visits.

Obtain a List of All Patients on the Provider’s
Panel by Diagnosis

A list of all patients who can be identified as being on the

provider’s patient panel (for example, all of the patients

assigned to that provider or all of the patients seen by that

provider during the past 2 years) needs to be obtained by

the program coordinator—i.e., with the provider’s con-

sent, assuming that such a list is available. If possible, this

list should be broken down by diagnosis and should also

include each patient’s medical record number, address,

phone number, and date of last visit. Such a list can later

be most helpful in ensuring that all SMA sessions are

filled to the desired census levels—as such a list can be

used by the dedicated scheduler for telephoning and invit-

ing these patients (so as to top off the census of any

upcoming sessions that might still be below targeted cen-

sus requirements), but only for those patients and condi-

tions approved by the provider for the SMA.

The program coordinator and dedicated scheduler

should, at all times, keep close tabs on the number of

patient’s scheduled for the next four SMA sessions. For

DIGMAs, what I like to see is that: (1) this week’s session

is completely full (and even overbooked by one or two

patients in order to compensate for the anticipated number

of no-shows and late cancellations, but less the anticipated

number of drop-ins); (2) next week’s session is 3/4 full; (3) the

following week’s session is half full; and (4) the week after

that is already¼ filled. For PSMAs, I like to see all sessions

completely filled (including any overbooking that has been

decided upon) approximately 2–3 weeks in advance of the

actual PSMA session. This allows enough time for the

Patient Packet (which contains the health history form and

lab tests to be completed prior to the session) to be sent to

the scheduled patients far enough in advance of the session

for them to complete the detailed health history form as well

as all lab tests in a timely manner so that they can then be

returned to the office on time (i.e., at least a couple of days

prior to the session) and duly entered into each patient’s

upcoming PSMA chart note.

If these census requirements are not being met for all

sessions during the upcoming 3–4 weeks, then the physi-

cian, scheduling staff, and dedicated scheduler need to go

into high gear to ensure that all inadequately filled sessions

are promptly filled to targeted census levels (plus an addi-

tional patient or two in order to overbook sessions to

compensate for the expected number of no-shows and

late-cancels, less any anticipated drop-ins). If this happens

too often, then the program coordinator and champion will

need to provide additional training to the provider as well as

the provider’s scheduling, reception, and nursing staffs on

how to effectively invite and schedule patients into their

DIGMA or PSMA. It is imperative that the provider and

support staff always take primary responsibility for filling

all SMA sessions—and that they not expect this responsi-

bility be assumed by the dedicated scheduler, whose job is to

simply top off those occasional SMA sessions that are not

yet quite full.

Continue Training the Provider on How to Best
Word the Personal Invitation to Patients

Because this is the singlemost important duty of physicians

in making their DIGMA or PSMA a success (and because

this responsibility is ongoing and will last as long as the

SMA is run), it is impossible to overstress to the provider

how important personally inviting and referring all appro-

priate patients into the SMA on an ongoing basis is to the

success of the program. From early on, the champion

should model to the provider how to effectively invite

patients into the SMA—and then, especially during initial

meetings with the physician, also role play with the physi-

cian several different possible scenarios with patients. A

sample script for physicians to usewhen personally inviting

patients to attend their SMA can be found in the previous

chapter of this book—i.e., in the section entitled ‘‘One

Physician’s Strategy for Successfully promoting—and

filling—all DIGMA Sessions,’’ which appears in ‘‘Step 8:

Promote the Program Effectively to Patients.’’

Physicians are not used to taking a personal responsi-

bility in filling their normal clinic schedule. Therefore, they

can quickly forget to keep consistently inviting all appro-

priate patients into their SMA—a failure that could

quickly undermine the success of their group visit program.

The champion should discuss this all-important concern

openly with the provider to see if they can jointly come up
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with some helpful tips in this regard—such as some type of

ongoing reminder for the provider to invite all appropriate

patients. For example, in systems still using paper charts, a

volunteer or motivated member of the physician’s staff

could come in each morning to paper clip a copy of the

SMA program description flier onto the front cover of the

medical charts for all patients appropriate to the SMAwho

will be seen that day. This will later serve as a reminder for

the physician to invite all appropriate patients to the

DIGMA or PSMA when the physician eventually meets

with them in the exam room later on that day.

All providers interested in running a SMA for their

practice must agree to personally invite all appropriate

patients seen during normal office visits in a positive man-

ner and to actively involve their entire support staff in the

referral and scheduling process. This is extremely impor-

tant as (1) the most common reason for a DIGMA or

PSMA to fail is inadequate census, and (2) nothing is

more important in getting a patient to attend a SMA

than a personal invitation from their own physician. In

addition, the entire support staff (especially the scheduling,

reception, and nursing staffs) can also play an important

role in filling groups and making the SMA a success;

however, they will not be able to adequately compensate

for the physician who does not invite all appropriate

patients seen during normal office visits. Although the

SMA staff (champion, program coordinator, and dedi-

cated scheduler) will do everything possible to minimize

each new SMA physician’s time outlay in starting and

running their SMA, some time and energy will nonetheless

be required on the physician’s part—i.e., in designing the

SMA program, developing promotional materials, select-

ing handouts, attending training sessions, etc. Plus, the

physician must make an ongoing commitment to inviting

all appropriate patients seen during normal clinic hours to

have their next visit be in their DIGMA or PSMA.

Order and Mount Framed Posters onto the
Provider’s Lobby and Exam Room Walls

Copies of the poster that has been developed for the sys-

tem’s DIGMA and PSMA program are ordered for the

provider’s lobby (approximately 30 by 36 inches) and exam

room walls (approximately 20 by 24 inches). Although the

same poster is used on both the lobby and the exam room

walls, their sizes differ—with the smaller sized poster going

onto the exam room walls. Recall that the poster is meant

to create a trademark look for the SMA program through-

out the system (it can even contain the corporate colors)

and that its job is designed to act like a worker bee selling

the program when no staff is present and encouraging

patients to get up and go over to read it—Fig. 11.1 (C);

see examples provided on theDVD.Actually, it ismeant to

generate enough interest in the program so that patients go

over to read it, and then take a program description flier

from the adjacent flier dispenser—and then read it while

waiting in the lobby or exam room. The patient could also

read the invitation given to them by the receptionist as they

registered for their office visit.

While most systems will want to frame the poster and

mount it in a prominent location on the physician’s lobby

and exam room walls (one that is both highly visible and

readily accessible to patients), some organizations prefer

to either have them on an easel in these areas or be self-

standing by means of an attached cardboard stand on the

back of the poster. The poster is often generic (i.e., with-

out the physician’s name or unique details about any

particular physician’s SMA program printed on it), so

that the same poster can be used over and over for all

DIGMA and PSMA programs—unless different photos

are used in the generic poster for adult, pediatric, and

obsterics–gynecology patients.

However, if it is a computerized template, then all rele-

vant information about any given provider’s SMA can be

entered into the template with relative ease—and could

therefore also be included on the final wall posters that are

printed for that provider. However, in this case a new poster

will then need to be printed and displayed whenever any

significant change occurs in the physician’s SMA—which

can be both expensive and time consuming. As soon as

copies of the posters are produced and delivered, the pro-

gram coordinator needs to have them mounted and

framed—and then make the appropriate arrangements for

having them mounted on the provider’s lobby and exam

room walls (preferably, in prominent and accessible loca-

tions that provide maximum visual exposure to patients).

Order Holders for Program Description Fliers
and Mount Them Next to the Poster

The program coordinator needs to order the required

number of attractive flier holders for the provider’s

lobby and exam room walls—dispensers capable of hold-

ing at least 100 (and preferably 200) copies of the provi-

der’s program description flier. Personally, because they

were solid, looked nice, and cost about the same, I pre-

ferred to have my flier holders custom made by a local

craftsman out of thick, clear plastic with rounded edges—

holders that were specifically designed for the fliers that I

was actually using—rather than ordering standard

holders out of a catalog (which are often thin, flimsy,

and not necessarily a good fit to the fliers themselves).
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Because the fliers are meant to form part of an eye-

appealing wall display that is graphically coordinated

with the poster, this holder should support both sides of

the fliers from the front—i.e., high enough up so that the

fliers do not droop over, sag, or hang down.

As soon as they are delivered, the program coordinator

arranges for these holders to be mounted on the provi-

der’s lobby and exam room walls next to the framed wall

posters (arrangements that are often made through the

organization’s facilities department)—i.e., in such a man-

ner that they form a prominent, accessible, and

professional appearing display. For those systems choos-

ing to have free-standing posters that are either easel or

self-mounted (usually because they lack adequate wall

space or because they ban promotional materials from

being mounted on the walls of their facilities), the flier

holder is typicallymounted on the poster itself rather than

on the physician’s lobby and exam room walls. Such free-

standing posters are problematic, however, because they

usually are only capable of holding a relatively small

number of program description fliers—which often also

need to be tri-folded in order to fit into a relatively small

A
Fig. 11.1 (A–C) depict a gra-
phically coordinated
announcement letter (A),
invitation letter (B), and wall
poster (C)—all of which
combine to create a trade-
mark look for the SMA pro-
gram that is designed to sell
the program to patients—
even when no staff is present.
(Courtest of Mercy Health
Partners, Cincinnati, OH.)
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flier holder mounted onto the poster, which represents an

additional printing expense.

Weeks 3, 4, and 5 After Entering the Pipeline

During the 3rd, 4th, and 5th weeks after the DIGMA or

PSMA enters the pipeline, there are many steps that need

to be conducted by the champion and program coordina-

tor—especially by the latter.

Establish the Duties of All Support Personnel
(Schedulers, Receptionists, Nurses, etc.) and
Provide the Necessary Training

The program coordinator schedules a meeting with the

provider (and the provider’s office manager, administra-

tor, or operations leader), the champion, and the super-

visors of receptionists, schedulers, and nurses in the

provider’s workplace. The goal of this meeting is to not

only secure administrative buy-in, but also establish

responsibilities, develop the workflow, and form clear

B
Fig. 11.1 (A–C) (continued)

Weeks 3, 4, and 5 After Entering the Pipeline 433



lines of accountability for all support personnel who will

be associated with the provider’s SMA. During this meet-

ing, the champion also discusses the DIGMA or PSMA

program with all of these key administrative personnel

and supervisors to ensure that they fully understand:

(1) the potential benefits of the program; (2) the physi-

cian’s desire to see that it succeeds; and (3) that it is very

important for all of them to be supportive of the SMA.

Questions are to be answered and any resistances

addressed. The issue of setting up the IT infrastructure

for the computers in group and exam rooms will need to

be discussed and resolved. All participants are then asked

to sign off on a statement of work, which clearly delineates

each person’s duties and responsibilities—and establishes

accountability (See example in the Important SMA

Department Forms section of the attached DVD).

Train All Support Personnel on How to Most
Effectively Schedule Patients

The program coordinator needs to subsequently schedule

separate training sessions with the physician’s receptionists,

schedulers, and nurses—all of whom will need to be trained

regarding their roles in referring patients (i.e., on how tomost

C
Fig. 11.1 (A–C) (continued)
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effectively invite and schedule patients into the SMA). Often,

these training sessions (which are typically run by the pro-

gram coordinator, sometimes with the assistance of the dedi-

cated scheduler or champion) will need to be done with only

half of the schedulers, receptionists, or call center personnel at

a time, so that the clinic is still able to function—although this

then results in twice as many training sessions. Receptionists

must understand that they will be expected, on an ongoing

basis, to give an invitation letter to every appropriate patient

of the doctors who registers for a traditional individual office

visit—alongwith saying a few kindwords about the program

(which can be rehearsed and role-played in the training

session).

Likewise, the physician’s nursing medical assistant

staff needs to be responsible for assisting in filling all

SMA sessions on an ongoing basis. They should enthu-

siastically promote the SMA program to all appropriate

patients when rooming them during regular office

visits—and then give them a program description flier

to read while waiting for the physician to enter the exam

room. The precise wording of how they recommend the

program to patients can be role-played and rehearsed

during this training session.

The training meeting(s) with the physician’s scheduling

staff should include not only on-site scheduling staff, but

also any off-site scheduling staff and call center personnel as

well (especially anySMA scheduling angels selected from the

call center, to whom all incoming calls for future appoint-

ments with the SMA physician will be directed so that the

SMA program can be explained, promoted, and offered to

all patients calling in for an appointment)—at least when

this is possible. Suchmeetings can also include the dedicated

scheduler attached to the SMA program, who can assist the

program coordinator in leading these training sessions for

the physician’s various scheduling personnel. Sample sche-

duling scripts as well as talking points can be provided

during this training session—a sample of which is included

in the DVD attached to this book.

The off-site call center can be particularly problematic

for the SMA program because their staff hardly knows

anything at all about either the physician or the SMA

program—and has minimal, if any, commitment to the

program. Furthermore, call center staff is often evaluated

based on exactly the opposite criteria fromwhat we would

ideally like to have used for the SMA program—i.e.,

length of telephone queue, average length of call, etc.

What we would instead like to see is for the call center

personnel to take the extra minute or two necessary to:

(1) explain the SMA program to patients in positive

terms; (2) answer any patient questions about the pro-

gram; and (3) schedule appropriate patients into an

upcoming SMA session whenever possible. In other

words, we would like call center schedulers to take the

extra time necessary to search the computer for next

available individual and group appointments, to promote

the DIGMA or PSMA program to patients, and to offer

patients their choice of either the next available 15–20

minute individual appointment (which might be weeks

or months away) or the next available 90-minute group

session (which will probably be available that week)—

plus add a few positive words about the advantages that

the SMA offers to patients. By doing so, the call center

can be converted from a potential problem to being a

valuable resource in consistently achieving full DIGMA

and PSMA sessions.

For this reason, it is advisable to include key call center

leadership in the earliest possible meetings when imple-

menting a DIGMA or PSMA program in order to secure

buy-in, accountability, and clear lines of responsibility

within the call center (i.e., for larger systems having a

call center). If possible, try to route all appointment sche-

duling calls for providers offering DIGMAs and PSMAs

through a small number of senior call center personnel

having an interest in the SMA program—who could be

called SMA scheduling angels. They should be selected

from the call center’s best and most experienced schedul-

ing personnel, especially those showing interest and

enthusiasm for the SMA program—and they can then

be given the same intense and personalized training as

on-site scheduling staff are given.

Designating SMA scheduling angels is helpful because

it is easier to train and monitor the efforts of a relatively

small number of (i.e., rather than all) call center employ-

ees, and then to establish clear lines of responsibility and

accountability. This is also true when it comes to arran-

ging for call center personnel—one or two at a time—to

actually sit in a DIGMA or PSMA session once it is

launched (i.e., so that they can observe its benefits first-

hand and later be able to describe and sell the program to

patients when they call to schedule an appointment).

Here, while it might not be realistic to have all call center

personnel sit in a DIGMA or PSMA session, it is usually

possible to have a couple of scheduling angels selected

from the call center attend a session.

Obviously, to be fully effective in referring patients to

the SMA, the support staff will need to truly believe in the

program—otherwise their body language and tone of

voice will reveal their less than enthusiastic endorsement

of the program. That is why ample time should be allowed

for questions and answers (as well as for addressing any

resistances, complaints, or concerns that might exist

regarding the SMA program) in these training sessions.

In addition, all key support staff should be invited to sit in

on one or two SMA sessions just as soon as it is launched

and running smoothly—perhaps one or two at a time

(typically starting with the most critical scheduling staff,
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and then including the key reception and nursing staff), so

that they can witness firsthand what a wonderful, warm,

and caring experience it is for patients.

Staff Needs to Schedule Patients into the SMA
on an Ongoing Basis, and Not for Just the First
Session

All training sessions with staff that schedules patients into

SMAs must emphasize that their scheduling responsibil-

ities will be ongoing. This is because it is not uncommon

for scheduling staff to initially get enthused about the

DIGMA or PSMA program and to fill the first couple

of sessions, but then to gradually lose interest, forget, or

turn to competing priorities. When this happens, the

inevitable result is that census in subsequent group ses-

sions ultimately begins to decline and dwindle. And once

this process of declining census starts, it creates a situation

that can deteriorate rapidly—so that future sessions are

even less filled by the physician and support staff (and

often dramatically less filled).

Be certain to address this challenge and reverse this

dangerous trend before insufficient census becomes

problematic, which could rapidly result in the SMA’s

failure. Whenever DIGMA or PSMA sessions start to

go unfilled by the physician and support staff, immediate

corrective action needs to be taken by the champion and

program coordinator—and prompt, appropriate feed-

back needs to be given to all involved (along with

some additional training on scheduling patients into

SMAs, if necessary). Again, this is because the physician

and support staff—not the dedicated scheduler—must at

all times take primary responsibility for filling all SMA

sessions.

Start Making ‘‘Cold Calls’’ and Scheduling
Patients into the Initial SMA Sessions

It is time to start scheduling patients into the initial

DIGMA or PSMA sessions—i.e., just as soon as the

start date is established, the provider makes clear which

patients are and are not to attend, the computer code for

the group visit is entered into the provider’s master sche-

dule profile, and all scheduling staff are trained on how to

best refer patients. Most patients for the initial group visit

sessions will need to be referred by the physician and the

physician’s support staff according to the protocols devel-

oped during the training sessions discussed previously.

However, if the provider would like some assistance in

this process, the dedicated scheduler could also begin to

make some cold calls on the physician’s behalf to patients

on the list(s) provided and approved by the physician.

In larger systems, the program coordinator and cham-

pion can also work with the provider to help develop the

necessary lists of patients for the dedicated scheduler to

call. Although they can still be helpful, cold calls are

generally not nearly as successful at recruiting patients

into SMAs as personal invitations from the physician

and support staff (plus, they often have a higher no-

show rate). I say this because it is not uncommon for as

many as 10 times as many invitations needing to be made

by dedicated schedulers (as compared to personal invita-

tions from the patient’s own physician) in order to get a

patient to accept, and because the entire process is ineffi-

cient anyway because patients are seldom home during

working hours (so that cold callmessages must be left and

return calls made). For example, if physicians are 85%

successful in inviting patients to attend SMAs, nurses and

medical assistants who know the patients might be 40%

successful, receptionists knowing the patients might be

20%, and the dedicated scheduler only 5–10% successful

through cold calls—as, unlike nurses and receptionists,

the patients do not know the dedicated scheduler. This is

why it is so important for the physician to assume primary

responsibility for filling all SMA sessions.

The dedicated scheduler must be certain to follow up

this telephone call with a warm computer-generated or

photocopied follow-up letter on the physician’s letter-

head—a letter initially drafted in template form by the

champion and subsequently reviewed, modified, and

approved by the physician (see example of a follow-up

letter in the Important SMA Department Forms section

of the DVD). This letter follows up on the dedicated

scheduler’s phone call, and it invites/welcomes the patient

into the next appropriate DIGMAor PSMA session. This

letter can be sent by the dedicated scheduler to all patients

contacted by phone—i.e., those who were reached and

spoken with as well as those for whom a message was left

on their answering machine.

This letter can be personalized by having the patient’s

name inserted at several points in the text and by includ-

ing the physician’s computer-generated signature at the

bottom (plus a small photo of the physician with a plea-

sant smile, if so desired). Or else, it could simply be

photocopied from a signed original that has been

approved by the provider. It also contains all necessary

details about the SMA program, including when and

where it is held, the amount of the co-payment, and how

to register. When it is computer-generated (although it

can also be simply photocopied, which would result in a

less personalized follow-up letter), the letter and accom-

panying envelope can be efficiently produced with
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minimum cost. This is done by having the dedicated

scheduler simply input a small amount of personalized

patient data into the appropriate software field of the

computer and then print out an address label.

This combination of a brief initial phone call by the

dedicated scheduler and a personalized follow-up letter

enhances the likelihood of patients accepting a DIGMA or

PSMA appointment in lieu of an individual visit, especially

if they have already been personally invited to attend by

their physician. When patients do in fact accept this invita-

tion and schedule a IGMAor PSMAappointment, a remin-

der call a couple of days before the SMA appointment can

also help to increase the likelihood of patient follow-through

(i.e, by not failing to keep the appointment).

The Provider Needs to Approve All SMA
Documents and to Select the Handouts

The program coordinator needs to enter all of the specific

details regarding the provider’s DIGMA or PSMA into the

existing templates previously developed for the SMA pro-

gram—i.e., wall poster, flier, announcement, invitation, cover

letter, follow-up letter, chart note, etc. (see samples of all these

materials on the attached DVD). The program coordinator

then gives these initial drafts of all forms to the provider as

soon as possible to review, make any desired changes or

modifications, and then approve. The provider also selects

any handouts that he/she wants to use in the SMA—and can

personally develop any other handouts that the provider

mightwish to usewhich are not readily available. In addition,

the provider selects the contents of the Patient Packet for the

PSMAorDIGMA (i.e., if one is going to be given to patients

at the beginning of DIGMA sessions, which I recommend

because it is greatly appreciated by patients and enhances the

perceived quality of the visit).

While optional for DIGMAs, a Patient Packet is

always used in PSMAs—in which it is typically sent to

patients 2 or 3 weeks before their PSMA session. The

Patient Packet for PSMAs typically contains a cover

letter from the physician explaining the program and

its many benefits; any handouts that the physician

wants to have included (on hot topics, routine health

maintenance guidelines, health education and disease

self-management materials, etc.); a detailed health his-

tory form (addressing current health concerns, recent

health changes, family and personal health histories,

current medications, allergies to medications, etc.) to

be completed and returned to the office at least a couple

days prior to the visit; and an order form for lab tests

(such as routine blood and urine screening tests) that

need to be completed prior to the visit.

The health history form enclosed in the Patient Packet is

usually the same extensive health history questionnaire as

is already being used for individual physical examination

appointments, but it is typically even more detailed and

comprehensive. Ultimately, as soon as firewall issues are

worked out for this process, the entire Patient Packet could

be sent to patients—and then the completed health

history questionnaire could be returned to the office—

electronically. For systems on EMR, the results of the

completed lab tests could similarly be returned to the

office electronically. Except for the detailed health history

form and pre-visit lab order form, the Patient Packet used

in DIGMAs typically contains many of the same educa-

tional and PR materials as the Patient Packet used in

PSMAs (plus a name tag, blank sheet of paper for notes,

and confidentiality agreement form—which are normally

given to PSMA patients separately as they register for the

visit).

Discuss Billing and Documentation Protocols
with the Physician, and Develop the Chart Note
Template

It is important for the program coordinator to set up

another meeting that includes the physician, champion,

program coordinator, SMA documenter, and the organi-

zation’s billing and compliance officer as well as chart

note documentation leadership. The purpose of this meet-

ing is to: (1) explain to the provider the billing philosophy

and procedures that the organization has developed for

billing DIGMA and PSMA group visits; (2) get the pro-

vider to develop a highly efficient chart note template for

documenting patient visits in the SMA (perhaps by work-

ing from their own chart note template for individual

visits, or from chart note templates previously developed

for the SMA program by other physicians in the same

medical subspecialty who are already running DIGMAs

and PSMAs for their practices); and (3) enlist the help of

the key billing and compliance as well as documentation

officers within the organization in order to optimize

charting and billing for the provider’s SMA.

I have found that including the organization’ docu-

mentation as well as billing and compliance leadership

can be extremely helpful in: (1) fine-tuning the chart note

template to be used; optimizing the types of medical care

that will be delivered in the DIGMA or PSMA; determin-

ing the various details of the documentation process; and

optimizing billing for the provider’s SMA. Once the phy-

sician discusses how she/he intends to document the

chart note and bill for visits, these organizational

leaders can make important positive suggestions and
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recommendations regarding the SMA chart note and

bill—and they can even point out that by including just

one or two additional steps that the physician might have

forgotten, they might be able to bill at a higher level. I

have found this input from the organization’s documen-

tation as well as billing and compliance officers to be

extremely valuable in helping to optimize the SMA pro-

gram’s billing and charting processes, and in offering

providers important and helpful suggestions as to how

to conduct, bill, and chart their group visit sessions.

Set Up Training Sessions for the SMA
Behaviorist and Nurse/MA(s) Regarding Their
Expanded Duties

In addition, the program coordinator should set up sepa-

rate training sessions—run by the champion, program

coordinator, and senior (or lead) behaviorist, if one has

been selected—to train the behaviorist and nursing per-

sonnel regarding their expanded duties in the provider’s

upcoming DIGMA or PSMA. Because these expanded

behaviorist and nursing duties have been thoroughly dis-

cussed earlier in this book, they are not repeated here.

However, during this training session, the nurse/MA(s)

will also be trained in how to complete their portion of

SMA chart note with regards to what they have done

(reason for visit, vital signs, flu shot, pneumovax, tetanus,

diabetic foot check, diabetic blood glucose level, PO2,

peak flow, etc.)—as well as anything else that the provider

wants them to provide and document. Of course, the

behaviorist and nursing personnel will also need to be

fully trained (in this and any additional subsequent meet-

ings that might be needed) for all of their expanded

responsibilities in the provider’s SMA.

Finally, the behaviorist needs to leave the training ses-

sion with a clear understanding that the behaviorist’s role

in the DIGMA or PSMA will be very different from (and

much more active and self-disclosing than) their role in

traditional mental health groups. They must recognize

that even though they might have previously run several

mental health or behavioral medicine groups in the past,

what they will be doing in the SMA will be quite different.

The ‘‘Oh yeah, I know how to run groups!’’ mentality has

no place here. In addition, the behaviorist also needs to

recognize that his/her primary job in the SMA is to assist

the physician in every possible way—and to pace the group

so that it runs smoothly and finishes on time. This can be a

difficult adjustment for some psychologists and social

workers who are used to leading their own groups, and

are not used to playing a subordinate or supportive role.

Behaviorists must leave this meeting with the clear

recognition that their role in a DIGMA or PSMA is

not to bring their own agenda into the group room

(especially when it could slow down the pace of the

group)—e.g., to train patients in meditation techni-

ques, cognitive behavioral therapy techniques, relaxa-

tion techniques. Although such agendas undoubtedly

have their place elsewhere, they are not generally

appropriate for a DIGMA or PSMA—where the

focus from start to finish is upon the provider effi-

ciently delivering high-quality, high-value medical care

to all patients in attendance. Instead, the behaviorist

must leave with a clear understanding of how to: (1)

warm the group up and write down patients’ medical

issues prior to the session; (2) give the introduction;

(3) pace the group to keep it running smoothly and on

time; (4) address challenging group dynamic situations

that can occur in SMAs; (5) deal with psychosocial

issues and any psychiatric emergencies; (6) take over

the group temporarily whenever the physician docu-

ments a chart note or steps out for a brief private

exam or discussion; (7) tactfully handle any last min-

ute patient logistical issues that might arise after the

group is over; and then (8) politely clear the group

room and quickly straighten it up for the next group.

The behaviorist must also understand the dramatically

different role that the behaviorist has during the first

half of a PSMA, where they are essentially alone with

the small, rotating group of unroomed patients while

the physician is in the exam rooms conducting private

physical examinations thoroughly but rapidly (with a

minimum amount of talk and discussion, except for

that of a truly private nature or which needs to be

discussed in order to conduct the exam).

Generally speaking, the behaviorist’s interventions

will need to be made briefly (i.e., in 30–90 second sound

bytes, so as to not slow the group down)—e.g., while the

physician is documenting a chart note or briefly absent

from the group room. Furthermore, when the behaviorist

does address a patient’s psychosocial issues during the

SMA session and gently brings them to the attention of

the provider, it is usually done for one of three reasons:

(1) as a very brief intervention or recommendation dur-

ing group time; (2) to tactfully bring the patient’s emo-

tional or psychological issue to the attention of the

physician, who can then decide upon a treatment option

such as starting the patient on a psychotropic medica-

tion; or (3) to promptly refer patients into appropriate

internal or external treatment programs for these issues

(i.e., if this is supported by the physician). The goal here is

to triage patients into the appropriate treatment venue

for such time-consuming emotional and psychosocial

issues, but only with the physician’s approval.
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The goal is certainly not for the behaviorist to take an

extended amount of time attempting to solve such pro-

blems in the SMA setting—which, after all, is meant to

be a shared medical appointment with their own physician

focusing upon the delivery of actual medical care to each

and every patient in attendance. In other words, the beha-

viorist must remain cognizant of the fact that, unlike what

happens in the psychiatry department, these patients are in

general coming in for body (not mind) issues and care.

Therefore, any effort to bring psychosocial and emotional

issues to the attention of the physician and patient must be

done with extreme tact. On the other hand, because these

mind issues so often go under-diagnosed and under-treated

in the primary care setting (and are often the primary

drivers of medical visits, rather than true medical need),

one of the important advantages of DIGMAs and PSMAs

over individual appointments is this critically important

role of recognizing and diagnosing emotional and psycho-

social problems that the behaviorist can play.

