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Mr. Starnes: Today we will discuss an
important element in the evolution of health
care delivery — innovation — how it is paid for
and how it becomes assimilated into day-today medical practice. All too often, despite
the best training, brightest minds, and highest
intentions, short-sighted economic policies can
delay adopting innovation and limit quality
of life, in a way that other industries do not
face. While these problems are hardly new,
they demand our attention now because of
the escalating pace of innovation. Significant
advances in patient care are occurring almost
too fast to track, and the health care delivery
system must find better ways of utilizing them.
Let’s start with a baseline question: what do
we mean by medical innovation?
Dr. Abbasi: I see medical innovation as being able or willing to look at a problem differently and to come up with solutions that
go beyond what we are used to. An example
is Dr. [Barry] Marshall, who went through
a significant personal hardship to prove
that a stomach ulcer is truly a bacterial
infection that can be treated with a very
short course of antibiotics. Up until then, it
was treated with horrendous surgery, with
high complication rates. He ingested [Helicobacter pylori] bacteria himself to prove
that. Another example of looking outside
the box may be the approach that [Takeru]
Kobayashi takes in hot dog eating contests.
I’m not advocating for that, but until then,
everybody saw the problem as, “How can
I eat so many hot dogs in a certain period
of time?” He looked at it as, “How can I eat
one hot dog as fast as I can?” By looking at
it that way, he suddenly cut the times and
records by one-third. All of a sudden this
was a solvable problem, and now everybody
could do it that way.
Dr. Lumi: Innovation in medicine could
best be defined as finding a way to treat a
problem in a manner that is different from
the standard of care. That might be a new
discovery, a new technique, a new medication, or it may be a return to previous ways
of doing things that just aren’t standard
now. Innovation covers a broad spectrum,
from technology to implementation.
Dr. Beecher: One innovation would be
covering people for risk, conditions, and
circumstances that they can’t afford to
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treat. Under the ACA [Affordable Care
Act], we have seen a policy push towards
government third-party payment and
expansions of insurance. But innovation
can also come at a cost, and we may see
unintended consequences. So I’m looking
for a patient-centered approach. A clinical
example of that, for me, would be comparing addiction treatment over the last
50 years, when we didn’t have any form of
organized treatments, to the current industry of addiction treatments. The Hazelden
Betty Ford approach can be very effective,
but it now has been grafted onto a managed
care structure. What I’m curious about and
following closely is individualized addiction
treatment, which is an innovation in both
the payment and the treatment arenas.

Mr. Starnes: That brings up an interesting
point: can medical innovation include business
models?
Ms. McClernon: As a health care administrator, I’ve seen technology adopted by different disciplines. I’ve seen where it works
and I’ve seen the need for a more organized
approach to technology assessment. One
example would be our quality committees.
At one time, medical staff ran the medical
committee, and I ran the hospital quality
committee, which was looking at infection
control, pharmacy, and other areas. We created one single quality committee. Initially
that was not seen as the right thing to do,
but that changed. For example, we once had
an issue in cardiac where we had a high
bleed rate. Our pharmacy people went back
and worked together. Six months later, we
realized that there was an issue between
the protocols. Those two clinicians, working together, got everything corrected. I see
that as innovation at a system level and an
operations level.
Dr. English: I think all of us view innovation as a new drug or a new surgical
procedure or a new surgical machine, but
my essential mantra is that cost is the issue
that drives all the others. The area that I’m
really interested in now is called direct pay
to primary care physicians. It’s a membership model whereby for $75 a month, about
what you pay for your cell phone bill, you
have access to a network of primary care
physicians, and you can see the doctor as
often as you want. In theory, there are no
bills to an insurance company. There is
no coding. Whatever medical record you
want to keep, you may keep. There are no
mandates for electronic medical records. It
is a contract strictly between the physician
and the patient. If at any time the patient
wants to leave, they leave. They don’t pay
the bill the next month. Granted, you still
need catastrophic insurance, but that is
now a federal mandate under the ACA. So
if you need specialty care, or if you need
major medical illness care, your insurance
will kick in. The philosophy is that primary care is or at least should be something
that everybody uses at least once a year. It
is an expected cost, just like your dentist.
Medicine used to be like this. This is basically taking you back to a time when the
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contract was between the doctor and
the patient. This is actually innovation
in the financing of medicine, but that is
critically important, in my opinion.
Ms. Larson: As others point out, innovation is just a new way of thinking
about an existing problem. We know
that the current health care system is
not sustainable in the way that we have
financed it and funded it to date. So I
see innovation as looking at different
models to pay for health care — for
example, the Accountable Care Organizations [ACOs] through Medicare
and the integrated health partnerships,
which are essentially a Medicaid ACO.
Under some types of payment models,
you are starting to have a more collaborative relationship with the health
plans, something that hasn’t happened
in the past.
Mr. Starnes: How do payment policies
either slow the adoption of innovation or
limit the quality of life?
Dr. Lumi: For people with severe
life-threatening obesity, bariatric
surgery can improve quality of life
and increase longevity; reduce risks of
cancer, degenerative disease, and the
number of medications used; and cut
overall health care costs by three years
after surgery. However, the average
person only spends 2.5 years with any
particular insurance company. The
companies recognize this, and have
pooled together to create barriers
against bariatric surgery. In my mind,
this is really quite unethical. If you had
coronary artery disease and needed a
four-vessel bypass and your insurance
company said, “I’m sorry, you have
to prove to us you can keep your LDL
cholesterol under 150 for six months,”
or, “You have to prove that you can
remain nonsmoking for six months before we’ll authorize an operation that
will improve your quality of life and
longevity,” you would not stand for it.
You would be up in arms, screaming,
but that is what morbidly obese people
face. Their insurance mandates that
they must do this for six months, must
do that for one year, and now there is
a mandate amongst all insurance companies that they have to lose 10 percent
of their body weight and keep it off for
12 full months before they will authorize bariatric surgery.
Dr. Beecher: When I was a medical
director in a large PPO [Preferred
Provider Organization], I was on the
pharmacy and therapeutics committee. Like most of the major payers

