
COMMENTS AND RESPONSES

Can the Practice of Retainer Medicine Improve
Primary Care?

TO THE EDITOR: In their article, Huddle and Centor (1) present a
very thoughtful exposition of the social obligations of primary care
physicians and their understanding of the ethical commitment those
of us practicing retainer medicine have toward our patients. I would
like to offer some additional thoughts.

I decided to leave traditional medicine because I had a visceral
need to do my job, and I could not be the professional my patients
deserved if I spent 9 to 15 minutes with them per visit. I found it
disquieting to charge a patient to sit in my waiting room for 4 hours,
just to ask me a question when I knew that a phone call would be
more appropriate.

Retainer medicine allows me to work directly for my patients
without conflict. About 10% of my patients don’t pay me a dime,
and they get the same individualized attention that my paying pa-
tients get. I enjoy the privilege of giving and can do that without
hesitation in my retainer practice. We answer the phone with, “How
can we help you?” not “What insurance do you have?”

I gave my ethical responsibilities a lot of thought when I de-
cided to enter into a private contract with my patients, and I am very
comfortable that I am fulfilling my professional duty as a retainer
physician better and without conflict than as a doctor working for a
hospital, an insurer, or a group.

I sell my patients a better, more productive day. In the end,
society is better off when every person has a physician advocate who
has that person’s personal interest as his or her primary focus. That
said, every person needs a primary doctor—not necessarily a primary
care doctor, which might be an endocrinologist or a rheumatologist.

The discussion of health care reform should concentrate on the
care we offer rather than the financing of the system. We can never
get back to every doctor’s instinctive need to do right by their pa-
tients only because it is the right thing to do if we continue to direct
reforms at financing systems.

Thank you for respecting the opportunity that physicians prac-
ticing retainer medicine provide for thousands of patients, both rich
and poor.

Marcy Zwelling, MD
Choice Care
Los Alamitos, CA 90720
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TO THE EDITOR: Although I think that there is plenty of room for
debate on many of the points mentioned in the article by Huddle
and Centor (1), I’d like to focus on a different point: Not all retainer
models are the same. I think we are making a basic mistake of
assuming that all “insurance-free” models are designed for the upper
crust.

My model is not. We charge $10 to $100 a month per patient
on the basis of age (all preexisting conditions welcome) for unlimited
home, work, office, or technology visits with no copay. We offer
steep discounts on laboratory testing and medications by contracting
directly with laboratories and pharmaceutical wholesalers.

Owing to this broad menu of services, we are able to work with
insurance companies to drastically decrease cost. We have saved
young families over $1000 per month and reduced the cost for busi-
nesses by 30% to 50%.

We feel that this model, compared with usual retainer models,
addresses many concerns. Each physician focuses on 400 to 600
patients. This allocation improves quality of life, increases time with
patients, and allows for moderate income yet still ensures flexible
after-hours visits to decrease emergency department use. I believe
that this will drive physicians back into primary care, keep them
there longer, decrease system fragmentation, and improve patient
care for less cost. A full 30% of our patients are uninsured, and it
works beautifully for them.

The answer will not be found in insurance companies or the
government. We as physicians only have ourselves to blame for not
using sound business principles to help lower cost and improve
quality.

I am very curious about other physicians’ opinion of a model
like this. Does it change anything? Does it help?