Unless this is the first SMA being launched in the

system, the behaviorist and nurse/MA(s) should be

encouraged to attend a couple of other providers’

DIGMAs or PSMAs for a session or two (and to do

this prior to the start date of the upcoming DIGMA or

PSMA of the provider that they will be working with)—

to observe how they are doing things and to learn from

them. They should also be encouraged to read the rele-

vant literature—including this book as well as any help-

ful articles published on group visits. If this is the first

DIGMA or PSMA in the system, then the nurse/MA(s)

and behaviorist—as well as the physician—might want

to attend a well-run SMA in a different healthcare orga-

nization (or attend training programs at the Noffsinger

Institute for Group Visits, which is currently (as of

May, 2009) in the planning stages at Harvard Vanguard

Medical Associates/Atrius Health in Boston, MA).

Order the Necessary Supplies for the Provider’s
SMA

Finally, the program coordinator should order all the

equipment (including any needed medical equipment)

and supplies (name tags, felt markers, flip chart, white-

board, etc.) that will be needed for the provider’s SMA.

This could include such items as thick felt markers hav-

ing dark ink and a broad tip (for writing patients’ first

names in large print on the name tags), erasable markers

for the whiteboard, any needed anatomical charts or

models, a monofilament for testing for peripheral neu-

ropathy, a frozen nitrogen canister, clocks for the group

roomwalls, etc.More costly durable medical equipment,

such as pulse oximeters and blood glucose meters with

test strips, will likely need to come from the physician’s

own office area.

Weeks 6, 7, and 8 After Entering the Pipeline

Here, we are just past the halfway point in the 10-week

pipeline for efficiently developing and launching high-

quality DIGMAs and PSMAs throughout the entire

healthcare system. As will be seen, this is generally a

very active time for the entire SMA department, but

most especially for the program coordinator.

Print the Appropriate Number of Copies of All
Forms to Be Used in the SMA

Once the provider reviews the initial drafts of all forms

and promotional materials to be used in the SMA

(which are usually generated from templates already

developed for the SMA Depatment)—and then makes

any desired changes, approves the updated forms, and

returns them to the program coordinator—the appro-

priate number of copies need to be made or ordered of

the final draft of each form. In addition to marketing

materials (posters, fliers, invitations, announcements,

etc.), this should also include all forms needed in the

DIGMA or PSMA—for example, any handouts,

health history questionnaires, Patient Packets, or

patient satisfaction forms that will be used on an

ongoing basis in the SMA program.

Program Description Flier

Every DIGMA and PSMA needs a program descrip-

tion flier containing all necessary details about the

program, which has been extensively discussed else-

where in this book (see samples on the DVD attached

to this book).

Give Provider Temporary Fliers Immediately:

The provider can be given 300 or so copies of a temporary

flier, so that the provider and staff can immediately begin

inviting patients to attend the upcoming DIGMA or

PSMA sessions.
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Initially Order a Relatively Small Number of Final Fliers:

A small number of the final version of the flier (whichmust

have a high-quality and professional appearance, yet be

affordable) is sometimes ordered by the program coordi-

nator at this time. Approximately 300–500 copies are typi-

cally procured at this early point—a relatively small num-

ber as changes are often made during the first few weeks of

actually running a DIGMA or PSMA, changes which can

affect the flier and make its original version obsolete.

A Bulk Order for the Finalized Flier Is Placed Later:

Later on, after the program has been running successfully

for a couple of months (i.e., after any needed changes

have already been made to the SMA and reflected in the

flier, and after the DIGMA or PSMA has pretty much

achieved its final form), the finalized flier can then be

ordered in bulk—perhaps one or two thousand copies.

Fill Flier Holders in the Provider’s Lobby and Exam Rooms:

Once the printed fliers are received, the program coordi-

nator ensures that the flier holders in the provider’s lobby

and exam rooms to capacity—holders that are designed to

hold at least 100 copies of the flier.

Select a Staff Person to Keep Flier Holders Full:

A motivated person from the provider’s office staff (typi-

cally a receptionist, the office manager, a nurse or medical

assistant, etc.) must be given primary responsibility for

replenishing the fliers in the flier holders that are in the

lobby and exam rooms when supplies start to become

depleted. In addition, this personmust notify the program

coordinator when the stock of program description fliers

for this provider is running low—so that additional

printed fliers can be ordered in a timely manner before

the existing supply is completely depleted.

Announcement Letter

It is an excellent idea, just prior to the start of a newSMA, to

mail an announcement letter out to all patients on the

provider’s panel who will qualify to attend the new

DIGMA or PSMA the next time that they have a medical

need. These announcements can be sent either in a single

mailing or, if a large number of patients are involved, by

sending them out in batches of 50–100. As extensively

discussed elsewhere in this book, this announcement letter

will not, by itself, bring patients into the SMA in droves;

however, it does serve an important function by making

patients aware of this new program (see sample announce-

ment letter in (Fig. 11.1 (A) and DVD).

Order Enough Copies to Mail to All Appropriate Patients:

Make or order the required number of copies of the

announcement letter to mail to all appropriate patients

on the provider’s panel, typically just prior to launching

the new DIGMA or PSMA program. These announce-

ment letters are designed to: (1) announce the new SMA

to all appropriate patients; (2) describe the program and

inform patients of its many benefits; (3) invite patients

to attend whenever they have a medical need in the

future; and (4) invite patients to attend one of the first

sessions. Although the announcement letter, by itself,

does not convince many patients to attend a SMA, it

does inform patients about the physician’s new SMA

program—and typically does result in a few direct

patient self-referrals.

However, the main benefit of the announcement is that

it makes it easier for the physician and staff to refer

patients when they later come in for a regular office

visit. When the physician then gives patients a personal

invitation to attend the DIGMA for their next follow-up

visit (or the PSMA for their next private physical exam-

ination), patients seem to be a little more willing to accept

this invitation as a result of having previously been

informed about the SMA through the announcement. It

is not uncommon for patients to say something like the

following to the physician who has invited them to attend

the SMA: ‘‘Oh yeah, I remember that you sent me a letter

about it earlier. I read it. It sounded intriguing, although I

didn’t follow up on it. Sure, I’ll give it a try. Thanks for

thinking about me.’’

Order Any Inserts to Be Included in This Mailing:

Also order enough copies of any handouts or inserts that

the provider might want to include in this announcement

letter mailing. See the Fliers folder on the DVD attached

to this book for an example of a particularly nice insert

that we used at the Palo Alto Medical Foundation

(PAMF). It was small and convenient for patients, con-

tained all important details about the program, and was

inexpensive to produce since three such inserts fit onto a

single printed sheet of heavy paper stock. Many patients

told us they would keep it in a prominent location in their
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houses, with some even using a magnet to keep it on the

door of their refrigerator.

Establish the Mailing Date(s) for the Announcement:

Establish the mailing date (or dates) for the announce-

ments. Announcement letters are frequently mailed on a

weekly basis in groups of perhaps 50–100 at a time—begin-

ning 2 weeks prior to the first DIGMA or PSMA session,

and then continuing in the weeks that follow until they have

been sent to all appropriate patients on the physician’s

panel. This spreads out any patient self-referrals that

might be generated by the announcement letter equally

over the first few SMA sessions. Alternatively, the

announcements could also be mailed either all at once

(particularly if there is just a couple hundred of them to be

mailed out to patients) or perhaps on a monthly basis for

the first few months of the SMA.

Send Announcement to All Appropriate Patients:

Order the envelopes and stamps for mailing the

announcement letters. Create the address labels and

address the envelopes—stuffing them with the folded

announcement letter plus any inserts selected by the pro-

vider. Then send this announcement (on the date or dates

previously decided upon) to the appropriate patients in

the provider’s practice. Most of this work can be done by

the program coordinator and dedicated scheduler; how-

ever, it can also be done by a volunteer or a motivated

member of the physician’s clerical support staff (which is

nice, if there is staff buy-in, because it gets them more

invested in the process). For systems that have gone

entirely electronic, sending the invitation out electroni-

cally will clearly increase efficiency and reduce cost.

Invitation Letter

The invitation letter, which is designed to be given out to

all appropriate patients by the receptionist (along with

some kind and positive words about the DIGMA or

PSMA program) whenever they register for a regular

office visit, has been extensively discussed elsewhere in

this book (see Chapter 10 and samples on the DVD

attached to this book).

Make Approximately 300 Copies to Start with:

The program coordinator photocopies or orders an initial

run of approximately 300 copies of the invitation letter for

the physician’s DIGMA or PSMA—see Fig. 11.1 (B)—

which is to be given by the receptionist (along with some

kind words about the program) to all appropriate patients

whenever they register for a regular office visit. Donot order

too many at first, as changes are often made during the first

few sessions of a DIGMA or PSMA. Because these invita-

tions do not need to be professionally printed, they are often

reproduced on the physician’s office copier—often on the

preprinted stationary of the SMA Department, which is

typically ordered in bulk and printed in just one or two

colors (but designed so as to tie into the general look of

the SMA program as depicted on the wall poster).

Receptionists Begin Giving the Invitation Letters to All

Appropriate Patients During Regular Office Visits:

The program coordinator delivers the 300 or so initial

copies of the ‘‘You Are Invited. . .’’ letter to the reception-

ists in the provider’s front office and reviews the training

they received with regards to giving the invitation out to all

appropriate patients as they register for a normal office

visit—along with how to best say a few positive words

about the DIGMA or PSMA. From this point forward,

the invitation letter is to be given by receptionists to all

appropriate patients being seen for individual office visits

as they register for their appointments. This process of the

receptionist handing out invitations to all appropriate

patients when they register for regular office visits typically

occurs during the first year or two subsequent to the launch

of the newDIGMAor PSMA, with some providers choos-

ing to make it an ongoing process into the foreseeable

future. However, do not keep giving the invitation letter

repeatedly to the same patients after office visit.

For example, the receptionist might say: ‘‘Hello Mrs.

Smith. I see that you are here to see Dr. Jones today.

Dr. Jones has just started a new program for some of

his/her established patients, a program that he/she is very

excited about. Dr. Jones has asked that I give you this

invitation to read in the lobby while you are waiting to be

seen. The invitation explains the program in detail, and

invites you to attend the next time that you have a medical

need. Many of Dr. Jones’ patients have already told me

that they went and really liked it, and that they found it to

be very helpful. Actually, I sat in on a session myself and

found it to be extremely informative and enjoyable.’’

One Receptionist Is Assigned to Notify the Program

Coordinator when Invitations Are Running Low:

Some one person in the provider’s front office (typically a

receptionist, but occasionally the office manager) needs to be
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clearly identified and assigned primary responsibility for

ensuring that the reception desk never runs out of these

invitations. This person is to inform the SMA program

coordinator whenever more invitation letters need to be

ordered—usually a week or two before the supply is

depleted. In this way, the supply of invitation letters is

replenished as needed in a timely manner, and always

remains available to receptionists for distributing to

patients. When the invitation is simply printed in black

ink on white paper (i.e., rather than on the SMADepart-

ment Letterhead), these additional copies that need to be

printed when the supply of invitation letters is depleted

can be made by the physician’s own office staff—

although the program coordinator will need to check

from time to time to ensure that this is happening, and

that the supply of invitations never runs out.

Install Two Functional Computers (Desktop for
Documenter and Laptop for Physician), a
Printer, and a Phone in the Group Room

If not already in the group room, the program coordi-

nator will need to order two appropriate computers

(typically a desktop for the documenter and a laptop

for the physician), a printer, and a telephone at this

point in time—and then have them installed in the

group room, plus possibly a computer in each exam

room as well. The program coodinator will then need

to arrange for the appropriate IT infrastructure for

these computers to be set up and installed. Once they

are installed and operational, the program coordinator

needs to ensure that they are properly set up and

completely functional—so that the documenter and

provider can access medical records, make referrals,

and order any prescriptions, tests, and procedures

that might be indicated (as well as print out copies

of materials, such as after visit summaries, for patients

as desired) during group sessions.

As a consultant for healthcare systems around the

nation (and more recently, internationally), it never

ceases to amaze me how often computers fail and compu-

ter systems crash during the first couple of sessions that a

new DIGMA or PSMA is being launched—much to the

chagrin of the frustrated provider and staff. Avoid such

last minute computer glitches by ensuring that everything

is in good working order beforehand, and that the provi-

der and documenter are able to sign on and access

patients’ chart notes—and then double check this the

day before (and even triple check it before the start time

on the day of the first SMA session).

In addition to installing the functional computers, be

sure to set up whatever type of computer desk configura-

tion is most comfortable and convenient for the docu-

menter and physician when using the computer in the

group room. Try to install the printer in a position that

is convenient for the physician, documenter, and beha-

viorist to get at during SMA sessions. In addition, install a

telephone in the group room if one is not already there—

one that is easily accessible to the provider, as it can also

be helpful during the SMA.

Develop the Provider’s Chart Note Template
for the SMA

It is important at this time for the physician to put any last

minute finishing touches upon the chart note template

that will be used in the DIGMA or PSMA. An EMR

chart note template is typically developed for the SMA

Department by the first provider to run a DIGMA or

PSMA in each medical subspecialty. Although this origi-

nal draft of the chart note template would probably be

developed in rough form from the existing SMA template

of another provider within the same medical subspecialty

who has already run a DIGMA or PSMA, this chart note

template needs to be fine-tuned to the specific needs of the

new SMA provider and put into final form. Often, physi-

cians will prefer to continue using their own EMR chart

note template for individual office visits, perhaps with

some minor changes specific to the DIGMA or PSMA

setting.

Be Sure the Provider and Documenter Are Well Trained

in the Use of the Chart Note Template

At this point, the champion and program coordinator

need to make certain that an appropriate chart note

template is fully developed by the provider. Once several

operational SMAs exist in primary care and the various

medical subspecialties throughout the organization,

then the templates used by many other providers within

the system will be available to the new provider—i.e., to

help in designing the new chart note template for his or

her own DIGMA or PSMA. Most systems are now

either on electronic medical records or going toward

EMR, so that their chart note templates will obviously

be in electronic form. In systems that are still using paper

charts, this template needs to be largely preprinted and

in check-off form in order to optimize charting effi-

ciency. See the DVD attached to this book for examples

of a paper chart note templates.
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Paper Chart Notes:

Often, providers who still use paper charts will try to keep

their SMA chart note template to a single page in length (or

even less). Frequently, providers will have a separate section

at the top of their chart note template for the SMA nurses/

MA(s) to complete—i.e., for all duties performed during

their portion of the visit, as well as the patient’s reason for

today’s visit. In addition, providers often have the confi-

dentiality release that patients and their support persons

sign printed onto the backside of the paper sheet containing

the chart note template. This is convenient because it con-

denses two sheets of paper into one and because it makes

clear that the patient’s signature on the release applies to

this particular chart note and SMA session.

On each patient’s chart note, the nursing personnel can

enter vital signs, reason for visit, injections given, special

duties performed, performance measures updated, rou-

tine health maintenance that needs to be ordered, etc.

When finished with each patient, they can attach that

patient’s paper chart note (with the nursing section of

the chart note completed) to the front cover of the paper

medical chart, and then return the medical chart to the

group room when escorting the patient back from the

exam room—typically placing it onto the stack of medical

charts on the small table next to the physician. For this

reason, it is often recommended that the physician and

adjacent behaviorist sit with their backs closest to the

door in the group room that leads to the nearby exam

room, as it entails a smaller and less distracting walk for

the nurse to make when placing paper charts onto the

small table between them (or when there is a need for the

nurse/MA to say something to the physician). Physicians

in systems still using paper charts might want to see the

sample chart note template included in the DVD attached

to this book.

EMR Chart Notes:

For systems using electronic medical records (EMR), the

provider needs to develop an efficient chart note

template—one which makes full use of SmartPhrases,

SmartText, key-stroke shortcuts, and prepackaged down-

loadable material that can be efficiently dropped into

patients’ chart notes. As has been previously discussed,

it is wise (especially when using EMR) to employ a doc-

umenter in the DIGMA or PSMA. The documenter can

then create a comprehensive, contemporaneous chart

note on each patient in attendance—i.e., as the care is

sequentially being delivered to one patient at a time in the

DIGMA or PSMA setting. Also, because charting is all

that documenters do in the SMA setting, they soon

become quite expert in the process and capable of gener-

ating superior chart notes.

However, prior to the actual launch of the DIGMA or

PSMA, the documenter will need to be trained as to how

to draft chart notes as the physician wants them—i.e.

using the physician’s own chart note template. This

needs to be done prior to the first session as the documen-

ter needs to knowwhat she/he is doing by that time, and is

not just trying to learn in the group setting—which will

certainly frustrate the physician and cause the SMA to

finish late. I recommend having the documenter review

perhaps 20–40 of the physician’s actual chart notes

beforehand to get a clear idea of the physician’s docu-

mentation style, and then shadow the physician for a

day or two.When shadowing the physician during regular

office visits, the documenter actually does the chart notes

for the physician, using the physician’s own template—

i.e. for documenters who are licensed to be in exam rooms

with disrobed patients (unless, of course, this shadowing

only occurs for patients who are not undressed and agree

to it). This enables the physician to review the chart notes

so generated, to give prompt feedback, and to thereby

train the documenter as to precisely what the physician

wants before the first DIGMA or PSMA session is held.

A Documenter Can Optimize Charting and Billing:

The comprehensive, contemporaneous chart note that is

efficiently drafted by the documenter on each patient in

attendance can be most helpful in simultaneously opti-

mizing the physician’s productivity, the quality of the

chart note, and billing. However, the documenter (as

well as the provider) must be well trained in utilizing

efficient EMR documentation techniques, in navigating

through the EMR system, and in using the template that

has been developed for the provider’s group visit. The

documenter is typically trained initially by the provider

and program coordinator prior to the first session. Then,

additional training from the physician occurs on an

ongoing basis in the SMA setting as the physician reviews

and modifies each chart note created by the documenter

immediately after working with each patient in turn in the

group setting—thus providing prompt and immediate

feedback to the documenter.

Ensure the Chart Note Template Is Acceptable to

Documentation as Well as Billing and Compliance

Leadership

It is imperative that the chart notes documented in the

DIGMA and PSMA settings be as quick and efficient as
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possible; however, it is equally important that they also be

accurate and complete from the documentation and bill-

ing perspectives. Ensure that the chart note template

created for each new SMA is acceptable to documenta-

tion as well as billing and compliance leadership within

the organization—as they can be most helpful in review-

ing, modifying, and optimizing the proposed chart note

template.

Start Monitoring the Census of the New
Provider’s SMA on a Weekly Basis

At this point, the program coordinator needs to start

monitoring the provider’s pre-booking census for all

upcoming sessions on a weekly (or, better yet, twice-

weekly) basis. When I headed the SMA Department at

the Palo Alto Medical Foundation (PAMF), I had my

program coordinator (with the help of the dedicated

scheduler) produce a twice-weekly report indicating how

many patients were pre-registered into each SMA session

for the next 2 months for all of the physicians running

DIGMAs or PSMAs in their practices. At HVMA/AH, I

have my program coordinator generate a weekly report

on Monday mornings depicting the census for each and

every DIGMA and PSMA in the system covering the next

four SMA sessions. These reports are divided by facility,

by department within each facility, and alphabetically by

individual providers within each department at every

facility.

In addition to showing how many patients were in

fact prescheduled for each upcoming DIGMA and

PSMA session, this weekly (or twice weekly) pre-regis-

tration census report also depicted the minimum, target,

and maximum census targets for each and every SMA

within the system. It could also document the amount

that sessions should be overbooked by in order to com-

pensate for the expected number of no-shows and late-

cancels (less, of course, the anticipated number of

drop-ins in the case of DIGMAs), as well as the average

group census for each provider during the past month,

past quarter, past year, etc. I typically show the bar

graphs in these reports as the percent increase over indi-

vidual office visits in each provider’s productivity that

has been accomplished by the DIGMA or PSMA—i.e.,

for the same types of patients and appointments being

seen in the DIGMA or PSMA versus traditional indivi-

dual office visits (with the most common target being a

300% increase in productivity). The number of patients

scheduled into all upcoming SMA sessions during the

next month or two should also be included, as well as

past performance to date.

Weekly Pre-booking Census Reports Enable the

Champion to Run the SMA Program

As the SMA champion, I find these weekly census reports

generated by the program coordinator to be the most

valuable tool at my disposal for running the SMA pro-

gram. These reports allow me to: (1) continuously moni-

tor the pre-registration census for all upcoming sessions

during the next month or two for all DIGMAs and

PSMAs being run in the system (broken out by facility,

department within that facility, and alphabetically by

provider within each department); (2) determine where

to have the dedicated scheduler focus his or her efforts in

topping-off groups each day; (3) determine which SMA

providers and staffs need additional counseling and train-

ing regarding how to effectively refer appropriate patients

into their SMAs so as to keep their sessions consistently

full; (4) assess which SMAs are at greatest risk for failure,

so that prompt action can be taken to address this pro-

blem; and (5) ultimately determine which SMAs are not

economically viable and should therefore be considered

for a probationary period (and if poor census persists,

ultimately for termination).

As Needed, Coach and Train the Physician and Staff to

Better Refer Patients

By starting to monitor the new provider’s SMA census

every week at this point (i.e., a few weeks before the

DIGMA or PSMA is to be launched), you will be able

to determine whether the provider and staff need addi-

tional coaching and training on referring patients into

their SMA weeks before the actual launch date. It there-

fore provides a cushion by allowing some time to take

corrective action swiftly in the event that sessions are

not filling as rapidly as they should. Consider encoura-

ging patients to arrive 15minutes early so that the nursing

personnel can start with early arrivers—although, in some

cases this will not be necessary (i.e. if sufficient patients

naturally come to the appointment early).

If Upcoming Sessions Are Still Not Filling, Then Meet

Again with the Physician and Staff to Continue

Training

If the initial sessions do not start filling a few weeks prior

to the start date, and if the initial sessions are not yet close

to full, then promptly set up another training meeting

with the physician and support staff—i.e., to continue

the training on how to effectively refer patients into the

SMA. With the provider’s permission, the champion and
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program coordinator can provide an additional helpful

service by shadowing the physician and staff for a day or

two to watch exactly how they are inviting patients in

actual practice—to see what they are doing right, and

precisely what they might be doing wrong. This allows

the physician and support staff to be given immediate,

personalized feedback on how to more effectively invite

patients into the DIGMA or PSMA. Also, praise or offer

some form of incentive (such as small rewards) to staff for

special efforts in successfully recruiting patients into the

SMA. It’s amazing how effective a pizza, an inexpensive

personal item, a certificate for a gourmet cup of coffee, or

a personal ‘‘thank you’’ from the physician can be in

motivating the physician’s schedulers and entire support

staff to promote the program.

Persist with Training Until the First Session Is Full and

Initial Sessions Are Filling—Otherwise, Postpone the

Start Date

Because full sessions are the secret to success with

DIGMAs and PSMAs, persist with training the physician

and support staff until all initial sessions are filling sub-

stantially—and the first session is completely full (plus an

extra patient or two to compensate for the anticipated

number of no-shows and late-cancels, less drop-ins in the

case of DIGMAs). Otherwise, if all of these efforts fail,

then the start date will need to be postponed (or else the

SMA will need to be redesigned so as to be more hetero-

geneous in nature, thus enabling a larger number of

patients qualify to attend) until full initial sessions can

be scheduled with confidence.

Solve Any Systems Problems as They Arise

Because DIGMAs and PSMAs leverage existing

resources, dramatically increase physician productivity,

and involve multiple patients going through the system at

once, they tend to exacerbate any pre-existing system

problems.DIGMAs and PSMAs can increase productivity

to such a degree that they end up stressing the system—

i.e., with the result being that problems begin arising in

areas that might heretofore have been marginally func-

tional when one patient was being seen at a time. For

example, a receptionist who is slow when one patient is

being registered at a time does not suddenly become fast

when 15 patients are waiting in line. Additional help, extra

training, or a change in personnel may be necessary.

Also, because DIGMAs and PSMAs represent a

highly efficient team-based approach to care involving

much change and both group and exam rooms, they can

introduce many administrative, equipment, and opera-

tional problems that the system does not normally have

to deal with. Because they represent such a major para-

digm shift, there can be all types of personnel, facilities,

promotional, and equipment issues arising from SMAs

that the system does not normally have to deal with. For

example, is the group room ventilation adequate for large

groups and, if not, will adjusting the thermostat or intro-

ducing a fan be of help? Are paper charts arriving on time,

are there competing organizational demands upon either

the SMApersonnel or the group and exam rooms, and are

the group and exam rooms properly equipped for these

large groups? If any such operational problems do in fact

arise, then they will need to be promptly addressed by the

champion and program coordinator.

For example, consider the variety of operational and

logistical problems that can arise around personnel, facil-

ities, census, and patient flow issues within the DIGMA

or PSMA setting: have sessions been properly over-

booked so that target census is consistently achieved; are

patients arriving to register at the right place and time; is

the registration process going well; are patients arriving in

the group room without getting lost; is the group room

properly decorated and set up with enough comfortable

chairs in a circular arrangement; are the group and exam

rooms properly equipped; are the group and exam rooms

available as scheduled (or are they sometimes occupied by

others during the group time); are the nursing duties being

dispatched in a timely manner; is the behaviorist arriving

a fewminutes early and starting the group on time; are the

physician and documenter arriving on time; is the group

running smoothly and on time; are the computer(s) and

printer working; is the documentation process going well;

are snacks arriving as they are supposed to; are there

functional toilet facilities in the area; does the physician

leave on time; are patients able to efficiently schedule

follow-up appointments during or after group; does the

behaviorist stay late to straighten up the group room;

etc.? If the myriad potential operational and logistical

problems that can arise in DIGMAs and PSMAs are

not promptly addressed, they will frustrate patients and

staff alike—and could eventually undercut how efficient

and enjoyable the group visit program is as well.

If Water, Coffee, Tea, and Healthy Snacks Are
to Be Provided, Then Schedule Them on an
Ongoing Basis

Because properly run group visits are efficient and cost

effective, it is wise to reinvest some of the program’s
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potential savings back into the SMA in the form of

snacks—especially healthy snacks that are not too

messy—as they are much appreciated by patients and

lend themselves nicely to the high-quality image that

you want SMAs to have. For one thing, 90 minutes is a

fairly long time and patients can get hungry and thirsty—

especially when SMAs are held at certain times of the

day. Furthermore, having appropriate snacks available

can be medically important (or just a wise idea) in some

cases—such as diabetes DIGMAs, prenatal PSMAs,

pediatric group visits after school, oncology SMAs, etc.

In addition, patients truly appreciate the thought when it

comes to snacks—and particularly seem to enjoy coffee,

water, power bars, and apples or grapes. Although

patients would also like cookies, muffins, doughnuts,

soft drinks, ice cream, and cake, I generally recommend

against them so as to model healthier eating habits. Even

when they do not take any, patients still comment on

how much they appreciate the fact that snacks are

provided.

However if the decision is made to provide snacks

at the SMA, then they will need to arrive on time

and be provided on an ongoing basis. First, decide

which snacks the provider wants to serve (coffee, tea,

water, apples, grapes, orange wedges, cheese sticks,

power bars, etc.). Try to model healthy eating habits

and to avoid unhealthy or messy snacks such as

cookies, cupcakes, doughnuts, whole oranges, and

ice cream—except under special circumstances. It is

also beneficial if the snacks are not particularly per-

ishable, as they can then be brought into the SMA in

weeks to come. For this reason, consider snacks such

as bottled water, cheese sticks, power bars, etc.

because they can be purchased in bulk at a discount

store and then kept from one session to the next—at

least until they are either consumed or their expira-

tion date occurs.

If you choose to serve snacks, then you will need to

develop a budget for them. It is usually the program

coordinator who will arrange for snacks to be provided

on an ongoing basis; however, it could also be a moti-

vated member of the physician’s staff. Determine if they

will be catered, brought in by nutritional services, pur-

chased at a discount store by a staff member using the

SMA budget, etc. The important point here is that if

snacks are to be provided (which is, generally speaking,

a good idea), then they need to be within budget and

arranged for from the beginning of the new DIGMA or

PSMA program—and then, from that point onward

(which requires that clear lines of responsibility and

accountability for bringing snacks on an ongoing basis

be established).

The Champion Should Reassure the Provider
and Staff During This Period, Addressing Any
Concerns or Anxieties

It is during this intermediate period of planning (i.e.

when the prospect of the upcoming SMA looms real,

but before the first SMA session is actually run), that

provider and staff worries and anxieties can be at

their peak—especially just before the first session.

Because this is to be expected, it is imperative that

the champion, program coordinator, and entire SMA

team be sensitive to these anxieties—and that they try

to be as reassuring and comforting as possible to the

physician and support staff throughout this difficult

period.

There will be all types of worries, most of which will

ultimately prove to be anxiety based and unimportant in

the long run—i.e., due to the SMA being something new

and quite different from what the physician and staff are

used to. It seems like the unknown is always most scary

for us. However, as soon as experience is gained in run-

ning the SMA, most of these worries will quickly resolve

and vanish. Therefore, most physician worries (e.g.,

about saying something stupid in front of 15 patients at

once; of all patients in the group demanding one-on-one

time with the physician at the end of the group; about

group visits not working for their practice or personal-

ity; of losing control of the group and having it spiral out

of control; of not being able to deliver adequate medical

care or to complete chart notes on all patients in the

allotted time; of catastrophic results from the physician

being asked questions in group that he/she does not

know the answer to; etc.) typically disappear quite

rapidly after only the first couple of sessions have been

held.