in Minnesota, we hired a pharmacy
benefit management company [PBM] to
try to balance the costs and benefits of
specific medications. Many times there
was some reference to peer-reviewed
research, but in most cases it was a
matter of holding onto something old
that seemed to work just as effectively
as something new unless it could be
proven otherwise, because the new
medications were usually patented and
more expensive. There was a real pressure to ration care for the more expensive patented medications. That still
happens. You might have an innovation
for hepatitis C, perhaps, a new drug
that is incredibly effective but costs
an extraordinary amount. How would
a committee balance those things? In
our organization we relied a lot on the
PBM, relied on the Express Scripts, or
on other contractors to give us advice.
They in turn would talk about what
other companies were doing, so there
is a consensual process that goes on
within that rationing process in the
insurance companies.
Dr. English: Your plan undoubtedly has a formulary, and usually the
company will say, “Well, this is based
on best practices or expert opinion,”
but the point is that formularies are
different from one company to another,
which doesn’t make any sense. Either
there is one formulary, there is one best
way to do things, or there isn’t one best
way to do things. That’s not termed
“kick-backs,” but “rebates.” Health
insurance companies get tremendous
amounts of money back that they don’t
tell you about. They just say that the
pharmacy cost was X. They don’t say
that the pharmacy cost was X but that
they got Y back. There is no parity in
the selection of drugs. If there were, we
would all have the same formulary.
Ms. Larson: One of the initiatives we
are working on now is an integrated
behavioral health model. Within our
Medicaid population, the most prevalent disease state is depression. So
we are trying to integrate a behavioral health specialist within primary
care. Studies show that, especially in
Northern Minnesota, there is a shortage of behavioral health providers,
there is a shortage of hospital space for
these people, and they are ending up in
the emergency rooms or in jail. We’re
trying to reach these patients earlier by
having the behavioral health specialist
embedded in primary care clinics. This
new model does not currently exist in
the health care payment structures. We
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“I’m still waiting for a taker
to help me educate the new
generation of surgeons.”
Hamid R. Abbasi, MD, PhD, FACS, FAANS
Mr. Starnes: In other words, they would rather
pay more for something that works less well.
Dr. Abbasi: This is the reality. I’m being
cynical now, but insurance companies
know that if they delay, pretty soon it will
become a different insurance company’s
problem. Sometimes we have to circle back
a year later with a different insurance
company and so, if we are cynical about it,
the method pays off. It pays to unload the
problem to a different insurance carrier.

