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ONE HOUR AIDS CME
REQUIRED 1990-91
FOR LICENSE
RENEWAL

The Florida Board of Medicine
addressed the AIDS education require~
ment recently approved by the Florida
Legislature. The outcome was that phy-
sicians licensed to practice medicine in
Florida will be required to obtain a sin-
gle hour (1 hour) of AIDS education
during the current relicensure bien-
nium; January 1, 1890 through Decem-
ber 31, 1891.

The cone credit continuing medical
education requirement in HIV/AIDS
may be met with either AMA Category 1
Credit or AMA Category 2 Credit. If the
course is approved for Category 1
Credit, it will be counted as part of the
40 hours AMA Category 1 CME Credits
required for relicensure during each
relicensure biennium. | HIV/AIDS edu-
cation credit is earned in Category 2, it
will be in addition to the 40 Category |
CME Credits required for relicensure.

In whichever Category the credit in

HIV and AIDS education is earned, the -

program must contain information on:
modes of transmission, infection con-
trol procedures, clinical management,
treatment, prevention, current Florida
law on acquired immune deficiency
syndrome and its impact on testing,
confidentiality of test results and treat-
ment of patients.

In addition to the new requirement
for HIV/AIDS education, by December
31, 1981, physicians will need to have
completed 40 hours of AMA Category 1
Credits in Continuing Medical Educa-
tion. Five of those 40 hours must be in
Risk Management.

(continued on page 2)

RISK
MANAGEMENT
CME
Sat., Oct. 12, 1991
SWFRMC Auditorium

7:30 AM Registration
8:00 a.m. - 2:00 p.m.

Five (5) Hrs. Cat. 1 Credit
One (1) Hr. Cat. 1 Credit

TOTAL 6 HOURS CME

Brochures will be mailed
in August and September

John W. Snead, M.D., Editor

PRESIDENT’S
MESSAGE

WILLIAM P. EVANS, M.D.

. As we move into the summer months
and take off for vacation, we can reflect
on the recently completed legislative
session in Tallahassee. There were a
myriad of important issues raised,
debated and voted upon which will
have a profound effect on all of us and
the structure of medical practice in the
future.

Our leaders, lobbyists, and most
importantly, our grassroots member-
ship of the FMA need to be congratu-
lated for so effectively speaking up for

our interests. We were able to success-

fully defend ourselves on a number of
fronts, most notably the defeat of the
Regulatory Health Care Commission
Bill, (Prefaces HB1161) which many
feel was the first step to a Canadian
style health care system in Florida.This
was defeated on the Senate floor after it
had been passed out of the House. We
also won victories in defeating the $500
Physician Assessment for indigent care
and the Mandatory Assignment Bill.
Additionally, the proposed bill to
extend the statute of limitations from 2
to 4 years (which was strongly sup-
ported by the Trial Bar), was defeated,
as was legislation limiting physician
joint ventures.

We have a lot to be proud of as to
what we accomplished this year. There
is no doubt that each of these issues
will be coming up again in the next year
or two, and we need to be ready. We
owe it not only to ourselves, but to our
patients to help defend our medical sys-
tem, which has traditionally delivered
the highest quality health care in the
world.

There has been much written of late
about our health care delivery system,
the pros and cons, and the alternatives
which exist. The average citizen in this
country does not understand what
implementation of a nationalized health
care system or Canadian style system
would mean to us. Their perception, in
my opinion, is that it will provide the

Continued on page 2

THE TERRIBLE “TO0OS”

Kevin M. McAuliffe, M.D.
Reprinted courtesy “Jacksonville Medicine”

Many of the problems that face our profession concerning too little reimbursement
and too much regulation are the result of there being too many unhappy patients. They
complain that they have to wait too long to get an appointment, and once in the office,
too long to be seen by the doctor; get too few of their questions answered; feel that they
are charged too much for this lack of service.

None of these complaints are new, nor are our excuses that permit their perpetua-
tion. "Emergencies prevent more punetual patient scheduling.” Patients don’t have the
medical background to'understand their disease and treatment.” New technology is
expensive and overhead is out of sight - quality care costs money."

The winners mentally and monetarily in the 90's will be those in our profession
obsessed with patient service. The experience of the last decade in other industries (if
not common sense) validates this prediction. The changing laws of supply and demand
in medical care delivery have fostered an intolerance to waiting, waste and indifference.
Unfortunately, this triad typifies many patient's perception of medical care and its deliv-
ery in the U.S. today.

A firm foundation for patient care is the “Golden Rule." We should treat our patients
as we would want to be treated if our roles were reversed. This philosophy demands
solutions to problems, rather than being satisfied with excuses.

Scheduling patients implies planning. However, in many offices, time slots are allo-
cated based on a pre-printed appointment book or computer program, not on the real-
ity of the practice’s patient mix, or doctor's work habits. Conducting a time study fora
month of actual patient flow is invaluable in customizing a realistic schedule. Important
questions answered by such a study include: Did the patient and doctor arrive on time?
How long did it really take for a new patient exam, annual physical, or recheck? How
many emergencies, or work-ins were seen each day, and was there a particular pattern,
or day of the week when they were more common? An hour spent with your staff and
this data may reveal why you are consistently behind schedule, generate suggestions
for more efficient patient handling, and the development of a schedule that will mini-
mize patient waiting and resulting office stress.

Patients interpret a wait of over 30 minutes as arrogance (the doctor thinks that his
time is more valuable than theirs), inefficiency and ineptness (which reflect poorly on
the quality of yourcare), or greed (the doctor is trying to see more patients than is physi-
cally possible to maximize his income).

Qur patients have been conditioned to be impatient. Microwave ovens, 15 minute oil
changes, drive-thu windows and one-hour glasses have reduced acceptable waiting
time from hours to minutes. This is the reality of time in the 90's.

Even with the best of intentions and realistic scheduling, delays will occur. How you
handle them indicates to your patients how committed you are to avoiding delays that
cost them time and often money.

When over 30 minutes wait is anticipated, have your staff promptly inform the
patients and offer to reschedule them. Personally apologize as you greet each delayed
patient. If the wait has been excessive, reduce your fee for the visit to compensate the
patient for their inconvenience. Any lostincome from that visit will be more than made
up for in patient loyalty to your practice.

These measures may seem excessive until you put yourself in your patient's shoes.
More than likely you would not only expect, but demand such recompense.

If your practice can't accommodate patients who desire an appointment within a
requested time frame, or a particular service, make it a policy to refer them to a col-
league who probably can meet their needs. Both the patient and colleague will appre-
ciate your extra effort in helping them. Such dedication to service will notonly enhance
your reputation, but that of the whole profession. ®

COMMENT PERIOD BEGINS ON NEW
MEDICARE FEE SCHEDULE

DEADLINE: July 30, 1991

The new Medicare fee schedule, which will sharply reduce payments to Florida physi-
cians for Medicare services, has been posted for public comment by the Health Care
Financing Administration (HCFA). The FMA is requesting that county medical socie-
ties, specialty societies and individual physicians send comments to HCFA on these
proposed revisions.” The FMA will comment on the proposal as well, stressing the
potential reductions in access to care for the elderly and the shifting of Medicare pay-
ment reductions to other purchasers of health insurance, including the business
community.

HCFA has announced that it will reduce the initial conversion factor by 16% below
originally projected levels. The conversion factor will be used in conjunction with a
resource-based relative value scale to determine physician payments. Payments to
physicians whose services consist mostly of visits, such as internists and family

(continued on page 2)






