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Forward to Basics In Family Medicine

Paul Glanville, M.D.

Dr. Glanvilleisin the practice of private medicine in Chandler, Arizona.

A brief excerpt of this article recently appeared in
the newsletter of the Association of American
Physicians and Surgeons.

Welcome to the new, improved horse and buggy days!

Imagine a generd medica practice with an overhead of
jus $10,000 per year, a minmum gross personal
income of $42,000 with 12 weeks vacation. Imagine
office charges for this base income of only $10 per

patient!

Impossible you say? It couldn't be in the United States?
Though | have not yet completely reached these gods, |
believe they can be, with God's help, and | am well on
the way. | wish that |1 could give you a fact sheet
showing successful figuresfor afew years, but | amjust
in the process of following the Lord forward into an old
fashioned way, forward to basics. | think this is the way
of the future. When | firg began the changes in my
practice, patients were confused and would ask me
what on earthwas | doing. | would answer, "I'mgoing
back to the horse and buggy doctor days.” That didn't
sound right to me, and after a few weeks | began
sying, "1'mgoing FORWARD to the horse and buggy
doctor days." Then something ht me and | sad,
"Welcome to the new, improved horse and buggy
doctor days!"

Let me lay out a few fegtures of the program, then tdl
you a little about how | believe God has led me here
and why. | have no idea how many doctors God may
be dirring in a gmilar fashion, but my desire is to see
more and more doctors finding a way to ddiver quaity
care to the body of Christ for a reasonable fee, and to
the community at large as an outreach to the lost. We
need a new missionary zed inthe medicd professon, a
fresh look at the minidry of medicing, and a turning

away from the "big business’ approach to medica
practice.

People in the United States need a "missonary”
approach to medica care - not free care, but affordable
care. Most doctors have bult barriers around
themsdalves that prevent them from seeing the needs
here at home. We have alowed our advisors to set up
our policies, and together we have ingtructed our gaff in
aoplying the policies so that we are separated from
patients in need.

In generd, the patients in real need will be intercepted
by our policies and never make it past the front door.
The few not intercepted are the very assartive ones or
some whom we know from church activities. Let me
say that | primarily write from urban experience. | am
sure that there are some doctors in rurd areas who
know dmos everyone in thar community and
undersand ther needs. But this undersanding is
probably amog totdly lost in the mgority of
communities.

In andl towns of the past "doc" knew everyone, and
saw them dl around town. He knew when they were
having a rough time finanadly, when the cow had dried
up or died, and he knew ther character. If he heard
they were ill and didn't have money for his servicesand
were "too proud” to ask for help, he likdy found some
way to stop by casudly and offer help. He probably
would accept payment in kind for services and could
wak away feding truly compensated, if not monetarily,
knowing that giving to the poor islending to God (Prov.
19:17). But, | suspect even the rura doctor has been
mogtly overcome with the world system of how to
"properly” do the "business’ of medicine.

The purpose of this aticle isto tdl where God is cdling
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me, and to affirm to some of you with a amilar unusud
cdl. You are not done. There are other strange people
out here. For those of you who are dready doing
something strange, thank you. There are more of us
coming and we would gppreciate your help, communion
and communication.

How can you make $42,000 a year with 12 weeks
vacation, charging only $10 per vist? Over the years, |
have had anurse or secretary cdl inill and have had to
continue the office without atemporary person

to fill in. At times, whena nurse quit, | would do dl the
back office work, until | found a replacement. The
grange thing was that | frequently found that | could do
al the work with very little extra effort. Overdl, | began
to suspect that | might not need any dteff at dl if | made
some radical changes - radica to the mind has been
brainwashed by modem thought, at least.

