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Thank you for your attention this afternoon.  My name is Leon Benson and I am a hand surgeon from Chicago.  I am also a member of the AMA Ad Hoc Task Force on E&M Documentation and a member of the CPT/RUC Committee of the American Society for Surgery of the Hand.  The American Society for Surgery of the Hand appreciates this opportunity to comment.  

The members of the American Society for Surgery of the Hand have noted, along with probably every other physician in this country, that there is a growing crisis in American medicine, not the least of which is the excessive burden of documentation and the threat of criminalization for providing medical care in an efficient and sensible fashion.  I will only touch briefly upon the highlights of the responses to the ten questions posed by this panel.

The core issue is whether the medical record can be used as a billing tool and we believe strongly that it cannot.  The primary purpose of the medical record is to facilitate patient care and communication with care providers.  Accountants do not have any business reading our patient’s records.   The current system is untenably complicated and has become a labor intensive and frightening distraction for physicians who are trying to keep their primary focus upon patient care.

I will briefly address some specific points brought out by the ten questions.  Time can be a very poor barometer of value conferred to the patient.   Although lengthy interactions should be compensated, so should those interactions, which reflect experience and efficiency of diagnosis.  Medical decision making similarly can in some cases poorly correlate with value.  Some problems, which may not require complex decision pathways, nonetheless require that the physician possess unusual or specialized training.   Some office interactions that seem to require little decision-making can paradoxically confer great pain relief or functional improvement for the patient.  Pre- and post-service work has increased tremendously in the past ten years.  Furthermore, the American physician continues to provide a wide variety of services that have never been re-imbursed—phone calls, excessive counseling, and electronic communication.  Every doctor knows that our profession involves a great deal of customer service that can be hard to quantify.  Clinical examples will likely be very labor intensive to create and provide minimal additional benefit for billing clarity and certainly no benefit for patient care.

So what do we propose?  We agree with Dr. Tippett’s views that examining statistical outliers with financial data that already exists can identify billing fraud.   Peer review of these statistical outliers is crucial.  Five levels of service should be preserved because they fit with the way doctors have always coded their visits—by how much benefit has been conferred to the patient or by how much work the doctor has performed.  This is what Dr. Heyman has referred to this morning as his “gut feeling.”  Patient benefit is what determines value—not time, not the number of bulleted lists, and not the numbers of words in the chart.  We believe that this workgroup has a special opportunity to improve the sorry state of affairs that currently confronts doctors when they pick up the chart to write their notes.  What’s written in the chart should be up to the doctor and be subordinated only to our patients’ medical needs.  As Dr. Sterling noted just before the lunch break, our medical records have become filled with meaningless “radar chaff.”  Complex guidelines for chart documentation are unnecessary; doctors already know how to use the medical record to care for their patients.

Thank you for this opportunity to address the panel today.  