are fortunate enough to have some grant
funding to try new things and to develop
a working model, but at this time we only
have a limited source of funding.
Mr. Starnes: Let’s go back to hard scientific
procedures. Hamid, you were involved with
the OLLIF [Oblique Lateral Lumbar Interbody
Fusion] surgical procedure for spinal fusion. It
seems to have great outcomes, but how do the
payers handle access to this procedure?
Dr. Abbasi: I’m reminded of what Crystal
said. She talked about a bariatric procedure
that works, but the payers say, “We want
those people to be motivated, so they should
lose 10 percent of their weight first.” On
paper, that sounds realistic, but when you
dig deep down, you see that there are shortterm financial reasons that have very little
to do with patient care. The first spinal surgery I was involved with took nine hours,
and when I was in residency, we still spent
seven hours. With OLLIF, we do it now in
35 minutes. The patient walks out of the
hospital or surgical center two hours after
the surgery. This is not about the surgical
skills of one surgeon or the selection of a
certain patient; it’s about a new procedure.
This is the Kobayashi of hot dog eating. We
published our data, and we have scientific
proof that it costs less, cuts the surgery
time to less than half, cuts the blood loss
to one-tenth, and usually patients walk out
of the surgery center on the same day. This
data is available to insurance companies,
but many of them deny the procedure,
sometimes saying, “It’s not on our list.”
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Dr. Lumi: Exactly. As we said before,
the insurance company that is supposed
to pay for it doesn’t want to pay for it. If
they can find ways to delay paying for it or
make it somebody else’s problem, that’s to
their long-term benefit.
Mr. Starnes: Payment policies cause many
perverse incentives and have a ripple effect. If
we solved the payment issue, then you would
still have malpractice concerns or first-to-fail
concerns. Even if a procedure like OLLIF is
proven best, how am I going to do the number
of procedures required to get good at it, and
how is that going to happen? How does that
slow the adoption of innovation?
Dr. Abbasi: You practically named the
problem. It is not good enough for one
surgeon being able to do that, and it is not
about one single center’s result. You need
to show that you can repeat the same result
somewhere else, and that is where we as a
community need to come together. It takes
40 procedures to get efficient at OLLIF. I
call them 40 cases of hell, because, as a
private surgeon who doesn’t have a huge
institution behind me, I’m responsible for
every single one of those patients. If we decide as a society or as a medical community
that this is truly good for our patients, we
have to coach surgeons in the procedure,
teach them, mentor them. That is what I do
with our Inspired Spine initiative. I know
that if I just go on a weekend course to
teach somebody a new method, they will
not become proficient, so we bring them to
us. We ask them to gather their cases and
prepare them with an experienced surgeon
to coach them through that new procedure.
Many of these procedures are so new that
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you cannot learn them in any university
or residency program. As a matter of fact,
I’m the only surgeon in the upper Midwest
performing the OLLIF procedure and even
though I have offered to teach residents in
the local community, I’m still waiting for a
taker to help me educate the new generation
of surgeons.
Ms. McClernon: We are caught between
two systems when we innovate. We are
trying to use scientific processes and to
gather evidence showing the efficacy and
the value of the product. At the same time,
things are innovating so quickly. Oncology
might be one model. Collaboratives have
worked together to collect data, moving
it from a university-only system out into
community-based systems. They do this by
partnering, by gathering data more quickly
across a broad spectrum. The adoption of
innovation moves more quickly as a result.
Mr. Starnes: Does anyone have insight into
the role the FDA [Food and Drug Administration] plays in hampering or otherwise slowing
innovation?
Ms. McClernon: I was involved with the
new Watchman device, which is placed
in a part of the heart to reduce the risk of
stroke. I happened to have a personal family member get involved in the trial phase,
and it worked beautifully. My brother,
who is a training and development person
working with the company, was trying to
get FDA approval, but they were running
into complications. So he got some of the
top cardiologists that were performing this
procedure together, and they went through
the process. They identified the key steps,
and from that they rebuilt the training.
They reduced complications to the point
where they finally got FDA approval.
Dr. Abbasi: We need to put a structure
in place that encourages people to go out,
bring their methods out, and let their success become a community success. I can
tell you from personal experience how painful that process is, how slow that process is.
It is a double-edged sword.
Dr. Beecher: Another dimension that
concerns me a great deal as a psychiatrist
is the question of what we call things. In
behavioral health, we talk about a DSM-V,
this tremendously expanded lexicon of
different states of normal and beyond, and
we correlate things using statistical analysis. Under the Affordable Care Act, we have
so-called mental health parity, which tries
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to ensure that mental health patients and
chemically dependent people have access to
care. But we talk about behavioral health
and mental health as if we know what those
are. Not only do we say that we know what
they are, but we talk about how we are going to pay for them and how we are going to
capitate for them and how 80 percent of our
pharmacology is coming through primary care for major mental illness. We have
a crisis in our state hospital system right
now. We have segregated mentally ill people
from the rest. We have been doing that for
ages, ever since I was a young doctor. But
this idea of somehow correlating diagnosis
with treatment is a tricky business.
Mr. Starnes: When organizations focus on
innovation, do they forget that the doctor/patient relationship is really the most important
part of health care?
Dr. Beecher: We are shifting our older
notions of a doctor/patient relationship to
an organization/consumer or an organization/enrollee relationship. That is not a
pernicious thing necessarily, but how can
an intelligent patient or consumer access
information to make a sound decision? If
you do, how are you going to pay for it, and
what kind of vehicles do you have in the
insurance market that allow a selection
of different alternatives? The government
has decided that we are going to guarantee that everyone can be issued insurance,
without assessing individual risk. Now
UnitedHealthcare is saying, “Hey, we don’t
want to play that game anymore in the
insurance exchanges, we are not making
any money, so we are going to withdraw.”
Organizations are going to make decisions
based on their own self-interest, and it will
lead to political discussions about what
type of health care system we want to have.
Bernie Sanders says that we have a right
to health care, we are going to have Medicare for all, yet our Medicare system is in
terrible shape. We haven’t figured out how
to allocate resources. If we do not have
competition among not only the insurance
companies, but also the providers of care,
how is the consumer going to make rational
decisions? Our deductibles are also increasing, so now, unless you are on Medicare,
you have a $5,000 deductible to deal with.
Ms. McClernon: The issue of deductibles
and copayments initially seems devastating.
The good news is that it makes the consumer/patient get in the game. You look at
it and say, “Hey, I have a decision on where
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the first $5,000 of my health care goes.” I’ve
been making different decisions myself, and
I’m seeing others make different decisions. I
think that could be a positive way of getting
us back into a part of the financing of our
own health care. If it gets us to start taking
responsibility, individually and for our families, I think that is a positive in the system.
But it does cause hardship and leads some
people to avoid seeing the doctor.
Dr. English: I would agree, but somewhere
between the $5,000 and, say, $25,000, if you
plugged in the old-time indemnity insurance model, you could actually get people
incentivized. The way it works now, when
somebody gets sick with a major illness,
they know they are going to blow through
that $5,000. All bets are off after that. There
is no incentive for them to be involved in
the delivery of a $100,000 procedure that
could come down in cost, but the patient,
to really be involved, has to be involved
incrementally. Granted, you are not trying
to blow somebody out of the water, so there
has to be a stop loss. I don’t know what level
to pick for that to where you are no longer
responsible, but I would add one caveat:
that 80/20 indemnity, that works.
Mr. Starnes: How can patients contribute to
the adoption of medical innovation?