A recent newspaper cartoon depicts a father and son
ant dtting on thar anthill. The son says, "Dad, what's
“technology'?' The father replies, "That's a euphemism
for commercid exploitation.” | am convinced that the
largest portion of medica practice requires neither a
large office filled with the latest equipment nor a large
ancillary daff. With my experience prior to January,
1989, | suspected that | could see 20 to 25 patients per
day with no geff at dl, and that is what | began doing
on January 2, 1989.

| have rardy had more than 20 patients, but | am
confident that | can see 25 per day in a typicd egnt
hour day, and have proventhat to my own saisfaction.
If 1 were to take every weekend off, three weeks
vacdtion, three days for education, sx holidays a year,
and 52 hdf days off, that leaves 211 days to see
patients. Twenty-five patients per day times $10 per
paient comes to $52,750 per year gross business
income. With $10,750 overhead that leaves $42,000
for gross personal income. This does not consider that
some patients can pay the regular fees of around $30
per vidt, some patients will have sufficdent income to
afford afee of about $20 per vist, some patients will be
having longer vidts and will be paying more for that
extra time, and some patients will be having lab work
done, EKG's, suturing lacerations, removing lesons,
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etc., which will add congderably to the income.

My actual experience in 1989 was that | made $63,000
gross business income working in the office only about
two and a hdf days per day! About $12,000 was
income that was floating with insurance companies from
1988 and came in the firg two months of 1989. All the
rest of the income was "cash on the barrelhead” - right
at the time of services. That year, | was (and dill am)
gpending large amounts of time "getting up to speed” in
certain areas iritudly. | have spent alot of time onthe
phone, going to mestings, reading, writing, praying, and
waiting for patients.

It has not been a"bed of roses’, and | have battled with
my lack of faith in what God is doing. | aso 4ill was
saddled with some aspects of my old dyle of practice
which il required high overhead of about $14,000 per
month. Over that year, much of that was shed, until the
major portion came off in December, 1989. There are
dill some aspects of the overhead that need to be
trimmed, but at this time my overhead is about $1200
per month, a decrease of more than eeven-fold!

I now sublease from a surgeon who is in his office only
about 9x hours per week. God is providing exactly
what | and my family need as He is leading us into this
new area where | bdieve the family will be involved in
the practice in some way. We are being disciplined by
God to trim our home lifestyle and seek exactly how He
would have uslivein these times.

| believe that my family needs to be involved with the
medical minisgry and my medica practice needs to
revolve around my family. This aspect is not completely
clear to me yet, but | think God is going to be leading
me to have my practice to some extent - possibly to a
maor extent - operaing from my house. If I could do
this, the family room would be my waiting room during
the day. The family bathroom would be the patient
bathroom. My office could be a litle larger and be a
combination office/exam room, or the exam room could
double as a study room for the children at night. With
this double use, | would only need about 200 square
feet extra space in my house and even that would be
mogtly usable for the family, too.
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WHERE HAD | COME FROM?

| had a farly good practice going from 1978 to 1988.
There was a steady buildup to a comfortable leve and
al appearances of dow growth continuing, especidly as
| succumbed to joining some of the HMOs and PPOs
in the Phoenix area. My persona gross income was
about $72,000. A good chunk of that was going to pay
off alarge loan| had taken out to start practice, and the
IRS consgders that personal income (I wasn't
incorporated). With some finetuning of the overhead,
etc., the persona income could have been increased to
closer to $100,000. Of course, | was living a or
beyond that leve.

How fa beyond | was soon to find out. | had a
business consultant, a new computer system to handle
dl the HMO and PPO paperwork, a secretary and one
nurse. With some more influx of patients 1 would
probably need more gaff, but would be making more
money. | wasn't overworked, putting in only about 35
hours a week induding hospital and paperwork, and
only covered one weekend in five, switching call with
four other private GP/FPsin a congenia manner.

Two years ago, | dropped my mdpractice insurance.
That could be atopic initsf, and | mugt say that it may
not have been wdl thought through. But, it was a
"necessty” since | could not afford the premium.

| had toyed with the thought for 15 years, dways
succumbing to the norm and disgusted with my
gutlessness. | am sure that most physcdans have
entertained the thought many times. "Forced into" this
gtuation, | bdieve by God, | findly sad that | wasn't
going to pay protection money to the extortioners any
longer, and | "went bare."

