





Behind the Lectern (continued from page 7)

there until someone comes and
shakes your hand no matter how long
it takes. “Never leave until you’re re-
lieved!”

Podium Protocol for
Chairs and Moderators

If you happen to be the chair or
moderator of a meeting, the same
thing goes about deserting the
lectern. If you’re the chair, don’t
leave until you’ve introduced the
next speaker, waited for them to get
to the lectern, and shaken their hand.

If you’re making a presentation, anticipate. Give it with your
left hand so you can shake with your right. If you’re on the re-
ceiving end, accept it with your left so your right hand’s free.

Coping with waiters after a meal is always an issue. When you can,
you want to let them do their job, and you have to sometimes com-
promise to keep your meeting on schedule. But there’s a point where
they can be obtrusive, and if so, you need to let them know it.

If the doors in the back are open, close them, especially if there’s
noise outside. (This is also a good way to let your waiters know
that you’re starting your program. If you ask them to shut the
doors, then they’ll know you’re getting down to business and it’s
time to be quiet.) Don’t forget — you’re in charge!

As a chair, you have a responsibility to keep the meeting on
schedule. If you have a speaker scheduled for 30 minutes and they
decide to talk for an hour, what should you do? First use your judg-
ment. s there time in the schedule, which allows for you to be
flexible? Is the audience really “into” what the speaker’s saying?
If so, you may want to be lenient. There’s nothing worse than try-
ing to stay on schedule just to be on schedule. But, when it’s going
to affect your later speakers, or make your audience run late to
their next obligation, it’s your responsibility to cut the person off.
Remember, you’re not being rude — they re being rude to your en-
tire audience.

It’s always a good idea to have a couple of cards handy you can
hold up that say “Five Minutes Left,” “One Minute Left,” and fi-
nally, one that says “Time’s Up.” If you don’t have cards, pass a
note. If worse comes to worse, you may have to stand up and move
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around behind them. Eventually
they’ll get the hint. The purpose of a
schedule is to have an effective meet-
ng.

Dealing with questions from the
audience can sometimes be challeng-
ing. Don’t let a person get up and
make a statement that you know is in-
correct without challenging it.
There’s nothing worse than the entire
group going away from a meeting
thinking what they just heard some-
one say was true, when in fact it was
all wrong.

Consider using cards to manage Q&A sessions. Pass them out in
advance or ask people to write their questions on a piece of scratch
paper and put them in a special spot during the course of the meet-
ing. Then you can filter out questions that are just individual issues,
or may be intentionally disruptive. This also allows you to think
the answer through in advance, or have the right person in mind
you might call on to answer the question.

There aren’t many of us who will become a Winston Churchill
or a Barack Obama, but we can at least avoid looking awkward
while we’re doing our best. You don’t expect less of yourself any-
where else — why would you expect less when you’re behind the
lectern?
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Health-Care Reform

Elements to Consider in Health-Care Reform

Crafting a system that serves our patients, our profession and our nation
By William M. Fogarty, Jr., MD, FACP

e are again approaching health-care re-
form at the national level. In the 16
years since the failure of the last at-

tempt, the system has become more dysfunctional.
Many of the stakeholders who opposed reform in
1993 now see its merits. Whether they will all stay
on board as the debate develops remains to be seen.

Some elements to consider as we approach com-
prehensive reform are:

1. Cost control and quality improvement

2. Coverage and access

3. Primary care and prevention

4. Systems in other countries

search. For years, agencies such as the Joint Com-
mission, the Food and Drug Administration and the
Agency for Health Care Quality and Research have
gathered data on best practices and the utility of
new drugs and technology. The knowledge gained
has advanced medical science. However, this con-
cept is now being vilified by opponents (often with
vested interest in the status quo) who characterize
this research as a way to ration care and to limit
physicians’ ability to care for their patients. On the
contrary, this research is essential if we are to avoid
adopting measures which add greatly to cost with
no, or only marginal, improvements in quality.