Josh J. Umbehr, MD
AtlasMD Concierge Family Practice
Wichita, KS 67206
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chief executive officer of a concierge medical practice.
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TO THE EDITOR: Huddle and Centor (1) argue that “retainer med-
icine is compatible with professional ethics and will more likely aid
in solving the difficulties facing primary care than add to them.” The
purported benefits of retainer medicine for patients include enhanced
access, streamlined specialty referrals, and other perquisites. Benefits
for practitioners include a manageable practice size and a more sat-
isfying practice experience. The ethical defense of retainer medicine
is reasoned and presents an ethically legitimate vision for the practice
of primary care medicine. However, given the current and projected
shortages of primary care physicians, there are better alternatives to
the concierge model of practice. Primary care practice in an inte-
grated health care system achieves significant benefits for both pa-
tients and physicians, without the public health implications of sig-
nificantly reduced panel sizes. By leveraging technology and
physician leadership, large systems, such as Kaiser Permanente, have
achieved unparalleled access to primary and specialty care, market
leading preventive health outcomes, and have created a culture of
primary care practice that is both sustainable and rewarding. Mem-
bers of Kaiser Permanente can send secure e-mails to their primary
and specialty care physicians, see specialists within days (sometimes
within the hour), and reap the benefits of the nation’s largest civilian
electronic medical record. Primary care physicians and patients both
have the unique advantage of being supported in preventive health
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care by every specialist within the system, in which sophisticated
tools, standardized processes, and a culture of prevention together
create a system in which preventive health care is every physician’s
responsibility. The benefit to physicians is a rewarding practice en-
vironment, and patients receive perks similar to those that would
otherwise cost extra in a retainer practice. There are important im-
plications for the future of primary care medicine and for the na-
tion’s health care workforce. In contrast to retainer practices, physi-
cians working in an integrated system do not need to limit their
practice size to a few hundred patients to provide superior service to
their patients or to help them attain the best outcomes. The concept
of the medical home is already well-established in integrated systems
of care. The Kaiser Permanente model has demonstrated the ability
to significantly improve health outcomes. As an alternative to con-
cierge medicine, we should recognize the inherent advantages of in-
tegrated health care. The future of primary care lies in physician
leadership of systems designed to utilize technology in new and pow-
erful ways and through physicians working collaboratively to achieve
the best access and outcomes. In doing so, the professional satisfac-
tion of all physicians will be enhanced and the practice of primary
care medicine will be improved.

Douglas M. Van Zoeren, MD, MPH
Kaiser Permanente Capitol Hill Medical Center
Washington, DC 20002
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TO THE EDITOR: Retainer or concierge practices, as discussed by
Huddle and Centor in their article (1), make a commercial contract
with selected affluent patients who pay a fee, covering future services.
The primary goal of this endeavor, no matter how it is presented, is
revenue enhancement for the proprietors. Physicians involved with
these practices breach their pact with society. They clearly violate,
reject, and disregard the faith and implied contractual duties arising
from the large federal and state subsidies that generously supported
their undergraduate and postgraduate medical education. They
should repay those dollars or, if they choose not to, at the very least
they must be required by the profession to donate public service time
to help resolve the problems of access and health disparities, as Lo (2)
suggests. At its foundation, medicine is a calling to service, not a
business. Retainer practices turn this principle upside down.

James Webster, MD, MS
Feinberg School of Medicine, Northwestern University
Chicago, IL 60611
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TO THE EDITOR: I read the article by Huddle and Centor (1) with
great interest. Social justice is a fundamental component of medical
ethics and professionalism (2). Physicians have an obligation—borne
of their privileged status, the public’s investment in their training,
and their roles as stewards of the public’s health—to work for social
justice by addressing, individually and collectively, the social, eco-
nomic, gender, racial, and cultural factors that contribute signifi-
cantly to morbidity and mortality (3).

Retainer practices will adversely affect the growing shortage of
primary care physicians available to care for our aging population.
Although there are some lower-cost retainer practices, many provide
luxury or concierge care, in which physicians limit their practices to
the wealthiest patients. Physicians in retainer practices have much
smaller patient panels and care for fewer African American, His-
panic, and Medicaid patients than other physicians (4). Physicians
who convert to a retainer practice keep a small percentage of their
former patients, increasing the burden on other primary care
providers (4).

Many retainer practices (especially luxury care clinics) are spon-
sored by academic medical centers, traditional providers for poor and
underserved patients (5, 6). For teaching institutions to promote
these centers will increase growing cynicism among medical students,
practicing physicians, and the general public. Although medical cen-
ters might justify sponsoring luxury clinics via a utilitarian argument,
there are only 2 programs that use income from these ventures to
cross-subsidize indigent care or teaching programs (5, 6).

There is no evidence documenting a higher quality of care in
concierge practices, and few data support the clinical or cost-
effectiveness of many of the unnecessary tests offered to their asymp-
tomatic clients (5, 6). Overtesting may result in false-positive results,
which lead to further unnecessary investigations, additional costs,
and heightened anxiety. True-positive results may result in overdiag-
nosis of conditions that would not have become clinically significant,
leading to further risky interventions and possibly impairing future
insurability. The use of clinically unjustifiable tests erodes the scien-
tific underpinnings of medical practice and runs counter to the eth-
ical obligations of physicians to responsibly manage limited health
care resources.