Dropping the ma practice insurance meant that | had to
drop out of dl the HMO and PPO programs,. | hated
these programs and it was a rdidf, a least in the
beginning. Then | found out just how much of my
income derived from these programs | lost about 70%
of my gross business income overnight! You may say
that, with a fancy computer sysem, | should have
known what to expect. | did have a good idea of what
was going to happen. | just was hoping that it wouldnt.

11

11

| was sure God was leading me, but He had not shown
me the end of the matter. There was a lot of pain in
many ways during this time, and that pain has been
continuing in many ways, with many people tdling me
how crazy | am, that this change couldn't be God's way,
etc. The further | go on this way, though, the more sure
| anthat God is leading me, and that | must not rely on
worldly assessments of success, and worldly wisdom
for busness dedlings.

The loss of income from HMO and PPO patients began
sverdy squeezing me in the latter haf of 1988. The
Phoenix area is heavy in adphabet soup insurance -
about 80% of dl patients with any insurance are in such
programs. There remans a pool of only 20% spread dl
over the aty, and with their doctors aready chosen. A
vison for a home-based, church-based medicd
practice which | had in 1978 was coming to pass. |
don't yet see exactly what it is going to be, but things
are taking shape.

On January 1, 1989, 1 sad goodbye to my secretary
and nurse, and began running my office with no Staff
people. My man phone number is answered by an
answering machine that tdls calers to come directly to
the office during regular office hours and that they will
be seen without appointment. Then, it gives patients a
phone number to cal for urgent problems, followed by
the office hours and address. Findly, it gives them a
phone number for non-urgent messages. This
arangement could be dmplified in some ways, but
seems to me to be necessary for the time being,
egecidly with the Arizona Board of Medicd
Examiners scrutiny of such novel practices.

PATIENTSASMEDICAL RECORDS
CUSTODIANS

| began gving each patient hisher chart. They take the
charts home, and are told to bring them in when they
come to see me. Oh, what a ruckus this practice has
raised in some of the medica community! | love it and
the patients love it. It works great! Patients dmost
never forget ther chart, they enjoy reading it, they
remember much better what | said was wrong, what |
intended to do, what |ab tests were for and the results,
what | found on the exam, etc., If they need to see a
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specidigt, | usudly write alitle more of a summary note
for higher benefit, but may not. If the specidist needs a
copy of any of the chart, it isdirectly avalableto him.

Have you any idea how much your office spends in
actua dollarsfor a copy machine and supplies? Do you
know how much time your office personnd spend in
copying records? | estimate that hdf of dl vists charged
to an insurance company will diat a letter from that
company demanding a copy of the chart. At least haf of
those copies will be "lo" and a second copy
demanded. Every time a patient applies for new life or
hedlth insurance, the company sends for a copy of the
chart. | bdieve that the daff of an office seeing 25
patients per day will spend at least 3 hours pulling,
copying, and refiling charts or doing Smilar work. This
does not include posta costs. Why should we do this?

Furthermore, consider dl the requests from attorneys.
Yuck! If patients have thar charts, they can make the
copies and do dl the paperwork. It is their insurance
anyway, it it? Eventudly, this practice could save
money for everyone, snce the insurance company
wouldn't need to pay $35 for the "attending physcian's
statement,” which dmost dways requires only a copy of
the chat anyway. If something else is needed, the
patient may come in and pay for an office vigt as they
should in that case. If it only takes two minutes you can
charge a minimum fee instead of ripping everyone off
with the usud $35 fee. | know that many officeslook at
APSs as agood way to make an easy $35. | consider it
borderline insurance fraud, and it is certainly a waste of
adoctor'stime.

Giving paients their charts started something | never
dreamed of with the Arizona Board of Medica
Examiners. God won a victory on my behdf in regard
to this matter, of which more below.

A few other issues related to the keeping of charts by
patients need explanation. If | get a cdl on the phone, |
can have the patient read me the information in the
chart. Neither | nor a nurse need to pull the chart or put
it away. (If you haven't done this work for yoursdlf, you
cannot imagine how much time it takes and the hasde it
is to do for one patient, much less an entire day's
patients). If I am not in the office the information is dill
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avalable to me since the patient hasit and canread it to
me. If | need to see the patient, we can meet anywhere
at my convenience, since the chart can be there, 1 can
make my notein it, provide a bill, accept payment, and
al istaken care of.