To ensure objectivity, in my opinion, these stud-

Cost Control and Quality
Improvement

Health-care costs have put the economy on a collision course
with disaster. Increases have outpaced inflation by two to three
times for years and are unsustainable. The reasons are complex and
include the aging of the population, increases in the cost of and the
use of technology, escalating drug costs, lack of primary care, over-
use of care (especially at the end of life) and many other factors.

I would like to illustrate the complexity of the cost problem with
some examples:

For patients who have had or are at risk for a heart attack or a
stroke, an anti-platelet drug is usually recommended. Aspirin is
commonly used, is effective and is very cheap. Another drug, clopi-
dogrel, is said to be more effective but is much more expensive.
When the two drugs were compared in a clinical trial, its advan-
tage was very small. The estimated cost of one year of quality life
gained with clopidogrel and aspirin combined was $250,000
whereas, using aspirin alone it was $11,000. Is this a reasonable
extra expenditure?

Biopharmaceuticals and chemotherapeutic agents for the treat-
ment of various autoimmune diseases or malignancies can cost tens
of thousands of dollars and we are promised “custom designed”
treatments from stem-cell and genomic research of unknown cost.
How should these be used and paid for? Should there be limits on
what insurance should pay? Should those who can afford to pay
privately for these super-expensive therapies be allowed to do so?
How will politically powerful groups, such as breast-cancer or rare-
disease treatment advocates influence decision making? These are
some of the very tough questions that we, through our elected rep-
resentatives, are being called upon to answer.

Another element in the debate is Comparative Effectiveness Re-

ies should be done in government or university lab-
oratories and paid for by the government and not by manufacturers
before these innovations are released for widespread use. In a recent
paper, The Commonwealth Fund, a public policy institute, esti-
mates that the creation of a center for comparative effectiveness
could save $634 billion over its first 11 years.

The quality of care delivered in the U.S. is highly variable. For
many years the Dartmouth Atlas has compared the care delivered
in various parts of our country and has demonstrated that some
areas have markedly lower costs and better outcomes than others.
Shouldn’t we adopt practices that are demonstrably superior as our
standard of care? Some say that that would be the forced adoption
of “cookbook medicine” and would “hamper doctors’ ability to treat
their patients.” We pride ourselves on being an evidence-based pro-
fession. That claim is not always borne out by the facts.

President Obama, during the campaign, offered a plan for reform.
Some of the major elements of that plan are:

1. Cover more children by expansion of the Children’s Health In-
surance Program. (This has been enacted and signed into law
covering four million additional children.)

2.Cover the uninsured by requiring larger employers to provide
coverage to their workers or contribute to the cost of a public in-
surance program very similar to Medicare.

3. Forbid insurers to deny coverage because of pre-existing condi-
tions. The plan, however, doesn’t state whether that mandate in-
cludes “community rating” without which coverage will be
available but unaffordable.

4.Cost control would be supported by widespread adoption of
health information technology, technology assessment, chronic
disease management and adoption of best practices. These inno-
vations are said to offer the potential for huge cost savings but
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Health-Care Reform

whether that will be the case
remains to be seen.

5.Coordinated and preventive
care, the mainstays of primary
care, offer the potential for cost
savings and improvement in
health outcomes.

We face a health-care crisis in
this country that we must confront
for moral, humanitarian and
economic reasons.

industrialized countries. All of
them spend a much lower per-
centage of their GDP on health
care, cover all of their citizens
and have better outcomes. None
of these other systems are directly
transferable to the U.S. for a vari-

Coverage and Access

At this time, there are more than 46 million U.S. citizens who
lack health-care coverage (a number projected to rise to 62 mil-
lion over the next few years), and many additional millions who
are “underinsured.” The inclusion of all citizens must be an ele-
ment in the design of comprehensive reform. Those who lack cov-
erage do access the system through emergency rooms at great cost
to all of us. The Commonwealth Fund estimates that a universal
system will decrease overall expenditures by $432 billion over its
first 11 years.

Coverage, however, does not guarantee access as has become
evident in Massachusetts. Since their plan was activated, more than
300,000 additional citizens have “coverage” but shortages of
physicians, especially in primary care, have left many of these peo-
ple without “access.” Serious reform must address both.

