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Project Aims 

 To identify the physician who is the first 
source of primary care for each patient 
at two family medicine teaching sites 

 To create a “panel list” of all patients 
for whom each physician acts as PCP 

 To explore the consequences of explicit 
PCP assignments and panel lists 



What is a “Primary Care Provider”? 

 The first source of care for each patient 

 The provider ultimately responsible for 
each patient’s chronic and preventive 
care  

 Principle:  Every patient should have 
one and only one PCP  



What is a “Panel”? 

 The list of patients for whom each 
provider serves as PCP 

 The basis of continuity and patient 
satisfaction 

 The source of demand for appointments 
for each provider 

 



Why are panels important? 

 Help to define and equitably divide the 
work of the practice 

 Allow individual feedback to providers 
on aggregate demographics, processes 
and outcomes for the patients they 
treat 

 Allow rational transfer of patients from 
one PCP to another when a provider 
enters or leaves a practice 



Panels in teaching practices 

 Special challenges to continuity 

 Most providers practice part-time 

 Care often shared between providers 

 Acute care often rendered by covering MD 

 Frequent provider turnover 



Project setting 

 Montefiore Residency Program in Family 
Medicine (Bronx, NY) 

 Two teaching practices, each with 

 15 residents 

 4 attendings actings as resident team 
leaders 

 Several non-teaching attending physicians 



Project setting 

 Electronic medical record 

 GE Centricity Enterprise (a/k/a “CareCast”) 

 Robust hospital-based system with 
rudimentary outpatient component 

 Contains outpatient visit histories, labs, 
problem lists, medication lists, allergy 
lists—but not progress notes 

 All users see “PCP” for each patient 







Project setting 

 CareCast PCP 
 The provider identified for each 

patient in the “PCP” field in CareCast 
 Should be controlled by clinicians based on real 

primary-care relationships negotiated with 
patients, but… 

 Clinical and administrative personnel can 
change this field 

 Often inaccurate due to provider turnover, 
unrecorded patient migration, administrative 
good intentions… 



Project setting 

 “Clinical Looking Glass” 

 A physician-developed, user-friendly 
interface allowing practicing physicians to 
easily build structured queries addressing 
the entire hospital database 

 Initial focus on inpatient data 

 Evolving outpatient capabilities 

 Physician leadership eager to develop new 
features 



Methods - Step 1 

 Developed new query in Clinical Looking 
Glass to analyze outpatient visit 
histories (11/06) 



Defining terms 

 A clinic’s patient panel 

 All patients seen at the clinic at least once 
in the past 18 months 



Defining terms 

 Visit-based PCP 

 The active provider seen most often by 
each patient in the last 18 months 

 Or, if there is a tie, the active provider 
seen most recently in the last 18 months 

 Some patients are “orphan patients” 

 No visit-based PCP, no active CareCast PCP 

 For the past 18 months, have only seen 
providers who have since left the practice 





The PCP Panel report 

 For each provider, 3 “bands”: 

 
 Band 1 – Patients for whom the provider is both 

the CareCast PCP and the Visit-Based PCP 

 

 Band 2 – Patients for whom the provider is the 
CareCast PCP but not the Visit-Based PCP 

 

 Band 3 – Patients for whom the provider is the 
Visit-Based PCP but not the CareCast PCP 



Band 1 
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Introducing the panel reports 

 First run reports distributed to MDs 

 Physicians failed to recognize many 
patients on their panels, particularly 
infrequent users 

 



Cumulative Visits and Patients by Visit Frequency
Williamsbridge FP  7/05-12/06
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Most of our visits (72%) are with a 

relatively small number of frequent 

users (40% of all our patients) 



Visit-Based vs. CareCast PCPs
FHC, February 2008
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Inappropriate PCP assignments 

 Many active patients assigned in 
CareCast to physicians who had left the 
practice or never worked there 

 Active patients who had not seen their 
CareCast PCP in more than 18 months 
 Inappropriate assignments vs. infrequent 

users with recent acute care 

 CareCast PCPs recognized some of these 
patients (but not many) 



Methods - Step 2 

 Software module developed to reassign 
patients with inappropriate CareCast 
PCPs to their Visit-Based PCPs 

 Patients with CareCast PCPs not currently 
working in the practice   

 Patients who had not seen their CareCast 
PCPs in the past 18 months 



A PCP dilemma 

 Patients who had not seen their 
CareCast PCPs in the past 18 months 

 To change… 

 Might violate long-standing relationships, giving 
undue weight to recent pattern of acute care 
by others 

 …or not to change 

 Might preserve assignments that do not 
represent real care relationships 



PCP dilemma resolved 

 Provider consensus 
 Reassign patients not seen by their 

CareCast PCP in the past 18 months to 
their Visit-Based PCP 

 Provide list of these reassigned patients to 
CareCast PCPs 

 CareCast PCPs reclaim (relatively few) 
patients with whom they still have 
meaningful PCP relationship 



CareCast vs. Visit-Based PCP 

 Patients with at least one visit to the 
CareCast PCP in the last 18 months 
were left unchanged, although the 
patient may have seen other 
physician(s) more often 

 CareCast assignment to active PCP 
(confirmed by at least one recent visit) 
outweighed overall visit history 



Pushing the button 

 On March 4, 2008, CareCast PCP fields 
were updated for nearly 6000 patients 
at both teaching sites based on recent 
visit history.  