Because this last aspect is excting to me, | want to
enlarge onit. | love to go to medtings and seminars with
Chrigtian friends. | hate to be interrupted and have to
leave. Patients are more than willing to come to where |
am rather than go to the hospital emergency room, and
they are frequently exposed to some interesting things
about the Chridtian life by coming to such mestings. |
have told them how to find me, and no one has yet
refused me some private room for an exam. Children
can be easly examined in a car seat, and | have done
this frequently in the past fourteen months. It is
exhilarating. Also, Since the patient has come to me, it
takes me no more time than a regular office
gppointment, so | rarely charge extra for evening or
weekend cdls at this time. Most doctors charge an
extra $40 to $100 or more over the office charge for
after hours emergency vigts.

From my point of view, and patients seem to agree, |
seldom get behind any morethan| used to when | took
appointments. Patients usudly wait only a few minutes,
possbly an average of 10 minutes Occasiondly, | do
get 30 minutes behind, and rarely as much as one hour.
When | get behind, | will tdl the patients in the waiting
room, try to ascertain if some problems are urgent, and
give the patients an optionto return later or continue to
wait.

My wating room has become a socia center. Patients
interact condantly, keeping up what occasondly
sounds like a party. It is not unusud to say goodbye to
a patient only to have them st down to have a
conversation with someone they know. Also, some
waiting patients invite the next patient in, saying, "Why
don't you take him next? He seems Scker and I'm not in
ahurry."

Lab and X-ray results are somewhat of a problem.
Most semi-urgent problems will be requiring a recheck
farly soon, so | tdl the patient that if the results will not
be reguiring a change in trestment, we can discuss the
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results in a few days. If | suspect the patient will be
anxious, | will cal the results. When | see the patient for
follow-up, | will put the result in the chart. But, | have
accumulated a stack of lab and x-ray reports on
patients who did not need in-office follow-up or who
did not return as recommended. These are kept in an
aphabetica file folder. A total of just over 100 pieces
of paper representing about 50 paients has
accumulated. | may mal these out to them to be put
with the chart. Occasiondly, | hand patients an
envelope and have them address it so that 1 can mall
reports to them. There are other ways to dreamline this

aspect.

What is the negative side of these practices? | have not
yet noted many. Ealy in the process, | did get many
requests for copies of lab and X-ray that | should not
have gotten, but now only a few. Patients know that if
something extrais needed they need to come inwiththe
chart and perhaps get a short disability exam for a
dictated |etter.

MALPRACTICE IMPLICATIONS

What about the ma practice aspect? We have been told
for years that we need to keep a tight grip on medica
charts or patients may be able to sue us. | could never
quite undergand this view. | suppose we have been
convinced that there is a lawyer waiting to look at our
charts to find something for which he can convince the
patient to sue. | have decided to trust God in this area.

The other big concern dways brought up in this regard
is that the patient may make changes in the chart which
would put the doctor in a bad light, dlowing a lawsuit.
An atide published in 1978 discussed the concepts of
despoilation and despoiler’ Whoever dters, loses or
damages evidence is a despailer, and thar actions are
caled despoilation. Courts have decided that whoever
damages evidence mugt have done so to bendfit their
Sde of the case and that no one should benefit from
damaging evidence.

Since only doctors have generdly kept medica records
doctors are generdly the "bad guys" But, it should
work the other way, too. When patients have the
charts, then despoilation removes ground for adverse
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use of the chart in the suit. In the usua Studion, the
doctor has dl the hasde of the charts yet the patient has
legd access to the chart, and dl the legd onus fals on
the doctor. When patients have the chart, they have the
hasdes, and | have the legd benefit. Withthis inmind, |
believe that | am safer with my new practice thanin the
old system.