Dr. Beecher: My take on that is that the
driving force for medical cannabis in Minnesota has nothing to do with pain relief.
It really has to do with the fact that a lot of
people in this state believe that marijuana
should be legalized, that it should be available as it is in Oregon and in other states.
This was a compromise position and it is
unique. In no other state has anybody ever
set up a system in which a physician is supposed to make a diagnosis and a pharmacist is supposed to decide the dosage for a
drug that hasn’t been approved for anything
that anybody is claiming it is for and then
the commissioner of health is now empowered to say that it is okay for pain. This is
really a political maneuver.
Mr. Starnes: Sounds like some bad innovation. What about the idea of patient
satisfaction? Melissa, we are so worried about
whether patients are satisfied. Does this throw
a monkey wrench into innovating?
Ms. Larson: I believe so. We all know
that it is important to engage patients and
make sure that they are satisfied. But say
you have brilliant surgeons with terrible
bedside manners — how would the patient
rate their value? What is it that the patient
is valuing? Do they want a good outcome
from their surgery or do they just want
to feel good when they are speaking with
the surgeon? That is a case where patient
satisfaction can sometimes get in the way of
good medical results.

Dr. English: The best example of where
patients can be effective is medical marijuana. There is not a lot of science on
this, this hasn’t been studied, this isn’t
evidence-based medicine. Some people
Dr. Lumi: When we talk about medical
had anecdotal stories, and there is nothing
innovation, there is often the “wow” factor.
wrong with that, but the medical system is
“Oh, I had my
based on the scientific method, and it can
gallbladder
take years to figure out whether something
taken out
works. Anecdotal medicine is the exact opposite. It is one person saying, “I took this
juniper berry juice for two
weeks and I’ll tell you that
“Cost is the issue
it works.” With medical
that drives all
marijuana, some patients
got together, I’m sure they
the others.”
used the Internet as a platE. John English, MD
form, and then they went
up to the Legislature, and
it passed. So the patients
have input? Absolutely. I
would hate to be sitting
on an FDA panel. They
are going to get nothing
but pressure, and it will increase
exponentially with the new drugs
coming out.
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robotically.” It doesn’t matter to them that
it cost twice as much, that they have bigger
incisions than they would have had with
traditional laparoscopy, that they have
higher complication rates and the hospital
is eating the bill because the payment for a
standard laparoscopic gallbladder removal
and a robotic gallbladder removal is the
same even though the cost may be tripled.
But patients say, “Oh, I had it done robotically.” It’s the shiny factor. You have to take
a little step back and realize that patients
aren’t always engaged in their health, and
may have a variety of motives for what they
choose. I always get a little irritated about
the term “health care,” because most patients are not interested in caring for their
health. They are interested in caring for
their illness. They want illness care. They
don’t want to see a doctor, they don’t want
to be involved in eating right or exercising
or doing anything else that might promote
their health, they just don’t want to have a
cold when they visit Aunt Sue down in Florida, because that would be inconvenient.
Mr. Starnes: What can patients do to speed
the development and adoption of medical
innovation?
Ms. McClernon: Health care has its own
language, with its own ABCs and terms. Research shows that the more literate patients
are about health and health care systems,
the better their outcomes. We need to
remind ourselves that we created this huge
language and complex system, and ask ourselves how we can unwind that. We have to
listen to our patients and get them involved
in that process. This emphasis on patient
satisfaction, where Medicare payments to
health systems are based in part on patient
experiences, is a crude way to get to it, but
it has our attention now, economically,
which is what we probably needed. We also
need to remind patients how much their
own behavior can impact their health.

