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at Best Buy, a consumer electronics
store, in 2003,5 and several recent
studies have revealed positive as-
pects of the ROWE model, including
decreased employee turnover6 and
positive changes in health behav-
iors, such as getting an extra hour of
sleep on work nights.7 The ROWE
concept offers a unique opportunity
to help reduce physician burnout8

and improve satisfaction by giving
staff more flexibility over their work
schedules while maintaining access,
continuity, satisfaction, and high-
quality patient care.

The clinic leadership gave the
team the autonomy to implement
ROWE in the manner that best
worked for the team. There were
two primary ROWE-specific changes
that precipitated other changes for
the team at WRNMMC. First,
providers were given the opportu-
nity to telework from home one day
per week and did not have a mini-
mum number of appointments for
other clinic days. Second, the team
was given more control over its own
appointment schedule for patients.
(Vice is a centralized scheduling sys-
tem for all appointments.)

The providers had a set telework
schedule that they followed, which
was coordinated and adjusted as
needed by registered nurses. When
providers were teleworking, they
could focus on disease prevention
by using a clinical database to query
and call patients who required age-
appropriate cancer screenings.
Providers also used the database to
identify patients with chronic condi-

In efforts to reduce health care
costs and improve quality, there

has been a growing push to deliver
care in more innovative ways, in-
cluding through the patient-centered
medical home (PCMH) concept as
well as more novel initiatives, such
as the results-only work environ-
ment (ROWE).

The PCMH concept incorporates
several core features, including pro-
viding care that is team based, pa-
tient centered, and coordinated
across the health care system and
patients’ communities. This model
has demonstrated some promising
results in both civilian and US mili-
tary medical practices.1-4

The Walter Reed National Mili-
tary Medical Center (WRNMMC) in
Bethesda, MD, began to implement
the PCMH concept in its internal
medicine clinic in 2008. A recent
evaluation of the WRNMMC PCMH
showed positive results, with an
11% and 7% cost reduction among
patients with chronic and without
chronic medical conditions, respec-
tively, and increased patient satisfac-
tion with overall care within the
PCMH.4

WRNMMC initiated a pilot of the
ROWE concept within a single team
in its internal medicine PCMH start-
ing in 2011. In a ROWE environ-
ment, employee performance is
judged based on results produced,
not hours worked. Autonomy is es-
sential. Teams work more effec-
tively because members cross-train
more to ensure coverage of key
functions. The ROWE model began
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tions who were not at established
goals, such as hemoglobic A1c lev-
els for diabetes mellitus type 2.
Providers could then offer phone
counseling, referrals, and laboratory
tests as needed. They could also
conduct more telephone consults
and respond to secure e-mail mes-
sages from patients, which gave pa-
tients alternatives to the standard
in-office visit for communicating
with their providers.

Since the team had more control
over its own schedule (vice central-
ized scheduling), it could determine
which appointments were most ap-
propriate for in-person visits and
which could be handled by phone or
secure e-mail message. By eliminat-
ing unnecessary office visits, the
team had more availability to see pa-
tients for same-day appointments
and more time to work on popula-
tion health.

In order to begin to understand
the impact of ROWE, we used a dif-
ference-in-difference approach that
allowed us to compare changes in
the ROWE team before (January
2010 through January 2011) and
after (September 2011 through May
2012) implementation minus
changes in the other non-ROWE
teams over the same time period.
We examined the overall impact for
all patients and the impact for pa-
tients with and without chronic con-
ditions. The data source for this
assessment was the Military Health
System Management Analysis and
Reporting Tool (M2).
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During this time period, there
were approximately 3,500 patients
enrolled to ROWE team providers
(intervention group) and 36,000 pa-
tients enrolled to non-ROWE team
providers (comparison group). To ac-
count for demographic differences
between the groups, we statistically
controlled for characteristics such as
age, gender, and whether or not the
patients had chronic conditions.

Overall, controlling for trends
among the non-ROWE teams, we
found that implementation of ROWE
was associated with reduced utiliza-
tion and costs for its patients. These
changes were largely among pa-
tients with chronic conditions. Pa-
tients without chronic conditions
saw increases in most utilization and
cost metrics, which may have been
due to increased referrals for pre-
ventive screening tests. For exam-
ple, among the overall ROWE team
patients, after the implementation of
ROWE, we found reductions in
emergency room and urgent care
clinic visits (ER/UCC) (-9.4%), phar-
macy (-21.4%), ancillary costs (-7%),
and per-person per-month costs (-
4.5% or -$43). The only overall in-
crease was for specialty care
encounters (5.5%).

Among patients with chronic con-
ditions, there were even greater de-
creases in most utilization and cost
measures than what we saw in the
overall population. For example, we
found a 6% decrease in costs per-
person per-month (-$77) and an 11%
decrease in specialty care encoun-
ters. Among patients without chronic
conditions, we saw increases in
some utilization and cost measures,
including a 51.3% increase in spe-
cialty care encounters and a 40.9%
increase in per-person per-month
costs ($185). However, we found a
16.3% decrease in ER/UCC.

Given that one of the hallmarks
of ROWE is increased flexibility in
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work hours and location, we exam-
ined the use of telephone consults
(TCONs) and provider continuity. We
found that there was an increase in
TCON use in the overall population
(12.2%), among patients with
chronic conditions (8.5%), and
among patients without chronic con-
ditions (23.5%). These increases
were driven by an increase in the
number of users rather than an in-
crease in the amount of use for ex-
isting users. For provider continuity,
we found a decrease among the
overall population (-16.6%) as well
as among patients with chronic con-
ditions (-20.4%) and patients without
chronic conditions (-15.7%). Since
team members may fill in for
providers on telework days, future
research should assess team conti-
nuity as well.

In a rapidly changing health care
system, the ROWE concept offers
an innovative approach to the deliv-
ery of care. Our preliminary study
showed that ROWE reduced utiliza-
tion and costs, particularly among
patients with chronic medical condi-
tions. Given that ROWE is an ex-
tremely novel concept in health
care, these findings are promising.
In the era of primary care burnout
and dissatisfaction, ROWE may be a
good model to help improve
provider satisfaction and allow
providers more flexibility in their
work schedule with the goal of bet-
ter work-life balance. With increased
flexibility, providers may be able to
focus more on improving patient
outcomes. In addition, the ROWE
concept and its flexibility are not lim-
ited to providers; they can also be
applied to other staff in health care
settings, and each setting can adapt
the concept to its environment. Fu-
ture research should also continue
to examine the effect of ROWE on
staff and patient satisfaction as well
as patient health outcomes.

2

NEW PERSPECTIVES
continued from page 1

SGIM FORUM 2013; 37(2)

SHARE

http://twitter.com/?status=@SocietyGIM"Implementing+a+Results-only+Work+Environment"