FEESFOR SERVICES

What about charges? | have a set of standard fees that |
believe are far for dl patients. They are lower than
most of my colleagues in two ways. First, the fee for
each services is, in gened, somewha lower.
Additiondly, some of my colleagues are practicing what
could be condrued as a vaiation of the "bat and
switch" game so often played by butchers. Petients are
told what the usud charges are, but dmogt dl vistsend
up being charged as alonger vigt. Various lab tests can
dways be suggested. Patients are frequently anxious to
have "something” done. They are impressed with our
technology [commercid exploitation?].

Most HMO and PPO and Medicare patients never
redize that they were charged for a longer vigt, or in
some cases, for a procedure that was either never done
or damed to be longer or more extensve than it redly
was. Their unawareness occurs because they make only
a "co-payment” or because the doctor accepts
assgnment for Medicare. The patient never sees the hill
and they, genedly, don't care, thinking: "the
government/insurance is paying for it. It doesn't cost me
anything." What ignorance!

For patients without insurance my fees are discounted
across the board, even if the patient makes quite a bit of
money. Those fees are $25 for afirgt time visit, and $20
for regular vigts after that. Recheck vigts for ear
infections, pneumonia, bronchitis, and so on, are usudly
$15 to $10, sometimes $5. If the patient brings up an
"Oh, by theway . . . " a arecheck vist, that will usudly
become aregular vist unlessit is something very short.

| bdieve patients and doctors need to return to a
system of exchange whichis mutualy acceptable, and |
have found that there is something very hedthy about
my personal presentation of the bill to the patient,
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observation of thar reaction, and response to that
reaction. We reach any needed compromise and |
collect the payment mysdf. | bdieve tha this practice
will lead to much more honest system of charges and an
important interchange in which doctors will find out
something about their patients financid atus.

Jus two months after | began this sysem God
impressed on me not to put anyone in debt for my
sarvices. Reasons for avoidance of indebting patients
are not abundantly clear to me, but it has something to
do with the folowing impressons | had at that time
Patients should not be coerced into borrowing money
for medicd care (I beieve God wants His people to
refran from borrowing money for anything), and |
should be sengtive to this. If a patient cannot pay the
fee | have set, we need to do some kind of negotiation
a thetime.

Patients need to take personal responghility for the time
and effort they request. (As an aside fitting here, it
should be noted that | make dl my notesin the patient's
record in thelr presence. Thus, the patient sees and
hears virtudly dl that | do for them and withtheir chart.
This practice helps prevent erroneous ideas of how
much of the doctor's time has been required.) Doctors
should do some charity work, but their whole practice
should be minigry in some way with every patient. So,
if a patient indicates dismay at the charges, | find some
way to inquire what they can afford and can decrease
the charges to that amount.

| believe there should be a minimum of $5.00 in order
that the patient retain some respongibility. If a patient
indicates ability to pay in the next week or so | will
possibly write some off and wait for the rest, but | have
never used a collection agency with brethren and never
will. However, | have to be careful not to keep account
in my heart in some way, dlowing bitterness to creep in.
In generd, 1 now believe that patients ungble to pay my
bill in one to two weeks should not have the hbill "held
over their head." | may keep the hill for some time, but
usudly writeit off. | have had a few patientsto ingst on
paying me twice what they owed when they "struck it
rich" two or more years later.

It is amazing how many people pay the chargesin ful at
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the time of the visgt - about 99%. In fourteen months
only two checks have bounced. One was a Smple error
and was replaced immediatdy. One was a wrong
mastercharge number with a check to replace it shortly.
When patients perceive tha charges are "far” they are
generdly happy to pay the full amount.

WHAT TROUBLE HAVE | HAD?

(1) Some patients couldn't handle the new system and
left for another doctor.