people know words, it doesn’t mean they
truly know what they mean or what their
impact is. Assessing health literacy takes
a lot of time, and time is one of the things
that we don’t have in abundance in the
examination room. If we are going to look
at the economics of paying physicians for
performance, and part of your performance
is tied to your patient’s satisfaction, and
patient satisfaction is based on them understanding what you have said, then you have
a real problem.
Ms. Larson: I believe that clinics, physicians, and providers need to look at what
they communicate to patients and make
sure that what they say is meaningful. Under the “meaningful use” mandates, we are
required to provide a post-visit summary.
Our EHRs [electronic health records] spit
out a bunch of information, but is it truly
useful? Does it tell the patient anything?
When I visited my doctor, my post-visit
summary told me what I came in for and
what drugs I was on, but it didn’t tell me
anything in between. We need to make sure
that we communicate what we need to communicate, and we need to communicate in
a manner that is good for our patients.
Dr. Abbasi: It is not always easy to combine our many decades of experience and
schooling in a 15-minute or a half-hour
conversation, but I see that as our failure
as providers or doctors. I have a hobby — quantum physics — and nobody
could ever explain quantum physics
the way I understand it. When I
asked about it, they would say,

“There is a difference
between ‘health’
and ‘health care.’”
L ee Beecher, MD,
DLFAPA, FASAM

Dr. Lumi: Assessing health literacy is very
difficult. Working in oncology and in bariatric surgery, there is a pantheon of words
that the everyday layman may understand,
but if I ask a patient, “What is a protein?”
half the time I get a blank look. They can’t
really define what a protein is. A famous
senator, when asked how he would define
pornography, once said, “Well, I can’t define
it but I know it when I see it.” Many of my
patients would say, “Well, I would know
what a protein was if I saw it.” Health literacy is kind of a sticky wicket. Just because