Primary Care and Prevention

In any reform plan the crisis in primary care must be addressed.
In the last match, fewer than 2,700 of 17,000 graduates chose in-
ternal medicine. Of those about 90 percent will sub-specialize.
Thus, fewer than 300 U.S. graduates will enter general internal
medicine practice in three years; far fewer than the number who
will be leaving practice. Similar statistics apply to family practice
and pediatrics. The gap will be closed to some extent by foreign
medical graduates. Is it ethical for the U.S. to rely on foreign coun-
tries to supply us with physicians that they need themselves?

The shortage of primary care has great implications for care
quality and cost. Numerous studies here and abroad have shown
that areas with a strong primary-care base have lower costs and
better outcomes. A study comparing cost of care for matched
Medicare patients showed that costs were 2.6 times higher in
Miami than in Minneapolis and that the outcomes were better in
Minneapolis. This difference was attributed largely to heavy re-
liance on specialist care in Miami and a robust primary-care base
in Minneapolis.

Seventy percent of health-care expenditures go for the care of 10
percent of the population, primarily those with chronic illnesses.
Preventive care and the coordinated care of chronic illnesses offer
the potential of reducing costs and improving outcomes.

Medical Care in Other Countries
In the January 1, 2008 issue of the Annals of Internal Medicine
a comparison was made of the U.S. system and those of 12 other

ety of reasons both practical and
political, but we can learn much from them. The editors of the An-
nals have extracted some key elements from an analysis of these
systems and recommend that they be included in any reform. These
are:

1. All residents must have access to affordable health care. This
can be done by either a government run, single-payer system or
a mix of public and private funding.

2. Budgets can restrain costs but do not provide incentives for im-
proved efficiency unless that budget is targeted at small groups
such as an individual practice or hospital.

3.The use of government power to negotiate prices can achieve
cost savings but can result in shortages, delays, cost-shifting and
creation of parallel private-sector markets.

4. Co-pays and other types of cost-sharing must be designed so that
low-income individuals pay little or nothing out-of-pocket to as-
sure that they have access to services.

5.Societal investment in professional medical education can
achieve a balanced health-care workforce. Scholarships or loan
forgiveness for graduates entering specialties that are in short
supply or serving in underserved areas might increase the num-
bers taking those career paths.

6. Physician payment systems must support primary care, incen-
tives for quality improvement and care coordination. The in-
come of physicians in primary care is about 55 percent of the
average earnings of specialists and that percentage is decreasing.
Medical students are graduating with a median debt of more than
$150,000 precluding many of them from entering lower-paying
fields of practice.

7. Uniform billing systems and electronic claims processing save
administrative expenses.

In Conclusion

We face a health-care crisis in this country that we must con-
front for moral, humanitarian and economic reasons. The recent
election and the current economic situation offer an opportunity
to move toward long-term solutions with many believing that com-
prehensive revision of our health-care system is a vital part of eco-
nomic revitalization. The Commonwealth Fund projects savings
of $3 trillion and a reduction of the percentage of the GDP spent
on health care from 21 percent to 18 percent over the first 11 years
if their comprehensive plan were put into effect in 2010.

As medical professionals and as citizens, it is in our best inter-

continued on page 16
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Health-Care Reform

Elements to Consider in Health-Care Reform (continued from page 15)

est to become knowledgeable about these issues and to keep pres-
sure on our elected officials to enact meaningful reform that ben-
efits all. I urge all of you to use your e-mail and telephone to
contact your legislators at the state and national levels. Our goal
should be to craft a system that well serves our patients, our pro-
fession and our nation. Ifthat is to happen, you must get involved.

Dr. William Fogarty is an internist and endocrinologist. He has
served as chairman of the Health and Public Policy Committee
of the Missouri Chapter of the American College of Physicians
since 1991 and on the National HPPC of the College from 1995
to 1998. He has lobbied Congress on health care issues annually
for more than 15 years. Since retiring from Southwest Medical
Center in 2001, he has volunteered at La Clinica in St. Louis and
with HELPS International in Guatemala.
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Twenty-First Century Epidemics:
Obesity, Diabetes, Cardiovascular Disease

Diabetes

ness in the




——

Lifestyle choices, a culture of abundance and technological conven-
iences are spawning rampant obesity and related health problems.