(2) Some patients have been disgusted at the answering
mechine and want to tak to a person in the office,
Many want a free phone consultation from me. Most
phone conversations, however, are an incredible waste
of time.

| esimate it takes five minutes to ligen to the patient's
symptoms, another five to schedule an gppointment.
Twenty-five patients a day times five minutes to
schedule and five minutes to ligen to symptoms is over
four hours of your daff s time, every day! | have
concluded that people are either sick enough to be seen
and pay for my services or they are not. For me to
presume to be able to tdl people over the phone
whether or not they need to come in is a very
dangerous game to play, disregarding the wasted time
and the frudration. | do return every cdl | receive. It
appears that patients who chronicdly produce nuisance
cdls are migraing to greener pastures or learning that
they have to come in and pay for services.

(3) Early inthe implementation of the new sysem, some
pharmacists would cdl and never leave a message,
thinking that eventudly someone would answer the
phone. Both they and the patient needing a refill would
get upset. Smply ligening to the message and leaving
ther own message would have solved that. | have
learned to give patients enough medication to last until
they should be better or are supposed to return for a
recheck vigt. It has worked very wdl and | now
receive only one cdl a day for arefill, usudly an error
on the patient's part. With more time in the system, |
expect the problem to clear up.

Actudly, 1 think that the answering machine would be
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preferred by pharmacists. Instead of cdling and being
put on hold for the nurse, giving the request twice or
more, waiting for the nurse to give the message to the
doctor, etc., a Imple cal now suffices. It does require
that they endure ligening to the message, but during that
time they could type a medication labdl or some other
chore.

(4) Corflict resulted with the State Board of Medical
Examiners (BOMEX). This was exating! | had no idea
that | might didt any problems with BOMEX. About
two months after implementing the system, | received a
letter from BOMEX dating that they thought | was in
violaion of the Medical Practice Act of Arizona The
board had severd areas of concern. Ther letter was
fascinating. They knew as much about what | was doing
as | did! Evidently, someone had cdled anonymoudy
and complained. Initidly, the board was concerned
about severd areas. Following are these concerns with
aghort verson of my reply:

(&) No one answers the phone. Was | redly available to
patients when they needed me? | wear my pager in the
office, and the answering service cdls me inthe officeif
someone needs me. But patients with urgent problems
during office hours should be even more likdy and
reponsble to come directly to the office Virtudly
every doctor has an answering service, most of which
are now intidly answered with a maching, for a
mgority of the hours of the week.

(b) I do not have a femde chaperone for femae exams.
This gtuation could be a problem. When | ill had my
own office, | had on the recording that a femde
chaperone or the patient's hushand should come if the
patient needed a femde exam. | did not require that the
chaperone be inthe exam room, but merdly in the office
area. This weakness in the system has a couple of
solutions. | am now subleasing froma surgeon who has
a secretary. | do not have her come into the exam
room, but she is inthe office area. Better yet will be if |
work in my home, my wife will be aound as
chaperone.

(o) If my patient needed to see a specidig or to go to
the emergency room, and | did not have the patient's
chart, how would the other doctor have access to the
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patient's chart? | redly fdt like getting sarcastic on this
objection. My patients charts are more available than
ever to anyone the patient sees fit to give access to the
chart.

(d) Wha if the answering mechine mafunctioned?
Agan, | fdt like getting sarcastic. Does no one ese's
phone ever mafunction? Do no other doctors ever have
their pager batteries go dead, or forget to turn them on?

(e) How could | keep track of phone cdls, requests for
medication refills, etc. This objection may reved abit of
bookkeeping wesknessin my system. Since dl my cdls
are from one phone, | keep amanilafolder with plain
paper init. | Start a sheet with the date and take the
messages from the machine, leaving about one inch of
space for each message. As| cdl and take care of the
message | record what was done, then cross it out so
that it can Hill be read, but is obvioudy finished. When a
pageisdonel fileit in a"message finished' file. Virtudly
everything | do on the phone isthere.

| do not attempt to file these notes in the patients files
when they come in. | usudly remember or ask them
wha we decided and make a short note of any
sgnificant phone messages, then continue withthe day's
business. If a person wanted to be compulsve they
could use sdf-carbon message forms and keep them
dphabeticdly, filing them as the patients came in or
maling them to the patient. | have been astonished at
the unimportance of this issue. The important materid is
easy to remember, or the patient comesin.