Sponsored by

Minnesota
Physician-Patient
Alliance

“Because we don’t understand it either.”
Sometimes doctors have trouble communicating information. I have a busy practice,
and sometimes I’m late and sometimes
my patients are angry because they had to
wait an hour to see me, but it is extremely
rare that a patient leaves my examination
room and is unhappy. I often hear them
say, “Doctor, I’m so happy, this is the first
time I really understood what is going on.”
We need to give our patients a little more
credit. We need to explain complex procedures in terms that they understand. For
example, I always compare a disc to a tire
of a car. Everybody understands what it
means to have a flat tire. It would be futile
if you tried to communicate with them as
if they were doctors who had gone through
med school, but if we put it in other terms,
we can communicate the essence. If we
cannot do that, then we have a problem in
our education system.
Mr. Starnes: In terms of involving the patients in speeding the adoption of innovation,
how could social media be applied? I mean,
how can we get those cell phones to help this?
Dr. Abbasi: Technology has made information available to everybody. Remember
those big encyclopedias that you had to
buy? You’d spend something like $10,000
and have 40 volumes in your library, paying
them off every month over 10 years. Now
all of us have a smart phone. Not everything on the Internet is correct,
but whose fault is that? How
much time did I take out
of my busy clinical life to
put expert information out
there, so that my patient
does not have to rely on
some shady person
from somewhere else?
I’m saying that because
I was doing exactly that
last night until 1:30
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in the morning. I was putting information
about minimally invasive spinal fusion
surgery on my social media. This is exactly
what it takes, and it is not easy. You have
to stay awake until 1:30 in the morning, get
the information, put it out, but you will find
in the long run that it helps you. You can
send a patient to your web page to see your
post and to listen to a patient who has gone
through the same surgery. We have to put
information out there ourselves. If not us,
who else?
Dr. Beecher: I’m sure that Facebook and
some of the newer media are being used,
but there are some real privacy issues. How
do you maintain boundaries when you have
all of this information out there? If we want
to involve patients in adopting innovation,
we need to admit the complexity of the
system, admit that we are just as befuddled
by it. We are all working on that, but it is
a partnership issue with the patient. It’s
also a partnership among ourselves. If we
delegate to a social worker or to an expert
on the economy or insurance or whatever, it
is not enough for that individual just to put
it into the EHR and walk away. There has
to be some sense from the patient that this
answers their questions and it is an ongoing
relationship. When in doubt, we need to
refer to the patient’s needs and complaints.
Many times we get off on our own tangent
or something and it is not just because they
haven’t gone to medical school and don’t
understand what a protein is. It is because
we are not relating this to their particular
needs, that’s the key to it.
Mr. Starnes: Are there other ways in
which social media could drive the adoption
of innovation?
Ms. McClernon: We have FitBit devices
and health apps on our phones that track
our steps and calories. I often think if we
just bought that $100 FitBit for each of our
patients, we probably would gain a lot.
Mr. Starnes: What role can direct-toconsumer advertising play in adopting
medical innovation?
Dr. Beecher: I’m fundamentally a capitalist at heart and I believe in the free
market, but holy cow, you watch television
and see the commercials for Viagra and
Eliquis — my goodness, you almost get
nauseated, and you might develop the side
effects that they are telling you about just
from watching the commercial. Obviously, these things are being supported by
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Pharma, who has
“The insurance company
been kicked out of
that is supposed to
the doctor’s office
pay for it doesn’t 
as primary care
want to pay for it.”
doctors have given
up their practices
Crystal Lumi, MD, FACS
and gone into big
systems. The reps
used to bring their
computers in to show us their studies, but
all of that stuff is now going directly to
the consumer because they have
to go through the [pharmacy
and therapeutic] committees
and the [pharmacy benefit
managers] and through the
other organizational steps
to get the drugs approved.
So I’m of two minds. The patients
should have choice, but I don’t think
they are getting choice through this
direct-to-consumer advertising, which
of my teachers knew it. This rep came to
must be costing a lot. I’m not sure what the
me, educated me. I’m not using all the techalternative is.
niques they showed me, I put that through
Dr. English: The alternative is more direct-to-consumer advertising. I think it is
a great thing. I think it is a horrible thing
when the health care systems cut out drug
salesmen. It is actually a perversion. The
assumption here, apparently, is that the
health care systems know what’s best for
patients more than the drug people do, especially in primary care. Primary care covers everything, so as a doctor, you should
have some vague knowledge of what each
medication does, even if you’re not prescribing it. I really looked forward to visits from
drug salesmen when they used to come in.
If you got to know them, they would say, “I
just want to tell you that some doctors are
using this medication for this condition.
You should know about it, too.” That is
invaluable. If you are actually a practicing
physician, actually seeing people, that’s
your livelihood, you need these tips. You
can’t go through journals. That’s a full-time
job, paging through journals or studies. So
the answer, as far as I’m concerned, is more
direct-to-consumer advertising. No filters.
Dr. Abbasi: I’m totally with John on that.
There is a huge value in the free market
society. Obviously we have to learn as well
in med school to be critical. You shouldn’t
take everything they say as truth and you
have to digest it through your own intellectual capacity, but I can tell you from my
residency that I learned many things from
that new method that was developed. None
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my own intellectual and training and inquisitive mind, but I cannot overemphasize
how important that was for me.
Ms. McClernon: I was in the administrative wings when we moved the pharmaceutical companies out. It was very difficult
for them to be in between physicians, and
yet we lost a lot when we kicked them out,
because they were often giving us samples for patients who didn’t have funding,
and we were learning techniques. I think
it challenged our own pharmacy people
to have to work together. I think the easy
answer, often times, is just to mandate it
out. The pharmaceutical companies, we
know, are very innovative, and that is why
we have direct advertising. Essentially that
was their end around, to say, “Well then
fine, we’ll just go direct to the patient.” All
of you clinicians, I’m sure, hear things like,
“This should take care of my restless leg
syndrome, right?”
Dr. Lumi: The advantage of direct consumer marketing is that it develops patient
awareness that they may have a medical
condition that should be treated. They may
have something else — they may actually
have a gastric cancer instead of gastric reflux — but it brings them into the office, and
gives us an opportunity to intervene in helping to diagnose and treat them. The downside is trying to talk them out of the particular medication that they are certain is
going to cure the symptom or the problem
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“Keep making the
system simpler
instead of more
complex.”

