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The Hassle Factor: 

America’s Health Care 
Strangling In Red Tape 

system 

hy The Hassle Factor Needs To Be Addressed 

1. Reduced benefits to patients 

2. Decline in numbers of primary care physicians 

3. Erosion of the physician-patient relationship 

4. Higher costs 

Q A SIM’s Recommendations To Address the Hassle Factor 

I. Federal Reforms 

1. Enact HR 4475 and S 205 1, the Physician Regulatory Relief and Improvement Act, 
which would: 

Allow attending physicians to continue to bill Medicare for services provided to a 
patient by a professional colleague who is simply covering for the absent attending 
physician; 

Prohibit carriers from charging physicians for information or documents they need 
in order to comply with Medicare statutory or regulatory requirements; 

Require the mandatory release of medical review screens; 

Allow medical societies to file class reconsiderations and appeals; 

Establish a Physicians’ Advisory Council to review Medicare administrative 
requirements. 

2. Require carrier policy changes to be made in as open a manner as possible. Such 
changes would include: 

Establishment of formal advisory bodies; 

Review by these advisory bodies, and other physicians and consumer representatives of 
all proposed policy changes; 

Response in writing by the carrier to all comments; 

Use of educational forums prior to implementation. 

3. Require the Health Care Financing Administration (HCFA) to implement uniform standards 
and procedures designed to improve carrier service, responsiveness and accuracy, including: 

Adequate training requirements for carrier staff; 

Toll-free telephone lines for physicians and their staff; 

Educational forums to assist physicians and their staff; 

Specific requirements for services to physicians in carrier performance standards; 

Improvements in carrier claims processing; 

Provisions to hold physicians harmless for actions based on inaccurate carrier information. 



4. a Require HCFA’s task force on internal operations to include outside physician and 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

consumer representatives and to review current Medicare administrative operations 
including: 

. Carrier and peer review organization (PRO) utilization and medical necessity 
review procedures and policies; 

. The methods in which carrier fair hearings and reconsiderations can be used as 
precedents. 

Require Congress and HCFA to examine all new administrative and legislative 
requirements imposed on physicians in light of intended benefits versus anticipated 
administrative and paperwork “hassles” - the “hassle-benefit ratio.” 

Use practice guidelines to improve carrier and PRO review processes. 

Reform the PRO system to emphasize quality of care. 

Require HCFA to develop guidelines to prevent arbitrary downcoding and unreason- 
able document requests by carriers. 

Reform the post-payment utilization review process including: 

l Prohibitions on retroactive application of new policy; 

l Improvements in due process protections for physicians; 

. Repayments to physicians for services found during an audit to be underreimbursed. 

Reform the manner in which concurrent care and consultant care is recognized by 
carriers. 

Revise government policy on nursing home visits. 

II. Private Sector Reforms 

1. 

2. 

3. 

Enact state and federal legislation providing greater uniformity in medical review 
procedures of private health insurance companies including: 

l Adequate staff training requirements for insurer staffs; 

l Establishment of an ombudsman’s office in the office of each state insurance 
commissioner; 

. Establishment of uniform pre-authorization and pre-certification procedures for 
insurers operating in a state. 

Improve regulation of private utilization review firms through: 

. Enactment of state licensure and standards laws; 

l Extension of insurance commission jurisdiction to cover these firms. 

Application of Medicare review reforms to private insurers including: 

Establishment of an open policy development process; 

Release of medical review screens; 

Adoption of a fair peer review process; 

Emphasis on changes in physician behavior through education, not penalties. 

III. The Hassle Factor and Access to Care 

1. Design proposals to improve access to care in a manner that does not increase the hassle 
factor for physicians and patients. 



“The majority of 
general internists in my 
area are extremely 
demoralized by con- 
tinuing government 
intervention, and most 
of them want to quit, 
too. At the current 
rate, general internists 
in rural practice are 
either going to have to 
move to the city or 
change jobs.“- Texas 
internist 

“The Denver internists 
with whom I spoke all 
said that they vastly 
preferred caring for 
patients with any 
disease to struggles 
with insurance compa- 
nies. In their opinion, 
caring for patients is 
always preferable to 
paperwork.“’ - 
Frederick W. Platt, MD 

“Those physicians 
currently practicing 
medicine in the private 
sector are experiencing 
morale problems of a 
serious nature. Some 
are looking to other 
careers; some are 
looking at early 
retirement. Most have 
just lost their enthusi- 
asm.” - New York 
cardiologist 

“Our problem is that 
the small claims that 
exceed the Medicare 
deductible and are 
submitted on our 
behalf by our physi- 
cians remain unpaid. 
The doctors have put 
no pressure on us for 
payment. However, it 
is embarassing to call 
upon doctors for 
services when we 
know that bills which 
they have submitted 
previously to Medicare 
remain unpaid.” - 
Constituent letter to 
Congress 

n mHmmmmmmmUmH 

“I think, and the public 
is beginning to under- 
stand, that payment 
and the payer do-and 
will to a greater extent 
in the future-dictate 
the kind and quality of 
health care a person 
receives. They feel 
powerless because they 
cannot afford medical 
care without employer- 
sponsored health 
insurance. Slowly they 
realize, however, that 
their doctors are as 
much toys of the 
system as they are.“* 
-Ruth Sorelle, 
medical writer 

“Our frustration with 
Medicare and our local 
carrier continues to 
mount.. . when we asked 
how soon we could 
expect our list of 
maximum allowable 
actual charges 
(MAACs), we were 
told, ‘You’re not the 
only doctor’s office in 
Illinois.’ This continu- 
al frustration with 
Medicare and our local 
carrier causes an undue 
amount of stress in the 
workplace.” - 
Illinois internist 