Visit-Based vs CareCast PCPs 
at FM teaching sites 

February 2008 March 2008 

Visit-Based vs. CareCast PCPs
FHC and WB, February 2008

Same
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Different
37%

Orphans
5%

Visit-Based vs. CareCast PCPs
FHC and WB, March 2008
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Outcomes of PCP reassignment 

 Accountability 
 Every provider has received a list of his or 

her patient panel, and will now be held 
responsible for outcomes for that panel 

 Next step: Develop provider-specific 
registries 
 Chronic disease 

 Prenatal 

 Health maintenance 



Outcomes of PCP reassignment 

 Analysis of resident panel demographics 
 All residents have been asked to categorize 

the most frequent users in their panels by 
age, gender, and chronic problems 

 Data will be used to balance patient panels 
by 
 Routing new patients to address panel deficits 

 Rational reassignment of patients to new PCPs 
at start of each academic year 



Outcomes of PCP reassignment 

 Panel size 

 Can calculate ideal panel size based on 
level of training and FTE in direct patient 
care 

 Compare actual to ideal panel size 

 Overpaneled providers may have difficulty with 
access 

 Underpaneled providers may have difficulty 
meeting productivity expectations 



How big should a panel be? 

 

 FHC 
12,780 unique patients / 9.5 FTE 

= 1345 patients per FTE  x  2.77 visits/yr/pt 

= 3740 visits per yr per FTE 

 WB 
8814 unique patients / 6.1 FTE 

= 1452 patients per FTE  x  2.59 visits/yr/pt 

= 3724 visits per year per FTE 



Ideal panel size by provider 

 Assuming 1400 patients per FTE: 
FTE Panel Size

PGY-1 0.035 49

PGY-2 0.15 210

PGY-3 0.23 322

Attendings 0.3 420

0.4 560

0.5 700

0.6 840

0.7 980

Based on 
ACGME 
expected 
visits/year 



Actual - Expected Panel Size
FHC, February 2008
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Actual - Expected Panel Size
Williamsbridge, February 2008
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Correcting panel sizes 

 Encourage overpaneled providers to 
relinquish excess patients 
 Should improve access for these providers 

 Assign unclaimed and “orphan” patients to 
underpaneled providers 
 Should improve productivity for these providers 

 Should improve overall continuity of care by 
providing every patient with an accessible 
PCP 



Outcomes of PCP reassignment 

 Measuring continuity of care 

 During a given interval (e.g. 18 months), 
at what percent of all visits made by 
members of a provider’s panel did the 
patient see the PCP (rather than another 
provider)? 



Continuity by PCP Panel
FHC, 9/06 - 2/08

0%

10%

20%

30%

40%

50%

60%

70%

80%

A
n
d
e
rs

o
n

D
u
g
g
a
n

G
o
rs

ki
S

o
lo

w
a
y

W
ill

ia
m

s
O

'C
o
n
n
e
ll

G
o
ld

N
g
u
ye

n
R

o
se

n
R

itc
h
in

S
im

o
n

G
ro

ss
P

o
rt
n
o
y

B
a
ro

n
F
la

tt
a
u

N
a
ta

l
S

a
n
d
e
rs

G
e
llr

ic
h

G
ru

m
e
t

H
o

R
o
o
se

Ja
ck

so
n

B
ro

w
n

L
itt

le
to

n
E

la
m

D
u
ke

r
K

ir
ch

e
n

S
e
lw

yn
V

id
a
l

T
re

la
B

e
n
a
tt
a
b
o
u

S
h
im

e
lfa

rb
K

a
rn

ik
S

te
in

R
e
ck

re
y

Q
u
in

ta
n
a

S
ch

o
n
b
e
rg

Ji
m

e
n
e
z

C
h
u

D
e
L
e
o
n

P
e
rc

e
n

t 
o

f 
V

is
it

s
 t

o
 P

C
P



Panel Continuity by Visit-Based PCP
Williamsbridge FP, 9/06 - 2/08
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Continuity by Status of Visit-Based PCP
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Conclusions 

 Meaningful patient panels can be constructed 
from retrospective visit histories in the 
hospital database 

 Panel lists have many potential applications: 
 Accountability for patient care and outcomes 

 Correction of panel sizes to balance productivity 
and access 

 Measurement of continuity 

 Characterization, balance, and rational transfer of 
resident panels 

 