outsourced crowd-managed
publication. As long as your
paper is within the scientific methods, your paper
will get published and the
crowd, the people, the folks
Susan McClernon,
out there, they decide how
PhD, MA
much impact your paper
has, utilizing the wisdom
of the crowd. It reminds me of a very old
story from the 1800s. [Sir Francis Galton]
goes to a market and there is a game in
which random people guess the weight of
a cow, and whoever is closest gets the cow.
They were all wrong, but after the process
was over, he averaged their guesses, and
that turned out to be within pounds of the
actual weight. I think our peer review needs
crowd sourcing.

that they may or may not have. That is often
very thorny because they will get mad and
choose to go to someone else who is happy
to sit and think about their golf game for
five minutes, let the patient talk, write them
a prescription, walk them out the door, and
then charge for a level-III visit. So I see it as
a double-edged sword. I think that anything
that you can do to stimulate patient education, patient engagement, is an innovation
in health care. However, we have to make
sure that the other side of the sword isn’t
sharper.
Mr. Starnes: What can be done to improve the peer review process of medical
literature that could expedite the adoption of
innovation?
Dr. Abbasi: We are scientists, but we
have the same biases and fallacies of every
person. I may believe that my research
is more important than your research,
or that my opinion is more valuable than
your opinion. The traditional peer review
process is a long, extensive process. Your
paper gets sent to somebody else, and if the
topic of his research doesn’t match the topic
of your research, all of a sudden questions
come back that you believe are not relevant to what you are trying to say. Those
who have tried to publish a peer-reviewed
paper will know that. Dr. [John] Adler, a
neurosurgeon at Stanford, started a website [www.cureus.com] that has essentially
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Dr. Lumi: If you choose to crowd source
peer review and just let all comers criticize
your paper, thumbs up/thumbs down, is
there going to be a corresponding medical innovation where that idea, that process, that new thing that you are touting,
gets carried forth into actual practice?
The academic societies or big Pharma or
anything else, are not going to accept a
crowd-sourced peer review article. They are
going to want standardized, peer-reviewed
articles. My question is, can crowd sourcing
translate into actual medical innovation
that is disseminated?
Dr. Abbasi: That is a good question. If I
start evaluating a physics article, my opinion shouldn’t be equal to somebody who has
done 30 years of physics, but my opinion
shouldn’t be completely dismissed either.
We need to be smart about that. Using the
example about guessing the weight of a cow,
individuals may be wrong, but the wisdom
of the crowd is always more than the sum
of individual contributors.
Mr. Starnes: Let’s move on and talk about
innovation in medical education. Are there
some things that have been implemented
recently or are there some things that should
be implemented?
Ms. McClernon: The cross disciplines in
education are starting to work together.
We are breaking down silos to capitalize
on our strengths and produce better outcomes. Most of the clinical people I meet
say that understanding more about the
industry and the business side of health
care would help them. I spent most of my
career educating clinicians so that they
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could speak the language to get the capital
and the staff they needed to move forward,
and I see that as the role of health care
administrators. If we can start that type of
thinking earlier in the educational process,
we can encourage innovation. For example,
in some patient safety studies, multidisciplinary teams from different universities
compete with each other on the types of
challenges they might face in the health
system. They have turned it into an interesting educational process.
Mr. Starnes: Anybody else with innovations
in medical education?
Dr. Lumi: One of the more recent failures
in innovation in medical education is the
whole issue of certification maintenance
within certain specialties. It started as a
good idea. Once you became board-certified in a specialty, at intervals you needed
to complete certain tasks to demonstrate
proficiency until you took your next certification exam. What it evolved into is an
extremely expensive, onerous, time-consuming, and worthless process for most
physicians, one that has recently been
rescinded by the American Board of Medical Specialties. It is a real challenge, in
the rapid pace of change within clinical
medicine, to remain current in your own
specialty, let alone if you are a primary care
provider who has to know a little bit about
everything. I think that rescinding it was
probably the wrong thing to do, but it needs
an overhaul. For clinicians to just keep their
heads above water, we need periodic checks
and balances, because we are human and
we are lazy and we would rather sleep in
on Sunday mornings than read a medical
journal for two hours. I see it as one step
forward and two steps back in the whole
maintenance of certification.
Mr. Starnes: Are there examples of innovation in medicine that have not been slowed by
payment policies?
Dr. Lumi: When laparoscopic gallbladder
removal—cholecystectomy—came out
in the late 1980s, there was an overnight
surge in people lining up to get their gallbladders out through four small incisions
rather than the traditional 6–8-inch incision, week in the hospital, and six-week
recovery period. Patient demand drove the
implementation of laparoscopic cholecystectomy ahead of the data and the coding
standards. There were some complications back then, but many believed that
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laparoscopic cholecystectomy was equally
safe and equally effective, and there was a
huge demand for it. Insurance companies
scrambled to keep up with this particular
innovation. I trained during that period,
and part of my residency training was
learning to code and bill. We would charge
for open cholecystectomy because there was
no code for a laparoscopic cholecystectomy.
Within a year, there was a code. A grass
roots movement by patients pushed not only
the coding system run by the Centers for
Medicare Services, but it pushed medical
innovation in terms of new instruments,
new designs, new operating room designs,
changes in how operating rooms were built,
and it opened the door to a whole bunch of
other innovations. People asked, “Well, if
we can take the gallbladder out this way,
could we do this and this and this?” That
happened in the blink of an eye.
Dr. English: There are a couple of examples
that affected cardiothoracic surgeons. I
once thought that with all of this coronary
sponsored by
artery disease and the entire population
getting older, they could work from dawn
until midnight, every day of the week. All of
a sudden, overnight, stents came in. I don’t
want to say that it decimated their profession, but actually it did. All these people
had counted on this open-heart coronary
artery bypass, and it went away. Another
thing in place right now is femoral artery
insertion of an aortic valve. What a deal.
You don’t blink an eye. You can be 82, and
you can have this valve inserted and walk
out of there.
Dr. Beecher: Outpatient electroconvulsive
treatment is one example of innovation
in psychiatric care delivery. It happened
in the 60s and 70s, but really came into
its own in the 1980s. For people with
bipolar disorder, serious depression, even
schizophrenia that is out of control and
isn’t controlled with antipsychotics, this
treatment helped. You could bring people in on an outpatient system involving
multidisciplinary care, do a very thorough
exam, get the families involved, provide the
treatment, and allow people to go home. I
did that for many, many years, and I can’t
tell you the number of suicidal people that
we brought around. They didn’t have to
be institutionalized, and we saved thousands if not millions of dollars. There are
innovative hospital and clinic systems like
Abbott Northwestern, the old Metropolitan
Medical Center, and others that have very
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good ECT clinics. This is something that
isn’t written up very often, but it is a combination of a treatment that works, that
is stigmatized in many ways and not well
thought of by many people, even by some
in the mental health community, but it
really works and if it is done systematically
and when needed on a long-term basis it
can save lives and save money.
Mr. Starnes: What are the most important
things that need to be done to change the way
payment policies limit quality of life?
Ms. Larson: In a perfect world, I would say
that we take the power to make decisions
out of the insurance company’s hands and
give it back to medicine. I think that physicians should be in the driver’s seat for these
things and ideally that is what will drive the
change.
Dr. English: I would say patient empowerment. Physicians shouldn’t necessarily
be in the driver’s seat. The patient actually
should be in the driver’s seat. We have to
meet their expectations. The flip side of that
is patient responsibility. Somehow that has
to be woven together before we are going to
get an answer.
Dr. Lumi: My fairy tale world is universal
access, where access to medical care is not
denied because of age, income, or any other
barrier, and that everybody has the opportunity to get not just illness care, but true
health care and wellness care.

