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ventive services. New enrollees
will also be offered the opportu-
nity to complete advance direc-
tives for end-of-life care when they
enroll in Medicaid — part of a
broader state initiative to encour-
age residents to express their pref-
erences regarding end-of-life care.

MICHIGAN’S APPROACH TO MEDICAID EXPANSION

ity Advisory Committee will be
created to promote greater trans-
parency with respect to the costs
and quality of care.

By linking Michigan’s Medic-
aid expansion to market-orient-
ed changes in this federal-state
program, the governor and leg-

By linking Michigan’s Medicaid expansion

to market-oriented changes in this

federal-state program, the governor

and legislature have created a pragmatic

pathway to link Republican and Democratic

priorities for health care.

Fifth, Michigan’s new Medic-
aid law enhances the state’s ca-
pacity to monitor the costs and
quality of health care. The De-
partment of Community Health,
which oversees the Medicaid
program, will assess opportuni-
ties for improving the Medicaid
program and make Medicaid data
available to outside vendors that
can help participating health
plans to pursue innovations in
the program. The Department
of Insurance and Financial Ser-
vices will evaluate the effect of
the Medicaid expansion on pri-
vate insurance premiums in the
state; some reduction in these
premiums is anticipated.>> A
new Health Care Cost and Qual-

islature have created a pragmatic
pathway to link Republican and
Democratic priorities for health
care. The key Democratic goal
of expanding Medicaid coverage
to low-income adults will be im-
plemented in tandem with Re-
publican objectives to control the
state’s health care costs, increase
the role of private health plans,
and require some new Medicaid
enrollees to contribute toward the
costs of their care. In recent years
the U.S. Congress has rarely been
able to achieve bipartisan agree-
ment on health care or other ma-
jor issues. Thus, the best prospects
for achieving greater efficiency
and equity in health care may
arise from states such as Michi-

gan that can blend public and
private approaches to health care
reform, with bipartisan support.
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Professionalism and Caring for Medicaid Patients —
The 5% Commitment?

Lawrence P. Casalino, M.D., Ph.D.

edicaid is an important more than one fifth of the U.S. fordable Care Act will expand
federal-state partnership population — 73 million low- Medicaid coverage to millions
that provides health insurance for income people in 2012. The Af- more. But 30% of office-based
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physicians do not accept new
Medicaid patients, and in some
specialties, the rate of nonaccep-
tance is much higher — for ex-
ample, 40% in orthopedics, 44%
in general internal medicine, 45%
in dermatology, and 56% in psy-
chiatry.? Physicians practicing in
higher-income areas are less likely
to accept new Medicaid patients.?

PROFESSIONALISM AND CARING FOR MEDICAID PATIENTS

sicians and staff to deal with the
Medicaid pharmaceutical formu-
lary and to obtain prior authori-
zation for Medicaid patients to
see specialists and obtain imag-
ing studies.

There are additional reasons —
beyond low payment rates, admin-
istrative complexity, and problems
obtaining specialist care — why

For most office-based physicians,

a 5% commitment would mean seeing,

on average, one Medicaid patient per day

at most. For most surgeons, it would mean,

on average, operating on one Medicaid

patient every 1 to 2 weeks.

Physicians who do accept new
Medicaid patients may use various
techniques to severely limit their
number — for example, one study
of 289 pediatric specialty clinics
showed that in the 34% of these
clinics that accepted new Medicaid
patients, the average waiting time
for an appointment was 22 days
longer for children on Medicaid
than for privately insured children.?

Physicians have good reasons
for not accepting Medicaid pa-
tients, as I learned from direct
experience as a member of a
nine-physician primary care prac-
tice in California. We accepted
Medicaid patients, but it was dif-
ficult. Medicaid’s payment rate
was very low — we lost money
on each Medicaid visit. When re-
ferrals were necessary, we often
had to personally ask specialists
to accept our patient. Administra-
tively, it was not simple to obtain
payment from Medicaid for our
services, in part because some
patients frequently moved be-
tween eligibility and ineligibility
for the program. In addition, it
was time-consuming for our phy-
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physicians may be reluctant to
see Medicaid patients. Medicaid
patients often have complicated
behavioral health, transportation,
and social service needs that re-
quire physician and staff time.*
Some physicians believe that
Medicaid patients are more likely
to initiate malpractice suits, al-
though data suggest that this be-
lief may be incorrect.5
Nevertheless, there is a funda-
mental reason why physicians
should strongly consider provid-
ing care for at least a reasonable
number of Medicaid patients. It
is a core professional principle
that physicians should put the pa-
tient’s interest first; refusing to
care for vulnerable, socioeconom-
ically disadvantaged Medicaid pa-
tients seems incompatible with
this principle. Many medical
schools ask their students to ac-
cept the World Health Organiza-
tion’s Declaration of Geneva (a
modified version of the Hippo-
cratic Oath), which states in part
that “I will not permit consider-
ations of age, disease or disabil-
ity, creed, ethnic origin, gender,
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nationality, political affiliation,
race, sexual orientation, social
standing or any other factor to
intervene between my duty and
my patient.”