() The Medical Practice Act of Arizona states that the
Board or its designees can enter your practice without
notice and demand to see any and dl records pertaning
to your practice. It is unprofessond conduct not to
make these records avaladle in a "timdy fashion." |
believe | can comply rdatively essly. A SgrHin sheet is
kept for dl patients by date. The board could request
records from that ligt, or they could have me retain the
records from dl the patients who come in for a certain
time period, or they could have a representative stay in
my office and collect the records. | could rent a copy
mechine for a few days and copy the records, letting
petients take the origind's home.
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| had a private interview with a board investigator - a
semi-retired internist. We talked for about an hour. At
the end of that time, he sad that he redly liked what |
was doing, and he was going to recommend that the
board drop the invedtigation. He said that 1 would have
to come infor another interview if anyone on the board
wanted to hear more.

| walked out and told God that | would prefer not to go
back. | am an origind gutlesswonder, and have aredly
hard time with confrontation, being so eadly intimidated
that it shames me. About four months later, after |
believed | was "home freg" | receved a letter
summoning me to an open hearing with the entire board
and ther lawyers. They reiterated that they fdt | was in
violaion of the Medicd Practice Act in "improper
medica record keeping and other unusud medical
practices.” They sad that they did not mean the rest of
the letter to be intimidating, but that they recommended
| come with lega representation. Miserable comforters
are ye dl, indeed, "not meant to be intimidating!" To
thelr origind concerns they added a new one. When |
read it, | dmogt fell out of my chair laughing.

(9) 1 dlow patients to write thelr blood pressures, taken
a home, in thar charts. They dso write in ther home
blood sugar tests and phone conversations with me.
The board sad they were concerned that my patients
might not write legibly! (This reminds me of another
advantage of the patient retaining the chart - specidigs
or vigting nurses can put in thar notes,
recommendations, etc., directly in and you don't have to
wait for dictation.)

All of these things led me to read with gresat interest the
Medica Practice Act of Arizona Most doctors have
not read their state act, or, if they have, have not read it
caefully. In regard to legbility - in Arizona it is
considered unprofessiona conduct and a doctor can
have his license suspended or revoked for writing
illegibly. If the board decided to play hard bdl on this
item, | could cause much trouble around the State.

As for making records avalable "in a timdy fashion”
there is a clause which illuminates how much time may
be involved. The clause states that patients who decide
to switch to another doctor may request their records
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which you mug provide "promptly" lest you be found
guilty of unprofessona conduct. While "timdy” can be
less than a second in a cardiac arrest, in My opinion,
"promptly” is faster than"timely." A doctor should have
at least as long to provide records as the board adlows
for the maling of requested records when a patient
switches doctors. In my experience, it takes one to two
months to get records from most doctors, and
frequently two requests. | should get at least that much
time from the board. If not, | could report practicaly
every doctor in the state for review on the same
grounds.

Another problem was a section which states that a
doctor has to provide the "records mantained by the
physician." It does not say "kept on the premises.” |
believe that | do maintain my patients charts by writing
in them, providing the paper, etc. Your car may be
maintained by one mechanic, but it certainly is not kept
on his premises,

| fdt that | had helped God with dl these thoughts, and
| was ready to go in and do bettle for the Lord. Over
the few weeks before the hearing, God continued to
comfort me that He had it dl taken care of, and that He
would do the baitle. | was to let go of everything,
induding my "right" to practice medicine. | went to the
board medting with incredible peace in anticipation of
whatever God was going to do.

The board interviewed me for about 45 minutes, asking
me why | was doing these things. | was able to explan
much of what was going on, but God prevented me
from presenting any "legd" arguments such as those
outlined above. | had a good time answering their
questions, and | am sure they were consternated, to say
the least. No one seemed antagonidtic. They couldn't
understand what | was doing, but they didn't seem
angry. A doctor who seemed very supportive said that
ghe fdt | was not in violation of the Act since | was
keeping adequate records and she did not see that the
Act required the records to be kept on the doctor's

property.

