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ABSTRACT

Introduction: Many highly capitated systems still pay physicians based on relative value units
(RVU), which may lead to excessive office visits. We reviewed electronic health records from the
family medicine clinic panel members of 97 physicians and 42 residents to determine if a change
from RVUs to panel-based compensation influenced care delivery as defined by the number of
office visits and telephone contacts per panel member per month.

Methods: A retrospective analysis of the electronic health records of patients seen in 4 residency
training clinics, 10 community clinics, and 4 regional clinics was conducted. We assessed face-to-
face care delivery and telephone call volume for the clinics individually and for the clinics pooled
by clinic type from 1year before to at least 1year after the change.

Results: Change in physician compensation was not found to have an effect on office visits or
telephone calls per panel member per month when pooled by clinic categories. Some significant
effects were seen in individual clinics without any clear patterns by clinic size or type.

Conclusions: Change in physician compensation was not a key driver of care delivery in family
medicine clinics. Understanding changes in care delivery may require looking at a broad array of

INTRODUCTION

Physician compensation is an important
aspect of primary care clinic operations
that has the potential to influence care
delivery. Physicians who are paid more to
deliver more services typically do so.! This
method of compensation rewards physi-
cians who see a higher volume of patients
and deliver a higher complexity of services.
In some situations, this incentivizes desir-
able behavior to deliver comprehensive
care to patients in need. This method,
however, has the potential to incentivize
overutilization and inefficient care.4 In

contrast, value-based or capitated health

system, physician, and patient factors.
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systems receive per-member-per-month
payments that are not dependent on the
patient coming into the office to receive
care. A 2022 study of physician compen-
sation arrangements in the United States
found that despite a move towards value-based reimbursement
from payers, physician compensation remains largely based on
volume-related incentives.5

While many advocate for a shift in physician compensation
approaches,67 little is known about how a change to physician
compensation affects care delivery in outpatient primary care
clinics. A 1990 Danish study® showed that general practitioners
who moved from a capitated system to a part capitation, part
fee-for-service compensation system provided a larger number
of contacts with patients (both telephone and face-to-face) with
fewer referrals to specialists and hospitals.? A 2021 study found
no difference in the delivery of preventive services for productiv-
ity-based versus mixed compensation plans.1® Our previous work

showed that a shift from compensation based on relative value
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units (RVUs) towards compensation based on panel size resulted
in an increase in panel size for family physicians, with variable
changes in physician RVU productivity.!! Our other previous
work has shown increased physician satisfaction and retention
with a similar change in compensation structure.’2 We did not
find any literature exploring the impact of physician compensa-
tion changes on patient-level outcomes (number of visits and
telephone calls per patient) rather than physician-level outcomes
(RVUs per physician).

The purpose of this paper is to assess the impact of a change in
family physician compensation on care delivery in the outpatient
setting as measured by office visits and telephone call encounters
per panel member per month, trended over time. We hypothesized
that with this change in compensation, physicians would adopt a
practice style in which patients are seen in the office less often and

more care is provided via telephone.

METHODS

Setting

The University of Wisconsin (UW) Department of Family
Medicine and Community Health (DFMCH) is one of the larg-
est family medicine departments in the US, with sites in urban
and rural communities throughout Wisconsin. The data ana-
lyzed in this study include 4 residency training sites (42 resi-
dents and 32 faculty physicians), 10 community practices (52
physicians) in Dane County, Wisconsin, and 4 regional sites (13
physicians) in nearby counties. Sources of revenue in these clin-
ics in 2014 were 60% fee-for-service and 40% capitation. The
DFMCH is part of UW Health, a public academic health system
consisting of a school of medicine and public health, a nonprofit
hospital, and a large multispecialty physician practice group. At
the time of this study, the health system was growing with no
major changes to relationships to local payers. This project was
considered exempt from human subject review under the quality
improvement designation.

In 2013, based on the large capitated population relative to
fee-for-service and an increasing focus on managing populations,
as well as a realization that salaries had fallen behind the local
market rates, the DEMCH abandoned its RVU-based physician
compensation plan in favor of one based primarily on panel size.!!
Physicians working at residency clinics adopted a plan in which
80% of their compensation was panel based and 20% was RVU
based. The community and regional clinic faculty opted to allocate
50% to each of the two components. With the adoption of this
new compensation structure, all but 2 physicians saw an increase

in their salary, with an average increase of 23%.

Data and Variables
Data were extracted from the electronic health record (EHR)
from 2012 through 2016 (Epic Systems Corporation, Verona,

Wisconsin). We defined office visits as any face-to-face clinic
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Figure 1. Interrupted Time Series Study Design
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encounter with a physician (including residents), physician assis-
tant, or nurse practitioner. We defined telephone encounters as
any telephone calls documented in the EHR, whether initiated
by the patient or the clinic and whether handled by a physician,
nurse practitioner, physician assistant, nurse, or medical assis-
tant. In some cases, if there was more than 1 call regarding the
same topic documented in the same encounter in the EHR, these
encounters were counted as 1 encounter. During the study period,
our organization did not offer scheduled, billable telephone (tele-
health) encounters with patients in primary care, thus, these visit
types were not included in this study. At the start of our study,
less than 20% of family medicine patients had an active patient
portal account; thus, patient portal messages were excluded from
our analysis based on the low volume of patient portal messages
at that time. Clinic panel members were defined as patients who
were assigned to a primary care physician at the clinic and had
been seen anywhere within UW Health within the past 3 years.