Finally, access for all is unlikely to be achieved soon. The Pa-
tient Protection and Affordable Care Act will provide insurance only
to an additional 26 million Americans, leaving 23 million without
insurance. The Act is complex, perpetuates current inefficiencies,
increases bureaucracy, and benefits insurance companies that fulfill
their primary responsibility to maximize profits for their shareholders
by minimizing “medical loss ratios.” Physicians should advocate for a
single-payer national health care plan, which would justly and cost-
effectively provide coverage for everyone.

Martin T. Donohoe, MD
Portland State University
Portland, OR 97201

Note: Articles and open-access slide shows are available on the “Luxury
Care/Concierge Care” page of the Public Health and Social Justice Web
site at http://phsj.org/luxury-care-concierge-care/.
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IN RESPONSE: Dr. Zwelling and Dr. Umbehr describe experiences
with retainer practice that comport with the highest standards of
medical ethics and professionalism as they have been traditionally
understood.

Dr. Van Zoeren argues that primary care physician shortages
make integrated practice a better alternative. Dr. Webster and Dr.
Donohoe press an ethical case against retainer medicine, elements of
which were alluded to in Dr. Lo’s editorial (1).

Dr. Webster’s and Dr. Donohoe’s contention that retainer
medicine breaches the social contract between our profession and
society is unsupported. To our knowledge, society has not (so far)
stipulated to physicians that, in exchange for benefits granted,
they will be required to sacrifice some portion of income, quality
of work, and job satisfaction to take care of a certain number of
medically indigent patients. Dr. Webster and Dr. Donohoe pre-
sumably find such an obligation not in a de facto social contract
but in the ethical dictates of medical professionalism. We agree
that some have asserted such obligations in the recent past, but
medical professionalism— understood as the tradition of medical
morality articulated by physicians from the time of Hippocrates
up to the recent past— has not. American society treats physicians
very well, and we have obligations to do exemplary professional
work in exchange for the work settings and remuneration it pro-
vides. We also have obligations to provide some free care to
patients who cannot afford it. A traditional understanding of
professionalism does not extend to further social and political
obligations that Dr. Webster, Dr. Donohoe, and Dr. Lo would
claim for it.

Without reiterating the argument in our article on why we
ought not to shift our moral understanding of medical practice in the
direction advocated by Dr. Webster and Dr. Donohoe, we observe
that doing so would shatter what professional unity amid political
diversity that our profession has so far been able to maintain. All
physicians should, of course, favor the diminishing of social ills,
including health disparities and lack of access to health care. But any
given practical stance toward these ills does not merely imply ideals
for a good society but a given prioritization of the myriad public and
private roles that we each play in combinations as various as our
professional membership. Although medicine prescribes a moral
approach to our professional work, it has not until now extended its
prescription to the broader patterns of our personal, social, and po-
litical lives (that is, beyond conformity to norms embodied in law).

Imposing specified political duties on physicians, or supposing that
particular arrangements for health care financing are condemned by
medical morality (even if such arrangements encourage exemplary
professional work by physicians on behalf of their patients), are steps
in the direction of unwarranted political division and exclusion. We
should each fulfill our social responsibilities, but as a profession, we
should allow a wide range of views on just what those responsibilities
are (2).

Although medicine is not just a job, it is, contrary to Dr. Web-
ster’s view, business as well as service. We should welcome retainer
medicine, integrated health care systems like Kaiser Permanente, and
other attempts to combine high-quality health care with physician
and patient satisfaction. And we should permit physicians to make
their own decisions in regard to political participation and the im-
portance of societal health compared with other societal goods. Phy-
sicians who form retainer practices should offer some free care; if
they otherwise conduct their medical practice in conformity with the
ideals of professional ethics (excluding any putative bearing of pro-
fessional ethics on politics), they are exhibiting anything but “a
rather thin view of moral responsibility” (1). In performing exem-
plary professional work, they are providing society exactly what it
asks of them and, in so doing, giving the medical profession every-
thing that our profession should demand of us.

