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Elements of professionalism for a physician considering the switch to a retainer practice.

Luxury primary care: background

Luxury care (also known as concierge care, retainer practice, and boutique medicine) has been flourishing over the last few years in the United States (US).(1,2,3) In such practices, patients are charged an average fee of between $2000 and $4000. They may be indulged with perks such as valet parking, buffet meals, and massages.(1,2) Subspecialty referral appointments occur on the same day as the general physical exam. Vaccines in short supply elsewhere are readily available. Physicians are available by cell phone or pager year-round; some make house calls. Waiting times for an initial appointment are short, and patient-physician ratios are between 10% and 25% of typical managed care levels.(1,2,3)

Most luxury care patients are asymptomatic, fairly healthy, and of high socioeconomic status. They are disproportionately white men.(1,2) Ironically, lower socioeconomic status patients have the worst health outcomes and most need efficient, comprehensive health care.(1,2,4)
Luxury practice physicians make substantially more money, have smaller patient panels and care for fewer African-Americans, Hispanics, and Medicaid patients than non-luxury practice physicians.(1,2,5,6) Doctors who convert to a luxury practice keep an average of only 12% of their former patients.(5) Most concierge physicians conduct charity care, although the nature and amount of such care is unknown.(5)
Luxury practice doctors often cite the desire for greater autonomy and more independence in decision-making, increased time to spend with their families or on altruistic endeavors, and the satisfaction of getting to know their patients more intimately. Such motivations are understandable, even laudable, and an unfortunate consequence of the current US health care system. Even so, increased financial compensation is likely an important motivating factor for some concierge physicians.

Legal risks of operating luxury practices in the US include violations of Medicare regulations, the False Claims Act, provider agreements with private insurance companies, state insurance laws, the anti-kickback statute and other laws prohibiting payments to induce patient referrals, and potential liability for the abandonment of existing patients. Some hospitals have used economic credentialing to deny hospital privileges to physicians practicing concierge care. Certain states have investigated the payment mechanisms of concierge practices; New Jersey and New York place limits on such practices.(1,2)
Luxury care and the erosion of science and medical ethics
There is no evidence documenting a higher quality of care in concierge practices, and little data to support the clinical- or cost-effectiveness of many tests offered to their asymptomatic clients. Examples of such tests that are inappropriately used include percent body fat measurements, chest X-rays in smokers and non-smokers aged 35 and older to screen for lung cancer, electron-beam computed tomography (CT) scans and stress echocardiograms looking for evidence of coronary artery disease, and abdominal-pelvic ultrasounds to screen for ovarian or liver cancer.(1,2) Ironically, this over-testing occurs despite the well-documented under-utilization of validated, beneficial interventions in both uninsured and insured patients.(1,2,7) While clients pay for these procedures, technicians and equipment time are diverted to produce immediate results.  Since patients jump the queue, tests may be delayed on other patients with more appropriate and urgent needs. Furthermore, certain tests, such as whole body CT scans to screen for subclinical malignancies expose patients to dangerous levels of carcinogenic radiation. (9)
False-positive results may lead to further unnecessary investigations, additional costs and anxiety (for patients) and increased profits (for physicians). True positive results can lead to the over-diagnosis of conditions that would not have become clinically significant, resulting in further unnecessary (and potentially harmful) interventions and possibly impairing future insurability. The use of clinically unjustifiable tests erodes the scientific underpinnings of medical practice and runs counter to physicians’ ethical obligations to responsibly manage health care resources.
The general public contributes substantially, through state and federal taxes, to the education and training of new physicians. Even so, many physicians who staff luxury primary care clinics limit their practices to the wealthiest fraction of our citizenry.(1,2) Given their investment in the training of physicians, the public might object to physicians limiting their practices to the wealthy or refusing to care for Medicaid or Medicare patients. On the other hand, doctors might justify limiting their practices to the wealthy by claiming a need to repay large educational debts or the right to determine the nature of their practices.
The trend toward luxury primary care has been occurring at a time of increasing injustice in health care in the US and worldwide, and during a period of increasing dissatisfaction and cynicism among patients, practicing physicians and trainees.(1,2) In 2007, 45 million Americans lack health insurance. Millions more are underinsured, remain in ‘dead-end’ jobs to maintain their health insurance, or go without needed prescriptions because of skyrocketing drug prices. The proportion of physicians providing charity care has declined over the last decade.(8)  The development of luxury care has diverted attention from these issues without improving health outcomes at the population level.

Despite spending a larger proportion of its gross domestic product on health care than any other industrialized nation, US population health outcomes compare unfavorably.(1,2,4,7) Disparities have grown in wealth, access to care, and morbidity and mortality between rich and poor and whites and non-whites.(1,2,4,7) Basic preventive services at recommended frequencies are commonly missed or delayed owing to time and financial constraints.(1,2,4,7) Some doctors offer varied levels of testing and treatment based on patients’ abilities to pay. Luxury care will likely worsen these problems. 

Medical schools and professional societies have been relatively quiet on the subject of luxury primary care, no doubt in part to avoid drawing attention to their support of profitable enterprises. To compete financially, many academic medical centers have established luxury primary care clinics. Little is known about the participation of medical students and residents in such clinics, start‑up costs, degree of profitability, or whether financial resources from these clinics are diverted to indigent care or educational programs.(1,2) Given widespread disparities in health, wealth and access to care, as well as growing cynicism and dissatisfaction with medicine among trainees, the promotion by academic centers of an overt, two-tiered system of care which exacerbates inequities and injustice erodes fundamental ethical principles of medicine such as equity and justice.
Conclusions

While I appreciate the concerns of the physician in this vignette, I suggest other ways he might enhance his career satisfaction, such as teaching, considering the financial and time benefits of coordinating care with a nurse practitioner and/or physician’s assistant, and political activism (along with his patients) to change those aspects of medical practice which he finds troubling. More broadly, the medical profession should divert its intellectual and financial resources away from luxury care and towards more equitable and just programs designed to promote individual, community and global health. The public and its legislators should in turn provide adequate funds to facilitate these efforts.
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