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Today’s Healthcare at a Glance

• Financial viability is a concern (declining Operating 
Margins/Days Cash on Hand)

• Major credit rating agencies (S&P, Fitch and Moody’s) 
outlook for 2017 is stable to negative due to the uncertainly 
with ACA and Medicaid expansion

• Volumes are shifting from inpatient to outpatient for services

• Population health management continues to gain traction 
but the systems needed to manage are lacking (financial, 
costs, quality)

• Consolidation and collaboration is still occurring in the 
industry

• Patients are moving to more “Customer Focused” expecting 
services in a retail environment
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Today’s Healthcare at a Glance

Majority of physicians are now employed by a 
Hospital

 Physician compensation is one of the fastest 
growing expenses on a Hospital’s P&L

 Physician services are typically not well aligned with 
the Hospital they are employed by

 Provider engagement is declining
 Regulatory pressures, payment reform and patient 

service delivery expectations are at all time high.
Overall goal still remains to create higher value at 

lower costs with proven satisfaction and quality 
outcomes
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Physician Practice Performance 
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Physician Practice Performance 
Per MGMA

5,842 

6,602 6,825 

11,955 

12,798 12,574 

 -

 2,000

 4,000

 6,000

 8,000

 10,000

 12,000

 14,000

Total RVUs vs. wRVUs per MD
Based on MGMA Median

wRVUs/FTE MD Total RVUs/FTE MD

RVUs - 5% increase from 2014 -2016
2% decrease from 2015-2016

wRVUs – 17% increase from 2014-2016
3% increase from 2015-2016



Physician Practice Performance 
Per MGMA
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Physician Practice Performance 
Per MGMA
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Physician Practice Performance 
Per MGMA
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Where Should the Focus Be
• Streamline decision making

• Tackle the growing healthcare spend

• Address decreased reimbursement

• Prepare for the move from fee-for-service to value 
(both through payor and patient choice “retail 
options”)  

Physician enterprise (employed physicians) and its’ 
responsibility and contribution to the overall 

performance of the hospital.
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What needs to happen?

Leaders need to be engaged to focus on the 
physician enterprise to maximize financial and 

operational performance for the hospital.
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Financial and Operational 
Performance

Financial and Operational performance “throughout 
the whole business” is the key differentiator. 

It is no different in healthcare!

And, connecting the Physician to financial and 
operational performance is more than just the 

practice income statement 
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So, what are we talking about?
Physician Margin Recovery

• Access strategy for expansion 
• Explore potential revenue enhancement 

opportunities
• Provider and staff productivity to ensure 

efficiency of performance
• Optimization of payer contracts
• Development of key service lines to ensure 

success across the continuum of care
• Understanding Patient Leakage
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Access Strategy for Expansion

• In the most basic sense, patient access refers to the 
ability, for patients and their families to take charge 
of their own health care.

• It allows patients to take control of where and 
when they receive their medical care.

• It is about making it convenient for the patient to 
receive care and not based on the provider or the 
care team’s convenience.
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Access Strategy for Expansion

• It is estimated that the value (net operating 
revenue) to a hospital of a:
• Primary Care Physicians - $1,400,000

• Specialty Care Physicians - $1,600,000

• These numbers are based on the ability of the 
physician to get patients into the practice/system.
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Range of Net Revenue by 
Specialty
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One Client’s Approach

Increase bookable time:

 Minimum bookable patient access hours 

Recover, maximize scheduling capacity:

No closure to New patients (unless retiring)

Dedicated New patient & acute slots (reducing opportunity for “unnecessary” return visits that 
crowd schedules, limit growth)  

Independent Nurse Practitioner panels 

Nurse Practitioners for Acute access, continued growth (rotating follow up care 
and chronic care management visits) 

Compensation aligned with access and growth in lives:

Guarantee current salary (w/ expectation that individual panel sizes continue to increase while maintaining 
quality)  
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One Client’s Approach

• One clients experience:
• Tackled “Book of Rules”

• Put in place:
• 2 day expectation in for Primary Care Physicians to see new 

patients

• 7 day expectation in for Specialty Care physicians to see new 
patients
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New Patient Access within X days 
(produced every 2 wks)
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Purpose =  Monitor  
number of providers  
available to see new 
patients within 2, 7, 
14+ days by market 

16 Providers available 
within 2 days = 
approx. 60 New 

Patient Slots



Access Strategy and Expansion

• With monitoring and communication, saw a 20% 
increase in new patients into the practices.