Thomas S. Huddle, MD, PhD
Robert M. Centor, MD
University of Alabama at Birmingham
Birmingham, AL 35294
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OBSERVATION

IgG4-Related Pachymeningitis: Evidence of Intrathecal IgG4
on Cerebrospinal Fluid Analysis

Background: Hypertrophic pachymeningitis is a clinical disorder
caused by thickening of dura mater from chronic inflammation that
is labeled idiopathic in the absence of an identifiable cause. Other
investigators recently reported a prominent lymphoplasmacytic infil-
tration of immunoglobulin G4� (IgG4) cells in 3 patients with hy-
pertrophic pachymeningitis, suggesting that some idiopathic cases
may be part of the IgG4-related systemic disease spectrum (1–4).

Objective: To look for IgG4 in cerebrospinal fluid (CSF) from a
patient with IgG4-related pachymeningitis.

Case Report: In July 2009, a 65-year-old Italian man with
autoimmune hypothyroidism reported fever associated with eva-
nescent nodular skin lesions on his arms. Laboratory examination
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found an eosinophil count of 1.2 � 109 cells/L (9% of total
leukocytes), elevated inflammatory markers, serum IgG level of
1730 mg/dL (normal, 84 to 1600 mg/dL), serum IgE level of 607
IU/mL (normal, 0 to 100 IU/mL), and antibodies against thyro-
globulin and thyroid peroxidase. The patient had no history of
allergy. Blood, urine, and stool cultures were negative. Biopsy of
a nodular skin lesion found an eosinophilic infiltrate. His physi-
cians made an interim diagnosis of the Churg–Strauss syndrome
and treated him with prednisone, 40 mg/d, and 11 injections of
cyclophosphamide, 1 to 1.5 g/mo at monthly intervals. They
observed rapid resolution of fever and skin lesions, with progres-
sive normalization of peripheral eosinophilia.

In December 2010, the patient was referred for a 1-year
history of recurrent episodes of severe headaches with dysarthria.
Radiologic studies showed hypertrophic pachymeningitis of the
posterior cranial fossa (Figure, A) and abdominal periaortitis,
both with increased 18F-fluorodeoxyglucose uptake on nuclear
imaging (Figure, B). Studies of serum were unremarkable for
rheumatoid factor; angiotensin-converting enzyme; antinuclear
antibody; antineutrophil cytoplasmic antibody; and antibodies
for Lyme disease, brucellosis, and syphilis. Cerebrospinal fluid
was clear and watery with a protein level of 82 mg/dL (normal,
12 to 60 mg/dL), leukocyte count of 1 � 106 cells/L (normal, 0
to 1 � 106 cells/L), and normal glucose level. Malignant cells
were absent, microbiological cultures were negative, and nucleic
acid amplification excluded neurotrophic viral infections. A men-
ingeal biopsy revealed a dense lymphoplasmacytic infiltrate of
IgG4� plasma cells surrounded by stromal fibrosis (Figure, F).
Results for Mycobacterium tuberculosis were negative using micro-
scopic examination, nucleic acid amplification, and cultures of
CSF and biopsy specimens.

Cerebrospinal fluid isoelectric focusing followed by immunofix-
ation with peroxidase-conjugated anti-IgG antiserum (Sebia Hydra-
sys, Lisses, France) resulted in an oligoclonal IgG banding pattern
(Figure, E). Additional tests on CSF found IgG with elevated levels
for 3 indices: Link, 1.84 (normal, �0.7); Reiber–Felgenhauer, 12.37
(normal, �0); and Tourtellotte, 70 (normal, �3.3). Enzyme-linked
immunosorbent assay (Invitrogen, Carlsbad, California) for serum
IgG subclass found an IgG level of 930 mg/dL and an IgG4 level of
152 mg/dL (normal, 3 to 230 mg/dL). Enzyme-linked immunosor-
bent assays on CSF using a normal upper limit of 0.7 found elevated
indices for IgG1 (1.8), IgG2 (0.8), and IgG3 (1.8), according to the
Delpech and Lichtblau protein quotient (IgGCSF/IgGserum:albuminCSF/
albuminserum). Cerebrospinal fluid IgG levels were 18.8 mg/dL
(normal, 0.8 to 3.8 mg/dL), with a particularly high IgG4 level
(5.1 mg/dL) and an IgG4 index of 3.1.