Data Analysis

We performed a utilization analysis of office visits and telephone
encounters trended over time for each of our family medicine clin-
ics. DEMCH clinic visits and telephone encounters were stratified
into 2 groups based on which compensation plan they adopted:
residency clinics (80-20 panel-RVU) or community/regional clin-
ics (50-50 panel-RVU). Utilization was recorded as office visits
per panel member per month and telephone encounters per panel
member per month. The study period began in January 2012 and
ended in December 2016. We excluded a 6-month intervention
phase-in after the rollout of physician compensation change. The
physician compensation change occurred in January 2013 for
residency and community clinics and at later dates (between July
2013 and July 2014) for each of the regional clinics. We included
data untl the date of the next major system change (UW Health’s
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practice redesign), which occurred at a different time for each
clinic but was at least 1 year after the physician compensation
change at each site.

Statistical analysis was conducted in a 2-stage process. In the
first stage, the effects of the compensation plan deployment on each
outcome were estimated for each clinic separately. For each clinic
and each outcome, a time series linear model was used to predict
the number of encounters per patient in that clinic’s patient panel
per month. Seasonal and linear time trends were accounted for in
the models. The effects of compensation plan deployment consid-

ered changes in level and/or in slope after deployment. After an
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pooled data with the implementation of
the new compensation plan (Figure 3). There was no difference
noted between residency clinics and community/regional clinics.
Some individual clinics had significant changes, as can be seen
in Figures 4 and 5. Out of 16 total clinics, 3 had a significant
increase in the number of office visits at 6 months after the change
compared to baseline. Ten clinics had no change, and no clinics
had a significant decrease. Six clinics had a significant increase in
office visits per member per month over time, from 6 months after
the compensation change to the end of darta collection. Two clinics
had a decrease, and 8 clinics had no change. With respect to tele-
phone calls per panel member per month, 4 clinics had a signifi-

cant drop in the level after the compensation change, 2 had a sig-
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nificant increase, and 10 were unchanged.
Three clinics had an increase in the slope
for telephone calls per panel member per
month, 2 had a decrease, and 11 had no
significant difference.

DISCUSSION

A change from a physician compensation
plan based on RVUs to one based primar-
ily on panel size at UW DFMCH clinics
was not found to impact care delivery as
assessed by changes in pooled office vis-
its and telephone calls per panel member
per month. We had hypothesized that
physicians may either consciously or sub-
consciously choose to provide more care
via telephone and less via office visits in
response to a change in financial incentives
de-emphasizing in-person care versus non-
face-to-face care, but our results did not
confirm this hypothesis. This was in some
ways unsurprising, given that our previous
study showed variable effects of a change
in compensation model on RVU produc-
tivity for this physician group.!! The litera-
ture overall has yielded conflicting results
in this regard, with some studies showing a
significant change in care delivery and oth-
ers showing no significant change.

There are several possible reasons for
our findings. First, our study may have
been underpowered to detect an effect.
Second, practice patterns may be deeply
ingrained in physicians and not easily
changed within the first year of imple-
mentation of a new compensation plan.
Follow-up studies after more years of expe-
rience working within this system could
yield a different result, though longer stud-
ies also are more susceptible to confound-

ing from other changes that may occur in the health care system.
In our case, we ended data collection before the next major rollout
of practice redesign at our organization. Another consideration is
that if a physician wanted to make a change to their practice to
emphasize non-face-to-face care, there may not be adequate clinic
staff and protocols to support such a change. In addition, in the
community and regional clinics, there remains a significant por-
tion of salary that is linked to RVU productivity such that the
amount of productivity-based compensation was attenuated but
not eliminated. Our results also may have been influenced by the

significant heterogeneity of clinic types in our study, ranging from

Figure 4. 2 and 33 Results for Office Visits per Panel Member per Month
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Figure 5. 32 and 33 Results for Telephone Calls per Panel Member per Month
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assistants, and 12 residents.

a small community clinic with 2 physicians to a large Federally

Qualified Health Center with 7 faculty physicians, 3 physician

There are several limitations to our study. Many patient, clinic,
and system factors may have influenced ways of seeking and receiv-
ing care from our system during our study period. There were sev-
eral ongoing practice changes that occurred during the transition
in our compensation model. For example, we have been imple-
menting telephone triage protocols and medication refill protocols

that likely influence how our patients seek advice from our prac-
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tice, whether it be in person or in non-face-to-face circumstances.
Additionally, there were substantial changes in insurance starting
in 2010 with the Affordable Care Act legislation.!3 Preventive ser-
vices were covered that had not been covered previously, medi-
cation prescription costs changed, and accountable care organi-
zations came into existence. The Health Insurance Marketplace
began in October 2013 and, by 2014, many patients who were
previously uninsured acquired some form of insurance. These
insurance changes likely influenced how many of our patients
were in capitated and fee-for-service insurance agreements and, as
a result, how our primary care panel members accessed us for their
primary care needs. While these complexities may limit the abil-
ity to separate out the impact of our compensation change from
other aspects of our care delivery system, we would also argue that
primary care delivery is inherently complex and ever-changing.
This study is a pragmatic real-world analysis and may be of
assistance to those who seek to make similar changes in their own
organizations. In particular, this study of care delivery prepan-
demic was not affected by the dramatic changes to health care
delivery that have occurred as a result of the pandemic. It may
offer some insights to health systems currently contemplating
compensation plan changes and in some ways provide reassurance

that major shifts were not seen in the first year after change.

CONCLUSIONS

Physician compensation was not found to be a key driver of in-
clinic versus non-face-to-face care delivery in our family medicine
clinics. As compensation plans evolve to align with how practices
are paid, it is important to understand what impact, if any, these

changes have on care delivery.
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