BUT

• Had to deal with:
• “Book of Rules” that providers used

• Agreed to template schedule for visits by provider

• Alignment of Compensation
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What Can You do to Develop an 
Access Strategy for Expansion

• Understand current and potential capacity by specialty 
by physician.

• Develop a strategy and implementation plan to target 
new patient growth areas in market demographics, 
specialty services and/or exploration of collaboration 
with potential partners in your service area.

• Ensure proper care team alignment in order for 
members of the team to function at top of license (MD, 
APN, Pharmacist, Social workers, front office).

• Review and make recommendations on performance 
relative to service expectations for customer 
experience (scheduling, phone triage, on-line 
functionality)
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Revenue Enhancement
• Review current revenue portfolio and explore potential 

new service lines for growth.

• Give consideration for risk sharing contracts with 
payers, HME/DME, Provider Based billing (both 
reimbursement differential as well as 340B), Rural 
Health Clinics, FQHCs or FQHC partnerships, 
Medication Assistance/Drug Replacement Service, 
Specialty Pharmacy

22



Revenue Enhancement

• Have you considered various Joint Ventures or 
Partnerships
• Home Health

• FQHC (Federally Qualified Health Centers)

• Pharmacy

• Accountable Care Organizations

• Payer Relationship on Shared Savings

• Larger Health System/Hospital to purchase services or to 
provide a collaboration on your physician group

Exhibit A-1 23



One Client’s Approach
• Home Health JV

• Losses incurred from Home Health Operations of 
$1,500,000 per year

• Entered into a Joint Venture with a large home health 
provider (typically seen as a competitor)

• Allowed for home health team to be managed by a 
larger operation for economies of scale:

• Leveraged experience provider

• Reduced overhead in terms of benefit costs

• Used proven EMR vs. trying to use Hospital based 
system which was very costly

• Reduced overall loss from $1,500,000 to a gain of 
$100,000



One Client’s Approach
• Medication Assistance

• Large uninsured and/or low income population of 
patients

• Compliance issues related to access to Pharmacy 
• With help of physician group

• Implemented a Medication Assistance program 
for patients (low income and uninsured), overall 
benefit to the patient was calculated to be over 
$6,000,000 in one calendar year

• Drug Replacement Program on the inpatient 
environment accounted for another $750,000 
based on those individuals that qualified for 
Medication Assistance.
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Provider and Staff Productivity

• Both provider and staff have opportunity in 
managing productivity.

• Many times the conversation is about physician 
productivity which is important but staff should 
also be in the same conversation

• Hospitals are well known to flex staff when census 
is low.

• Practices are not typically an area that this occurs 
but it can and should be considered
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Provider and Staff Productivity
• Provider Productivity

• Measure the performance of the physician in terms of 
wRVU performance against survey data (MGMA, AMGA, 
Sullivan Cotter)

• Take it one step further and consider patient panels with 
respect to wRVU production
• You will find that the high producers in terms of wRVUs are not 

always those with the largest panels
• Ask a follow up question, what compensation formula is the 

physician on

• Have you considered your Physician Productivity vs. 
Physician Compensation in a Scattered Graph
• Lots of information can be obtained from:

• Areas of production opportunity
• Areas of potential compliance concerns
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Physician Productivity vs. 
Compensation 



Provider and Staff Productivity

• Staff Productivity and Labor Management
• Once you determine the provider productivity in terms 

of panels, wRVUs or both

• Manage your labor in the practice using the benchmark 
data for both new and replacement positions
• This will allow for Labor Management within the practice 

focusing on benchmark targets

• Ensure a process to make sure that the practices are having to 
go through a process to justify the position

• Ensure that you are accounting for all time (agency, overtime) 

Exhibit A-1 29



Example of a Labor Management 
Process



Provider and Staff Productivity

• One additional thought to consider, Staff 
Productivity
• Float Pool

• Consider adding a float pool to cover for vacation, sick time, etc 
and staffing at a lower level.

• This float pool can flex up or down base on need

• This will also help mitigate the need to rely on agency dollars to 
fill in for staff

Exhibit A-1 31



Provider and Staff Productivity

• Overall Steps to Improve Provider and Staff 
Productivity

• Review current performance against 
benchmark data for physician productivity 
and staff related to labor management

• Develop action plans to measure, track and 
communicate performance to provider

• Develop process for labor management 
review and a systematic management of 
labor requests for new and existing 
positions using benchmark data.
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Payer Contracting – Quality 
Metrics

• Many payers will add “upside” risk as an incentive relative to achieving 
certain targets in performance

• HEDIS Measures

• CAHPS

• Pay for Performance Measures

• Utilization/cost management

• Clinical quality/effectiveness

• Patient safety (medication adherence, opioid, etc)

• Administrative (i.e. IT)

• Etc.