We diagnosed IgG4-related systemic disease (3) and admin-
istered methylprednisolone, 1 g/d, for 3 days, followed by oral
prednisone, 50 mg/d, and methotrexate, 20 mg/wk. Headache
improved immediately, and dysarthria improved gradually. After
2 months of treatment, serum IgG4 levels decreased to 28 mg/dL
and dural and periaortic inflammation improved dramatically
(Figure, C and D). Ten months later, the condition remains in
remission.

Discussion: IgG4-related systemic disease is a group of recently
recognized disorders characterized by elevated serum IgG4 levels and
tissue fibrosis with lymphoplasmacytic infiltration of IgG4� cells (5).
Involvement of the central nervous system has been shown in several

cases of hypophysitis and has recently been described in 3 cases of
pachymeningitis (1–3).

We report here a white adult affected by IgG4-related systemic
disease with meningeal involvement; in particular, we demonstrate for
the first time an intrathecal IgG synthesis with oligoclonal pattern and a
prominent intrathecal IgG4 production, which has not been reported in
other inflammatory or noninflammatory neurologic disorders (6, 7).
Given the rarity of this presentation, the risks of meningeal biopsy, and
the lack of established criteria for diagnosing extrapancreatic IgG4-
related systemic disease, we suggest that analyzing CSF for IgG4 (IgG4
index) could be useful for diagnosing IgG4-related pachymeningitis.
However, additional studies need to establish the sensitivity and speci-
ficity of this test and better define this pathologic entity.

Emanuel Della Torre, MD
Enrica Paola Bozzolo, MD
Gabriella Passerini, MD
Claudio Doglioni, MD
Maria Grazia Sabbadini, MD
San Raffaele Scientific Institute
20132 Milan, Italy
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Figure. IgG4-related pachymeningitis with evidence of intrathecal IgG4 synthesis.

A. Brain magnetic resonance with gadolinium shows diffuse thickening and enhancement of the dura mater involving the posterior cranial fossa
and the foramen magnum with extension over the cervical spinal canal to the fourth vertebra (arrowheads). B. Positron emission tomography alone
(left) and with computed tomography (right) fusion images show an increased 18F-fluorodeoxyglucose uptake along the meningeal thickening.
C and D. After 2 months of treatment, a marked improvement is evident both on radiologic (arrowheads) (C) and nuclear imaging studies (D).
Cerebrospinal fluid (CSF) and serum (S) isoelectric focusing demonstrate an intrathecal IgG synthesis with oligoclonal bands (arrowheads).
F. Hematoxylin– eosin staining of the meningeal specimen shows a dural perivascular dense lymphoplasmacytic infiltrate surrounded by stromal
fibrosis (original magnification, �200); immunohistochemistry reveals numerous IgG4� plasma cells with an IgG4�–IgG� ratio ranging from
40% to 70% (inset) (original magnification, �400).

.
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CORRECTIONS

Correction: Comparison of Hospital Risk-Standardized
Mortality Rates

In the Editors’ Notes on page 20 of a recent article on compa-
rision of hospital risk-standardized mortality rates (1), the Contribu-
tion section should read as follows: This study compared in-hospital
mortality with mortality 30 days after admission [not discharge] in
patients with myocardial infarction, heart failure, or pneumonia in
U.S. hospitals from 2004 to 2006 and found that changing the type
of mortality changed the quality ranking for 8% to 15% of hospitals.

This has been corrected in the online version.
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Intern Med. 2012;156:19-26.

Correction: Therapy-Related Acute Myelogenous Leukemia
The last name of an author of a recent Observation letter (1) was

misspelled. The first author’s name is Deepika S. Darbari.
This has been corrected in the online version.
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Congratulations to Manfred Hauben, MD, MPH, winner of the 2011 Annals Personae prize. Dr. Hauben’s
photograph was published on the cover of the 3 January 2012 issue (vol. 156, no. 1) and is reprinted below.

For more information on the Annals Personae prize and to view a list of past winners, go to www.annals.org/site/
shared/aim_personae.xhtml.
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