Physicians will rapidly find that if they do say some-

thing they consider to be stupid in front of others in the

group, all they have to do is say something lighthearted

and humorous like: ‘‘Oops, that didn’t come out right. Let

me try that again.’’ If anything, they will seem more

human to their patients—who will typically like them

even more as a result. Once they have run one or two

successful SMA sessions, physicians will quickly find that

most patients will be satisfied with the medical care they

receive in the group—and will therefore not generally

request private one-on-one time toward the end of the

group, unless the physician somehow encourages it. Simi-

larly, physicians will soon find that group visits do in fact

work quite well for them and for their practice, just as

they have in the practices of hundreds before them—and

that the behaviorist’ complementary skill set in managing

group dynamics and psychosocial issues will be most
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helpful in preventing the group from spiraling negatively

out of control.

Interestingly, although physicians and support staffs

appear to worry about everything else, they seldom if ever

worry about the one thing they should worry about

most—which is how to keep all SMA sessions consistently

full. This is because when SMAs do in fact fail, it is almost

always for just one reason—insufficient patient

attendance. Therefore, this issue of consistently full

groups needs to be taken seriously by physician and sup-

port staff alike if the SMA program is to succeed in the

long run.

Develop the Outcome Measures and
Methodologies that Will Be Used to Evaluate
the SMA Program on an Ongoing Basis and to
Issue Periodic Reports

It is at this point that the outcome measures that will be

used to evaluate the SMA program need to be deter-

mined, and precisely what types of periodic reports will

be issued on the program. Will you want to measure

improvements in quality, productivity, access, efficiency,

clinical outcomes, practice management, chronic disease

management, the bottom line, etc.? This issue of which

measures to use in evaluating the SMA should be

addressed at this early point—and should include input

from the provider, champion, program coordinator,

administration, and possibly even the research arm of

the organization (assuming that there is one).

Measure the Unique Strengths of the Group Visit

Model You Are Using

Group practices and managed care organizations will

undoubtedly want to measure the specific strengths of

the group visit model that they have selected to use in

their SMA program. In the case of DIGMAs, increased

physician productivity along with the related issues of

increased RVUs, enhanced revenues, improved access to

care, reduced backlogs, decreased patient telephone

volume, fewer work-ins, and improvements in practice

and chronic illness management will need to be mea-

sured—i.e., along with reported improvements in the

patient–physician relationships, clinical outcomes,

reduced costs, and increased patient and provider satis-

faction. For CHCCs, which do not increase productivity

or improve access, reductions in the costs of hospital,

emergency department, and nursing home care for the

same group of 15–20 high utilizing, multi-morbid geria-

tric patients being followed over time should be mea-

sured. For PSMAs, increased productivity in delivering

private physical examinations in primary and specialty

care, decreased wait lists and backlogs for physicals, and

cost savings in delivering physical exams will need to be

measured—along with patient and provider professional

satisfaction.

Also Measure the Multiple Common Benefits Offered

by Group Visits in General

In addition, systems might want to measure improve-

ments in any of the many benefits that today’s various

group visit models are known to share in common.

These shared benefits of all of today’s major group

visit models (when they are properly run and supported)

include potential improvements in quality, outcomes,

compliance, patient education, psychosocial issues,

self-efficacy, disease self-management, follow-up care,

routine health maintenance, injection rates, perfor-

mance measures, emotional support, cost containment,

the patient–physician relationship, patient and provider

satisfaction, etc.

What Tests, Measurements, and Methodologies Will

Be Used and How Will the Data Be Analyzed?

In terms of data and analysis, precisely what and how

things are to be measured needs to be determined—along

with which scales, tests, inventories, questionnaires, mea-

sures, tools, and protocols are to be used. For example,

most systems want to measure patient and provider satis-

faction with the SMA program compared to individual

appointments—preferably for the same providers during

the same period of time. Therefore, they will need to select

the patient satisfaction form that they will use, along

with the methodology to be employed—e.g. complete

the patient satisfaction form after the group and anon-

ymously drop it into a box outside of group room; mail

forms to the homes of patients after their visit; test all

patients (or just a random sample); will support persons

be included; etc. The un-normed sample patient satisfac-

tion forms included in the DVD attached to this book

might prove helpful to some organizations, although they

might prefer to use normed patient satisfaction forms

such as the ones developed by the American Medical

Group Association (AMGA) or Press Ganey. However,

keep in mind that while unnormed patient satisfaction

forms can have high face validity and be specifically
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designed around group visits, normed patient satisfaction

surveys have the advantages of being tested, reliable,

normed, and scientifically valid. Unfortunately, normed

patient satisfaction questionnaires often contain many

items that are not at all relevant to group visits, although

they might also include one or two items that could be

relevant to both individual and group visits, such as ques-

tions like ‘‘Overall, how would you rate the quality of care

that you received during today’s visit.’’

Will You Want to Measure Outcomes, Productivity,

Access, Cost Savings, Quality Improvements, or

Enhanced Practice Management?

Then there are the important issues relating to measures

of improved quality, clinical outcomes, better access,

improved productivity, enhanced practice and chronic

illness management, and cost savings—which can also

be evaluated, but mostly through use of formal research

studies or internal data gathered both within the organi-

zation and through the SMA program. For example,

we could look at HbA1c control amongst diabetics,

improved consistency in screening measures, and percen-

tage of updated injections and health maintenance for

patients with diabetes who attended group visits versus

amatched control group of diabetic patients who received

traditional individual care alone. We could also look at

overall costs of caring for diabetic patients attending

SMAs compared to the control group—and even examine

potential differences in hospital, emergency department,

and nursing home utilization and costs. We could mea-

sure improvements in access and physician productivity,

as well as the strengthening of the bottom line that could

potentially come from the group visit program. In addi-

tion, we could similarly evaluate the relative efficacy of

the homogeneous, heterogeneous, and mixed subtypes of

the DIGMA and PSMA models with regards to quality

and cost savings.

It Is Generally Easier to Measure Outcomes, Cost

Savings, etc. with CHCCs than DIGMAs and PSMAs

Generally speaking, many of these measures (such as out-

comes and cost savings) will be easiest to determine for

CHCCs because the same 15–20 patients are followed over

time—and it is relatively easy to contrast outcomes and cost

savings for the experimental group versus amatched control

group. DIGMAs and PSMAs will generally take larger,

longer, and more costly studies in order to accurately deter-

mine these measures—because most, if not all, patients in

the physician’s practice (or in the chronic illness population

management program) can be impacted by the DIGMA

and PSMA program—and because different patients typi-

cally attend each session, as they only come in when they

have an actual medical need (and then, they might come in

with a laundry list of health concerns).

However, among the various subtypes of the DIGMA

and PSMAmodels, such studies will be easier for the homo-

geneous model (which is disease or condition specific) than

for the mixed model—which focuses upon four large, but

relatively different, groupings or clusters of conditions.

Furthermore, studies on both the homogeneous and mixed

subtypes will be easier than studies on the heterogeneous

subtype of theDIGMAand PSMAmodels—i.e., due to the

fact that many different diseases and conditions are

included. For example, in a heterogeneous primary care

DIGMA, the patient who comes in today with a URI

might not return for 2 years, and then they might return

for wrist pain or a skin lesion. So the decision as to what to

measure, and how to measure it, is clearly not always an

easy one with the heterogeneous subtype. Despite this

research challenge, the heterogeneous DIGMA provides

physicians with a remarkable practice management (and

chronic disease management) tool that can dramatically

improve productivity, access, and the bottom line—all of

which would be considerably easier to measure with the

heterogeneous DIGMA than clinical outcomes.

Be Practical, Measure What Is Easiest and Most

Important, and Try to Issue Quarterly or Annual

Reports

The possibilities regarding what to measure, what data to

collect, what analyses to perform, and what reports to

produce regarding the SMAprogram are almost limitless.

Therefore, it is important to be practical by assessing

those variables that are both relatively easy to measure

and of greatest importance to the organization, provider,

and SMA program. Consider what types of data are

available or easily obtainable within the system, what

types of resources can realistically be utilized for evaluat-

ing the program, and how the entire process of evaluation

can be streamlined to save time and money. Certainly you

will want to address your goals in running the SMA

program and how to best measure these goals—e.g.,

improvements in quality, patient satisfaction, clinical out-

comes, productivity, access, cost savings. This emphasis

upon being practical and realistic will greatly reduce the

types of measures and methodologies that need to be

employed to evaluate your SMA program on an ongoing

basis. Also, it is advantageous to systematize the entire

evaluative process so that periodic reports can be
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efficiently generated which evaluate the overall progress

and success of the SMA program. It is certainly helpful to

the organization’s executive leadership to have quarterly

and annual reports compiled by the champion and pro-

gram coordinator to evaluate the SMA program on an

ongoing basis.

Weeks 9 and 10 After Entering the Pipeline

Here, we are near the end of all the steps contained in the

pipeline, and just 2 weeks away from actually launching

the DIGMA or PSMA that we have been working so

diligently at getting successfully launched. Nonetheless,

there are still many last-minutes steps to be taken during

these final 2 weeks.

Hold Final Training Sessions for All Support
Personnel as Needed—Review Census
and Everybody’s Roles and Responsibilities

During these last 2 weeks prior to launch, the program

coordinator and champion again review census for the

upcoming SMA sessions and organize and lead any

necessary final training sessions with all support per-

sons involved with the provider’s DIGMA or PSMA

(receptionists, nursing personnel, and all on- and off-

site scheduling personnel, including the call center)—

some of whom will need to be trained in shifts so that

the clinic’s normal daily functioning can continue

unhindered.

The degree to which this individualized, final training

is necessary will be partially determined by reviewing the

census data covering the first few upcoming DIGMA or

PSMA sessions. If the first couple of SMA sessions are

not yet close to full (as we are now just 2 weeks prior to

the start date), then the program coordinator should

alert the provider and scheduling staff immediately. In

addition, the program coordinator (and possibly the

champion) should personally go to the physician’s office

area and check to make sure that: (1) receptionists are

giving out the invitation letter (plus recommending the

program) to all appropriate patients as they are register-

ing for their normal office visits with the SMA provider;

(2) the nurse/MA is giving all appropriate patients a

copy of the SMA flier as they are rooming these patients

(plus strong encouragement to attend a session); (3) the

provider is personally inviting all patients appropriate

for the SMA in an effective and positively worded

manner (this is the most important step of all); and (4)

patients who accept this offer are promptly being

booked into the appropriate upcoming SMA session.

In addition, the program coordinator should check

that the announcements are being mailed on schedule,

that the SMA posters are mounted in highly visible

locations on the physician’s lobby and exam room

walls, and that the adjacent program description flier

holders are being kept full at all times. The program

coordinator should also check on all of the physician’s

on- and off-site scheduling staff, including any call cen-

ter personnel involved with scheduling the provider’s

patients—to ensure that, whenever possible, they are

properly referring all appropriate patients calling for

an appointment into the SMA. It is also a good idea to

similarly hold a final brush-up training review at this time

on an as needed basis for all scheduling and call center

staff (making a particular effort to concentrate this

training upon the physician’s primary scheduling staff

as well as the call center’s SMA scheduling angels)—

usually in small groups, but occasionally individually.

Meeting with these schedulers individually or in small

groups in their regular office environment offers the

advantage of enabling the program coordinator and/or

champion to observe their work first hand, and to make

corrective suggestions accordingly.

Finally, this training should cover other important

issues as well as effectively referring all appropriate

patients. All of the provider’s support staff will have

been trained previously in their new roles and

responsibilities. They may still have some worries or

resistances with regard to these responsibilities which

can be addressed now, and there may even be some

things about their new SMA duties that the support

staff may have forgotten since their last training.

There will likely be many last-minute questions and

concerns, which should be addressed by the program

coordinator, dedicated scheduler, and champion at

this time.

Check Daily to See How Many Patients Are
Scheduled for the First four SMA Sessions

During weeks 9 and 10 of the pipeline, which represent the

final 2 weeks prior to the actual launch, the champion and

program coordinator should be checking every day to see

how many patients are prescheduled into each of the first

four sessions of the provider’s new DIGMA or PSMA. If

the first session is not yet close to full (and if the following

three sessions are not approximately 3/4th, ½, and 1/4th

full, respectively), then they will need to take the prompt
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and effective action (or else postpone the launch date until

full sessions are assured).

In helping over 400 providers nationally and interna-

tionally launch their new DIGMA and PSMA group visit

programs, it has been my experience that when census is

low at this point, there is a tendency for provider and staff

to make excuses—i.e., rather than taking prompt, effec-

tive action to solve this patient referral problem. I tend to

hear comments like: ‘‘My patients are different;’’ ‘‘Our

patients aren’t interested in a group visit;’’ ‘‘We’ve called

50 patients, but only 2 have told us that they would

come;’’ ‘‘We’re waiting for many return phone calls;’’

‘‘It’s OK, we’d rather start off with a small group.’’ The

list goes on and on.

When I hear these comments and rationalizations, and

then actually investigate what is happening in depth

(including personally talking to, and even shadowing,

key personnel regarding the manner in which they are

referring patients), what I almost always find is that the

problem is not with the patients. I do not find that these

patients are somehow fundamentally different than other

patients around the nation and world in that they really

do not want a group visit. Instead, what I typically find is

that that the problem lies with the physician and staff—as

they are still inexperienced in this new process of referring

patients (and might still have some personal reservations

about the new SMA program). They could be simply

forgetting to invite all appropriate patients, might be

nervous themselves about making the referral, may feel

inadequate and not up to the task, might not feel comfor-

table in recommending the program, or might be making

some fundamental mistakes in how they are wording

invitations and referring patients—all of which could be

undercutting their success in referring patients into the

SMA.

The worst scenario of all is when the physician or some

of the support staff do not really believe in the program

and its many patient benefits—in fact, they may hold a

deep-seated idea that they would not want to attend a

group visit themselves and that others would not want to

either (or they might even believe that the whole thing is a

dumb idea). When even one person associated with the

new SMA holds intense negative feelings or strong reser-

vations about the program, it is amazing how quickly that

negativity can begin to affect others. When this happens,

it needs to be promptly addressed before the well gets

poisoned. This is an excellent example of the old adage

that ‘‘One rotten apple can spoil the bushel.’’

When we are personally not sold on the program and

hold such negative beliefs, it inevitably shows in our

demeanor and body language—so that our referrals

and recommendations do not ring true to our patients,

who then tend to disregard our invitation and decline to

attend the SMA. To be enthusiastic in our endorsement

of the SMA, and to be fully effective in referring patients

into it, we need to truly believe in the program ourselves.

One such example of this is the physician who recently

told me: ‘‘You know, when I invite a patient and they

decline to attend the DIGMA, I actually feel bad for

them because I know what they are missing.’’ When the

physician and staff truly believe in their program (as was

the case for this physician), it typically carries over into

enthusiastic patient invitations and consequently, full

group sessions.

In each of these cases, the program coordinator and

champion need to meet with the affected staff members

(and sometimes even the provider) to address all of these

issues—confronting any resistances, answering any ques-

tions, addressing any concerns, and providing whatever

additional training might be helpful. In addition, it is

important to get any staff member who does not funda-

mentally believe in the program to actually sit in on a

session or two just as soon as the SMA is up and run-

ning (or to sit in on another SMA that is already being

successfully conducted elsewhere in the system) to per-

sonally experience what a warm, pleasant, and educa-

tional experience it can be for patients. If this does not

work and this person remains a constant source of nega-

tivity toward the SMA program, then the physician or

administration may soon need to step in to address this

problem.

If the Census Is Low, Alert the Provider and
Schedulers (Plus Have the Dedicated Scheduler
Call Patients Approved by the Provider), but
Postpone the SMA if Sessions Are Not Filling
Properly

In the event that the census for the first four SMA sessions

remains low during these last 2 weeks prior to the launch,

then the champion and/or program coordinator should

contact the provider and scheduling staff—on a daily

basis, if necessary—to keep them appraised of the situa-

tion, and the urgent need to rectify it by promptly refer-

ring more patients into these initial SMA sessions. The

program coordinator needs to enlist their help and sup-

port in this regard post-haste—i.e., by encouraging the

physician and staff to redouble their referral efforts

immediately.

The program coordinator can also offer to have the

dedicated scheduler help in this process by calling and

inviting patients from the list of approved patients pre-

viously provided by the physician. The program
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coordinator could even offer to have the dedicated sche-

duler train the physician’s scheduling staff by showing

them (on a personal one-on-one basis, if necessary) how

she/he makes cold calls to patients, recommends the SMA,

and encourages them to attend.

However, the bottom line remains that if sessions are

not being filled by the provider and staff at a rate that the

champion and program coordinator are comfortable

with, then the launch of the new SMA will need to be

postponed accordingly (or else redesigned so as to be

more inclusive of patients)—until sessions are being

appropriately filled. I have generally found it to be a big

mistake to prematurely launch a DIGMA or PSMA

before it has clearly been demonstrated that upcoming

sessions can be consistently kept full by the physician and

support staff. It should also be made clear to all that the

dedicated scheduler’s job is to top off SMA sessions that

have already been largely filled by the provider and staff;

however, it is not to take primary responsibility for filling

the group sessions (which must always remain the physi-

cian and support staff’s responsibility).

Assemble the ‘‘Patient Packets’’ for All Patients
Attending the DIGMA or PSMA

With only 2 weeks to go prior to launching the provider’s

newDIGMAor PSMA, this is the time to assemble enough

Patient Packets to be used in the program for the first

couple of sessions—and, in the case of PSMAs, it is impor-

tant that they be sent to preregistered patients at least 2–3

weeks prior to the session. Patient Packets not only play an

important role in the success of a DIGMA or PSMA

program but also add to the patients’ perception of the

quality of that program by giving them important health-

related materials to take home with them and read later.

While, unlike the case for PSMAs, a Patient Packet is not

mandatory for a DIGMA, it does provide a nice touch

regarding the quality of the program and how hard the

staff has worked to make patients’ SMA experience a posi-

tive one—i.e., one that patients truly appreciate. This addi-

tional patient education is just one other way thatDIGMAs

and PSMAs strive to enhance quality, max-pack visits, and

make them an one-stop healthcare shopping experience for

patients.

The Patient Packets are typically given to patients when

they come in and register for the DIGMA. It contains a

variety of enclosures that have been personally selected

by the provider, which are presented in a nice folder (see

Fig. 2.4 and examples of Patient Packets on the DVD).

I generally use a folder that looks expensive but is actually

quite cheap. Often in the organization’s colors, the folder

can also have the organization’s logo (and/or the name of

the SMA and the doctor printed on it)—creating the

impression that these are important, high-quality materials

that are to be taken seriously. The folder is usually con-

structed fromheavy, glossy paper that is folded in half, and

then bent up on the bottom of both sides on the interior—

so that enclosures can be placed inside of the flaps on both

sides when it is opened. I usually place materials that the

patient will need during the session inside the left flap

(name tag, confidentiality release, blank sheet of paper

saying ‘‘Notes’’ on top, program description flier, patient

satisfaction questionnaire, etc.). On the other hand, I try

to place most of the take-home materials, such as PR

materials on the organization, list of internal and external

resources, educational handouts selected by the physician,

etc., inside of the right inside flap.

Clearly, the program coordinator will need to promptly

purchase (from the SMA budget) the folders that will

contain all of these enclosures that have been selected and

approved by the physician. However, somebody still needs

to make copies of all the enclosures and then actually

assemble the Patient Packets. This person is usually a

motivated clerical person on the physician’s support staff;

however, it could also be someone else, such as the

provider’s office manager, a medical assistant, or even a

volunteer. Furthermore, this needs to be an ongoing

responsibility for that staff person—i.e., because enough

Patient Packets need to be assembled for each DIGMA or

PSMA session, so that every patient gets one during each

session. Usually it is the receptionist who: gives the Patient

Packet to patients when they register for the DIGMA;

collects the signed confidentiality release; and writes the

patient’s first or last name legibly (depending upon the

physician’s preference, although I strongly recommend

first names only as they are less disclosing of identity) on

the name tag in large, bold letters using a fat felt marker

with dark ink—so that names can easily be read by the

physician from across the group room. While these name

tags help patients to get to know each other, they also keep

the physician from being embarrassed by not knowing

patients’ names.

Address Any Unresolved Issues as They Arise
Prior to the Launch

There will undoubtedly still be many last minute issues,

problems, and concerns that come to the attention of the

SMA champion and program coordinator during the last

2 weeks prior to the launch. It is important to address any

such unresolved issues as soon as they arise, certainly

prior to the launch of the DIGMA or PSMA. For
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example: computers might not work properly; the provi-

der might not be able to sign on; there might be some

scheduling problems; group room furnishings might still

need to be installed; someone might need to be found to

set the chairs up in a circular or elliptical seating arrange-

ment before sessions; glitches might exist around snacks;

or equipment might need to be ordered for the exam

room(s), announcement letters might not be going out

as planned, Patient Packetsmay not have been assembled,

or getting paper medical charts to the group room might

prove problematic (for systems still using paper). When

any such problems occur, it is important that they be

promptly addressed and completely remedied, preferably

prior to that launch of the first SMA session.

Just Before the Launch, Conduct a Complete
‘‘Walk-Through’’ and ‘‘Mock’’ DIGMA or PSMA,
with Staff Acting as Patients—a Practice ‘‘Dry
Run’’ to Detect Defects

From a couple of days to a week prior to the launch,

the champion and program coordinator need to sche-

dule and conduct a complete walk through for the

SMA—plus a mock DIGMA or PSMA with staff

acting as patients although some systems choose to

do both the walk through and the mock all at once.

These are meant to be practice dry runs to detect any

remaining defects prior to the first SMA session—sort

of a shakedown cruise, if you will. The walk-through

involves walking through the entire sequence of steps

that patients will soon be going through for the

DIGMA or PSMA. This includes: entering the build-

ing; finding the right place to register (do directional

signs need to be utilized?); actually registering (are the

receptionists or PSRs able to handle the anticipated

volume of patients efficiently, or is additional help

needed?); receiving the Patient Packet (in the case of

DIGMAs) and signing the confidentiality release

(together with any accompanying support person);

getting a name tag and putting it on (be certain it is

placed in a highly visible location on the clothing that

the patient will be wearing in the group room, and not

on a coat or sweater that will be removed); getting to

the group room (will patients be escorted or directed

to the group room?); being roomed into the exam

room (will the MA or nurse be doing this?); going

out to the Care Coordinator once the physician has

finished working with a patient and completed their

chart note; scheduling follow-up appointments, prefer-

ably back into the DIGMA whenever appropriate

(how will this scheduling be handled?), and being

able to find one’s way out of the building after the

group session is over.

If they are needed, determine who will be responsible

for putting the directional signs up for SMA sessions that

direct patients where to go in order to register, to find the

group and exam rooms, to schedule any follow-up

appointments, and then to exit the building. The same

person should be responsible for putting these signs up

before all SMA sessions on an ongoing basis, and then for

taking them down immediately after sessions.

The walk-through and mock SMA could either be

scheduled together (usually a couple of days prior to the

first session) or at separate times—in which case, the

walk-through would typically occur first (perhaps a

week or two prior to the launch date), whereas the mock

DIGMA or PSMA would usually occur 1–7 days before

the launch. When combined, the walk through and mock

SMA are typically scheduled for 2–2½ hours (30–60 min-

utes for the walk through and 90 minutes for the mock

DIGMA or PSMA plus debriefing that follows). The

purpose of conducting a complete walk-through and

mock DIGMA or PSMA (i.e., a dry run of the SMA,

with the provider, SMA team, and all involved support

staff being included, plus additional staff acting as

patients) just prior to the launch is to detect and correct

any defects during the practice session. The intent here is

to discover any problems that exist in this benign setting,

so that they can be corrected before the first session is

actually held. Despite everyone’s best efforts, expect that

some confusion andmistakes will nonetheless occur at the

beginning of every new DIGMA or PSMA—which is

something that we are trying to minimize by detecting

and correcting them beforehand, prior to the actual

launch, through the walk-through and mock DIGMA or

PSMA.

The mock DIGMA or PSMA needs to include the

provider, behaviorist, nurse/MA, documenter, reception-

ists, and key operations and administrative personnel in

the provider’s workplace. Here—with the physician, beha-

viorist, documenter, and nursing personnel acting out

their actual roles (and with staff role-playing patients)—

one is trying to create as realistic of a SMA session as

possible, one that mimics what will ultimately be the live

SMA as closely as possible. The intent is to not only

provide practice for all involved before the actual go-live

SMA event occurs, but also detect (and solve) any real-life

problems that might emerge beforehand—i.e., in this rela-

tively benign and innocuous environment.

Although they can be stressful (in fact, many providers

later say that themock SMAwas harder for them than the

actual first session), it usually quickly becomes an enjoy-

able experience for all participants—and one that
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includes considerable laughter. Whenever possible, it is

also helpful to include as pretend patients in the mock

SMA all scheduling personnel who will be involved with

scheduling patients into the SMA on an ongoing basis—

and to also have them sit in on a SMA session once it is

launched and running smoothly, so that they can both

appreciate the benefits that it provides and later be able to

sell it to patients.

The Patient Flow of the Walk-Through

The intent of the walk-through is for everyone involved to

imagine themselves as being patients, and to walk

through all of the steps that patients will take during the

actual SMA—i.e., to go through the entire process, from

start to finish (from a patient’s point of view), in an effort

to detect and solve any problems or weak points before

the real group visit occurs in a day or two.

It is important to note that the walk-through process

would be somewhat different for PSMAs than for

DIGMAs. This is because in the PSMA, patients would

first receive private physical examinations during the first

half of the session (i.e., while the unroomed patients are in

the group room with the behaviorist, who would be

warming the group up, writing down the issues that

patients want addressed during today’s visit, discussing

patient handouts, etc.). In general, the early arriving

patients would register, sign the confidentiality release,

receive a name tag, and be roomed into the exam

rooms (typically, but not always, four) first. Once the

physical examination has been completed, the patient

dresses and is escorted back to the group room—and

another patient is escorted back from the group

room to be roomed in the exam room first for their

physical. In the PSMA, once these private physical

examinations are completed on all patients in atten-

dance, all patients would be in the group room and

basically a small DIGMA would be held during the

second half of the session. On the other hand, for

DIGMAs, the walk-through process would be as

follows.

The Walk-Through Process for DIGMAs from Start to

Finish

For DIGMAs, this simulated patient flow would

include entering through the front door and finding

one’s way to the registration desk (do direction signs

need to be put up?); then registering, receiving the

Patient Packet, signing the confidentiality waiver, put-

ting the name tag on, and being seated in the lobby;

and finally being escorted from the lobby to the group

room. Also, determine how patients will go from the

receptionist to the group room (i.e., whether they will

be escorted, or be directed by signs), and whether they

will wait in the lobby area for a while after registering

but before going to the group room. Be watchful here

to determine whether or not the receptionists can han-

dle the expected number of SMA patients (although

patients often do arrive in somewhat of a staggered

manner, rather than all at once), or will extra help

need to be assigned to the reception desk for 20 minutes

or so just prior to each SMA session?

Once in the group room, patients would be called out

by the nurse/MA(s) to the nearby exam room for vital

signs and other nursing duties, and then returned to the

group room for the DIGMA. Ensure that the exam room

is sufficiently close to the group room for the patients that

will be attending (especially if they are anticipated to have

mobility problems) and that the exam room is properly

equipped. In addition, review the process by which

patients will schedule their follow-up visits during the

SMA (for example, will a care coordinator be used)—

which should be scheduled back into the SMA whenever

possible and appropriate.

In particular, will follow up visits be scheduled during

or after group—i.e., individually during the group session

(i.e., by having patients temporarily step out to schedule

their return appointment prior to returning to the group

room, perhaps with the care coordinator, who not only

schedules any referrals and follow-ups, but also gives

them an after-visit summary of the most important parts

of the SMA chart note for them to keep) or en masse after

the group is over (which could overwhelm the scheduling

desk)? Or else, will a scheduler be brought in toward the

end of the session to schedule follow-ups? Will the doc-

umenter actually schedule the returns per the physi-

cian’s recommendations, or will patients’ names be

written down on a sheet of paper (or checked off on

the attendance roster), along with the date that they

are to return, by the physician or behaviorist and later

given to a scheduler to actually schedule all follow-up

appointments after the DIGMA is over? Finally, make

sure that patients know how to get from the group

room to the building’s exit once the group is over. At

Harvard Vanguard Medical Associates/Atrius Health,

all of these scheduling functions are handled by the

Care Coordinator—who also provides each patient

with an after visit summary of their DIGMA/PSMA

visit. See the example of a ‘‘walk-through’’ checklist

that is included in the forms section of the DVD

attached to this book.
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Mock DIGMA or PSMA

The purpose here is to conduct a complete mock DIGMA

or PSMA from start to finish—again, making it as realis-

tic as possible, but using staff as patients. In other words,

in addition to holding the walk-through that previews the

entire patient flow process (i.e., prior to, during, and after

the SMA session), it is important to also review the entire

flow of the SMA program itself—from start to finish—

through a mock DIGMA or PSMA. Try to make the

mock SMA as realistic as possible by using the same

number of patients (acted out by staff) as are actually

pre-registered for the SMA and utilizing the same group

and exam rooms as will be used for the actual SMA. Have

the provider and SMA teammembers act as themselves—

but have staff act as patients, i.e., bringing in an assort-

ment of medical issues that could be either scripted or

real. Pay particularly close attention to the entire docu-

mentation process during the mock DIGMA, as experi-

ence has shown that computer and documentation pro-

blems often occur during the initial sessions of a new

DIGMA or PSMA.