What can physicians do?

our children
of computer gam
Blinder said.

Diabetes is costly, he added
related expenses amounting to $174
One of every five health-care dollars is spe
on caring for someone with diagnosed dia-
betes, while one of every 10 health-care dol-
lars is attributed to diabetes. In 2007,
indirect costs of diabetes resulted in 15 mil-
lion work days absent, 120 million work
days with reduced performance, six million
reduced productivity days for those not in
the workforce, and an additional 107 mil-
lion work days lost due to unemployment
disability attributed to diabetes.

Ca rdiovascular
Disease

Some 80 million American adults — more
than one in three — have one or more types
of cardiovascular disease. Nearly half of
these are age 60 and over. In addition, over
73 million people have high blood pressure,
defined as a systolic reading of 140 or higher
and/or a diastolic reading of 90 or higher, or
taking antihypertensive medication.

According to the American Heart Associ-
ation, nearly 2,400 Americans die of cardio-
vascular disease each day, an average of one
death every 37 seconds. The estimated di-
rect and indirect cost of cardiovascular dis-

continued on page 20

Obesity Facts

66.3% of U.S. adults ages 20 and
older are overweight or obese
(BMI of over 25) (Centers for Dis-
ease Control)

32.2% of adults are obese (BMI
of 30 or higher) (CDC)

Obese prevalence has more than
doubled since 1980, when it was
15% (CDQ)

Obesity causes at least 300,000
deaths each year in the U.S.
Black and Hispanic populations
appear to be at a higher risk for
being overweight

Overweight in

Children and
Adolescents

¢ 18.8% of children ages 6-11 were

overweight in 2004 compared to
6.5% in 1980 (CDC)

Type 2 diabetes, previously con-
sidered an adult disease, has in-
creased dramatically in children
and adolescents. (U.S. Surgeon
General)

31.8% of females and 18% of
male students in grades 9-12 did
not engage in 60 minutes of
moderate-to-vigorous physical
activity even once in the previous
seven days (American Heart As-
sociation)

More than one fourth of all the
students spent three or more
hours per day outside of school
time using computers or watch-
ing television (American Heart
Assn.)

In Missouri, 39.4% of students
ages 5-11 who participated in a
2000-01 nutritional screening
were overweight or at risk of
being overweight, up from
36.6% just a year before (Mis-

souri Dept. of Health & Senior
Services)

¢ In the same study, French fries
were the second-largest contrib-
utor to most of the students’
total fat and caloric intake; soft
drinks were the second-largest
contributor to their total carbo-
hydrate intake (Mo DHSS)

Diabetes Facts

® 10.7% (23.5 million) of adults
age 20 and over have diabetes

¢ 57 million have pre-diabetes

¢ Diabetic retinopathy causes
12,000 to 24,000 new cases of
blindness each year making dia-
betes the leading cause of new
cases of blindness in adults 20-
74 years of age.

¢ Diabetes is the leading cause of
kidney failure, accounting for
44% of new cases in 2005.

e About 60% to 70% of people
with diabetes have mild to se-
vere forms of nervous system
damage.

¢ Almost one-third of people with
diabetes have severe periodon-
tal disease

(American Diabetes Association)

Cardiovascular

Disease Facts

¢ 80,000,000 American adults
(over 1 in 3) have one or more
types of cardiovascular disease,
of whom 38,000,000 are esti-
mated to be age 60 or older

e 73,600,000 have high blood
pressure (140 and/or 90 or
higher, or taking antihyperten-
sive medication)

¢ Estimated direct and indirect
cost for cardiovascular disease
in 2008 is $475.3 billion

(American Heart Association)
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Twenty-First Century Epidemics:

Obesity, Diabetes, Cardiovascular Disease

(continued from page 19)

Bat

>ss, people often
omfort" foods that are
n fat and salt, which con-
obesity, hypertension, diabetes and
health risks.
Ms. Killion also expressed concern that the
current economic crisis could cause diet and
exercise to go on the back burner. “There is

a correlation between financial health, phys-
ical health and mental health.”