This comment of hers dicited a negative response from
someone and the board went into executive session to
get an opinion of ther lavyers.
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After a few minutes we were dlowed back into the
room. The chairman made a Satement that he fdt | was
in violation of the Act and that the board should find me
guilty and make me stop doing whatever it was that |
was doing.

He then caled on a doctor who responded with,
"What, making me the bad guy? O.K., | move that we
censure Dr. Glanwille and make him stop doing what he
is doing." Wow! | fdt like | wasin the hot seat. Wait a
minute, Lord. You didn't let me present any legd
defense. | didn't even get the chance to say that | would
stop or to make any "pleabargans.”

No one would second the moation! The chairman said,
"Moation fals for lack of a second." Another doctor
made the motion to drop dl charges. It wasimmediady
seconded. The doctor who had moved for censure
interrupted and said that they were setting a dangerous
legd precedent and that they hadn't set precedent in
gght or nine years. A lay person on the board who had
seconded the motion to drop the charges interrupted
and said, "Blazing traild" A little ruckus began and the
chairman settled it down. A vote was taken. Seven to
drop the charges, three againg, one abstained and two
absent. With that, we were ushered out of the room.

| was inmild shock. My license had apparently been on
the chopping block. Not to God, though. Many things
went through my mind over the next minutes, hours and
days. God had won the victory. God had wanted me to
do this it was a baitle He had wanted me to enter into.
Having patients keep the charts was not just a little
whim on my part. It was a part of His plan for me and
He had gone to this extent to confirm it to me,
persondly. Friends had advised me specificdly aganst
this aspect of my practice and, if the board had
presented that to me as a "plea option” | am afrad |
would have backed down and taken the option. Thank
God, | never had the option!

This was "dangerous, legd precedent” for dl doctors
across the nation who may want to do this. (There
probably are some mavericks who have done this for
years.) How did it ever become illegd for patients to
have ther charts in the firg place? What gives a board
the right to govern some of the inane things they think
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they need to watch over? Does the State redly have the
right to govern dl these things? Is any of this part of a
leftover "guild’ system designed to keep others from
knowing the secrets of the quild and so to keep
outsiders out?

What could be the end of these things? If enough
doctors would leave the system and get radica, how
much could we cut off the costs of the surgery? Could
we build our own hospitas again, not needing JCAH
accreditation? We could take care of mogt smple
problems in a much less expendve sting. If a generd
practitioner has about 2,000 to 3,000 people who look
for hm for ther primary care, what would happen if
each paid him $30 per year? That would be anincome
of $60,000 to $90,000! If they paid $20 each and then
a $5 office vist to hdp reduce frivolous vists it would
be very intereding. Patients could dill keep some
catastrophic coverage.

The cost for a family of four for the usud private, non-
group insurance (I do mean UNsurance) is about
$5,000 per year! Put yoursdf in the place of a man
earning $12 an hour, consdered an excdlent wage by
most people. Withno vacation or holidays, that is about
$25,000 per year. Hedth insurance of this sort takes
25% of his grossincome!

In summary, | fed like a country doctor in the city. |
know my patients agan, and they know me. |
remember their names much better than ever. Most of
them seem like persona friends, and we have a good
time during the office vidts | am ready to tighten the
bet if needed, and plan to learn to live below my
income, something | dways said | was going to do, fdt
| should do, but never redly did. | have dways fdt a
"cdl" to minigry in my life, and began my medica
practice ful time with a Christian community and Bible
study center. | was happy meking $6,500 the first year
and was up to $10,500 after four years. We had
godliness with contentment, whichis great gan (I Tim.
6:6).

That work lasted five years, then the community fell
apart. At tha time | fdt God cal me to start a "typicd
midde class medicd practice, and to make it a success
from a business point of view." Where that took me,
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and where | ended up three years ago could best be
summarized by Scripture to set to song, reverberating in
my mind two years ago. It was not didracting, but
rather pleasant and reassuring. The words are from
Isaiah 55:2, "Wherefore do you spend your money for
that whichis not food, and labor for that which stisfieth
not?'
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