As was the case for the walk-through, the purpose of

themock SMA is to anticipate, detect, and promptly solve

any problems that might occur before the program actu-

ally starts. Throughout the mock DIGMA, the champion

and program coordinator can be interjecting helpful sug-

gestions and tips-and pointing out common pitfalls to be

avoided. Be sure to review all of the following during the

mock DIGMA:

� When will confidentiality releases be signed and how

will they be collected before group?
� Who will fill out the name tags and make sure that the

patient puts it on in a highly visible place (e.g. not on a

coat that is later taken off)?
� Are the computer and printer completely functional,

and are the provider and documenter able to sign-on?
� Are the computers also functional in the exam rooms

and can the MA/nurse(s) log on?
� What vital signs, injections, routine health mainte-

nance, and special duties are the nurse/MA(s) to

provide?
� What documentation, if any, will the MA/nurse(s)

provide?
� Where will the behaviorist write down patients’ medi-

cal issues (flipchart, erasable whiteboard, etc.)?
� What will the precise content of the behaviorist’s intro-

duction be, and will patients be told that they can leave

early (this needs to be rehearsed in advance and kept to

no more than 3–5 minutes in length)?
� By what time must the provider enter the group room

and how will he/she start the SMA?

� What types of patients will the physician address first

in the group setting (e.g. those who need to leave early;

patients who have brought children; patients with

colds, flues, or headaches)?
� How much medical care will the provider deliver to

each patient in the group setting?
� Will the provider examine each patient in the group

room and do something hands-on (and, if so, precisely

what)?
� How will the provider and behaviorist foster group

interaction (and how much)?
� Is the provider making efficient use of both the doc-

umenter and the behaviorist?
� Is there good coordination between the provider and

behaviorist when a chart note is being documented?
� Are the provider and behaviorist pacing the group so

as to finish on time—and, if not, why not?
� Precisely how will follow-up appointments be sched-

uled during the SMA (e.g. will there be a Care Coordi-

nator and will patients receive an after visit summary)?
� When will the provider see patients needing brief pri-

vate exams or discussions?
� How and when will the provider exit from the group

once the session is over?
� Will patients be asked to complete any forms before or

after the session (e.g. patient satisfaction form, quality

of life or functional status measures. Or perhaps brief

tests for depression, exercise, diet, self-efficacy, or cop-

ing skills)?
� How long the behaviorist will stay after group, and how

will the group room be cleared and straightened up?
� Will there be a team debriefing afterward (and if so,

when, where, and who will attend), and for how long

after the launch of the SMA will they be held?

The Mock DIGMA Process

This realistic role play should last as long as the DIGMA,

typically 90 minutes, and cover the entire flow of the

group as it normally occurs—including the entire

sequence of responsibilities of all members of the SMA

team. The mock DIGMA starts with patients being called

out of the group room, one at a time prior to the session,

for their vital signs, injections, and special nursing

duties—with the nurse/MA drafting their section of the

mock chart note on each patient, and returning patients

(and any paper medical charts) to the group room after-

ward. After all nursing duties are completed on all

patients, the SMA nurse/MA(s) could return to normal

clinic duties—although one can become the Care Coordi-

nator during the last half of the DIGMA session
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to schedule all recommended appointments and give

patients an after visit summary). However, for the pur-

poses of the mock DIGMA, it is recommended that they

be encouraged to stay and join the group as patients or

observers. In the real-life DIGMA to follow in a day or

two, the nursing personnel will arrive 15–30 minutes early

to start their nursing functions on each patient, and then

continue with each patient in turn until all are finished—

pausing in their process of calling patients out of the

group room one at a time only when the behaviorist is

giving the introduction, so that all are able to hear the

introduction.

The behaviorist arrives early to warm the group up and

write down each patient’s health concerns on a white-

board or flip chart, and then starts the group on time

with the introduction—which should be role-played in

its entirety to ensure that it is comprehensive, yet take

nomore than 3–5 minutes. The physician then arrives and

starts by sequentially delivering medical care to one

patient at a time in the group setting (starting with which-

ever patients the physician wants to begin with, which are

often patients saying that they need to leave early or those

with cold and flu symptoms), while others are able to

listen, interact, and learn—and then reviewing each

patient’s chart note until all patients are finished (hope-

fully on time, which probably will not happen at first).

Once the provider has finished working with a particular

patient in the group setting and completed the chart note

on that patient, the Care Coordinator can then call the

patient out of the exam room to schedule all appoint-

ments and referrals (and to give the patient an after visit

summary).

A special focus of the mock DIGMAmust be made on

the documenter (if one is used) and the entire process of

how the chart note is to be efficiently, yet comprehen-

sively, drafted on each patient—i.e., in a timely manner

during the group session, using the physician’s own chart

note template. Also, if a documenter is employed, the

physician will need to rehearse, review, and modify the

documenter’s chart note immediately after working with

each patient individually in the group setting—i.e., while

the behaviorist temporarily takes over the group, focusing

on some behavioral health or psychosocial issue(s). If the

physician is not using a documenter, and is instead per-

sonally documenting the chart note (regardless of whether

this is done with paper, dictation, or EMR), the team-

work between the behaviorist and the physician needs to

be thoroughly rehearsed in this mock DIGMA—so that

they are reasonably coordinated by the time that the first

session is held.

Throughout this process, staff participating in the

mock DIGMA or PSMA can be encouraged to act like

various patients they actually see in the clinic—or else to

discuss any past or present personal health problem that

they might feel more comfortable in role-playing. It is

important for the provider and behaviorist to develop a

sense of timing throughout this mock SMA, so that they

begin to develop a cadence and rhythm that enables them

to pace themselves and finish on time. They also need to

work out the signals which the behaviorist will be using

to keep the group moving along smoothly and on time—

i.e., in the event that the physician becomes too loqua-

cious, or bogged down, with certain patients in the group.

This is a good time for one or two staff acting as mock

patients to act out certain difficult situations that can

happen in the group—such as a patient who is overly

talkative and dominating, a patient who is reluctant to

speak, or two patients who keep starting distracting side-

conversations. They can even assume the role of a difficult

patient that is currently being seen in the clinic. As soon as

the mock SMA is finished, the physician would then role

play by pretending to leave the group room—i.e., while

the behaviorist lingers to address any last-minute patient

questions and issues, to clear the room of patients, and to

quickly straighten up the group room. Also role play how

patients will schedule their follow-up appointments either

during or after the SMA. Be certain to have the provider,

SMA team members, involved support staff, program

coordinator, and champion debrief thoroughly after the

mock SMA.

Usually, there is quite a sense of relief and accomplish-

ment by the time that the mockDIGMA is over, with staff

often now feeling energized and more confident—as the

mock is not only a rehearsal but often also an enjoyable

and successful experience. Because staff and colleagues are

there, some physicians later say that the mock DIGMA

was harder for them to do than the actual first session—so

that their sense of relief afterward is almost palpable. At

this point, it is not uncommon for there to be a lot of

laughter, a sense of excitement, and some real enthusiasm

shared by provider, SMA team, and support staff.

Champion Points Out Common Beginners’ Mistakes

That Physicians and Behaviorists Often Make

Throughout the mock DIGMA or PSMA, the champion

needs to point out common beginners’ mistakes that phy-

sicians and behaviorists often make so that they can be

avoided during the actual SMA session that will soon

follow. Remember that group visits represent a major

paradigm shift from the traditional office visits that phy-

sicians are used to, the result being that they can easily

make common beginners’ mistakes that interfere with the

flow of the group and slow it down. Often, these mistakes

are a result of bringing elements of the individual office
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visit into the group room, where they are frequently

counterproductive. Therefore, it is helpful for the cham-

pion to point out—as they occur in the mock SMA—

some of the most common beginners’ mistakes that phy-

sicians make when first starting their SMA,most of which

end up slowing the group down so that it is difficult to

finish on time (and, if left unchecked, can even end up

undercutting the entire program). Many common begin-

ners’ mistakes are discussed in detail elsewhere in this

book (e.g. see Chapter 10).

Aligning the Motivations of Patients and Physicians to

Finish on Time

As with individual office visits, finishing on time in a

DIGMA or PSMA can also be a problem because,

whereas the physician might be motivated to end on

time, patients might have the opposite motivation—i.e.,

by wanting to have more time with their physician. Phy-

sicians are often surprised by this because they sometimes

almost feel guilty for expecting patients to stay for a 90-

minute group visit session—i.e., until they think about the

fact that the cycle time (i.e., from the minute that the

patient enters the doors of the clinic until when they

leave) with a short individual office visit is often 90 min-

utes or more. However, in a DIGMA, the patient is

spending the entire 90 minutes with the physician—i.e.,

rather than being the patient waiting in the lobby, exam

room, etc. and just having 7 or 10 minutes with the

physician, as is often the case for a short office visit.

What is the solution to this dilemma? One physician

had an interesting approach to ensuring that his DIGMA

always finished on time. He would simply enter and start

the group off by saying something of great interest to the

group, such as, ‘‘I just read the most interesting article on

a promising new treatment for diabetes. I’ll tell you what,

if we get finished a few minutes early today, I’ll tell you

about it.’’ This motivates patients to join with the physi-

cian in getting the group finished on time, rather than

trying to extract even more time from the physician. The

champion could remind new SMA providers of this strat-

egy during the mock DIGMA or PSMA—one that can

enhance patient education and help them to finish their

DIGMA or PSMA on time.

Some of the Most Common Beginners’ Mistakes That

Physicians Make

The following are some of the most common beginners’

mistakes that physicians make when first starting a

DIGMA or PSMA program:

� Not staying focused on the medical needs of one

patient at a time throughout the DIGMA session

(and instead jumping around like a pinball from one

patient to another, going to the next patient without

ever first finishing with the initial patient and complet-

ing that patient’s chart note), so that documentation is

not completed and the group ends up being scattered,

fragmented, and disorganized.
� Taking too long on the first couple of patients, so that

an unsustainable pace is set from the outset—with the

ultimate result being that the group ends up finishing

late.
� Sitting on a chair with wheels, and then wheeling over

and talking quietly to patients one-on-one, rather than

speaking to them clearly from across the room so that

all can listen and learn. This results in other patients in

the group, who cannot hear what the physician is say-

ing, starting distracting side-conversations with the

person next to them—so that the physician quickly

loses control of the group. This is an example of carry-

ing forward into the SMA what one normally does

during traditional office visits, which often is done to

the detriment of the group.
� Slowing the group down—and making it less inter-

esting and beneficial to others—by unnecessarily

taking many or even all patients outside of the

group room for private one-on-one time during

the session for matters that could be handled just

as well in the group setting (i.e., where others could

listen, interact, and learn). Generally speaking,

physicians become increasingly comfortable with

delivering evermore care in the DIGMA and

PSMA group settings as time passes and experience

is gained.
� At most, one or two patients will typically need to be

seen by the physician outside of the group room for a

brief exam or discussion in the privacy of the exam

room. When this does occur, another common begin-

ner’s mistake is for the physician to immediately take

that patient out of the group room when working with

them—i.e., right in the middle of the session. This

interrupts the flow of the group and also takes the

behaviorist by surprise—thereby leaving the behavior-

ist with little or no time to prepare what to say when

temporarily taking over the group while the physician

steps out with the patient. As a result, it is usually best

for the physician to wait until towards the end of the

session to conduct these 1–2 brief private exams and

discussions. There are two exceptions to this: first, the

patient who needs to leave early but requires a brief

private exam or discussion, whom the physician will

most likely need to take to the exam room immediately

since this patient cannot stay until the end of the
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session; and second, the patient who arrived with the

misunderstanding that this was to be an individual

office visit rather than a group visit—which is some-

thing that should be avoided at all costs, as this does

anger and frustrate patients. In the latter case, the

physician could offer the patient the choice either of

being seen immediately in the privacy of the exam

room or of staying for the group and giving it a try

since they are there anyway—an option which many

such patients do in fact choose.
� Not fostering some group interaction, so as to keep all

patients involved and attentive—or fostering too much

interaction, as this takes too much time and slows the

group down. I am fond of saying that group interaction

is like using spice in cooking—a little bit is great, but

too much spoils the dish (which, in the case of group

visits, means that the group ends up finishing late

because too much interaction is very time consuming).
� Not delegating as much as possible and appropriate to

other members of the SMA team—the ultimate result

of which will be that the physician ends up personally

doing more than needs to be done with each patient,

and therefore being less efficient and productive. The

inevitable result here is that the physician will either

finish late or ultimately end up seeing fewer patients

during SMA sessions.
� Another common beginners’ mistake is taking too

much time with patients who happen to have condi-

tions of particular interest to the physician. This makes

it important for the behaviorist and physician to work

out a signal beforehand by which the behaviorist can

interrupt to help keep the group moving along in a

timely manner whenever the physician begins to ram-

ble, or gets into a level of detail that is more suitable for

a medical grand rounds presentation than for a group

visit. This signal can be something as simple as the

behaviorist pointing to his/her wristwatch, or saying

something like: ‘‘So what’s the follow-up plan, doctor?’’

or ‘‘That’s a very important point, Dr. Jones. But I see

that we still have quite a few patients to go. How about

moving along now, and then coming back to this very

important issue if we have some extra time toward the

end of the group?’’ Other behaviorists simply say: ‘‘And

what’s the follow-up plan, doctor?’’
� The physician and behaviorist not pacing themselves

throughout the SMA session so as to finish on time—

i.e., by the physician not staying focused and succinct,

by trying to do too much with certain patients, by not

completing the chart note after working with each

patient, by giving too much time to dominating or

controlling patients, etc. The same net result will

occur if the behaviorist takes too much time during

interventions and discussions.

Some of the Most Common Beginners’ Mistakes That

Behaviorists Make

Similar to physicians, behaviorists can also make a host

of beginner’s mistakes—again, mistakes that all too

often end up taking too much time, with the net result

being that the group finishes late (or that, ultimately,

fewer patients can be seen per session). The following

are examples of beginners’ mistakes that behaviorists

often make:

� Believing that they know how to run groups (i.e., with-

out any special learning or training in the DIGMA/

PSMA models, simply because they have run many

groups in the past) and not taking the time to fully

understand, at both theoretical and operational levels,

the details of the behaviorist’s role in the DIGMA or

PSMA model that they will be participating in—i.e.,

rather than just gaining a superficial or casual under-

standing. This is because the behaviorist’s role in a

SMA is very different from a traditional mental health

role and because it is a much more active, directive,

and self-disclosing role than they are likely used to.
� Not arriving 10–15 minutes early to welcome patients,

warm the group up, and write patients’ issues for the

day down on a flip chart or whiteboard
� Starting the introduction late (or taking too long with

the introduction), so that the group ends up starting

and finishing late
� Failing to pace and adequately manage the group, so

that the session finishes late
� Fostering too much group interaction
� Refusing to promptly wrap up their discussions

around behavioral health and psychosocial issues and

move onto the next patient just as soon as the physi-

cian has completed reviewing and modifying the pre-

vious patient’s chart note
� Taking too long in their interventions around psycho-

social issues (by and large, the purpose here is to

promptly but tactfully bring such issues to the physi-

cian’s attention so that medications can be started or

the physician can refer the patient to the appropriate

depression, anxiety, substance abuse, weight loss, or

smoking cessation program—not for the behaviorist

to attempt to treat these issues in the SMA)
� Failing to see their role as one of assisting the physician

in every possible way in the delivery of high-quality

medical care to his/her patients—i.e., and not as one of

bringing their own agenda into the SMA (e.g., medita-

tion training, relaxation training, depression treatment)
� Appearing in any way self-serving rather than patient

centered, such as referring patients into the behavior-

ist’s own private practice
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� Feeling intimidated and afraid of actively pacing the

group to keep it moving smoothly and on time, even if

that might mean tactfully interrupting or cutting the

physician off at times. This is especially common with

recently licensed and inexperienced behaviorists, as

well as those who might be very introverted and shy.

I have yet to find the physician who says ‘‘Don’t inter-

rupt me, I would rather finish late.’’

The behaviorist needs to understand that not only is

his/her role a much more active and directive one in a

DIGMA or PSMA, but also that time-consuming, open-

ended interventions are usually counterproductive. In

other words, there is little room for interventions like

‘‘Uh huh, and how does that make you feel?’’ From start

to finish, the focus of a properly conducted DIGMA or

PSMA is upon the efficient delivery of high-quality, high-

value medical care sequentially delivered to one patient at

a time in the supportive group setting while other patients

are able to listen, interact, and learn. One must always

keep in mind that the DIGMA and PSMA models are

actually run like a series of individual office visits with

observers in which some group interaction is fostered.

Especially at first, the behaviorist might feel intimi-

dated and hesitate to tactfully interject—i.e., even when

it is called for, such as in an effort to keep things moving

when the physician is rambling and talking too much.

However, almost all physicians prefer to have the

behaviorist help them to stay on track and finish on

time—even if it means occasionally being interrupted

during the session. Like the physician, the behaviorist

needs to learn to be clear and focused in his/her inter-

ventions, and to speak largely in succinct sound bytes.

Steps to Be Taken After Launching Your New
DIGMA or PSMA

Once the DIGMA or PSMA has been successfully

launched, there are still several additional steps that are

required for the long-term success of the newly implemen-

ted program.

After the First SMA Session Has Been Held

Congratulations! It took courage and a lot of effort, but

you did it. After completing all the preparations that the

10-week pipeline entailed, your first DIGMA or PSMA

session has finally been held. Despite all the worries and

anxieties that doing something new and different can

engender, you nonetheless had the courage and intestinal

fortitude to make it happen. Now try to improve and

refine your SMA during the coming months—and learn

to enjoy it and have some fun! However, always try to run

your SMA in a way that is maximally beneficial to your

patients, yourself, and your practice.

During the next few sessions, be observant, learn from

your mistakes, and make any changes necessary to

accomplish your goals. Although you probably finished

late, felt nervous and pressured, and had many worries

and concerns during your first session, the most difficult

session is now over. From now on, you can expect your

SMA to quickly become easier and more comfortable for

you to run as your patients, staff, SMA team, and your-

self become more familiar and experienced with it

(Fig. 11.2). Now you can see why everybody is not

doing group visits already—i.e., because the hardest

part, by far, is just getting started properly (and thereafter

in maintaining census targets on an ongoing basis).

What will surprise you now is how rapidly you and

your team will be able to get comfortable with this new

modality of delivering care. It is highly likely that, from

this point forward, you and your SMA team will quickly

become adjusted to one another, adapt to seamlessly

coordinating your efforts, and learn to gain full efficiency

throughout the session. By following the pointers pre-

sented in this book (and by debriefing with your SMA

team after sessions for the first 2 months, focusing upon

how to make future sessions even better and more pro-

ductive), you will likely find that within a couple of

months you will have made amazing progress with your

Fig. 11.2 You and your SMA team will quickly get comfortable
with this new modality of delivering care and adapt seamlessly to
working together to gain full efficiency throughout the session.
(Courtesy of American Medical Group Association and Dr. Lynn
Dowdell, the Kaiser Permanente Medical Center, San Jose, CA.)
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new DIGMA or PSMA. Furthermore, within 6–12

months, you and your SMA team will likely begin to

feel like old pros in running it. It’s surprising that after

going to medical school for so many years to learn how to

conduct a traditional individual office visit well, within

just a few months you can become very proficient and

expert at delivering medical care in a venue that is as

different as a group visit.

Try to Finish on Time with Full Groups and All
Chart Notes Completed

During these initial SMA sessions, pay special attention

to: (1) having full groups; (2) getting finished on time;

and (3) completing all chart notes during the session.

However, do not be discouraged if you finish late, even

very late, during these initial sessions—as you and your

team are still learning and unsure of yourselves, and are

still not yet fully coordinated and seamless in your work

together. Be certain to carefully evaluate how well you

are doing with efficiently completing all chart notes

during your initial SMA sessions. If you are not yet

using a documenter, seriously consider whether having

one could be of value to you in increasing your enjoy-

ment and efficiency within the SMA—as the answer here

will almost certainly be a resounding ‘‘Yes.’’ Having now

actually completed your first DIGMA or PSMA session,

you can see more clearly than ever why I so strongly

recommend having a documenter to make your SMA

experience more efficient and enjoyable—to you and

your patients alike.

Regardless of whether you use a documenter or choose

to do your chart notes yourself immediately after working

with each patient, be certain to focus upon enhancing the

teamwork you establish with your behaviorist around the

charting process. The goal here is to learn to: (1) seam-

lessly transition from the group to reviewing the chart

note while the behaviorist temporarily takes over running

the group; (2) complete reviewing and modifying the

chart note within a minute or two; and finally (3) go

back to the group again, and to the next patient, in a

highly efficient manner. It is important that this docu-

mentation review andmodification process not take more

than a minute or two (maximum) on each patient—

although, if you do your own charting, you might find

yourself doing much of the documenting while actually

talking with each patient (just as youmost likely normally

do when seeing patients individually during regular office

visits). The problem with this is that by doing some doc-

umentation while speaking with each person in turn, you

will also likely get the same complaint as with traditional

individual office visits—i.e., ‘‘The doctor looked at the

computer the whole time, and never looked at me.’’ Con-

tinued practice and efficient teamwork with the behavior-

ist (and the documenter, when one is used) are the two

keys to success when it comes to completing all chart

notes during group time.

As experience is gained, the ultimate goal is to even-

tually learn to pace the group so that it actually finishes a

few minutes early. This ensures that there will still be a

little time left toward the end of the session in which the

physician can conduct brief private exams and discussions

as needed. However, when the DIGMA is properly run,

there are usually only one or two such private encounters

needing to be done toward the end of the group—and

most commonly none. If there are one or two patients that

need to be seen privately by the physician toward the end

of the session, then the behaviorist can temporarily take

over leading the group of patients remaining in the group

room while the physician is conducting any needed brief

private examinations or discussions in the nearby exam

room. Again, the behaviorist focuses on behavioral health

and psychosocial issues (or nursing issues if the behavior-

ist is a nurse) of importance to the patients in attendance,

and continues to do so until either the physician returns or

the group ends.

During upcoming SMA sessions, as additional experi-

ence is gained and as you debrief with your team after

sessions to discuss how to make future sessions even

better and more efficient, you should come closer and

closer to finishing on time with full groups—i.e., even if

you finished quite late during your first couple of sessions.

You will likely be surprised at just how quickly you and

your SMA team can become proficient at running your

DIGMA or PSMA in a timely manner as a result of

having such debriefings after sessions for the first couple

of months of operations. Physicians often report becom-

ing comfortable with their SMA in just a couple months,

and frequently report feeling like old pros in just 6–12

months.

Be Flexible and Slowly Make Changes to the
SMA as Needed, but Do Not Reduce Census
Targets at First

Be flexible and willing to slowly make any necessary

changes in your DIGMA or PSMA that can enhance

the success of your group visit, but do not reduce census

targets at first. Keep in mind that much about shared

medical appointments is counterintuitive and that it is

often wise (at least initially) to stay close to the established

models to avoid the trap of making common beginners’
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mistake—i.e., do not just try to wing it on your own,

especially at first before you know what you are doing.

Nonetheless, once you have completed a few SMA ses-

sions, you will likely spot a couple of things that need to

be changed. When this does happen, try to be flexible,

thoughtful, and deliberate about the changes you do

make—and try to make them one at a time, so that you

can quickly reverse course if your changes do not work.

However, do not rush into reducing your predetermined

census levels for your SMA.

Sometimes circumstances (such as the lack of avail-

able resources) dictate that you depart from certain

aspects of DIGMAs, CHCCs, and PSMAs as they are

normally constructed and conducted. When this

occurs, it is often worth trying to do the best that

you can with the resources at your disposal rather

than just giving up entirely on the idea of group visits.

Even if what you come up with is less than ideal, it

could very well end up being perfectly functional and

acceptable—and certainly much better than the alter-

native of not running a SMA at all for your practice.

As I am fond of saying, ‘‘A good enough SMA is

usually better than no SMA at all.’’

For example, if traditional mental health personnel are

not available to you to use as a behaviorist, then consider

using a gregarious, interpersonally skilled nurse, nurse

practitioner, diabetic nurse educator, medical resident,

pharmacist, or fellow with whom you are comfortable

working. However, if you do so, be certain that they

obtain some training in managing large groups, fostering

group interaction, addressing group dynamic and psycho-

social issues, etc.

If your census steadily increases over time (e.g., to the

point where 14, 15, or 16 patients are attending your

DIGMA regularly), then consider starting a second

DIGMA in your practice—perhaps having your

DIGMAs on Mondays and Thursdays, or on Tuesdays

and Fridays. If these sessions also reach the maximum

recommended census of 16 patients, then try adding

even more DIGMAs to your weekly schedule (plus

consider adding a weekly PSMA for your private

physical examinations). Keep in mind that some phy-

sicians with large practices and demanding workloads

have actually run daily DIGMAs to better manage

their busy, backlogged practices. There will come a

time in the not too distant future when the first phy-

sician will choose to run their practice as primarily

DIGMAs and PSMAs and secondarily individual

office visits (i.e., rather than the opposite, which is

presently the case). Should you be that history making

physician, be certain to let me know as soon as pos-

sible so that we can get an article published on your

remarkable achievement.

If you are having problems filling your group because

of the time of day or day of the week that it is being held,

then consider making the appropriate changes. If no

group room is available, consider using lobby space dur-

ing off hours—or else, consider using any other space that

might be available to you which could be converted to a

group room, such as a storage area or staff lounge. Be

certain to carry any such changes over into fliers, bro-

chures, forms, master schedules, and all related SMA

materials so that your patients always remain fully

informed about your program.

Have All Staff Involved with Your SMA Sit in on
a Session or Two on a Rotating Basis—Starting
with Schedulers

I have found that having all support staff attend one or

two sessions (i.e., just as soon as the DIGMA or PSMA

program has been launched and is running smoothly) is

one of the most effective means of getting staff to under-

stand the multiple benefits of the program. This helps to

secure staff buy-in, and can even get initially resistant

staff members to enthusiastically embrace the program

once they experience what a warm and caring experience

it is for patients. Thus, try to have all schedulers, recep-

tionists, nursing and support staff associated with the

provider’s new SMA attend a session or two (or at least

a half of a session, if that is not possible)—one or two staff

members at a time, starting with those most critical to the

success of the program (such as the physician’s primary

schedulers). By doing so, they become comfortable and

familiar with the DIGMAor PSMA and its many benefits

firsthand. Thereafter, they can more easily explain the

program and refer patients into it with whole-hearted

enthusiasm.

The one possible exception here would be for staff

members of the opposite sex sitting in on PSMAs that

are only for males or for females; however, this would

ultimately need to be the provider’s decision. If the wrong

decision should happen to be made here, it is easy enough

to change course for the next PSMA session. The main

point here is that whenever possible and appropriate, it is

very helpful to have all support staff directly involved

with the SMA program—especially those who are invit-

ing and scheduling patients—sit in on a session to see

firsthand what a warm, informative, and caring experi-

ence it is for patients. By so doing, they can get any

questions they might have answered firsthand, plus there-

after be better able to invite and schedule patients into

future SMA sessions.
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Continue to Have All Attendees Sign the
Confidentiality Waiver

Have all patients and support persons sign the confidenti-

ality agreement/release just prior to, or at the very begin-

ning of, each DIGMA or PSMA session. Be certain to

also have any observers accompanying the patient to the

SMA also sign the confidentiality agreement—usually the

same one as the patient (i.e., signing either just above or

just below the patient’s signature). Determine whether

these confidentiality releases are to be filed as hard copies

(and, if so, where and how), or whether they are to be

scanned into the patient’s EMR chart note. If they are to

be scanned into the EMR, determine: (1) what process

will be used for doing so; (2) who will be responsible for

doing it; and (3) when is this to be done. Also establish

whether the hard copies are to be kept and filed, or

whether they are to be shredded at some later date. For

systems still using paper charts, the confidentiality release

can actually be preprinted on the back of the paper chart

note template being used for each patient in the SMA

session, thus both saving a sheet of paper and guarantee-

ing that the release ends up in patients’ medical charts

(and clearly identifies the SMA session to which it

applies).