How many metrics could there be across all of your payers?
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Payer Contracting – Quality 
Metrics

• One Client’s Approach
• Inventoried all payer contracts and focused on the 

metrics related to the performance

• Identified a total of 70 metrics 

• Realized that there was over $1,200,000 related up in 
upside risk 

• In current year, only achieved $250,000

So what did they do?



Payer Contracting – Quality 
Metrics

• Engaged the physicians in the review of the 
performance metrics

• Provided education and provided transparency on 
performance

• Developed an agreed upon framework for metrics 
meaningful to the physicians

• Negotiated with the payers to align the metrics

• Developed incentives within the physician group 
based on the quality metrics in the payer contracts



Payer Contracting – Quality 
Metrics

• Based on the above approached:

• The client achieved nearly $1,000,000 of the $1,200,000 
of the upside payments.

• Takeaway

• Inventory all of your contracts focusing on 
upside/downside risk

• Engage you physicians around metrics and align the 
work to support desired outcomes

• Negotiate with the payers based on what is meaningful 
to the physician



Service Line Development and 
Management

• Medical Directors, Co-Management agreements 

• How many of you have these in place?

• We support a model of service line cabinets with a multi-discipline team to 
derive best outcomes related to satisfaction, service, quality and financial 
performance.

• Collaboration and development of key initiatives, capital planning, 
resource allocation (FTEs, support) to fulfill goals of the Health 
System/Hospital.
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Women’s                 
Medical Director 
and Director of 

Operations

OBGYN (MD 
Coordinator)

GYN Surgery (MD 
Coordinator)

Radiology (MD 
Coordinator)

Primary Care (MD 
Coordinator)

Director of Finance
VP, Patient 

Services

WOMEN’S SERVICE LINE STRUCTURE

• The committee would have representatives (MD Coordinators) from all physicians that 
provide services within the Market.  These representatives would be in:

-OBGYN
-GYN Surgery
-Breast Surgery
-Radiology
-Primary Care

• Develops and maintain quality management plan for Women Services in concert with national 
and state accreditation.

• Provides direction/guidance related to oncology medical education and involvement in 
clinical trials.

• Develops and implements a strategic and operational plan for Women Services. 

• Decision making with significant involvement with strategic planning and budgeting. 

• Moves toward best-demonstrated practices, and assure consistency of these indicators. 

• Explores creative alternative care settings to achieve highest possible quality and lowest 
possible cost (best value) with appropriate utilization, case management, and emphasis upon 
prevention.

Ad Hoc Members:
• Case Management
• Quality Resources and Risk 

Management
• Nurse Navigation
• Research

Meeting Frequency: 
• Monthly

38
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Outcomes ($ in thousands)

Required Resources & Focus ($ in thousands)

Program # 1 : Women’s Center

Core Business
• Increase patient access
• Provide universal services throughout each office/region
• Medicaid Strategy
• Develop comprehensive MFM program
• Spirit of Women education/marketing
Collaborative Physician Team
• Integrated patient care
• Care coordination
• Ease in scheduling with continued navigation support
• Growth of referral base
• Expansion of Maternal Fetal Medicine
Location of each Center
• Strategic placement
• Expanded Patient Access
Services
• Destination Location for comprehensive Women’s Health Product Line 

Integration
• Cardiovascular HeartCaring 
• Behavioral Health Center of Excellence
• Surgery Center- Pelvic Floor Center of Excellence
Multi-disciplinary team: Marketing, Foundation Support, Recruitment

Key Components

Objective: Provide a holistic approach to women’s health care by focusing wellness, convenience, and illness
management in a central location

Team: Physicians, Administrative leads, marketing, communications, finance

*** shared positions

2015 2016 2017

Total Net Revenue $ 864 $  983 $ 1,451 

Direct Cost N/A N/A N/A 

Physician Practice Cost $ 25 $  31 $ 43 

Salaries and Benefits $ 557 $  401 $  68 

All Other Operating 
Exp: $   197 $  190 $ 177 

Operating Expenses $    779 $   622 $ 288 

Contribution Margin N/A N/A N/A 

Capital Dollars $   614 $   614 $ -

FTE Changes*** 8.00 5.75 1.25

2014Proj 2015 Goal 2016 Goal 2017 Goal

Volumes 4,243 4,452 4,610 4,793 

Gross Revenue $ 80,735 $     89,662 $    96,442 $      104,529 

Net Revenue $ 34,467 $     38,143 $    40,873 $        44,156 

Total Direct Cost N/A N/A N/A N/A 

Contribution Margin N/A N/A N/A N/A 



Risk/Barrier Probability Indicator Mitigation Plan/ 
Recommendation 

Available Space H Space not identified for 
all services need.  
Capital not approved 

Focus on space already present to 
convert to women center.