¤~M~MHH~~~~~~M 
“I am disturbed by the 
inappropriate denial 
and also by the degrad- 
ing impression impart- 
ed to my patient when 
he receives a copy of 
the (carrier’s) reduction 
letter.” - Oregon 
internist 

HHmMMHmHmmmHHm 

“I enjoy medicine as a 
science and an art, but 
thanks to the federal 
government, I get a 
daily dose of drudgery 
to remind me that, in 
other peoples’ lives, 
medicine is neither 
science nor art but 
rather business as 
usual.” - Illinois 
internist 

“We received three 
EOBs - explanations 
of Medicare benefits 
- from Medicare. 
Two had four pages 
each, and one had two 
pages, but each page 
came in a separate 
envelope-10 pages in 
all and 10 envelopes.” 
- Constituent letter to 
Congress 

“Physicians in the U. S. 
are now the most 
litigated against, 
second-guessed and 
paperwork-laden 
physicians in Western 
industrialized democra- 
cies.“” - Philip Lee, 
MD, and Lynn Ether- 
edge 

“I am worried about 
the growing disen- 
chantment of the 
average doctor...It’s 
not as if all the doctors 
in America are going to 
move to Australia...but 
neither should we treat 
them as if we can 
abuse them and think 
we have lost nothing 
by it.“4 - William 
Roper, MD, former 
Deputy Director, 
Domestic Policy, Bush 
Administration 



The Hassle Factor Defined 
he expressions of frustration printed on the facing 
page exemplify what has become known as “the 

hassle factor” in modern medical practice and in the 
provision of health care in America. The hassle factor 
has been defined by the American Society of Internal 
Medicine (ASIM) as: 

The increasingly intrusive and often irrational 
administrative, regulatory review and paperwork 
burdens being placed on patients and physicians 
by the Medicare program and other insurers. 

Such hassles can have direct consequences on patients 
as medical students are discouraged from certain fields 
of medicine, as patients find physicians less accessible 
or willing to add to their patient caseloads, as adminis- 
trative costs increase- leading to higher premiums and 
physicians’ fees, as patients are denied insurance 
benefits for necessary and appropriate services, and as 
physicians find their roles changing from patient 
advocate to cost-containment watchdog for the insur- 
ance company. 

ASIM, representing physicians nationwide who are 
specialists in adult medical care, believes the reduction 
of the hassle factor should be a top public policy issue. 
Judging from the letters, phone calls and resolutions 
from ASIM members, the administrative burdens-or 
hassles-associated with the Medicare program and 
other payers are now the biggest concern of internists. 
Physicians are tired of review programs that require 
them to justify every decision they make on behalf of 
their patients but seem incapable of disciplining those 
physicians who are truly abusing the program. The 
federal government spends more than $300 million a 
year to oversee the quality of care given to Medicare 
patients, yet it found “confirmed quality problems” in 
only a little more than 2 percent of the cases it re- 
viewed during 198849. Of these cases, most problems 
involved lack of documentation rather than actual harm 
to patients.5 Physicians are tired of going through 
multiple appeals in order to get paid for their services. 
One visit by a patient to a physician’s office has been 
estimated to generate on average 10 pieces of paper? 
Physicians are concerned with Medicare’s seeming 
indifference or hostility to professional input. And they 
are angry about a never-ending deluge of new require- 
ments-some well-intentioned, many not-that have 
no relationship to the way medicine is really practiced, 

or are extremely costly or difficult to comply with. As 
a pediatrician in San Diego said to The New York 
Times, “I enjoy seeing patients and I think I would go 
into medicine again, but I’ve had to be very strong to 
endure the headaches and the hassles.“7 

This paper outlines many of the regulations and paper- 
work burdens introduced recently into modem medical 
practice and some of the major reasons for these 
circumstances. It also will illustrate some of the effects 
on the physician’s ability to care for his or her patients 
according to his or her best medical judgment. Finally, 
it presents a series of ASIM recommendations for 
improving the environment of medical practice while 
assuring that high quality health care and appropriate 
medical services are delivered to patients. A glossary 
of terms used throughout this paper is contained in 
Appendix A. 

The1980s:TheRegulationofHealthCare 
n wwwwwwwwwwwwwwwwwwwwwwwwwwwwww 

mlthough one of the basic tenets of the “Reagan 
Revolution” was the deregulation of almost all major 
industries in the United States, the treatment of health 
care during the last decade was exactly the opposite of 
that philosophy. Over the course of the decade, 
physicians and other health care providers were faced 
with a growing list of administrative responsibilities, 
regulatory requirements and other management duties 
that forced them to cut back on the amount of time they 
devote to patient care, to hire additional office staff to 
contend with the paperwork and telephone calls, and to 
respond increasingly to third-party inquiries about the 
necessity and appropriateness of the care they provide. 

In 1983, the federal government instituted the Prospec- 
tive Payment System (PPS) for Medicare whereby 
payments for hospital services were limited to certain 
amounts. Hospitals able to treat patients for less than 
the Medicare payment kept the surplus. When treat- 
ment costs exceeded the Medicare payment, the facility 
would absorb the loss. On the one hand, hospital 
administrators pressured physicians to release patients 
from the hospital earlier. On the other hand, peer 
review organizations pressured physicians to keep 
patients out of the hospital entirely and to treat them on 
an outpatient basis. 


















