A couple of healthcare organizations are looking into

having their patients sign confidentiality agreements per-

iodically (such as every 6 months) rather than during each

session—something that I find problematic both because

it is often difficult and time consuming to locate the

previously signed release and because different support

persons (all of whom must also sign) sometimes accom-

pany the patient. In addition, at least one system has

developed an oral confidentiality release that they feel is

sufficient—in which the behaviorist reads the confidenti-

ality release off during the introduction to each SMA, and

patients only need to respond in the affirmative. Being

conservative by nature, I am not comfortable with this

approach and instead make the general recommendation

to have all attendees sign a confidentiality agreement/

release just prior to the start of each and every SMA

session—and not to change this process until it is clearly

demonstrated that it is all right to do so (i.e., that there is

adequate precedent for doing otherwise and it is clearly

accepted practice to do so).

Whenever Possible, Schedule Appropriate
Return Visits into a Future SMA Session

Patients attending DIGMAs and PSMAs almost always

like them, and are therefore usually willing to return to

the SMA setting in the future. Patient satisfaction scores

have typically ranged between 4.4 and 4.7 on a 5-point

Likert scale, which is often higher than for individual

office visits with the same providers. Therefore, for all

appropriate patients attending the SMA who need to

schedule a follow-up appointment, it is important that

the physician offer to schedule their follow-up appoint-

ments back into future DIGMA sessions whenever possi-

ble (or their next physical examination into an upcoming

PSMA session, which likely means that the provider’s

PSMA schedule will need to be opened at least a year in

advance)—as this will be of great help in filling future

sessions to desired capacity. Of course, as always, it is

important to give patients the choice of having their next

visit either be in the SMA or an individual office visit—so

that the SMA program remains voluntary to patients and

staff at all times.

Give a Copy of the Provider’s Treatment
Recommendations to Patients

If the physician so desires, the behaviorist can give each

patient a written list of treatment recommendations made

by the provider during the DIGMA or PSMA, although

this list should first be quickly reviewed and signed by the

provider. Or else, especially for systems using EMR,

patients could be given a copy of their actual SMA chart

note—or else, a printed after visit summary (AVS). This is

especially helpful if these recommendations are compli-

cated, if the patient is unmotivated or noncompliant, or if

the patient might have difficulty remembering them. For

systems using paper charts, this can be done by having the

behaviorist write any such treatment recommendations

down onto a sheet of paper (preferably a two copy form)

while the physician is making them, a sheet which would

then need to be quickly reviewed and signed by the phy-

sician before it is given to the patient—with the other

copy, if there is one, being placed into the patient’s med-

ical chart. Or else, for systems using EMR, a copy of the

patient’s computerized chart note for the session (or bet-

ter yet, an after visit summary, or AVS) could be printed

out at some point during the session and given to the

patient—a printout that would contain the provider’s

treatment recommendations. At Harvard Vanguard

Medical Associates/Atrius Health, we have the MA

act as a care coordinator during the last half of the

DIGMA or PSMA session, calling patients out of the

group room (one at a time) to schedule all follow-up

appointments and referrals, and give patients their AVS

(i.e., a printout of those parts of the SMA chart note that

the physician wants the patient to have). For patients

Steps to Be Taken After Launching Your New DIGMA or PSMA 461



only needing to schedule a follow-up appointment with

the provider (but not having to schedule any referrals),

the care coordinator does not call them out of the group

room—but instead takes the AVS into the group room to

them (so as to reduce distractions to the group, and keep

the patient from needlessly having to miss part of the

group session).

Personally Compliment Schedulers,
Receptionists, and Nursing Staff Whenever
SMAs Are Filled

From now on, the provider should make a point of person-

ally complimenting schedulers, receptionists, and nursing

staff whenever full DIGMA or PSMA sessions are

achieved—pointing out howmuch their help is contributing

to the program’s success. It is amazing how much this is

appreciated by the support staff and how it motivates sche-

duling staff to continue filling upcoming sessions. In addi-

tion, it is a nice (and highly motivating) gesture to occasion-

ally buy a lunch or a gourmet cup of coffee for exceptional

staff members who refer and schedule many patients into

the SMA. Even though saying ‘‘thank you’’ takes little time

and is very much appreciated by support staff, it is some-

thing that physicians are not used to and are often reluctant

to do. Nevertheless, I would strongly recommend that this

be done routinely as it definitely contributes to the overall

success of the DIGMA/PSMA program.

One final point, never harshly criticize or embarrass

your support staff for putting the wrong patient into a

group session—unless you want to suddenly find your

staff no longer willing to refer patients and, as a result,

to having your group sessions unfilled thereafter. I per-

sonally witnessed this happen one time when a physician’s

primary scheduler and receptionist took the challenge

upon themselves of personally filling the physician’s

upcoming DIGMA session, which was to be held in just

2 days but had only one patient pre-registered. This was a

physician who had a hard time promoting his DIGMA to

patients and consequently often had sessions that were

not completely filled. For 2 days they enthusiastically

worked hard to fill the session, which eventually resulted

in 15 patients actually attending the DIGMA just 2 days

later.

Proud of themselves and expecting some praise for

their efforts from the physician, what they got instead

was a rather harshly worded public criticism to the effect

that he would have preferred to have seen 2 of the 15

patients individually. That was it! They never again

scheduled any more DIGMA appointments for him:

despite his promises to never to do this again; despite

follow-up meetings together with the champion and pro-

gram coordinator to resolve this matter; and despite the

promise of such rewards as an espresso, pizza, free lunch,

etc. Instead, they held the view: ‘‘Why should I take the

chance of getting chewed out again?’’ As a result, this

physician’s DIGMA ultimately failed due to lack of ade-

quate attendance, even though he very much liked it and

dearly wanted his DIGMA to succeed.

Ensure that All SMA Materials Are Replenished
as Needed

It is important that the duties of replenishing all SMA

materials be assigned to specific members of the physi-

cian’s support staff (especially the invitations that recep-

tionists hand out and the program description fliers in the

holders located in the provider’s lobby and exam rooms),

so that clear lines of responsibility and accountability are

established. In addition, ensure that all handouts in the

group room are replenished as needed, perhaps by the

behaviorist, documenter, or nurse. Some healthcare sys-

tems organize all of the educational handouts (perhaps 5–

30 copies of each) that the provider is likely to use during

the SMA by alphabetizing them in file drawers. One

provider used only a single file drawer to house all hand-

outs needed during his first session, yet had expanded this

to five drawers by the time I returned a year later! Other

providers and systems have all of their handouts in elec-

tronic form so that they can simply print them out in the

group room on an as needed basis.

Similarly replace and replenish any equipment or

materials in the exam and group rooms as needed—such

as diabetic test strips and frozen nitrogen canisters.

Furthermore, if there is a need for any additional equip-

ment or materials for the SMA in either the group or

exam rooms, be sure to order them as soon as possible

(e.g., stethoscopes, blood pressure cuffs, monofilaments

for diabetic foot exams, pulse oximeter, anatomical mod-

els or charts, posters, tissues, flip charts, anatomical mod-

els or wall charts, erasable whiteboards felt markers).

Nonetheless, the program coordinator should take ulti-

mate responsibility for overseeing all of these efforts by

others to ensure that all equipment and materials used in

the DIGMA or PSMA (i.e., in the provider’s office area,

the group room, and the exam rooms) are in fact replen-

ished on an ongoing basis and in a timely manner. The

program coordinator will then need to take prompt cor-

rective action if this is not happening—providing addi-

tional training, speaking to the physician’s office manager,

or even reassigning tasks to more responsible personnel, if

necessary.
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The SMA Team and Provider Debrief After
Sessions for 2 Months to Improve the Program
and Its Efficiency

For the first 2 months after launching the DIGMA or

PSMA, it is recommended that the provider, behaviorist,

nursing personnel, and documenter (occasionally joined

by the champion and/or program coordinator) debrief

after sessions for 10–20 minutes to discuss how to make

future SMA sessions even better and more efficient. This

is an excellent way to improve efficiency to the point

where the SMA is able to finish on time with full groups,

even when initial sessions run quite late—and to do so

without reducing predetermined census targets (i.e., the

size of the DIGMA or PSMA group).

As has been discussed, the first SMA sessions often

finish late and the immediate, almost knee-jerk reaction is

to assume that the group finished late because it was too

large—and then to promptly reduce the targeted census

level for all future SMAs by several patients. In the vast

majority of cases, this would prove to be a terrible mistake

because, by so doing, you would undercut both the eco-

nomic vitality of the SMAand the lively, interactive quality

of full group sessions. This is simply a misinterpretation of

the fact that this new paradigm of care delivery is still quite

new to all, that everyone is anxious and does not yet know

what they are doing, and that the physician and SMA team

members are not yet fully coordinated and operating as

seamlessly and efficiently as possible.

In the majority of cases, debriefing with the SMA team

after sessions (focusing upon various ways to increase

efficiency) should prove sufficient to gradually learning

to finish sessions on time. Remember that you and your

team are still new to this very different paradigm of pro-

viding medical care, and that you are very likely not yet

functioning together optimally in this new SMA care

delivery setting. During these debriefing sessions, ask

yourselves such questions as the following:

� Did you spend too much time on one or two patients?
� Did everyone arrive when they were supposed to, and

did you start on time?
� Were you too slow at various points in the session?
� Is the provider failing to fully delegate to the SMA

team?
� Did you use a documenter and, if not, can you now

incorporate one?
� Did the behaviorist fail to help pace the group?
� Did a particularly dominating patient manage to con-

trol the group?
� Was too much group interaction fostered?
� Were patients unnecessarily seen privately in the exam

room?

� Did the behaviorist take too long in the introduction or

during psychosocial interventions?
� Did the behaviorist fail to promptly wrap up the dis-

cussion when each patient’s chart note was com-

pleted—so that the physician could immediately

move on to the next patient?
� Were the documenter and provider sufficiently

coordinated in efficiently completing each chart

note?
� Does the documenter need additional training?
� Were there things that wasted time which could be

avoided next time?
� Did the physician and/or behaviorist fail to stay

focused and succinct throughout?
� Was time wasted looking for medical equipment,

materials, or handouts?
� Was there too much social chit-chat?

In other words, resist the temptation to immediately

reduce the size of your group and just accept the fact

that, despite your best efforts, you will likely finish late

at first because you and your team are still learning.

Instead, maintain your census requirements and debrief

with your team after sessions for the first couple of

months. By doing so, you will probably soon find that

you are finishing somewhat earlier during each subsequent

session, so that you are able to finish on time with full

groups within just a few months.

Only in the unlikely event that you find, despite

debriefing with your team, that you are still not fin-

ishing on time after a couple of months of operations

should you consider reducing the size of your group.

However, even then, avoid draconian cuts and only

reduce targeted census levels by just one or two

patients—and then try to adapt to this new census

level by finishing on time within another month or

two, while continuing to debrief as a team after ses-

sions. Although it is highly unlikely, you could repeat

this process again a couple more months later if ses-

sions still finish too late and the group size continues

to seem too large. Once you are able to consistently

finish on time, there will no longer be a need for you

to formally debrief with your team after sessions—

although you might still choose to do so occasionally

on an as needed basis.

At that point, reduce time allocated to the 90-min-

ute DIGMA or PSMA on the physician’s (and the

documenter’s) schedule from 2 hours to 90 minutes;

however, keep the behaviorist’s schedule reserved for

2 hours (plus any travel time) on an ongoing basis as

he/she will continue to arrive approximately 15 min-

utes early and leave about 15 minutes late. However, I

do recommend initially holding 2 hours on the
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schedules of the physician, documenter, and behavior-

ist alike during the first 2 months of implementation

(and possibly even 2 hours and 15 minutes initially on

the behaviorist’s schedule) to allow some extra time

because initial sessions will likely finish late and

because there is a need to debrief after sessions for

the first 2 months.

Continue to Monitor Census for Upcoming
Sessions

Finally, once the SMA is launched, you will need to moni-

tor census for all upcoming sessions during the next month

or two on an ongoing basis—preferably while also review-

ing census levels during past sessions to date. The best way

to do this is through periodic reports generated by the

program coordinator (with the help of the champion)—

such as weekly or twice weekly pre-booking reports on the

number of patients pre-registered into all future sessions

for the next 1–2 months, plus monthly, quarterly, and or

annual productivity reports on all SMAs that currently

exist (by facility, department, and provider).

The weekly or twice weekly pre-booking census

reports would be looking at the number of patients

pre-registered for each DIGMA and PSMA session dur-

ing the next month or two, so that prompt corrective

action could be taken if any upcoming sessions are

found to be under-booked with respect to where they

should be at that time. On the other hand, the periodic

productivity reports (typically generated monthly, quar-

terly, and or annually) would be examining how many

patients have actually been seen on average during

DIGMA and PSMA sessions by each SMA provider—

perhaps for each quarter since the inception of the pro-

gram, so as to reveal any important trends regarding

attendance. These reports could also be used to compare

the average number of actual attendees to the minimum

and target census levels for each SMA program. As

previously discussed, these productivity reports could

be arranged alphabetically by facilities, by departments

within each facility, and by SMA providers within each

department at each facility.

Have Billing and Compliance Monitor All Bills
for Each SMA During the First 2 Months of
Operations, and Periodically Thereafter

It is important to have the system’s billing and compliance

officer review all bills generated during the first 2 months

of each new DIGMA and PSMA that is launched, and

then periodically spot-check bills for the SMA thereafter.

The intent here is to ensure that all outgoing SMA bills

are in compliance with all the various documentation and

billing processes, policies, and regulations that are applic-

able to the SMA program. This would also include those

policies that were originally established by the organiza-

tion at the inception of the SMA program and perhaps

updated thereafter (see Chapter 10 covering 20 essential

steps to implementing a successful group visit program—

especially step 4, which refers to establishing consensus

around a comprehensive billing policy for the group visit

program).

It is important to note that whenever outgoing bills

are checked by billing and compliance (i.e., for both

individual office visits and group visits), a certain per-

centage of bills will likely be found to not be in compli-

ance—in which case appropriate remedial training might

need to be provided to certain providers who are fre-

quently submitting bills that are out of compliance. The

entire issue of billing is especially important for the

SMA program because there are currently are no billing

codes available specific either to group visits in general

or to each SMA model in particular (although, at least

in the case of DIGMAs and PSMAs, many question the

need for them as these SMA models are run like a series

of individual office visits with observers)—and billing

for group visits is still evolving and not completely

settled.

Certainly, shared medical appointments represent a

dramatically different modality for delivering medical

care—and one that physicians, healthcare organizations,

and insurers are still adapting to. However, the last thing

one would want to see is any billing and compliance

problems arise surrounding group visits—or any abuse

regarding how group visits are conducted and billed—

which could ultimately prove catastrophic at this early

stage in their development. Shared medical appoint-

ments can offer so many remarkable benefits to patients,

physicians, organizations, insurers, and purchasers alike

that it would be nothing less than a terrible mistake to

have any billing improprieties occur that would darken

their image.

DIGMA and PSMA Programs Need to be
Evaluated on an Ongoing Basis

Finally, there is a need to continuously monitor and

evaluate all DIGMAs and PSMAs that are launched

within the system on a periodic and ongoing basis.
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Measure Patient Satisfaction After SMA
Sessions

While there are many ways to measure patient satisfac-

tion, the most common is through use of a patient

satisfaction questionnaire issued to patients and com-

pleted anonymously either at the end of SMA sessions

or by mailing it to their homes afterward. You can use

either a standardized, normed patient satisfaction ques-

tionnaire that has been designed for traditional office

visits (and is therefore less useful for group visits) or one

that is un-normed but designed to be more specific to

group visits—such as those provided in the DVD

attached to this book. Obviously, both normed and

un-normed patient satisfaction questionnaires each

have their own respective advantages and disadvan-

tages—and which one to use is often determined by

whether one is more interested in a formal research

design or in a more informal monitoring of day-to-day

operations within the SMA Department. One can also

assess patient satisfaction directly or indirectly through

structured interviews with patients, focus groups, obser-

ving where patients schedule their next appointments,

and through various types of questionnaires.

Evaluate the Pilot Study and Determine
Whether or Not to Expand SMAs Organization-
Wide

If you start with a pilot study, the organization will

first need to evaluate all data regarding the SMA pilot

as soon as it has been completed, and then make a

determination as to whether or not to expand the

program organization-wide to full-scale implementa-

tion. If the pilot has been carefully designed, ade-

quately supported, well promoted, and properly run,

there is every reason to believe that it will have been

successful—especially if teams have been well trained

and full groups have been consistently achieved. In

larger systems, the champion will need to present the

results of the pilot study to the organization’s execu-

tive leadership, who must then decide whether or not

to expand the SMA program throughout the organi-

zation. The champion and program coordinator will

also need to draft a business plan (to be presented to

the organization’s leadership team) for expanding the

SMA program, one that details the anticipated bene-

fits and cost savings of the program along with the

personnel, facilities, and budgetary supports that will

be required.

If the Program Is to Be Expanded
Organization-Wide, then Determine the
Number of New SMAs to be Launched Per Year

If organizational leadership has made the decision to

expand the SMA program system-wide, then the next

decision that needs to be made is at what rate (and

therefore how rapidly) the program is to grow—and

at what facilities and with which physicians. In parti-

cular, organizational leadership needs to decide how

many new DIGMAs and PSMAs it wants to have

launched each year by the champion and program

coordinator—along with a prioritized sequence

regarding which facilities, which departments, and

which providers they are to include. As a guideline

to this decision-making process, keep in mind that a

busy, experienced half-time champion (with the able

assistance of a capable and experienced program coor-

dinator) can launch up to 18 SMAs per year in larger

systems having some degree of physician buy-in—

which is what I was able to do during my 3 years as

champion of the SMA program at the Palo Alto

Medical Foundation (and am currently doing as

SMA champion at Harvard Vanguard Medical

Associates/Atrius Health, where I am Vice President

of Shared Medical Appointments and Group-Based

Disease Management—but prorated to three-quarter’s

time). On the other hand, an experienced and capable

full-time champion could launch up to 36 DIGMAs

and PSMAs annually under ideal conditions. Of

course, if site champions are trained at the organiza-

tion’s larger facilities, and if their efforts are overseen

by the overall SMA champion for the organization,

than this rollout process of new SMAs could be cor-

respondingly accelerated. However, few systems are

able to manage such an aggressive schedule for

launching DIGMAs and PSMAs.

Consistently Strive to Meet This Number of
New SMAs Launched Per Year

Once the number of new DIGMAs and PSMAs to be

launched annually throughout the system has been

determined, the champion and program coordinator

need to immediately go into high gear to consistently

achieve this number of new group visits each and

every year. This is especially true during the first

year, which will likely be the most difficult as the

departmental infrastructure and operational systems

will not yet be firmly in place for systematically
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achieving this number of new launches annually—

plus, physician and patient buy-in will likely be at

their lowest at the beginning of the SMA program

(i.e., due to a lack of familiarity with SMAs and the

many benefits that they can provide).

Later, once the pipeline is fully developed and the

champion and program coordinator gain experience in

systematically and efficiently launching new DIGMAs

and PSMAs throughout the system, achieving this

targeted number of new SMAs per year should

become progressively easier over time. It should also

prove easier as more and more physicians buy in to

the model (i.e., as a result of hearing positive reports

from their colleagues already running SMAs in their

practices), and as patients and staff become more

aware and accepting of group visits. Keep in mind

that the overall net number of SMAs that are opera-

tional within the organization will not just be based

upon the number of new SMAs launched per year—

i.e., as they will subsequently be reduced somewhat by

such factors as physicians already running SMAs leav-

ing the system and by some SMAs failing due to

inadequate census. In addition, the rate at which

SMAs will be able to be launched throughout the

organization will also be largely determined by how

successful the physicians and staffs of previously

launched DIGMAs and PSMAs are able to run them

properly and keep them filled. As SMA champion, I

find myself always needing to keep one eye looking

forward toward the upcoming DIGMAs and PSMAs

needing to be launched, and the other eye looking

backward to tend to the difficulties and problems

arising from SMAs already launched. Obviously, the

more time and energy the champion needs to dedicate

to addressing problems emanating from SMAs already

established, the less time and energy that is left to put

into new SMAs—and therefore, the lower the rollout

rate of new SMAs will likely be in the organization.

Once Developed, Simply Repeat the Entire
‘‘Pipeline’’ Process Over and Over with All
Newly Recruited Providers

For every new DIGMA and PSMA that is launched (and

therefore for every newly recruited provider in either

primary care or the various medical and surgical subspe-

cialties), the champion and program coordinator will go

through essentially the exact same sequence of steps con-

tained in the pipeline as they did for the pilot study. This is

the great efficiency advantage of having a pipeline. Of

course, as the pipeline is repeated over and over, it will

continuously be modified and enhanced (through contin-

uous process improvement)—and will thereby gradually

evolve to be even better as experience is gained and ever-

more SMAs are launched.

Generate Weekly (or Twice-Weekly) Pre-
registration Census Reports for All SMAs

This issue has been repeatedly addressed throughout

this book; however, because this is such an important

issue, it will be summarized here. For all SMAs that

have been launched to date, be certain to monitor the

census for upcoming sessions on an ongoing basis.

Because DIGMAs and PSMAs are census-driven pro-

grams, and because full attendance is the single most

critical key to achieving the SMA program’s goals, the

continuousmonitoring of census is exceedingly important

to the overall success of the program.My preferred way of

doing this is through weekly or twice-weekly reports gen-

erated by the program coordinator (with the help of the

champion) which include the minimum and target census

levels that were pre-established for each DIGMA and

PSMA that has been implemented—as these reports per-

mit prompt corrective action to be taken if any upcoming

sessions are found to be under-booked relative to where

they should be at that point in time. These pre-booking

census reports not onlymake it clear to all SMAproviders

(and their staffs) how well they are doing with regards to

achieving full group sessions each week, but also make it

clear to the champion and program coordinator which

DIGMAs and PSMAs the dedicated scheduler(s) should

concentrate their efforts upon each week.

As champion, I always found it very helpful to have the

program coordinator generate a weekly or twice-weekly

census report on all SMAs being held within the system—

i.e., which showed the number of patients pre-registered

for each of the various SMA providers’ next four to eight

sessions. This report was divided up by facility, by depart-

ments within each facility, and then alphabetically by

physicians within each department who were running

DIGMAs or PSMAs. Because this report automatically

went out to all providers as well as to me, it alerted all of

us as to any upcoming sessions that had low census. For

DIGMAs, I always wanted to see this week’s sessions

completely full, next week’s session 3/4ths full, the follow-

ing session half full, and four sessions out approximately

1/4th full. With PSMAs, I wanted to see sessions comple-

tely full 2–3 weeks in advance so that Patient Packets for

the session could be mailed out to all pre-registered

patients in a timely manner. This way, patients are able

to fill out and return the health history form (and
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complete the blood and urine screening tests) prior to the

session. In addition, this provides sufficient time for the

information on the returned health history form (as well

as from the completed lab tests) to be entered into

patients’ SMA chart notes by nursing or support person-

nel on the provider’s staff prior to the DIGMA or PSMA

session

Activate a Plan for Promptly Filling Sessions
when Census Is Low

At the very beginning of the SMAprogram, the champion

and program coordinator need to develop a plan that can

be promptly activated whenever upcoming DIGMA or

PSMA sessions are found to be inadequately filled. The

physician can be contacted, as well as the physician’s

office manager and key members of the support staff—

such as the physician’s nurse, the lead receptionist, and

the primary scheduler of the physician’s appointments.

Ideally, all should immediately do everything possible to

actively recruit additional patients until the unfilled

upcoming sessions are filled to the desired level—includ-

ing overbooking sessions by an extra patient or two in

order to compensate for any no-shows and late-cancels,

less any drop-ins in the case of DIGMAs. Secondarily,

the program coordinator can also assign the dedicated

scheduler the task of calling lists of patients previously

provided and approved by the physician (or, with the

physicians approval, of calling patients already scheduled

for individual office visits 2–4 weeks and further out, and

inviting them to attend this week’s 90-minute DIGMA or

PSMA instead) in order to backfill and top-off sessions to

achieve targeted census levels.

Terminate Any SMAs That Consistently Fail to
Meet Minimum Census Requirements

It is important for the champion and program coordina-

tor to offer physicians every possible support in making

their SMA a success. However, as mentioned in detail

earlier in this chapter, it is imperative that the physician

and support staff assume primary responsibility for per-

sonally inviting patients, scheduling them into future

SMA appointments, and filling all upcoming SMA ses-

sions. Although the dedicated scheduler can be of help by

topping-off upcoming sessions that are close to being full,

he/she cannot take primary responsibility for filling ses-

sions that go largely unfilled because doing so is simply

too inefficient and time consuming of a process. I say this

because, unlike the physician (who is able to efficiently

invite patients to attend the SMA for their next visit and

to do so with a high likelihood of success), the dedicated

scheduler(s) must make cold calls to patients they do not

know—and who do not know them.

The net result is inefficiency in this backfilling process

(including a lot of telephone messages and back and forth

phone calls), as the dedicated scheduler must spend con-

siderable time on the phone in order to get even one

patient to attend the SMA. Generally speaking, in invit-

ing patients to attend the SMA, even a good and experi-

enced dedicated scheduler will have only 10–20% of the

success rate that the physician will likely have (plus higher

no-show rates). Whereas the physician can personally

invite patients with great success during regular office

visits in just 30–60 seconds, the dedicated scheduler will

likely have to make 5–15 cold calls (and spend a consider-

able amount of time on each) in order to get a single

patient to attend the SMA.

If a particular DIGMA or PSMA continues to fail to

meet targeted census level requirements despite the best

efforts of the dedicated scheduler and program coordina-

tor, then it needs to be put onto some form of probation-

ary status for a period of time to see if it can be salvaged

by the physician and support team. If the nonproductive

SMA is of a mixed or homogeneous DIGMA or PSMA

design, then—with the provider’s approval—consider

converting it into a heterogeneous design (because so

many more patients then qualify to attend each session)

to see if sessions could be filled that way. If the sessions

are still lightly attended past the probationary period,

even after everything reasonably possible has been done

by the program coordinator and champion to correct this

census problem, then the tough decision must be made to

terminate the SMA because it is economically unviable.

My experience has been that inadequately filled SMAs

should be terminated as soon as is reasonably possible

with the support of administration and organizational

leadership—a decision that needs to be based upon data

regarding the meeting of targeted census requirements.

This can be difficult because the affected physician and

support staff often enjoy the SMA and want it to con-

tinue; however, they are unable (or unwilling) to fill ses-

sions to the point where economic viability can be

achieved. Unfortunately, much trying experience has

shown that once this problem of consistently low census

occurs, it does not simply go away—and it is likely to

persist into the foreseeable future.

Generally speaking, experience has shown that if the

SMA is going to fail, it is almost always due to insufficient

group size—and this census problem typically reveals

itself soon after the launch. As one might expect, such

nonproductive SMAs create an inordinate and ongoing
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drain (plus an excessive workload demand) upon the

champion, program coordinator, and dedicated schedu-

ler. Experience has shown that the constant pressure of

trying to fill sessions week after week for a nonproductive

SMA takes as much of the champion, program coordina-

tor, and dedicated scheduler’s time and energy as over-

seeing 10 productive SMAs that generally meet their

census requirements. This is why census considerations

have been emphasized at length both in this chapter and

throughout the book.

It is also worth mentioning here that whenever you

read or hear about healthcare systems reporting that

their DIGMA or PSMA program has not been cost effec-

tive, immediately check the data and see whether or not

they followed this warning and maintained the recom-

mended census levels on average during all DIGMA and

PSMA sessions—which, in such cases, you will find that

they almost certainly have not.

I have spent all types of time, energy, and resources on

trying to bail out a couple of nonproductive SMAs, only to

find that they still ultimately failed later on due to contin-

ued low census. Of course, this is not always the case, as

there have been occasions where physicians and staffs were

eventually able to fill their group sessions in the long run

(i.e. even when they were unable to do so initially); how-

ever, experience has shown this to be a relatively rare

occurrence. Therefore, my recommendation is to do every-

thing possible to try to rectify this problem as soon as

possible when it does occur but, if that does not work, to

cut your losses and terminate the nonproductive SMA

sooner rather than later. I say this because all that your

hard work will likely accomplish is to postpone the inevi-

table—unless, of course, the physician and support staff

should take this matter seriously and redouble their efforts

in filling future SMA sessions.

Periodically Assess Physician Professional
Satisfaction with the SMA Program

Since enhanced physician professional satisfaction is

one of the primary goals for a DIGMA, CHCC, or

PSMA program, it is important to periodically assess

physician satisfaction with their SMA program.

Although there are many methodologies for measuring

provider satisfaction with their SMAs, the most popu-

lar approaches that most organizations seem to take is

through periodic personal discussions or structured

interviews—or else through isochronal issuance of a

physician professional satisfaction questionnaire of

their own design for all SMA providers to complete

and return anonymously.