Work with hospital president for 
capital dollars.

Parking ML Delay in to appts, 
patient complaints

Evaluate and move employee parking

Shuttle service

Mammo/Dexa in Women’s 
Center or Cancer Center

ML Radiology group 
unwilling to move 
equipment

Work with lead physician to discuss 

Program # 1: Women’s Center 
Barriers to Program Success

Probability Guide
• H (High) – greater than 75% chance of occurrence
• MH (Medium High) – between 50% and 75% chance of occurrence
• ML (Medium Low) – between 25% and 50% chance of occurrence
• L (Low) – less than 25% chance of occurrence



Risk/Barrier Probability Indicator Mitigation Plan/ Recommendation 

Duplication of services L Physicians and 
Practice being asked 
to work in multiple 
locations

When resources are limited find central site 
to serve all

Competition H Market share loss/low 
growth compared to 
market 

Focus marketing on services compared to 
competitors

EMR ML Provider complaints 
related to patient 
medical record

Develop system to obtain and scan in records 
efficiently for outside providers

OR time MH Increased wait time 
for patients in need of 
surgery

Work on efficiency related to block time as 
product line instead of individual units

Program # 1: Women’s Center 
Barriers to Program Success

Probability Guide
• H (High) – greater than 75% chance of occurrence
• MH (Medium High) – between 50% and 75% chance of occurrence
• ML (Medium Low) – between 25% and 50% chance of occurrence
• L (Low) – less than 25% chance of occurrence



Risk/Barrier Probability Indicator Mitigation Plan/ Recommendation 

Team concept MH Resistance to 
join the overall 
team between 
employed and 
non-employed

Start working as a team now.  Provide 
communication and activities to assist with building 
relationships.

Marketing Dollars MH Budgets limited 
due to financial 
constraints

Work with product line team/region leads to find 
other areas to pull from

Utilize communication tools that currently exist 
(social media)

Program # 1: Women’s Center 
Barriers to Program Success

Probability Guide
• H (High) – greater than 75% chance of occurrence
• MH (Medium High) – between 50% and 75% chance of occurrence
• ML (Medium Low) – between 25% and 50% chance of occurrence
• L (Low) – less than 25% chance of occurrence



Service Line Development and 
Management

• With a Service Line alignment of the key players 
(beyond just the Medical Director) performance 
can be accelerated in terms of:
• Satisfaction

• CAPHS Scores both Inpatient and Ambulatory

• Service
• Access

• Quality
• Alignment of Focus

• Financial performance
• Supply Chain, Clinical Documentation Improvement, Focused 

Growth



Capture of Patient Leakage

• One of the greatest challenges that 
Hospital/physician group leaders have is around 
patient leakage

• What is Patient Leakage
• When a patient that is within your care receives services 

outside of your facility when you could have provided 
these services to the patient



Capture of Patient Leakage

Source: https://getreferralmd.com/2016/08/30-healthcare-statistics-keep-hospital-executives-night/



Capture of Patient Leakage
• What questions should be asked of patients leaving your 

facility for services:
• Is it an access issue?
• Is it a quality issue?
• Is it a service issue?
• Do we offer the service?

• Of the above, which would be a reason for a patient to 
leave your facility for services?

• How many of you are tracking, monitoring, discussing 
these issues with your physicians?
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Capture of Patient Leakage

• Takeaway:

• Analysis of current referral trends and development of 
dashboard based on patients leaving the Health 
System/Hospital for services.

• Development of action plans to assist in maintaining 
patients within Health System/Hospital based on 
access, service and quality.



Model for Sustainability

• How do you create a model for sustainability?
• Physician Practice Performance

• Perform at Expectations based on benchmarks (as a start)
• Production by MD/APP provider
• Staffing Structure/Compensation/Benefits based on production
• Consolidate and become efficient on number of locations
• Ensure Physician compensation is in alignment with production

• Physician Margin Recovery
• Access, Access, Access 
• Revenue enhancement opportunities
• Optimization of payer contracts, align metrics for performance
• Development of key service lines
• Patient Leakage

Physician Practice Performance + Physician Margin Recovery = 

Sustainability