Dr. Bleyer noted that orthopedic condi-
tions, depression and other medical prob-
lems such as asthma can be barriers to
exercise. It can be hard to find time to exer-
cise between demands of family and work.

continued on page 24




Twenty-First Century Epidemics:

Obesity, Diabetes, Cardiovascular Disease

(continued from page 20)

Children and
Physical Activity

The growth in obesity among children
is one of the most alarming trends. More
than three times as many children are
overweight today as there were in 1980 —
just 29 years ago. This is attributed in
large part to a lack of physical activity.

According to data reported by the
American Heart Association, 32 percent
of female and 18 percent of male students
in grades 9-12 did not engage in 60 min-
utes of moderate-to-vigorous physical ac-
tivity even once in the previous seven
days. Rates of inactivity were highest
among black (42%) and Hispanic (35%) fe-
males.

Among children ages 9-13, over 60 percent do not partici-
pate in any organized physical activity during the nonschool
hours, and 23 percent do not engage in any free-time physical
activity, according to data reported by the Heart Association.

Daily enrollment in physical education classes dropped from
42 percent to 25 percent among high school students between
1991 and 1995, as the emphasis increased on core subjects of
reading, math and science.

Computers and television take a large portion of young peo-
ple’s out-of-school time. More than one fourth of all the stu-
dents spend three or more hours per day outside of school time
using computers or watching television, reports the American
Heart Association.

Finding Solutions

All interviewed agreed that solutions must involve work at
the societal level.

“As a group, physicians and others should educate the pub-
lic about the significance of this problem. We need to get into
the school systems and bring back physical education, and re-
move the soda machines and fast food,” Dr. Bleyer said.

Ms. Killion said, “We need to attack the disease where peo-
ple congregate — at schools, in the workplace, in congregations,
at sports venues, and more.”

BJC offers programs to its employees and the community to
promote healthy lifestyles. Services include educational pre-
sentations, screenings, support groups and other programs de-
livered through employers, churches and other community

sites. BJC partnered with the St. Louis Sci-
ence Center on the BJC SportsWorks ex-
hibit, and also has partnerships with the St.
Louis Cardinals and St. Louis Blues.

Dr. Blinder encourages physicians to get
involved with advocacy and education
groups such as the American Diabetes As-
sociation. “By affiliating with a well-struc-
tured organization, we can help educate the
public and raise money for patient care and
research.”

Advice for Physicians

There are a variety of ways physicians
can address obesity and the other 21st Cen-
tury epidemics with their patients.

Be more aggressive in treating patients with
metabolic syndrome, says Dr. Bleyer. “Make sure blood pres-
sure is adequately treated, and aggressively treat lipid prob-
lems.” He advised physicians to utilize a test for the number of
non-HDL particles; the more particles, the greater likelihood
of metabolic syndrome.

Along with maintaining proper glucose, blood pressure and
cholesterol levels, Dr. Blinder suggests annual dilated eye
exams and routine foot exams. He offers the ABCs of care:

- A for A1C test for blood glucose, twice a year

- B for blood pressure check, at every visit

- C for cholesterol, at least once a year

Ms. Killion encourages physicians to talk frankly in plain
terms with patients about the risks of obesity, diabetes and car-
diovascular disease. “Explain the meaning of the numbers and
how they could impact the patient’s life. Don’t scare the pa-
tient, but give the facts.”

Also important, she added is completing the conversation on
a positive note. “Help the patient leave with hope and a game
plan.”

Physicians should have a “toolkit” of referral resources to
provide to patients, ranging from nearby workout centers to
dieticians to mental health or financial counselors, she said.

All noted the wealth of literature available from the Ameri-
can Heart Association, the American Diabetes Association and
other groups.
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