Regardless of the approach taken in assessing physician

professional satisfaction with your SMA program, you will

want to ask questions like the following of all providers

currently running DIGMAs and PSMAs within the system:

� Has it met your expectations?
� Is it helping you to better manage your practice?
� Is it increasing your productivity as you had hoped?
� Has access to care improved in your practice as a result

of the SMA?
� Do you find your SMA to be something new, different,

and interesting?
� Do you look forward to your group each week?
� Do you leave the group feeling energized?
� Is it helpful for dealing with your chronically ill

patients?
� Is it helpful in dealing with angry, demanding, time-

consuming, and psychosocially needy patients?
� Does it help you to reach out to underserved patients?
� Does your SMA allow you to provide closer follow-up

care?
� Has it reduced patient phone call volume, complaints

about poor access, and double bookings (i.e., forced

bookings or work-ins)?
� Are you able to finish on time with all charting

completed?
� Are you able to provide more patient education and

disease self-management skills through the SMA?
� Do you find that group visits provide a nice comple-

ment to your individual office visits?
� Does the SMA team provide you with real and mean-

ingful help?
� Is your SMA helping to optimize your schedule?
� Are you able to provide a level of medical care that you

are satisfied with?
� Are there some things about your SMA that you are

dissatisfied with and, if so, what?
� Are you enjoying your group and having some fun?

The data resulting from such periodic assessments of

physician professional satisfaction should be compiled

and included in the intervallic reports generated by the

program coordinator.

Produce Monthly, Quarterly, or Annual
Productivity Reports for the Entire SMA
Program

With the assistance of the champion, the program coor-

dinator needs to produce ongoing productivity reports

for the entire DIGMA and PSMA program on a regular
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basis—which I like to see done monthly, or at least quar-

terly—that are to be circulated to both executive leader-

ship and all SMA providers to give ongoing feedback on

the program. Try to make this productivity report on the

SMA program as helpful and informative as possible—to

the SMA providers, administration, organizational lea-

dership, and the SMA program itself. Of course, you can

also develop other types of periodic reports as well that

might be helpful in evaluating the SMA program on an

ongoing basis. The precise format of this report needs to

be determined by the champion and program coordina-

tor, with input from administration and executive leader-

ship. For DIGMAs and PSMAs, this report needs to

cover the recent (e.g., last month; last quarter) and long-

term productivity (last year; since inception of the SMA;

etc.) of each and every SMA in the system—broken down

by facility, department within that facility, and physician

within each department (typically in alphabetical order).

These reports can also include the number of patients

who were scheduled to attend each session, the number

who actually attended, the number of no-shows and late-

cancels, and the number of drop-ins. These reports should

also include each provider’s pre-SMA productivity, their

current average throughput of patients in their DIGMA/

PSMA, and the percent increase in their productivity

during the 90 minutes of group time as a result of the

SMA (and can include their increased productivity for the

entire week as well). These monthly, quarterly, and/or

annual productivity reports can not only examine how

many patients have actually been seen on average over

time by each SMA provider during previous sessions,

but also compare the average number of patients seen

to the minimum and target census levels that were pre-

established for each DIGMA or PSMA.

Operational decisions in today’s medical environment

must be data driven. Ongoing programs, such as group

visit programs, must continuously demonstrate and prove

their value to the organization. Therefore, appropriate

outcome measures need to be developed—measures that

reflect not only the primary goals (such as quality, access,

productivity, cost savings, clinical outcomes, or satisfac-

tion goals) of the various group visit models, but also the

organization’s goals for the SMA program. These goals

will not be mutually exclusive for the different SMA

models (indeed, they are often overlapping); however,

all such measures must be relatively simple, obtainable,

valid, reliable, and aligned with both the organization’s

priorities and the specific benefits that each SMA model

was designed to achieve.

Interestingly, no matter whether the DIGMA, CHCC,

or PSMA model is initially selected as the starting point

for an organization’s group visit program, most inte-

grated healthcare delivery systems will eventually want

to give thorough consideration to using all three of these

SMA models—as well as any other models still to be

developed. This is the strategy that will ultimately max-

imize the economic, quality, access, productivity, and

satisfaction benefits of the SMA program for patients,

physicians, and the organization alike.

Clearly, you will be looking at return on investment for

initiating your SMA program—and this requires that

appropriate measurements, analyses, and reports be

done. This can take the form of improved quality of med-

ical care, greater patient knowledge and self-efficacy,

improved clinical outcomes, increased productivity and

efficiencies, improved access and service, reduced utiliza-

tion and costs, enhanced patient and physician satisfac-

tion, etc.. Rather than whether or not to conduct such

ongoing assessments of your SMA program, the question

therefore becomes one of how to best measure the success

of your SMA program. In addition to the average census

and increased productivity (which you will undoubtedly

want to monitor for a DIGMA and PSMA program), all

types of other data and outcomes measures that might

have been gathered regarding the SMA program can also

be included in these monthly productivity reports—such as

the following:

� Decreased wait lists and backlogs
� Improved access (e.g., wait until 3rd available

appointments)
� Increased RVUs
� Cost savings (decreased office visits, ER visits, hospi-

talizations, nursing home care, referrals to specialists,

etc.)
� Enhanced service and quality of care
� Improved compliance and adherence to treatment

recommendations
� Improved clinical outcome measures
� Improved health maintenance
� Reduced patient phone call volume and complaints

about poor access
� Improved patient–physician relationships
� Patient satisfaction
� Provider satisfaction

Appropriate outcome measures need to be developed

that reflect not only the primary goals of the group visit

model(s) being utilized, but also both the physician’s and

the organization’s goals for the SMA program. Be sure to

measure and evaluate that which is practical, realistically

achievable, and of greatest importance to your organiza-

tion. But whatever you do, be sure that you do not over-

look this all-important, ongoing evaluative process. After

first deciding what to measure and what the baseline is,

then go on to measure any important changes resulting

from the SMA program on an ongoing, periodic basis. I
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say this because ongoing measurements and analyses are

key not only to determining the value of the SMAprogram

to your organization, but also to continuous process

improvement—i.e., toward always enhancing, improving,

and making your group visit program better for patients,

physicians, and the organization alike.

Conclusion

The pipeline discussed in this chapter should prove most

helpful to all SMA champions, program coordinators, and

providers—as well as to all healthcare organizations, large

and small, in launching their own successful group visit

program. This pipeline should also prove invaluable in

helping the reader to avoidmaking many of the frustrating

beginners’ mistakes that can so easily occur because of

both the magnitude of the paradigm shift involved and

the counterintuitive nature of group visits. It took me

many years to fully conceptualize, formulate, and optimize

the DIGMA and PSMA models. After developing these

models, it took more than a decade of actual experience in

the trenches (i.e., with more than 20 thousand patient visits

in DIGMAs and PSMAs) designing, adjusting, tweaking,

fine-tuning, and actually implementing them with more

than 400 providers within numerous medical groups both

nationally and internationally.

Although my goal has always been to perfect and

optimize these group visit models to better serve our

patients, I feel that this entire effort still remains very

much a work in progress—i.e., rather than a finished pro-

duct. The pipeline discussed herein is the end product of

more than a decade’s experience in launching hundreds of

DIGMAs and PSMAs in both primary care and the

various medical and surgical subspecialties. It covers

what you will need to know in order to have your own

successful SMA program. I hope that you find it very

helpful, and I wish you well in your new group visit

endeavor. The practical knowledge contained herein

should help you to not only better manage your practice

(along with your geriatric, chronically ill, and psychoso-

cially needy patients) while providing better care, but also

have years of professional fun and enjoyment. I wish you

well on your new professional adventure.

Now that You Have the Knowledge and Tools,
JUST DO IT!

To my readers, I can only say in summary that—

through this book—we have been able to take a

remarkable journey together. In the Preface, we

looked at my personal, almost catastrophic, health

experiences and how they provided the rationale,

motivation, and foundation for the development of

the DIGMA and PSMA models. To this day, these

personal mind/body medical experiences—together

with the knowledge of not only how they affected

me, but how they impacted my family as well—con-

tinue to serve as the basis for why I remain so passio-

nate about these shared medical appointment models.

I fervently believe that, when done properly, these

biopsychosocial SMA models not only provide better

care to our patients, but can also go a long way

toward solving many of the serious healthcare chal-

lenges and crises that face us today.

Having read this book, you now understand what

you need to know in order to set up and run a

successful group visit program for your practice and

organization—and how to avoid the many pitfalls that

could occur along the way. You now have a thorough

working knowledge of today’s three major group visit

models, of their respective strengths and weaknesses,

and of how they can best work not only together but

also with traditional one-on-one office visits. You also

know, better than anybody else, what the major pro-

blems and challenges are in your practice and organi-

zation—and consequently, which group visit model (or

models) it would be best for you to start with. In the

DVD attached to this book, you also have templates

and examples of all the forms and promotional mate-

rials that you will need in this endeavor—plus edited

versions of grand rounds presentations as well as beha-

viorist training and mock DIGMA training sessions

that I have given.

The decision is now yours to make. Needless to say, my

hope is that you will choose to start a successful group

visit program for your practice—and then perfect and

expand it over time, while taking full advantage of the

multiple benefits that it can offer to you, your organiza-

tion, and your patients. However, that choice is now up to

you. My recommendation at this point is JUST DO IT!

You have studied the entire topic of group visits in depth,

and you now have all the tools at your disposal that you

need in order to proceed with success. If you do choose to

move forward with a group visit program in your practice

(and if you apply the knowledge that you have gained

through this book so that you design, support, and run

your SMA program properly), then I believe that

you could very well find yourself embarking upon one

of the most exciting adventures of your professional life-

time—and one from which you will probably never

look back to the status quo of the traditional way of

delivering medical care.
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A

Abuse of group visits, 225
abuse by corporate purchasers, 237
abuse by insurers, 240–242
abuse by organizations, 240–241
abuse by physicians, 240
abuse can have an enormous negative impact upon group visit

programs, 225–226
insufficient resource abuse 1 [expecting physicians to conduct a

SMA without appropriate support personnel]
physicians must fully delegate to all SMA team

members, 234
SMA team members’ important responsibilities, 234–235
understaffing aspects of SMAs, 234

insufficient resource abuse 2 [not providing physician and
SMA team with adequate time for preparation
and training]

physicians need some time for training and preparation for
the SMA, 235

support staff and all SMA team members also need time for
training and preparation, 220

insufficient resource abuse 3 [not providing appropriate group
and exam rooms], 235–236

insufficient resource abuse 4 [not providing required high-quality
promotional materials]

organizations too often fail to provide needed promotional
materials, 236

not providing appropriate marketing materials could
undermine the SMA, 236–237

use of high-quality, coordinated, and eye-appealing
promotional materials, 236

insufficient resource abuse 5 [failure to evaluate SMA program
on ongoing basis]

caution, only evaluate your SMA program after you are
comfortable that it is being properly run, 238

critical importance of evaluation, 237
many systems make the mistake of not evaluating their SMA

program on an ongoing basis, 237
insufficient resource abuse 6 [physicians must avoid misusing

their group visit program]
arriving more than 5 minutes late (or leaving sessions

unnecessarily), 239
not personally inviting all appropriate patients into their

DIGMA or PSMA, 238–239
physician time investment is required to some degree, no

matter how much others do, 238
physicians need to keep their SMA team and support staff

apprised of what they are doing well, 239

insurance abuses
appropriately reimbursing group visits is critically important

to long-term success, 242–243
avoid unwarranted insurance intrusions into group visits,

240–241
overincentivizing group visits creates problems, 242
underincentivize SMAs also creates problems, 241–242

patient abuses, 226–230
active patient participation is critical to a SMA’s success, but

trust is required, 227
patient abuse 1 [making group visits mandatory rather than

volutary], 227–228
patient abuse 2 [failing to address confidentiality and

concerns about privacy], 228–229
patient abuse 3 [billing for behaviorist’s time and counseling

time], 229
patient abuse 4 [starting sessions late, not pacing group, and

not finishing on time], 229–230
patient abuse 5 [scheduling too many patients], 230

patients, physicians, organizations, insurers, and purchasers
alike should benefit, 239

physicians can also abuse group visits, 240
administration needs to reassure physicians about retaining a

substantial net gain, 232
physician abuse 1 [making group visits mandatory for all

physicians], 230–231
physician abuse 2 [demanding that group sizes be excessively

large], 231
physician abuse 3 [increasing panel sizes to extract all benefit

from the SMA program], 231–232
physician abuse 4 [not rewarding physicians with either time

or money], 232–233
physician abuse 5 [forcing physicians to go beyond their

comfort level in the SMA], 233
reasonable increases in practice sizes are likely expected

anyway, 232
use of SMAs as an excuse to cut back further on physician

staffing levels, 232
with DIGMAs and PSMAs, physicians need to know practice

sizes will not be correspondingly increased, 231–232
potential abuses of group visits typically take one of two

forms, 226
potential for abuse is real, 225
preventing abuse requires safeguards and ongoing vigilance, 225

Access
improvement

benefit of well-run SMAs, 192–193
measurement, 192–193
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Access (cont.)
outcomes study

chronic illness treatment paradigm for diabetes—Kansas
City VAMC, 305–306

Cleveland Clinic’s DIGMA and PSMA program outcomes
study, 284–288

DIGMAs solve an entire department’s access problems, 296
DIGMAs can have an immediate impact upon access, 257–259
See alsoAdvanced clinic access model; outcomes study [an entire

department’s access problems can be solved] underGroup
visits

Advanced clinic access model
DIGMA and, 70–71

positive patient feedback about better access persuades even
reluctant physicians, 74

same-day access can more easily be maintained with the use
of DIGMAs and PSMAs, 71

DIGMA issues with regard to advanced access, 72–74
DIGMAs enable patients to beseen without follow-ups being

stretched out, 73
DIGMAs introduce an extra appointment type, 72
DIGMAs represent a major paradigm shift and pose

significant challenges, 72–73
keeping DIGMAs full once open access is achieved can prove

challenging, 72

B

Behaviorist
benefits of well-run SMAs, and the role of the behaviorist

therein, 188
billing for the behaviorist’s time (and for counseling time), 229
discussing confidentiality in the behaviorist’s introduction, 44
functions of the behaviorist in a DIGMA, 25

before the start of the session, 55–56
finish on time, then behaviorist stays late a few minutes to

clear and straighten up group room, 58
introduction given by behaviorist at start of every DIGMA,

57–58
responsibilities of the behaviorist, 392
throughout the entire DIGMA or PSMA session, the

behaviorist has a myriad of duties, 58
in a PSMA, 130–131

behaviorist’s job is actually more difficult than in a
DIGMA, 155

productivity and efficiency can be maximized through use of
a behaviorist, 158–159

responsibilities, 392
specific qualifications and scope of practice, 155–156

introduction
asking at end if anyone needs to leave early, 57
patients are encouraged during the session to return to the

DIGMA for their next return visit, 57
points covered in, 56–57

most common beginner’s mistakes that behaviorists make,
457–458

outcomes study [ProMed Health Care], 327
role in DIGMA or PSMA versus in a mental health group,

391–392
selecting and training the behaviorist, see step 13 [carefully

selecting and training the behaviorist] under
Implementing group visits

time for the behaviorist is not billed, instead it is treated as an
overhead expense to the SMA program, 355

withdrawal of critically important behaviorist support,
outcomes study at individual physician level, 246

See alsoChampion; Dedicated scheduler; Documenter; Program
coordinator

Benefits of SMAs, viii–xviii
advangtages and differences

DIGMAs offer singular advantages to effective chronic
disease management, 205

DIGMAs and PSMAs differ dramatically from other group
visit models, 66

benefits of well-run SMAs, 7–8
access improvement, 192
chronic disease management benefits, 185, 204, 205, 212–213
combine well with other group visit models, 180–181
combine well with other types of group programs, 208–212
combine well with individual office visits, 185–186
corporate purchasers’ benefits, 239
economic benefits, 61–64, 88
entire department can benefit, 132–133
financial benefits, 61–64, 191–193
for every 12 DIGMAs and/or PSMAs run per week, an extra

physician FTE can be created out of existing resources, 193
greater efficiency, improved access to physicals and return

visits, and high levels of patient and physician
satisfaction, 131

growing a physician’s practice through DIGMAs and
PSMAs, 196

improved compliance with recommended treatment
regimens, 132

in chronic illness treatment, 205, 220
increased time with one’s physician, greater patient

education, and help and support from other patients, 130
make best use of the greatest untapped resource at any

medical center, the patients themselves, 204
new physicians’ practices can be grown, and organization’s

access problems solved, through SMAs, 131
organization benefits, 6, 11–13, 238
patient benefits, ix–xi, 9–10, 182–183, 180, 236–237
patients frequently bring up medically significant symptoms

for the first time, 131–132
physical examinations by all types of providers can benefit

from well-run PSMAs, 132–133
physician benefits, 11, 187–194, 239
practice management benefits (of busy, backlogged

providers), 190
productivity increases, 191
quality care and a multidisciplinary, team-based approach to

care, 130–131
reduced telephone call volume, patient complaints, and need

for double bookings, 189
third party insurers also benefit, 357

Billing
behaviorist’s time, 229, 355
CHCC and specialty CHCC models, 120, 121
Cleveland clinic’s DIGMA and PSMA program outcomes

study, 287
costs

additional costs (including facilities costs), 359
miscellaneous up-front costs, 358
personnel costs, 358–359
promotional costs, 358
substantial program costs, 357

for CHCC, 357
for DIGMA, 144–145

chart notes preparation, 42
issues, 87, 356–357

for PSMAs, 144–145
issues, 356
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productivity and efficiency can be optimized, 157
important steps to take before and after launching each new

SMA regarding billing, 465
in capitated systems, 353
in FFS systems, 355, 358
insurers benefits from properly run DIGMAs and PSMAs, 357
pipeline for launching new SMAs (weeks 3, 4, and 5), 433
See also step 4 [address billing issues first, before starting SMAs]

under Implementing group visits
Bone marrow transplantation, see outcomes study [Dartmouth’s

bone marrow transplantation clinic] under Group
visits

Breast reduction surgery consultations, see outcomes study [PSMA
for breast reduction surgery consultation—BRITE visit]
under Group visits

British Columbia, Canada, see outcomes study [Northern Health in
British Columbia, Canada] under Group visits

C

Capitated systems
billing in, 353
caution to administrators in, 370
DIGMAs, PSMAs, and CHCCs in, 336
experience in running team-based group programs is often

extensive in capitated systems, 336
internal resources needed, 354
potential challenges, 354
productivity benefits and providers in capitated systems, 370
See also Fee-for-service (FFS) systems

Census targets, 459–460
calculation, 365

maximum census levels, 365
minimum census levels, 364–365
target census levels, 365

for PSMAs, 145
lowering pre-established census requirements

be cautious about lowering predetermined census targets,
371–372

do so slowly if you must—but only after all other options are
exhausted, 373

maintenance of census
consider having a documenter in DIGMA/PSMA team, but

only if census targets are maintained, 137–138
for upcoming sessions, maintain census by continuously

monitoring it through weekly reports, 464
outcomes study [PSMA for breast reduction surgery

consultation—BRITE visit], 291
pipeline for launching new SMAs (weeks 6, 7, and 8), 439

maximum census level, 365
meeting of predetermined census targets, 89

PSMA, a common beginner’s mistake, 167
PSMA, a tip for success, 161

minimum census level, 364, 365
PSMA weaknesses, 153
target census level, 365
See also step 7 [pre-establish and consistently meet census

targets] under Implementing group visits, 362–374
Care coordinater, role of, 55
Champion

implementing group visits
champion and program coordinator help a great deal in

designing, launching, and properly running each new
DIGMA and PSMA, 201, 410–411

debrief after sessions with physician and SMA team for first 2
months, 416

help in a new DIGMA can be obtained by the champion
temporarily acting as behaviorist, 415–416

in DIGMA team, 27
in PSMA team, 135
outcomes study [ProMed Health Care], 327
productivity and efficiency in PSMA can be optimized by having

a champion, 157, 158
selection of champion

and DIGMA weakness, 87
and group visits implementation, see step 3 [select best

possible champion and provide required amount of time]
under Implementing group visits

training SMA site champions throughout the various large
facilities of the system, 65

See also Behaviorist; Dedicated scheduler; Documenter;
Program coordinator

Champion of champions approach
champion and site champion acting as behaviorist for first

couple of sessions, 421
champion identifies, selects, and trains best site champion at

each large facility, 420–421
physician champion can be used to over see program and report

to executive leadership, 420
site champions might need a site program coordinator to

leverage their time, 421
Chart note

completed by physician delivering one doctor–one patient
medical care to each patient in DIGMA, 56

EMR, 442
in CHCC, 119
in DIGMA

billing and, 42
documenter can be used to great effect, 40
goal (finish on time with all chart notes completed), 39
one documenter is recommended, two is not, 41–42
physicians using EMR, 40
physicians using paper charts, 39–40
time, money and quality aspects, 40–41

in PSMA, 145
paper chart notes, 442
pipeline for launching new SMAs and chart notes

in weeks 3, 4, and 5, 433
in weeks 6, 7, and 8, 439

See also Documenter
CHCC (cooperative health care clinic), 99

are there applications in which SMAs will not work (match type
of care offered to patient’s needs), 13

as primary means of delivering care, 18
benefits, 6–7

in chronic disease management, 207
organization, 15
patient benefits, 9–10
physician benefits, 11

billing issues, 120, 357
careful planning, adequate support, and properly running are

keys to success, 15
charting in, 110–111
chronic disease management applications, 121

benefits, 206
disadvantages, 206
limitations, 122
specialty CHCC subtype, 221
when to use the specialty CHCC subtype, 221

confidentiality in, 103–104
culture of excellence and, 16
DIGMA and
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CHCC (cooperative health care clinic) (cont.)
comparison of using CHCCs and DIGMAs in chronic

disease management, 207
differences between CHCCs and DIGMAs, 114–115

features, 4
flow

educational presentation, 107
individual visit segment following group, 108
next session planning, 108
question and answer period, 108
warm-up, 106–107
working break (and delivery of medical care), 107–108

following same 15–20 patients over time, 7
frequency of sessions, importance of, 113–114
future of the CHCC model, 122
group size for a CHCC, 103
model, 99–100
origins, 100

born out of professional frustration, 100
designed to accomplish, 100
Dr. John C. Scott, personal communication from, 100–102

outcome measures for the CHCC, 115
outcomes data for the CHCC model, 110

first CHCC randomized control study, 110
second CHCC randomized control study, 111

patient satisfaction, 10
patients in, 102–103
sampling of CHCC studies, 113
skills for running group visits, 114
specialty CHCC subtype

billing concerns, 120–121
important differences with CHCCs, 110
in chronic disease management applications, 221
similarities with CHCCs, 109

staffing, 104
strengths, 102
structure

appropriate patients selection and recruitment, 104
hold an initial session to explain program and have patients

establish their own rules, 105
initial 90-minute group (and subsequent 60-minute

individual care) segments, 105–106
patients who commit to attend, choosing of, 105

weaknesses, 115
2½ hours of physician time is involved, 117–118
administrative support is required, 118
benefits of the CHCC are often invisible to the clinical and

support staffs, 118–119
billing oncerns, 120–121
documentation, 119
foster group interaction to keep CHCC from turning into a

class, 115
managed care organizations benefit, but not necessarily so

for the individual physician, 118
other patients in CHCC groups do not benefit from care

being delivered individually, 117
patients must commit to attend regularly and on an ongoing

basis, 117
physician and patient resistance to CHCCs, 119
practice management limitations of CHCCs, 119
up-front skill building in group process is required, 119

working with other models, 120
See also DIGMA (drop-in group medical appointment);

Physician buy-in; PSMA (physicals shared medical
appointment); SMA (shared medical appointment)

Chronic disease treatment, 5, 203

CHCC in
CHCC model in, 221
Limitations of the CHCC in chronic disease population

management programs, 121
specialty CHCC subtype, 221

DIGMAs in, 220
benefits, 205, 212–213
disadvantages, 206–207

homogeneous DIGMAs in, 214
strengths, 121–122

group visits can meet the disease management program’s
anticipated high workload demands, 214–215

phase 1 [diabetes education class]
allow patients to enter diabetes education class at any point

and then cycle through all sessions, 208–209
different medication treatments can be covered in phase 1, 209
patients meet, support, and learn from each other, 209–210
referrals into phase 1, 216
teaching of the basics about diabetes and its treatment occurs

in phase 1, 209
teaching about the importance of exercise, 209
teaching about the nutritional aspects of dealing with

diabetes, 209
will be enough for some patients, but not for others, 210

phase 2 [an assortment of relevant group programs], 210
many types of group programs (as well as SMAs) can be

utilized in phase 2, 210–211
mid-level providers typically run most phase 2 groups,

210–211
precise content will vary according to need, 210

phase 3 [individual case management], 211
primarily for individualized case management, but SMAs can

also be used, 211
readiness to promptly handle any emergent challenges is a

hallmark of phase 3, 212
word of caution regarding phase 3 DIGMAs, 211

program promotion for the chronic disease management
program, 215

PSMAs can be used in disease management program, but
DIGMAs are most important in, 129, 220–221

referrals and exchanges between all parts of proposed disease
management paradigm must be prompt

referrals back and forth between phase 1, 2, and 3 programs, 219
referrals from phase 1 into phase 2 and 3 programs (and vice

versa), 216
referrals from physician into practices of other providers

attached to program, 217
referrals from physician can be done so as to build in

continuity of care, 217
referrals from physician to phase 1, 216
referrals from physician to phase 2, 216–217
referrals from physician to phase 3, 203
referrals from IT system set up to detect, monitor, and refer

all chronically ill patients, 204
referrals into phase 1 diabetes education class, 217
referrals to physician from other providers attached to

program, 218
referrals to physician from phase 1 providers, 217
referrals to physician from phase 2 providers, 218
referrals to physician from phase 3 providers, 218
when finished with program, patients can be referred back to

their own providers, 219
SMA benefits in proposed disease management paradigm

making full use of group visits and group programs
CHCCs have advantages and disadvantages in chronic

disease treatment programs, 206–207
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comparison of using CHCCs and DIGMAs, 207
delivery of medical care, 203–204
DIGMAs offer many singular benefits to chronic disease

management paradigms, 206
greatest untapped resource in medicine — the patients

themselves, 204
patient participation, 204–205
SMAs validate patients as legitimate sources of information

and help, 204–205
unique combination of benefits makes group visits ideal, 204

SMA treatment paradigm, 207–208
applications in actual practice, 221
DIGMAs, CHCCs, and PSMAs work well together in the

proposed paradigm, 20
first component [system for identifying, assessing, tracking,

and placing all diabetic patients into the proposed chronic
disease management program], 208

individual care and, 220
prompt, ongoing exchange of referrals between all parts of,

216–219
PSMAs unique benefits to, 219–220
second component [3-phase care pathway], 208–212
third component [SMAs in practices of all providers attached

to chronic illness program], 212–216
SMA treatment paradigm (real life example)

ongoing developments and future goals, 223
problem, 222
problems that were occurring, and the reasons for them, 222
results, 223
simultaneous accomplishment of many objectives, 223
solution to a significant real-life problem, 223

SMAs are appropriate for most, but not all, diabetic patients, 215
See also outcomes study [chronic illness treatment paradigm for

diabetes—Kansas City VAMC] under Group visits
Cleveland clinic’s DIGMA and PSMA program, see outcomes

study [Cleveland clinic’s DIGMA and PSMA program]
under Group visits

Clinic access model, see Advanced clinic access model
Combat veteran PSMA, 278

administration benefits, 278
advantages, 277
efficiency, access, and overbooking benefits, 277
flow in OIF/OEF, 278
general, 277
patient benefits, 277
provider benefits, 277–278
VAMC data on OIF/OEF, 278
See also outcomes study [DIGMAs and PSMAs at Memphis

Tennessee VAMC] under Group visits
Computer codes and scheduling procedures development, see step 6

[computer codes and scheduling procedures development]
under Implementing group visits

Confidentiality
in CHCC, 103–104
in DIGMAs, see under DIGMA (drop-in group medical

appointment)
patient abuse and, 228–229
physician buy-in and, 185–186
release, drafting of confidentiality agreement/release, 359–360

Culture of excellence needs to be developed around SMAs, 16

D

Dartmouth’s bone marrow transplantation clinic, see outcomes
study [Dartmouth’s bone marrow transplantation clinic]
under Group visits

Dedicated scheduler
implementing group visits and

follows-up with potentially interested patients, 399
not having a dedicated scheduler represents a common

beginner’s mistake, 400
the dedicated scheduler does not take primary responsibility

for filling SMA sessions, 398–399
in DIGMA team, 27–28
in PSMA team, 135
outcomes study