have to go beyond short-term thinking and
focus on long-term, evidence-based health
care, not just illness-based systems. I’m also
still befuddled by the ACA. Before it passed,
we had a Medicaid system, and we had a
Medicare system. We could have just taken
people who were uninsured and put them
into those two systems, instead of creating
this complex world of exchanges. We have
wasted at least five years chasing the wrong
rabbit, I would say. I would like to keep
making the system simpler instead of more
complex. I’m concerned about corporate
medicine. If we lose the incentive of our
individual physicians and clinicians to influence care, we will lose out on innovation.
Dr. Beecher: There is a difference between
“health” and “health care.” That line gets
blurred, even in primary care. We need to
learn about nutrition, about alcoholism,
about smoking, about public health issues
and so many other things, but that is not
necessarily the health care system’s job. All
citizens need to realize we are all paying
for this, and we all need to get educated. If
we can empower the patients, the reform
will have to come through our insurance reform. The ACA went way too far. It actually
tried to set up a stakeholder system with
everybody around the table, and the insurance companies are now beginning to bail.
It is going to be really interesting to see how
this plays out.

Dr. Abbasi: We don’t want the government
to interfere too much in our patient/doctor
relationship. In reality, insurance companies do that every day. I think we all want
to be in an environment that considers all
aspects, including cost, but I do believe that
the intrusion of the insurance companies
in the patient/doctor
relationship has been
“Patient satisfaction
more extensive than
can sometimes get
what government
in the way of good
could ever do, and I
medical results.”
think it needs to be
limited.

Melissa Larson, MBA

Ms. McClernon:
We need access, but
we can have all the
access in the world
and still not have enough providers,
especially in primary care. Patient
responsibility and engagement are
vital, but we have to help patients
navigate a complex health system. We
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