Willingness to care for Medic-
aid patients would be a service to
a physician’s colleagues as well
as to patients. Emergency depart-
ments and physicians who care
for Medicaid patients would not
have to spend time trying to ob-
tain specialist care for patients
who need it. Patients would not
have to endure long and poten-
tially dangerous waits for care.
And if all physicians cared for
Medicaid patients, all would have
a reason to care about the Med-
icaid program, so that more pres-
sure could be brought to bear on
the program to provide reason-
able payment rates and reduce
administrative burdens.

Physicians who are reluctant
to provide care for Medicaid pa-
tients can argue, with justice,
that policymakers are trying to
make medicine as market-driven
as possible, that physicians are
increasingly expected to respond
to market incentives and market
constraints, and that no business
in other sectors of the economy
is asked to provide a service that
loses money year after year. Many
physicians, however, earn very
high incomes, and some of the
highest-paid specialties are the
least willing to care for Medicaid
patients. Would it be reasonable
to ask all physicians to commit to
providing care for enough Medic-
aid enrollees so that at least 5% of
each physician’s practice consist-
ed of Medicaid patients (assum-
ing sufficient demand)? For most
office-based physicians, such a
commitment would mean seeing,
on average, one Medicaid patient
per day at most. For most sur-
geons, it would mean, on average,
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operating on one Medicaid pa-
tient every 1 to 2 weeks.

The model for a 5% commit-
ment proposal could come from
the Choosing Wisely campaign,
an initiative of the American Board
of Internal Medicine (ABIM) Foun-
dation. To date, 54 specialty soci-
eties participating in this cam-
paign have released lists of more
than 150 potentially unnecessary
tests and treatments that physi-
cians may want to avoid except
in unusual clinical circumstances.
Perhaps the ABIM Foundation and
other specialty societies could
consider making the case for
caring for Medicaid patients and
asking their members to volun-
tarily commit to accepting a min-
imum of 5% (or even 3%?) of Med-
icaid patients into their practices.

We live in an era in which, for

PROFESSIONALISM AND CARING FOR MEDICAID PATIENTS

better or for worse, market-based
solutions are dominant and poli-
cymakers tend to view physicians
as self-interested actors. Little or
no attention is paid to physician
professionalism or to the possi-
ble effects of policies on profes-
sionalism. Policies that are based
on this view may be justifiable if
many physicians are indeed seek-
ing to maximize their incomes
and refusing to accept even a
slight reduction in income as the
price for helping to provide care
to the most vulnerable patients in
our society. A 5%-commitment
campaign would be a meaningful,
highly visible demonstration of
physician professionalism — of
putting patients first.
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uring the years when I

worked in an academic in-
tegrated delivery system, my col-
leagues and I would frequently
discuss patients’ experiences and
ways to improve our manage-
ment of their pain and reduce
their confusion as they navigated
our complex organization. We
knew that anxiety is inevitable
for patients facing health issues,
but we also knew that there is
anxiety, and there is unnecessary
anxiety — caused, for example,
by the uncertainty that weighs on
patients and their families while
they await a consultation for a
potentially serious diagnosis, or
the confusion induced when cli-
nicians give conflicting informa-
tion. We worked hard to reduce
these problems. From a business
perspective, it was a smart strat-
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The Word That Shall Not Be Spoken

Thomas H. Lee, M.D.

egy; from a clinician’s perspec-
tive, it was obviously the right
thing to do.

So it was a pleasant surprise
when I studied the business strat-
egy of a company that assesses
patients’ experiences and found
that it was based on “helping
health care providers reduce suf-
fering.” This strategic framework
divided suffering into three types:
suffering from disease (e.g., pain),
suffering from treatment (e.g.,
complications), and suffering in-
duced by dysfunction of the de-
livery system (e.g., chaos, confu-
sion, delays). The company was
recruiting me for a senior man-
agement role, and my first reac-
tion was that they were interested
in the same things as my col-
leagues and I were.

My second reaction was that
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the word “suffering” would take
some getting used to. I couldn’t
remember the last time that my
colleagues and I had used that
word. “Suffering” made me un-
comfortable. I wondered whether
it was a tad sensational, a bit too
emotional. But on reflection, how
could I object to its use? After all,
from the perspective of patients,
that is what’s going on.

I soon learned that my col-
leagues and 1 were not the only
ones who avoided the word. As a
matter of policy, it doesn’t often
appear in our academic journals
or textbooks, at least in reference
to particular patients. The widely
used AMA Manual of Style says,
“Avoid describing persons as vic-
tims or with other emotional
terms that suggest helplessness
(afflicted with, suffering from,
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