DIGMA for solving an entire department’s access
problems, 302

ProMed Health Care, 327
withdrawal of critically important supports—impact upon

outcomes at individual physician level, 246
See also Behaviorist; Champion; Documenter; Program

coordinator
Diabetes, 333–336

education class [phase 1 of chronic disease treatment paradigm],
208–212

outcomes studies
chronic illness treatment paradigm for diabetes—Kansas

City VAMC, 305–310
ProMed Health Care, 333–335

SMAs—appropriateness for diabetic patients, 215
See also Chronic disease treatment, 203

DIGMA (drop-in group medical appointment), 4, 21, 69
and other group visit models

combining with, 66
dramatic difference between, 66

applications in which SMA will not work—do they exist and, if
so, what are they?

digital rectal examinations for elderly hermits in remote
Alaska, 14–15

homeless patients, 13–14
precisely match type of care offered to patients’ needs, 15

appropiate for some patients, but inappropriate for others
patients and conditions best suited to DIGMAs, 47
patients having medical emergencies, 49
patients needing complex medical procedures or private

examinations, 49–50
patients who do not speak the language, 47
patients who opt not to attend or refuse to maintain

confidentiality, 50
patients with serious infectious illnesses, 49
too hearing impaired or demented to benefit, patients that

are, 47–49
as primary means of delivering care, 18
beginner’s mistakes, 167–171
benefits from well-run DIGMAs

access improvement, 191
chronic disease management benefits, 185, 204, 205, 212–213
combine with other group visit models, 180–181
combine well with other types of group programs, 208–212
combine well with individual office visits, 185–186
corporate purchaser’s benefit, 237
economic benefits, 61–64, 88
entire departments can benefit, 132–133
financial benefits, 61–64, 191–193
for every 12 DIGMAs and/or PSMAs run per week, an extra

physician FTE can be created out of existing resources, 193
greater efficiency and improved access to physicals and

return visits—plus high levels of patient and physician
satisfaction, 131

growing a physician’s practice through DIGMAs and
PSMAs, 196
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DIGMA (drop-in group medical appointment) (cont.)
improved compliance with recommended treatment

regimens, 132
in chronic illness treatment, 205, 220
increased time with one’s physician, greater patient

education, and help and support from other patients, 130
makes best use of the greatest untapped resource at any

medical center, the patients themselves, 204–205
new physicians’ practices can be grown, and the organization’s

access problems solved, through SMAs, 131
organization benefits, 6–7, 13, 238–239
patient benefits, ix–xi, 9–10, 20, 167–168, 172, 224
patients often bring up medically significant symptoms for

the first time, 121
physical examination providers of all types can benefit from a

PSMA, 122
physician benefits, 10–11, 22, 180–202, 238–239
practice management benefits (for busy, backlogged

practices), 22, 191
productivity can be dramatically increased (and therefore,

access can as well), 191–192
quality care plus a multidisciplinary, team-based approach to

care, 130–131
reduced repetition of information (treating headache in

neurology and primary care DIGMAs), 199–200
reduced telephone call volume, patient complaints, and need

for double bookings, 193
satisfaction increases for both patients and physicians, 22, 86–87
third party insurers can also benefit, 357

billing in, 144–145, 356
careful planning, adequate support, and running DIGMAs

properly are all keys to success, 15
cautionary note

DIGMAs versus other group visit models, 65–66
start your SMA program with the most appropriate

established model, 66
chart notes, preparation in

billing according to the level of care delivered and
documented, 42

documenter use is critical to an optimal, contemporaneous
and comprehensive chart note, 41

goal (to finish on time with all chart notes completed), 39
one documenter is recommended, but two is not, 41–42
physicians using EMR, 40
physicians using paper charts, 39
time, money and quality aspects of the documentation

process, 40
CHCCs, and the differences between DIGMAs and CHCCs,

114–115
chronic illness treatment and

access to chronic illness program is improved, 213–214
comparison of using CHCCs and DIGMAs, 207
DIGMA benefits, 205
DIGMAs, disadvantages of, 206
homogeneous DIGMAs, 214
SMA treatment paradigm offers many potential benefits to

the chronically ill, 212–213
when to use, 220

confidentiality in DIGMAs and PSMAs, 42
Step 1 (address confidentiality in all promotional materials), 42
Step 2 (physician and staff must be properly trained in how to

refer patients), 42–43
Step 3 (corporate attorney or medical risk department drafts

confidentiality release), 43
Step 4 (attendees must sign confidentiality release, patients

and support persons), 43–44

Step 5 (behaviorist thoroughly discusses confidentiality in
introduction), 44

Step 6 (signed confidentiality release is scanned into each
patient’s EMR medical chart), 44

culture of excellence and group visits, 16
features comparing today’s three major group visit models

(DIGMAs, PSMAs, and CHCCs), 4
financial analysis and benefits—DIGMAs and PSMAs

champion trains site champions at all large facilities
throughout the system, 65

consistently meeting census targets requires physicians and
support staffs to personally invite all appropriate patients, 65

economic requirements and ideal group size coincide, a most
serrendipitous finding, 64

fully used DIGMA and PSMA group room can create 2.5
physician full-time equivalents, 65

increased productivity alone from DIGMAs and PSMAs
provides strong economic benefits, 61–64

savings from increased physician productivity increases
rapidly over time, 64

for difficult, demanding, and psychosocially needy patients
doctor–patient relationships can be improved, 200
greater patient education can be provided, 200
most difficult single DIGMA experience for author as a

behaviorist, 201–202
negative feelings are often better handled in SMAs, 201
positive outcome, achievement of, 202
psychosocial issues can often be better handled in SMAs, 200
refer some of your most problematic and demanding patients

into your DIGMA, 200–201
goals of successful SMAs, 16
heterogeneous subtype of DIGMAs (and PSMAs)

best for half-time physicians, 35
counterintuitive aspects, 31–32
in primary care and medical subspecialties, 33
less threatening to other patients, 34–35
mixed and homogeneous groups often evolve into, 33–34
mixed subtype, evolution of, 38–39
operational advantages of heterogeneous DIGMA

subtype, 35
patients benefit from seeing others perceived as being worse

off, 34
patients listen when others with different conditions are

treated, 32–33
patients still share many common issues, 32

homogeneous subtype of DIGMAs and PSMAs (for use with
similar conditions and diseases)

best for chronic illness treatment programs, 37
handling patients bringing lengthy lists of health concerns is

problematic for homogeneous DIGMAs, 36–37
heterogeneous subtype—homogeneous DIGMAs often

evolve into, 34–35
limitations of homogeneous DIGMAs, 36
patient with a different condition who happens to attend also

creates a problem, 36
implementing group visits (max-pack all SMAs to provide as

much medical care as possible), 384
in fee-for-service and capitated systems, 246
in ‘‘pipeline’’ at once, 418
inappropriateness for certain physicians – or are they?

part-time physicians, 45–46
physician with many worries and concerns about starting a

DIGMA, 46
physicians not following their patients over time, 45
physicians not willing to invite all appropriate patients

during regular office visits, 45
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physicians perceived as being boring, poor communicators,
or difficult, 46

physicians unwilling to put time or energy into their SMAs, 45
physicians with new or unfilled practices or with no access

problems, 44–45
shy, introverted physician, 46

individual office visits with observers—what DIGMAs and
PSMAs are, 6–7

mixed subtype of DIGMAs and (PSMAs)
evolution to heterogeneous DIGMAs, 38–39
heterogeneous subtype, mixed and homogeneous DIGMAs

both often evolving into, 33–34
mixed endocrinology DIGMA example, 38–39
patients unable to attendmost appropriate session can attend

another, 38
mock DIGMA, 452–453
organizational benefits, 11–12
outcome studies

at multiple physicians level, 257–258
at Erie, PA, Veteran Affairs Medical Center, 247
chronic illness treatment paradigm for diabetes—Kansas

City VAMC, 305–306
Cleveland Clinic’s DIGMA and PSMA program, 284–285
DIGMAs work well, but only when they are properly

supported, 249–251
entire department’s access problem is solved through a

DIGMA program, 295–305
Northern Health in British Columbia, Canada, 336–337
pharmacist managed group medical appointments—Langley

AFB, 310–318
SMAs in the Netherlands, 337
typical first session of well-run DIGMA program, 253

overview of the DIGMA model, 21–22
parameters

appointment team, 24–28
scheduling, 24
six different ways of making a DIGMA appointment, 24

patient satisfaction, 10
physical examinations in DIGMAs, 150
physician abuses, 231
physician delivers one doctor–one patient medical care to each

patient, 58–59
difficult, time-consuming, and problematic patients are

handled well by DIGMAs, 59
fostering some, but not too much, group interaction, 59–60
physician completes the chart note immediately after

finishing with each patient, 59
physician leaves group roompromptly afterDIGMA is over, 61
physicians seldom need to see more than one or two DIGMA

patients privately, 60–61
strive to finish on time with all chart notes completed, 60

physician satisfaction, 28–29
customize DIGMAs and PSMAs to each provider, 29
productivity and improving access, 29–30
productivity increased by 200–300% or more, 29–30
productivity tripling design, 30

productivity increase
one weekly DIGMA at 300% equates to an 8–10% increase

in a full-time provider’s productivity for the entire
week, 192

running multiple SMAs per week correspondingly increases
physician’s productivity, 192

use of DIGMAs and PSMAs increase not only productivity
and access, but provide other benefits as well, 192

provide healthcare organizations with golden opportunity
through use of SMAs, 175

psychologists and social workers are often preferred as DIGMA
behaviorists, 395

strengths, see DIGMA strengths
team

behaviorist, 25
champion and program coordinator, 24–25
dedicated schedulers, 27
documenter, 26–27
nursing personnel (also used as care coordinators), 25–26

two-part physicals, 387
typical DIGMA session’s flow, 51–53

behaviorist’s functions, 55
nursing functions, 53–54
patient packet, 53
patients’ registration for session, 50
physician delivers one doctor–one patient medical care to

each patient in turn in the DIGMA, 58–59
walk-through process for, 453
weaknesses, see DIGMA weaknesses
works with other models—other types of group visits and group

programs, 122
See alsoCHCC (cooperative health care clinic); Physician buy-in;

Pipeline for launching new SMAs; PSMA (physicals
shared medical appointment); SMA (shared medical
appointment); Sutter’s four physician DIGMA pilot study

DIGMA strengths, 69
compliance can often be increased, 77–78
critically important reassurance can be provided by group

models, 79
difficult and demanding patients—treatment of, 76–77
drop-in convenience, 75–76
follow-up care can be made more timely and available, 84
fostering some group interaction (spend 90 minutes with own

doctor), 75
greater patient education and attention to psychosocial issues, 80
helping family members and caregivers, 77
mind and body needs can both be addressed, 76
occasional miracle patient provides inspiration and hope for all, 79
patient satisfaction with SMAs is generally high, 84–85
patients can get answers to questions they didnot know to ask, 82–83
patients help patients, and patient–physician relationships can

be enhanced, 77
physician satisfaction is also high with group visits, 85–87
physicians glean a different type of medically important

information
patients can reveal misuses of medications, 81–82
previously (denied or minimized) undetected symptoms are

sometimes reported, 81
X-rays and other requests can sometimes be made during the

group on a stat basis, 82
physicians see more patients and patients experience a more

relaxed pace of care
efficiency gains coming from the group milieu itself, 74
efficiency gains coming from the physician delegating to the

entire SMA team, 74–75
positive patient feedback about better access can persuade even

reluctant physicians to try a SMA, 74–75
problematic diagnoses and patients can often be treated more

easily, 77
traditional office visits and DIGMAs, 83–84
underserved and overlooked patients, reaching out to through

DIGMAs, 82
used alone or in conjunction with advanced clinic access, 70–73

DIGMAs support advanced access by demand reduction,
supply enhancement, backlog reduction, and matching
supply to demand, 71

Index 481



DIGMA strengths (cont.)
for handling good backlog, 71
issues with regard to advanced access, 72–73
same-day access can more easily be maintained once it is

achieved, 71
DIGMA weaknesses, 87

best trained personnel are required, not the cheapest or most
available, 89–90

change is introduced, the system is stressed, and and many
operational challenges can occur, 93–94

administrative, personnel, training, and facilities support is
required, 94–95

billing issues, 94
effective promotion, 95
organizational change includes a change in the culture of the

healthcare system, 94
physician recruitment, the multidisciplinary team, and

running a group, 94
inappropriateness for certain patients, conditions, and

physicians, 93
large group size—when time is limited, focus on highest priority

patient concerns, 95–96
meeting predetermined census targets, 89
outcomes studies—more difficult to obtain with some SMA

models, 96–97
physicians need to adjust care delivery style to SMA model,

90–91
diabetic DIGMAs (contrasting examples), 91–92
fostering the right amount of group interaction, 92–93

pre-existing system problems, even when marginally present, are
exacerbated by SMAs, 93

selection of champion and consistently maintaining
census, 88

skilled program coordinator, 88–89
See also DIGMA strengths

Disruptive innovations, SMAs are an example of, ix
Documentation support

efficiency is gained by the physician delegating to the entire SMA
team, including the documenter, 180

outcomes study [PSMA for breast reduction surgery
consultation—BRITE visit], 291

provides a strong incentive for physicians to do a DIGMA
and/or PSMA, 195–196

Documenter, 418
chart notes preparation in DIGMA and the documenter

having a documenter can align the priorities of the physician
with that of administration, 398

one documenter is recommended, two is not, 41–42
physicians using EMR, 39–40
physicians using paper charts, 39–40
time, money and added quality are enhanced by having an

efficient, well-trained documenter, 40–41
for systems using EMR, 196
implementing group visits and the role that the documenter can

play, 401
in DIGMA team, 26, 39–42
in PSMA team, 137

census can better be maintained through use of a
documenter, 136–127

consider making documenter contingent upon maintaining
census targets—a strong incentive, 138–139

optimizes productivity and efficiency, 164
responsibilities of, 137–138
required skill set, 138–139

See also Behaviorist; Champion; Dedicated scheduler; Program
coordinator

E

Electronic medical records (EMR), 40
CHCC and, 119
involve IT Department to make EMR user friendly for

DIGMAs and PSMAs, 160
role of documenter for systems using EMR, 196
See also Documenter

Excellence, develop a culture of excellence surrounding your SMA
program, 16

Excellence in service, xv
E-mail and internet-based medicine (plus a menu of treatment

options) is increasingly available to patients, 16–17

F

Fee-for-service (FFS) systems
appropriate reimbursement is required, 357–358
billing in

DIGMAs, 356
How some FFS systems bill for DIGMAs and PSMAs,

355–360
PSMAs, 357–358

See also Capitated systems
1stMedical Group, see outcomes study [pharmacist managed group

medical appointments—Langley AFB] underGroup visits
Follow-up visits, 21, 99

DIGMAs enabling patients to be seen without follow-ups being
stretched out, 73

See also Group visits; CHCC (cooperative health care clinic);
DIGMA (drop-in group medical appointment); PSMA
(physicals shared medical appointment); SMA (shared
medical appointment); Individual visits

G

Gastric bypass pulmonary consultations, preoperative, 259
Geriatric programs, PSMA in, 129

CHCCs were originally designed for high utilizing, multi-morbid
geriatric patients, 99

DIGMAs are often used for geriatric patients and the
chronically ill, Chapters 2, 3, and 7

Group visits, 3
advantages and disadvantages, 386
are there applications in whichDIGMAs and PSMAswill not work

digital rectal examinations for elderly hermits in remote
Alaska, 14

homeless patients, 14
precisely match type of care offered to patients’ needs, 15

benefits
applications occur in many areas for SMAs, 7
CHCC, 7
DIGMA, 6
improved access to care, 8
patient benefits, 9–10
patient satisfaction, 10
PSMA, 6
organizational benefits, 11–13
physician benefits, 11
use in medical subspecialties, 8

careful planning, adequate support, and proper running are all
critically important to success, 15

defined benefits of a well-run group visit program, 3
for busy practices and chronic illnesses, 5–6
models

CHCC, 4–5
DIGMA, 4–5
PSMA, 4–5
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outcomes study [chronic illness treatment paradigm for
diabetes—Kansas City VAMC], 305

background, 306
benefits, 306
computer technology, 307
conclusion, 310
decrease in wait times—open access, 308
future scope, 310
lessons learned, 309
outcomes, 307–309
patient education, 307
patient satisfaction, 307
preliminary clinical data, 309
productivity, 308
project implementation, 306
rollout timeline, 307
staff, 307

outcomes study [Cleveland clinic’s DIGMA and PSMA
program]

access and satisfaction results, 284–288
billing aspects, 288
DIGMA and PSMA models selection aspects, 284
inadequate census, 285
success of initial groups, 285

outcomes study [Dartmouth’s bone marrow transplantation
clinic], 282

conclusion, 283
follow-up and update, 283–284
increased productivity and efficiency, 282

outcomes study [DIGMA used to solve an entire department’s
access problems], 295

access problems scope, 299
conclusions, 302
customization to each neurologist’s specific needs, 296
methodology, 296
patient satisfaction, 299
patients and measures, 296
problem, 296
professional appearing marketing materials, 298
results, 300
results (26% increase in departmental return appointments

per week), 301
results (access problems were completely solved in less than

1 year), 302
results (better results with dedicated scheduling support),

304
results (decreased phone calls, patient complaints, and

work-ins), 302
results (dedicated scheduler and more personal invitations

from physician and staff), 305
results (had 0.7 FTE neurologist actually been hired, then

benefits of DIGMA would have been lost), 301
results (high patient satisfaction), 303
results (high physician professional satisfaction), 304
results (ideal group size), 304
results (improved patient–physician relationship), 303
results (in terms of return appointments, this was equivalent

to hiring additional 0.7 FTE neurologist), 302
results (increased throughput, backlog reductions, access

gains, and physician FTEs generated), 300
results (neurologists’ return appointment productivity—

average increase was 650%), 302
results (return appointments available to department each

week), 300
scheduling, 300–301
setting, 289

outcomes study [DIGMAs and PSMAs at Memphis Tennes see
VAMC], 276

additional SMAs, 282
combat veterans PSMA program, 276–278
Congressional Legislation, 281
heterogeneous subtype SIGMA, 279–280
homogeneous subtype SIGMA, 280
intake PSMA, 280
newspaper coverage, 281
polytrauma SMA for OIF/OEF combat veterans with

traumatic brain injury, 281
outcomes study [DIGMAs at Northern Health in British

Columbia, Canada], 336
access and physician shortage problems, 336
background and history, 336
challenges, 337
clinical outcomes, 337
patient satisfaction, 337

outcomes study [group medical care to change healthcare
outcomes], 321

better access, 322
better clinical outcomes, 324
better patient satisfaction, 324
chronic care model, 324
conclusion, 325
data tracking, 323
group medical visits, 323
growing problem, 322
open access, 322
possible solution, 322
results, 323–324
team formation, 322

outcomes study [pharmacist managed group medical
appointments—Langley AFB], 310

background, 311
conclusion, 318
infection control, 315
lipid DIGMA, 315–317
medication errors, 313
Medication Therapy Management (MTM), 317
psychosocial aspects, addressing of, 313
SAR DIGMA Program, 311
URI DIGMA Program, 312

outcomes study [ProMed Health Care]
behaviorist, 327
business case, 329–330
conclusion, 334
dedicated scheduler, 327
diabetes outcome study 1, 331–333
diabetes outcome study 2, 333
dramatic access improvement, 328
goals, 327
improved screening tests and outcomes are major focuses, 328
innovative gynecology PSMA design, 331
productivity optimization, 328–329
program coordinator/champion, 329
shared appointments, 329
SMA customization to individual provider, 331
SMA specialist, 328

outcomes study [PSMA for breast reduction surgery
consultation—BRITE visit]

benefits, 292
business model for SMAs, 294
census maintenance, 294
continuous improvement aspects, 292
current flow, 292
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Group visits (cont.)
documentation support, 294
initial session, 292
new model redesign, 291
obstacles, 295
old model quality assessment, 291
patient satisfaction, 292
quality of care, 292
results discussion, 293
SMAs, other applications in our practices, 294
Team used for the Brite visit, 294

outcomes study [PSMA for heart failure patients]
background, 318
conclusion, 318
demographics, 320
discussion, 321
Dr. Seidensticker’s personal observations, 321
goals, 319
improved medication utilization, program attendance,

compliance, and quality of life, 320
measures, 319
methodology and flow, 319
need and rationale, 318
patient satisfaction, 320
patients, 319
reduced hospitalization, 320
results, 320

outcomes study [SMAs in the Netherlands]
background, 337
conclusion, 340
confidentiality and billing, 339
DIGMA acceptance, 339
DIGMA training, 338
high patient satisfaction, 339
patient and provider benefits, 338
plans for formal outcomes research, 340
staffing and room space challenges, 339

outcomes study [when access is not an issue], 288
background and rationale, 289
conclusion, 290
pilot results, 289
program design, 289
program results (better achievement of recommended

frequency of diabetes tests and preventive care
measures), 289

program results (frequency of routine diabetes visits
decreased), 289

program results (high patient satisfaction), 290
outcomes study at individual physician level, 246
outcomes study at individual physician level [DIGMAs at the

Erie, PA, Veteran Affairs Medical Center]
background, 247
DIGMA provide many benefits, 248
I am now very comfortable in running my DIGMA, 248
I soon had a change of heart, 247
initially, I rejected DIGMA concept, 247
my initial DIGMA session, 248
preliminary clinical outcomes and performance measures are

all positive, 248
outcomes study at individual physician level [DIGMAs work

well, but only when they are properly supported], 249
DIGMAs do not increase utilization, 252
patients did not keep coming in simply because DIGMA

visits were now available, 252
phase 1 of study, 249
phase 2 of study, 250–251

phase 3 of study, 251
phase 4 of study [withdrawal of critically important support

from behaviorist and dedicated scheduler], 251
problem, 249
study design, 249
whywas this DIGMAprogram so able to reduce backlog and

improve access? 252
outcomes study at individual physician level [PSMA model and

how it increased one physician’s productivity over 300%]
data, 256
original flawed model, 255
problem, 256
updated PSMA model, 256

outcomes study at individual physician level [typical first session
of well-run DIGMA program]

initial DIGMA session setting, 253
physician productivity increase by 520% plus satisfied

patients, 254
provider’s actual productivity during normal clinic hours,

determination of, 254
size of DIGMA, 253
study design, 254

outcomes study at multiple physicians level [DIGMA pilot
study involving multiple primary and specialty care
providers], 260

actual plan envisioned (departures from original pilot study
and reasons for changes), 263

actual plan envisioned (preimplementation planning), 264
DIGMA programs must be flexible, 274
DIGMAs can stress system, operational challenges must be

promptly resolved, 274
DIGMAs have specific requirements for success, and these

often evolve over time, 275
issues (behavioral health replacement training), 265
issues (billing for DIGMA services), 266
issues (training of support staffs), 265
original plan envisioned (preliminary work, phase 1/2/3)

and actual plan), 262–263
plan envisioned (preliminary work), 262
study overview, 260
study reasons, 260, 262
Sutter’s four pilot DIGMAs, 268–269
teaching points learned from pilot project, 270–272

outcomes study at multiple physicians level [DIGMAs
immediate impact upon access]

prior to launch, substantial access problems existed in all 3
pilot physicians’ practices, 258

right after launch, access to all three practices substantially
improved, 258

typical improvement in access (DIGMAs and PSMAs), 258
outcomes study at multiple physicians level [improving access to

care when faced with limited physician resources], 259
improved access to care, benefits, 260
outcomes, 259
patient satisfaction, 260
preoperative gastric bypass pulmonary consultations, 259
sleep apnea consultations, 259

reception in popular press, 10
why group visits?, 245
See also Abuse of group visits; Implementing group visits;

DIGMAs (drop-in group medical appointments);
CHCCs (cooperative health care clinics); PSMAs
(physicals shared medical appointments); SMAs
(shared medical appointments; group visits; Pipeline
for launching new SMAs

Gynecology PSMA design, 331
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H

Headache in neurology and primary care, DIGMAs (treatment
example), 199–200

Homeless patients, SMA and, 14
Hormone replacement therapy (DIGMA treatment example), 199
Hyperlipidemia, 316

See also Lipid DIGMA

I

Implementing group visits
step 1 [secure high-level administrative support], 345

budget aspects, 347
facilities aspects, 348
inadequate support undercutting attendance and

productivity, 346–348
personnel aspects, 347
presentations to executive leadership and business plan

submission, 345
real and meaningful support, 346

step 2 [reach organizational consensus despite dissension]
despite dissension, agreement must be achieved before

proceeding, 348
expect dissension because SMAs represent major paradigm

shift, 348
overcome dissension by giving presentations, information,

and business plan to leadership, 348
step 3 [select best possible champion and provide required

amount of time]
champion and program coordinator develop a pipeline for all

new SMAs, 349
champion customizes SMA to particular needs of physician, 351
champion meets with interested providers individually, 351
champion must be sensitive to physician’s needs, 351
champion starts by recruiting willing, motivated physicians

on an ongoing basis, 351
mental health champion acting as behaviorist, 350
other SMA needs to attend to, apart from customization, 352
participation in actual launch of SMA, 352
physician and mental health champions, 350
program coordinator leverages champion’s time, 352–353
psychologist or social worker as champion, 349
responsibilities and qualifications of champion, 349
seasoned nurses, administrators, and educators as

champion, 350
step 4 [address billing issues first, before starting SMAs]

additional costs that SMAs involve, 359
appropriate reimbursement is required, 357
behaviorist’s time is typically not billed, 355
billing in capitated systems, 354
billing in FFS systems, 355
insurers benefit, 357
issues, 358
miscellaneous up-front costs, 358
personnel costs, 358
promotional costs, 358
substantial program costs, 358
work in progress for billing, 355

step 5 [drafting of confidentiality release], 359–260
step 6 [develop computer codes and scheduling procedures]

computer codes need to be installed on master schedules, 360
IT involvement, 360
scheduling of patients into SMA, 360
SMA appointment appearance on schedulers’ computer

screens, 361
support staff training with regard to scheduling patients, 361

step 7 [pre-establish and consistently meet census targets]
capitated systems, caution to administrators in, 370
capitated systems, providers in, 370
census targets, calculation, 365–366
continue filling all SMA sessions, especially after initial

success, 373
design and supports need to be examined if problems arise, 363
establish maximum census levels, 364
establish and consistently meet minimum census levels, 364
establish and consistently meet target census levels, 364
keys to successfully filling DIGMA and PSMA group

sessions, 362
lowering pre-established census requirements–be cautious

about doing so, 371
lowering pre-established census requirements, do so slowly if

at all, 373
most effective single means of filling SMAs (positively

worded, personal invitations from physicians), 364
patients enter SMAs in many ways, 364
poor attendance puts the SMA at risk for failure, 363
productivity increase by 200%, 367–368
productivity increase by 300%—themost frequent goal, 369, 370
productivity increase by 300% or more, 369–370
productivity increase by 400% or more, 368
rationalizing small groups, be cautious about doing this, 371
stay within recommended group sizes, 373
time needs to be taken to become comfortable with large, full

groups, 372
step 8 [effective program promotion to patients]

budget must include adequate funding for quality
promotional materials, 375

high-quality marketing materials need to be developed, 374
nurse/MA gives fliers to all appropriate patients during

regular office visits and invites them to attend, 379
physician’s strategy for successfully promoting SMA to

patients, 380–381
promotion through newsletters and local mass media, 379
promotional materials should be developed in template

form, 376
quality marketing materials make it easier for physicians to

refer patients successfully, 375
tips on designing DIGMA wall poster, 376–377
tips on drafting program description fliers, 377–378
tips regarding announcement letter, 378
tips regarding invitation, 379
what patients need to know before attending a group

visit, 379
step 9 [use comfortable, well-equipped group and exam rooms]

for DIGMAs, the exam room should be located near to the
group room, 383–384

recommended seating arrangement, 382
room availability, ventilation, and decoration, 381

step 10 [max-pack all SMAs to provide as much medical care as
possible], 384–386

patients private time with physician as needed, 385–386
step 11 [optimize providers’ mix of individual and group

visits], 386
DIGMAs and PSMAs are often a better choice than

traditional office visits, 387
DIGMAs can be used for two-part physicals, 387
individual and SMA visits both have their respective

advantages and disadvantages, 386
sometimes individual office visits are best, 387

step 12 [select your initial SMA providers with care]
choose busy, backlogged physicians that are respected by

their peers, 388
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Implementing group visits (cont.)
DIGMAs and PSMAs can improve physician’s patient

satisfaction scores, 390–391
potential pitfalls of selecting motivated physicians who

volunteer, 388
preferred strategy for selecting physicians for SMA pilot

study, 389–390
step 13 [careful selection and training of behaviorist]

behaviorist enables physician to focus on providing
personalized medical care, 393

behaviorist’s responsibilities in a DIGMA or PSMA, 392
behaviorist’s role in a DIGMA or PSMA (versus in a mental

health group), 391–392
must use tact when addressing psychosocial issues, 393
nurses are often preferred as behaviorists in PSMAs, 395
points to cover in behaviorist’s introduction, 395–396
psychologists and social workers are often preferred in

DIGMAs, 395
step 14 [select the best possible treatment team for each SMA]

consider provider’s own support staff as part of team, 396
dedicated scheduler, 398–399
documenter, 398
nursing personnel, 397–398

step 15 [custom design SMAs to each provider’s exact needs]
after initial meetings, DIGMAs and PSMAs go into the

‘‘pipeline’’ for development, 402
avoid the common beginner’s mistake of limiting SMAs to a

single condition, 400–401
expectations of physicians running DIGMAs or PSMAs, 401
physicians need to personally believe in their SMA, 402
selection of forms, handouts, and marketing materials,

402
step 16 [physicians must delegate fully to the skilled and trained,

multidisciplinary SMA team]
productivity should be optimized, 402
skilled, trained, and well-functioning multidisciplinary

teams, are required for successful SMAs, 402
step 17 [develop policies for ensuring success, promptly solve any

problems that arise, and avoid common mistakes]
avoid making these ten common beginner’s mistakes, 408
challenge of consistently achieving full groups, 406
common beginners’ mistakes—be careful not to make

them, 408
deliver asmuchmedical care as possible in the group setting, 405
have patients call the office before dropping in whenever

possible, 406
problems are often experienced at the start of a new SMA, 409
reduce no-shows by reminding patients a day or two prior to

their upcoming SMA visit, 405–406
solve operational problems promptly when they arise,

407–408
try to schedule follow-up appointments back into future

DIGMA and PSMA sessions, whenever appropriate, 406
twenty-four practical tips for physicians running a DIGMA

or PSMA, 404
step 18 [start with a carefully designed pilot study and then

evaluate its success]
carefully evaluate the pilot study, and then issue periodic

reports on SMA program thereafter, 410
customize pilot DIGMAs and PSMAs, then carefully select

both SMA teams and outcome measures, 410
pilot studies need to be evaluated regarding their success, 410
select pilot physicians and pilot site(s) with care, 411
use appropriate evaluative measures, 411

step 19 [go from successful pilot study to system-wide
implementation], 412–415

critical mass of successful SMAs at each facility can
eventually be developed, 414

first DIGMAs and PSMAs to be launched are typically the
most difficult, 413–414

process of expanding the SMA program organization-
wide, 412

some physician holdouts can always be expected with SMAs,
but that is OK, 413

try to secure physician buy-in at the grass roots level, and not
through administrative mandates, 412

step 20 [determine how many SMAs you want to launch each
year throughout your system]

champion and program coordinator help during the first 2
months of running each new SMA, 416

champion debriefs after sessions with the physician and SMA
team for the first 2 months, 416

champion can help to launch new DIGMAs and PSMAs by
temporarily acting as behaviorist, 415

champion of champions approach, 420
disseminate the SMA program throughout the entire

organization, 417–418
full-scale implementation in large systems with multiple sites,

418–421
multiple facilities at a time approach, 420
one facility at a time approach, 418
realistic timetable for launching a single SMA, 415
total time required to successfully launch each new SMA, 416

See also CHCC (cooperative health care clinic); DIGMA (drop-
in group medical appointment); Group visits; Individual
office visits; Physician buy-in; PSMA (physicals shared
medical appointment); SMA (shared medical
appointment)

Individual office visits, 17
individual and group visits each have their advantages and

disadvantages, 386–387
DIGMAs and PSMAs resemble individual office visits with

observers conducted in a group setting, 6
sometimes individual office visits are best, 287
See also Group visits; SMAs (shared medical appointments)

Infection control [pharmacist managed group medical
appointments—Langley AFB], 310

Insurance abuse, see under Abuse of group visits
Internal medicine DIGMA, see Dr. A’s internal medicine DIGMA

under Sutter’s four pilot DIGMA project

J

Job satisfaction, 10, 188–189
Job doability, 5, 11, 232, 346

K

Kansas City VAMC, see outcomes study [chronic illness treatment
paradigm for diabetes—Kansas City VAMC] under
Group visits

L

Langley AFB, see outcomes study [pharmacist managed group
medical appointments—Langley AFB] underGroup visits

Lipid DIGMA, 315
business case for group visits, 317
high patient and provider statisfaction, 316
hyperlipidemia treatment, 316
methodology, 316
results, 316
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M

Medication Therapy Management (MTM), 317
Memphis Tennes see VAMC, see outcomes study [DIGMAs

and PSMAs at Memphis Tennessee VAMC]
under Group visits

Menu of care options is now increasingly available to patients, 16
Mock DIGMA, 452–453
Mock PSMA, 452

N

Netherlands, see outcomes study [SMAs in the Netherlands] under
Group visits

Nursing personnel
implementing group visits and, 397–398
in the DIGMA team, 23, 49
nurse/MA duties are first applied to early arrivers and any

patients needing to leave early, 55
nurse/MA(s) stop calling patients out when behaviorist is giving

the introduction, 55
nursing duties continue until all patients are finished, at which

time nurse/MA(s) can return to normal clinic duties, 55
in PSMA team, 126
productivity and efficiency should be optimized in PSMAs, 157

O

Organizational abuse, 239
See also Abuse of group visits

Organizational benefits of SMAs, 11–13, 43
financial benefits, 61–64

Outcome studies, Chapter 9
[Also see Group visits, outcome studies]

P

Patient centered medical home, xv
Patient packets, 146–148, 451

See also PSMA (physicals shared medical appointment);
DIGMA (drop-in group medical appointment)

Patient satisfaction
Cleveland clinic’s DIGMA and PSMA program outcomes

study, 284–288
improving access to care when there are limited physician

resources [multiple physicians level outcomes study], 259
lipid DIGMA, 315
measurement of, 192
measurement after launching a new SMA, 465
outcomes study

chronic illness treatment paradigm for diabetes—Kansas
City VAMC, 305

DIGMAs can be used for solving an entire department’s
access problems, 295

PSMA for breast reduction surgery consultation—BRITE
visit, 292

SAR DIGMA and URI DIGMA program, 311
SMA benefit, 9–10

DIGMA strengths, 76–77
PSMA benefits, 122

Sutter’s pilot study involving four different DIGMAs, 260–261
See also Physician satisfaction

Peri-menopausal issues in gynecology (treatment example), 199
Physician abuse, see under Abuse of group visits, Chapter 8
Physician acceptance, see Physician buy-in
Physician buy-in, 173–202

achieving of physician acceptance, 174

at the grassroots level, 174
benefits of well-run SMAs, 370

access can be improved, 191–193
better care, 189
compliance can be enhanced, 190
customization to every physician’s particular needs, 194–195
documentation support, 195–196
documenter for systems using EMR, 196
economic benefits, 192
efficiency is gained by the physician delegating to the entire

SMA team, 195
expensive physician downtime can be avoided by

overbooking SMA sessions, 202
for difficult, demanding, and psychosocially needy patients,

200–202
growing the physician’s practice, 196–197
help from the behaviorist and the group, 189
help in getting physicians back on schedule when running late

in the clinic, 193
max-packed visits and reduced defect rates, 197
mind and body needs can both be addressed, 189–190
patients helping each other, thus making the physician’s job

easier, 198–199
physician professional satisfaction, 189
physicians get to know their patients better, 191
physicians tend to ‘‘own’’ their SMAs, 199
productivity increase, 193–194
productivity increase, access improvement, and better

managed busy practices, 192
real, meaningful help from the entire multidisciplinary SMA

team, 198
reduced repetition of information (hormone replacement

therapy and peri-menopausal issues in gynecology
example), 199

reduced repetition of information (treating headache in
neurology and primary care DIGMAs), 199–200

reduced telephone call volume, patient complaints, and need
for double bookings, 193

schedule and appointment optimization, 196
concerns about group models, 175–188

concerns are frequently anxiety-driven rather than reality-
based, 175

requirements for success, 175–176
concerns that physicians have about SMAs need to be addressed

group programs strip awaymy easy patients, leavingmy hard
ones for the rest of week, 184

I have some ethical concerns, 186
I will still need individual appointments, 184–185
I’m already so busy that there is no way that I can see three

times as many patients in a DIGMA or PSMA, 180
I’m concerned about confidentiality, 185
I’m not comfortable delivering medical care in a group

setting, 181
I’m too busy to start one at this time, 176
it might work for others, but my patients are different and

won’t want a group, 179
it won’t work for my personality and practice, 178–179
this is ‘meat market’ care, 186
this sounds like more managed care cost-cutting, not

increased quality of care, 182–183
what if I don’t know the answer to a question or say

something stupid in front of 15 patients at once?, 177
what if I lose control of group?, 183–184
what’s in it for me?, 187
why should I run a SMA if my reward will only be a 200

patient increase in my panel size? 187
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Physician buy-in (cont.)
DIGMAs and PSMAs provide healthcare organizations with a

golden opportunity, 175
from pilot study to full-scale implementation, 174
initial concerns about the group model, 175
physicians and healthcare organizations recognize the need to

change, 173
productivity increase

measurement, 192
one weekly DIGMAor PSMA can create an 8–10% increase

in the entire week’s productivity, 193
running multiple SMAs per week can correspondingly

increase the physician’s productivity, 192
use of increased productivity (can be used in many ways), 192

SMA success and, 173
See also Group visits

Physician satisfaction
assess physician satisfaction periodically after launching a new

SMA, 468
benefit of a well-run SMA, 189
DIGMA and, 29–32

DIGMA strength, 80–82
outcomes study [DIGMA program for solving an entire

department’s access problems], 295–296
PSMA and, 28, 131

Pipeline for launching new SMAs, 426
after launching a new SMA, important steps need to be taken, 458

after sessions, debrief for 2 months, 463–464
attendees must sign the confidentiality waiver, 461
be flexible and slowly make changes to SMAs as needed, but

do not reduce census targets at first, 459–460
billing and compliance need to be monitored, 464
census needs to be monitored for upcoming sessions on an

ongoing basis, 464
consistently failing to meet census targets will ultimately

result in the SMAs termination, 467–468
consistently strive to meet your targeted number of new

SMAs launched per year, 465–466
ensure that all depleted SMA materials are replenished as

needed, 462
have all staff involved with the SMA sit in on one or two

session on rotating basis, 460
organization-wide expansion of the SMA program, 465–466
patient satisfaction with the SMA program needs to be

measured, 465
personally compliment your schedulers, receptionists, and

nursing staff whenever SMA sessions are filled, 462
physician professional satisfaction needs to be assessed, 468
pilot study must first be evaluated, 465
plan for promptly filling SMA sessions whenever census is

low, 467
preregistration census reports should be generated weekly or

twice-weekly, 466
productivity reports need to be generated periodically,

468–470
provider’s treatment recommendations—a copy should be

given to patients, 461
repeat the entire pipeline process (once it is developed) with

all newly recruited providers, 466
schedule appropriate follow-up visits back into the DIGMA

whenever possible, 461
SMAs need to be evaluated on an ongoing basis, 464
try to finish on time with full groups and all chart notes

completed, 459
steps to be taken with each new SMA prior to its entering the

pipeline, 426

weeks 1 and 2
arrange in advance for clinic coverage during SMA

sessions, 428
continue training provider on how to best word the personal

invitation given to all appropriate patients, 430–431
establish all major details of each new provider’s SMA,

including the start date, 426–427
listing of all patients on the provider’s panel by diagnosis, 430
order holders for the program description fliers and mount

them next to the wall poster, 431–432
order and mount framed posters onto provider’s lobby and

exam room walls, 431
place the DIGMA or PSMA on the master schedules of the

entire SMA team, 427–428
provider’s actual pre-SMA productivity during normal clinic

hours must first be determined, 429
reserve group and exam rooms, 429

weeks 3, 4, and 5
approval of documents and selection of handouts, 437
billing and documentation protocols, 437
chart note template must be developed, 437
cold calling patients to top off filling upcoming DIGMA and

PSMA sessions, 436
establish duties of all support personnel (schedulers,

receptionists, nurses, etc.) and provide necessary training,
433–434

necessary supplies for the SMA need to be ordered, 439
schedule patients into the SMA on an ongoing basis, 436
train all support personnel on how to most effectively

schedule patients, 434–436
training sessions for behaviorist and nurse(s) regarding their

expanded duties, 438–439
weeks 6, 7, and 8, 439

census needs to be continuously monitored, 444–445
champion addresses any physician, staff, or SMA team

concerns or anxieties, 446
installation of functional computers, 442
outcome measures and methodologies need to be developed,

447–449
print announcement letter, 440
print new SMA provider’s invitation letter, 439
print preliminary program description flier, 439
provider’s chart note template for the SMA needs to be

developed, 442–443
scheduling of snacks, 445–446

weeks 9 and 10
address any unresolved issues as they arise, 451
aligning motivations of patients and physicians to finish on

time, 456
champion points out common beginner’s mistakes and how

to avoid making them, 455
check the number of patients scheduled into the first four

sessions, 449–450
hold final training sessions for any and all support personnel

as needed, 449
if census is low, promptly alert provider, support staff, and

schedulers, 450
mock DIGMA, 454–455
mock PSMA, 454–455
most common beginner’s mistakes that behaviorists make,

456–457
most common beginner’s mistakes that physicians make, 455
patient flow walk-through, 452–458
patient packets must be assembled, 451
start to finish walk-through process for a new

DIGMA, 453
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Preoperative gastric bypass pulmonary consultations, 259
Primary care

DIGMA heterogeneous subtype in primary care as well as the
medical and surgical subspecialties, 31–32

mixed and homogeneous subtypes often evolve into
heterogeneous DIGMAs over time, 33

heterogeneous DIGMAs offer many benefits, 34
PSMA mixed subtype in, 141–142

examples, 141–143
keeping sexes separate, 143

See also Group visits; PSMAs (physicals shared medical
appointment); DIGMAs (drop-in group medical
appointments); SMAs (shared medical appointments)

Privacy
patient privacy in PSMAs, 143–144
See also Confidentiality

Productivity increase
by 200%, 368
by 300%, 369
by 300% or more

caution about reducing productivity elsewhere on your
schedule, 370

creates three extra hours of physician time per week, 369
translating into 8–9% overall increase in weekly

productivity, 370
ways physicians can use this benefit, 369–370

by 400% or more, 368–369
productivity reports need to be generated shortly after the new

SMA has been launched, 463–464
See also Implementing group visits

Program coordinator
and champion develop a pipeline for all new SMAs, 353
champion and program coordinator help in many ways during

first 2 months of running each new SMA, 131, 416
implementing group visits, 416

in DIGMA team, 27
in PSMA team, 131
outcomes study [ProMed Health Care], 337
productivity and efficiency can be maximized through use of a

program coordinator, 157
selection of a skilled program coordinator that fully assists the

champion is critical to success, 88–89
to leverage the champion’s time, 352–353
See also Behaviorist; Champion; Dedicated scheduler;

Documenter
ProMed Health Care, see outcomes study [ProMed Health Care]

under Group visits
PSMA (physicals shared medical appointment), 4, Chapter 5

access solution for physical examinations, 130
and other group visit models

combining with, 66
dramatic difference between, 66

applications in which SMAs will not work—the as yet
unsuccessful search for, 14

digital rectal examinations for elderly hermits in remote
Alaska, 14

homeless patients, 14
precisely match care offered type to patients’ needs, 15

as primary means of delivering care, 18
basic components

initial ‘‘patient packet’’ segment, 146–148
interactive group segment, 149–150
private physical examination segment, 148–149

beginner’s mistakes
cheapest or most available PSMA team is assembled rather

than the best, 169

designing the DIGMA or PSMA to be more homogeneous
than it needs to be, 167–168

effective promotion cannot be avoided, 168
failure to consistently meet pre-established census

requirements, 168
first prove that it works, and then administration will

support it, 167
fostering too much (or not enough) group interaction,

170–171
physician and behaviorist not staying focused and succinct

throughout session, 169–170
physicians not fully delegating to the entire SMA team, 169
prematurely launching the SMA before all necessary

supports are put into place, 167
quality, census, economy, and assessment are all to be

optimized in each new SMA, 157
behaviorist role in

difficult job, 155
specific qualifications and scope of practice, 155
unlike DIGMAs, a nurse behaviorist is often the preferred

choice for a PSMA, 155
benefits of well-run SMAs, 6

access improvement, 184
chronic disease management benefits, 204
corporate purchasers benefit, 227
economic benefits, 61–64, 192–193
entire department can benefit, 132–133
financial benefits, 61–64, 192–193
for every 12 DIGMAs and/or PSMAs run per week, an extra

physician FTE can be created out of existing resources, 193
greater efficiency, improved access to physicals and return

visits, and high levels of patient and physician
satisfaction, 131

growing a physician’s practice through DIGMAs and
PSMAs, 198

improved compliance with recommended treatment
regimens, 132

in chronic illness treatment, 220, 221
increased time with one’s physician, greater patient

education, and help and support from other patients, 130
new physicians’ practices can be grown and the organization’s

access problems solved through SMAs, 131
organization benefits, 11–13, 224
patient benefits, 9–10, 13, 180, 277
patients bringing up medically significant symptoms for first

time, 131–132
physical examination providers of all types can benefit from a

PSMA, 132–133
physician benefits, 11, 187–188, 230
third party insurers also benefit, 359
productivity increase, 190
quality care and a multidisciplinary, team-based approach to

care, 130–131
reduced telephone call volume, patient complaints, and need

for double bookings, 193
billing for DIGMAs and PSMAs, 144–145, 246, 355–356
careful planning, adequate support, and properly running are all

keys to success, 15
census targets for, 145
chart note template, 145
chronic illness treatment, use of PSMAs, 121, 221–222

PSMA benefits, 222–221
when to use, 220–221

combat veterans PSMA program
administration benefits, 278
advantages, 270
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PSMA (physicals shared medical appointment) (cont.)
efficiency, access, and overbooking benefits, 277
flow in OIF/OEF, 278
general, 277
patient benefits, 277
provider benefits, 277–278
VAMC data on OIF/OEF, 278–279

culture of excellence and, 16
documenter

census maintaining and, 138
responsibilities, 137–138
skill set, 138–139

features, 4
for difficult, demanding, and psychosocially needy patients

doctor–patient relationships can be improved, 200
greater patient education can be provided, 200
psychosocial issues can often be better handled in SMAs, 200

full sessions are the key to success, 128
goals of successful SMAs, 17
heterogeneous subtype

advantages, 141
patient groupings, 141

homogeneous subtype
intuitively appealing subtype, but not always the best choice 140
patients’ grouping by age and sex, 139–140
patients’ grouping by diagnosis, 139
patients’ grouping by surgery type/procedure being faced and

condition/situation, 140
implementing group visits (max-pack all PSMAs and DIGMAs

to provide as much medical care as possible and give
patients a one-stop healthcare experience), 384–385

in fee-for-service and capitated systems, 246
in ‘‘pipeline’’ at once, how many DIGMAs and PSMAs can be

therein at one time, 418
in primary and specialty care, 125–126

keeping sexes separate through use of mixed PSMAmodel, 143
individual office visits with observers, run PSMA as a series of

(from start to finish), 6–7
mock PSMA, 451
model (PSMA)

beginning, 125–126
distinguishing characteristics, 126
medical necessity, 126
most counterintuitive and misunderstood of all group visit

models, 128
no brainers is how many physicians and organizations view

PSMAs, 127
interactive group segment of PSMA, 149–150
outcome studies

breast reduction surgery consultation—BRITE visit, 291–295
Cleveland clinic’s DIGMA and PSMA program, 284–288
Dartmouth’s bone marrow transplantation clinic, 282–284
DIGMAs andPSMAs atMemphis Tennes seeVAMC, 276–282
for heart failure patients, 318
physician’s productivity increased by over 300%, 255–257
ProMed Health Care [innovative gynecology PSMA

design], 314
patient packet segment of PSMA, 146–148, 147
patient satisfaction, 10
patient sources for PSMAs, 129–130
performing physical examinations during last part of session is

typically a mistake, 152–153
difficult to finish on time, 153
number of patients roomed for physicals should be

minimized with this PSMA approach, 152–153
physical examination segment, ways to conduct

approach resulting in DIGMA, 152
option 1 [conduct physicals during first part of session (most

common, typically best choice)], 151
option 2 [provide physical examinations throughout

interactive group segment—a common beginner’s
mistake], 151–152

option 3 [perform physical examinations during last part of
session—often problematic], 152–153

physician abuses and, 217
privacy aspects in, 143–144
private physical exam segment of PSMA, 158
productivity and efficiency can be maximized in PSMAs by

doing the following, 157–161
delegate to documenter, 159–160
delegate to the champion and program coordinator in larger

systems, 157–158
EMRdocumentation process should be simplified asmuch as

possible, 148
maximize behaviorist’s role, 158–159
maximize nursing personnel’s role, 159
organization’s documentation as well as billing and

compliance experts should be involved, 161
physicians need to fully delegate to the PSMA team, 157
physicians’ personal invitations must be given to all

appropriate patients, 161
stay succinct and focused, 157

PSMAs and DIGMAs provide healthcare organizations with
golden opportunity, 175

dedicated schedulers can be used to top off census of PSMA
sessions, 13

success tips when running your PSMA, 161–163
defer all but truly private discussions (and what needs to be

discussed in order to conduct the exam) from the
inefficient exam room to the highly efficient group room,
whenever appropriate, 163

foster some group interaction, 163–164
fully delegate to the entire PSMA team, 164
have patients stay for the entire session whenever

possible, 167
inappropriate for certain types of patients, 163
limit the amount of time you spend on the first couple of

patients, 163
necessary documentation support, 165
predetermine PSMA census levels, and then consistently meet

them, 164
prescreen new patients, even if it’s only very basic, 166
remain concise and focused throughout, 163
schedule patients 2 to 3 weeks in advance of the PSMA

session, 166
strive to increase the physician’s productivity via the PSMA

by 300%, 164
team

behaviorist, 135
champion, 136
dedicated scheduler, 136
documenter, 137
nursing personnel, 136
program coordinator, 136

use in primary care as well as medical and surgical subspecialties,
128–129

weaknesses, 153–157
behaviorist’s job is harder, 155
behaviorist’s specific qualifications, responsibilities, and

scope of practice, 155–156
census levels targets present an ongoing challenge, 154–155
facility requirements, 154
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logistical challenges surround the patient packet , and these
must be addressed , 156–157

not so intuitive to physicians, staff, and patients (least
intuitively obvious of all SMA models), 54

personnel requirements, 153
works well with other SMA models, other types of group

programs, and individual office visits, 121
See also CHCC (cooperative health care clinic); DIGMA (drop-

in group medical appointment); Physician buy-in; SMA
(shared medical appointment); Group visit

Q

Quality of care optimization with SMAs, 9–11, 16, 180, 184
Quality marketing materials make it easier for physicians to refer

patients to SMAs, 375
Quality translates into establishing a culture of excellence around

your group visit program, 16

R

Rapidly disseminating SMAs throughout a system after a pilot
study has proved to be successful, 411, 412, 413, 415

Rheumatology DIGMA, see Dr. B’s rheumatology DIGMA under
Sutter’s four DIGMA pilot study

S

SAR (seasonal allergic rhinitis) DIGMA program
patient recruitment for, 311
patient satisfaction with, 312
provider satisfaction with, 311

Schedulers are critical to full groups and the success of a DIGMAor
PSMA program, 27–28, 361–364

See also Schedulers on support staff; Dedicated schedulers
SIGMA (scheduled-in group medical appointment) is a minor

variant of the DIGMA model where drop-ins are not
invited to attend, 276

See also CHCC (cooperative health care clinic); DIGMA (drop-
in group medical appointment); PSMA (physicals shared
medical appointment); Group visit; SMA (shared medical
appointment)

Sleep apnea consultations, 259
SMA (shared medical appointment), 3–18

advangtages and differences
DIGMAs offer singular advantages to effective chronic

disease management, 205
DIGMAs and PSMAs differ dramatically from other group

visit models, 66
benefits of well-run SMAs, 13

access improvement, 127
chronic disease management benefits, 204, 205, 206, 207,

208, 212
combine well with other group visit models, 203
combine well with other types of group programs, 194–198
combine well with individual office visits, 170–171
corporate purchasers also benefit, 237
economic benefits, 61–64, 192–193
entire departments can benefit, 132–133
financial benefits, 61–64, 193
for every 12 DIGMAs and PSMAs run per week, an

extra physician FTE can be created out of existing
resources, 193

greater efficiency, improved access to physicals and return
visits, and high levels of patient and physician
satisfaction, 131

growing a physician’s practice through DIGMAs and
PSMAs, 198

improved compliance with recommended treatment
regimens, 132

in chronic illness treatment, 191, 205
increased time with one’s own physician, greater patient

education, and help and support from other
patients, 152

make best use of the greatest untapped resource at any
medical center, the patients themselves, 204

new physicians’ practices can be grown and the organization’s
access problems solved through SMAs, 132

organization benefits, 11–13, 224
patient benefits, 9–10, 13, 180, 277
patients bringing up medically significant symptoms for first

time, 132
all types of providers delivering medical care can benefit from

DIGMAs and PSMA, not just physicians, 133
physician benefits, 11, 187, 195, 230
productivity increase with DIGMAs and PSMAs, 191–192
quality care coupled with a multidisciplinary, team-based

approach to care, 130–131
reduced telephone call volume, patient complaints, and need

for double bookings, 193
third party insurers also benefit, 329

See also Group visits; DIGMAs (drop-in group medical
appointments); PSMAs (physicals shared medical
appointments); CHCCs (cooperative health care clinics)

Specialty CHCC subtype, 108–109
Specialty CHCCs and CHCCs share many similarities, 109
Specialty CHCCs and CHCCs also have important

differences, 109
See under CHCC (cooperative health care clinic)

Start with one group visit model and later try the others as
well, 221

Sutter’s four-physician DIGMA pilot study, 266–275
Dr. A’s internal medicine DIGMA, 266–267
Dr. B’s rheumatology DIGMA, 267
Dr. C’s family practice DIGMA, 267
Dr. D’s family practice DIGMA, 267
patient satisfaction with the pilot study, 272
physician productivity was increased by 256.4%

Dr. A’s internal medicine DIGMA, 266–267
Dr. B’s rheumatology DIGMA, 267
Dr. C’s pilot program, 267
Dr. D’s pilot program, 267

pilot physicians evaluate their DIGMAs
Dr. A, internal medicine, 273
Dr. B, rheumatology, 273
Dr. C, family practice, 273–274
Dr. D, family practice, 274

results
data collection during pilot study, 268
overbook sessions to compensate for no-shows, 268
when overbooking for no-shows, also take the number of

drop-ins into account, 269

T

Team-based medicine, 17
Ten-week pipeline, Chapter 1

See also Pipeline for launching new SMAs
Two-part physicals

defined, 387
efficiency of (i.e., when compared to the highly efficient

PSMA model), 387
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U

URI (upper respiratory tract infections) DIGMA program
patient satisfaction aspects, 312
provider satisfaction aspects, 312

rationale for starting, 312
Use evaluative measures that are appropriate for the SMA model

you choose, 411
Using DIGMAs to solve an entire department’s access problems, 295

V

Very productive and efficient care is provided by DIGMAs and
PSMAs, 5, 189–190

Vast variety of primary care as well as medical and surgical
subspecialties can be helped by SMAs, 8

Visits can be max-packed and defect rates decreased, 197

W

Waiting in the lobby and exam room, ways to avoid, 16
Walk through

patient flow walk-through, 452–458
process for DIGMAs, 453

Water, coffee, fruits, vegtables, health bars, and healhy snacks are
wise choices for your SMA, 445–446

Web-based medical care, 17
Weekly monitoring of census is advised for every new DIGMA and

PSMA that is launched, 439
What is a realistic timeframe for launching a single DIGMA or

PSMA in your system, 415
What patients need to know before attending a group visit, 379–380

What to do when no group room is available to you, 382
What should be expected of physicians running a DIGMA or

PSMA, 401
When customizing DIGMAs or PSMAs, always select the forms,

handouts, and marketing materials, 402
Whenever appropriate, try to reschedule SMA patients back into a

future DIGMA or PSMA sessions, 361
Whenever possible in a PSMA, defer discussion from the exam

room to the subsequent group segment, 163
Whenever possible, try to increase a provider’s productivity 300%

or more with DIGMAs and PSMAs, 369–370
Whenever SMAs are filled, personally complement your scheduling,

reception, and nursing staffs, 462
When finished with chronic illness treatment paradigm, patients can

be referred back to own providers, 219
When properly run, group visits can provide better care, 198–199
When to utilize the DIGMA model, 220
When to utilize the PSMA model, 220–221
When to utilize the CHCC model, 221
When to utilize the Specialty CHCC subtype of the CHCC

model, 221
Wherever possible, limit amount of time spent on first couple of

patients treated in DIGMA or PSMA, 163
While financial benefits might be less for providers in capitated

systems, they still enjoy many of the same benefits as FFS
systems, 370–371

While it is common to select motivated physicians who volunteer for
SMAs, there are potential pitfalls, 388–389

Why group visits, 245
With DIGMAs and PSMAs, deliver as much care as appropriate

and possible in the group room, 384
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