
www.doctors-management.com    2017 © DoctorsManagement

Vol. 5,  
Issue 7

The Business of MedicineThe Business of Medicine
Leave the business of medicine to us

(continued on pg. 3)

PR AC TI C E M A N AG E M E NT

Top 10 ways to destroy  
your practice
The title of this article should get your 
attention. No one in their right mind sets out 
to destroy their medical practice. But over 
the years, we at DoctorsManagement have 
developed a top ten list of behaviors that lead 

to a practice’s near-certain failure.

Review these ways to fail and see how many of them could be 
attributed to your practice, to one degree or another. Be honest!

1. Failing to establish and maintain appropriate 
boundaries with your employees. Often one of the major 
personnel problems in a medical office is caused by either failure 
to set appropriate boundaries or inappropriate boundaries with 
employees. Common examples include playing favorites and trying 
to be friends with staff members. A physician in the office is looked 
up to as a leader and, first and foremost, should be a boss. All other 
relationships should be secondary to the primary relationship. 
Another common problem is the “front” versus back” mentality. 
Because clinical staff members often spend more time with the 
physicians than office staff members, there is a perception that 
the clinical staff members are closer to the doctors. While this 
may be true, steps need to be taken to show the front office that 
there are no favorites in the office. One of the biggest problems 
concerning inappropriate boundaries relates to the development of 
inappropriate relationships between a physician and a staff member. 
Oftentimes these relationships begin very innocently and start as 
emotional affairs before progressing to a more serious level. These 
types of relationships are toxic in the work environment and can 
result in the destruction of a medical practice and in litigation.

2. Failing to plan for payroll taxes/personal income 
tax. As most physicians are aware, the duties of an employer 
require that you withhold payroll taxes from your employees’ 
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pay. As part of these duties as an employer, you must 
match the Social Security and Medicare tax withheld 
from your employees’ pay. This currently amounts 
to 7.65% for most employees. Because the money has 
largely been withheld from employees’ pay, the Internal 
Revenue Service essentially considers failure to remit 
these funds in a timely manner as theft. There are 
substantial civil and criminal penalties for not timely 
remitting these monies. One of the quickest ways, from 
a tax standpoint, to have your medical practice closed 
is to not pay your payroll taxes in a timely manner. 
Another common source of practice disaster is failure 
to appropriately plan for personal income tax liability. 
Your consultant or accountant should review your tax 
situation at least quarterly and make adjustments as 
needed. If your advisor does not discuss this with you 
at least quarterly, it would be recommended that you 
contact them to avoid surprises.

3. Paying yourself first and bills last (or not 
at all). The most important economic reality of 
running a private medical practice is that bills must 
be paid first and that the remainder of income is what 
is available to pay physicians. Unfortunately, more 
medical practices than you would believe employ the 
exact opposite method. Physicians are paid first and 
then the practice scrambles to find a way to pay bills. 
Obviously this is a recipe for disaster and cannot be 
sustained on a long-term basis.

4. Hiring the cheapest staff members you can 
locate. In generations past, medical practices often 
hired fairly inexpensive and untrained people to help 
run their office. Over time, with some training and good 
intentions, many of these employees became adequate. 
However, in today’s medical business environment, 
extremely smart and educated people are required. Your 
employees are your greatest resource and it seldom pays 
to try to hire the cheapest individuals you can locate. 
Many times your staff members will spend more time 
with patients than you will. First impressions are very 
important. It is extremely important to check references 
and perform a background check on all employees. It 
is also recommended that you consider performing 
a personality profile on the employee to see how they 
match up against the job description.

5. Lack of planning for disability and/or death. 
One of the quickest ways to go out of business is failing 
to have appropriate insurance coverage. We recommend 
that physicians, as early in their career as possible, obtain 
the maximum amount of personal disability insurance 
coverage and overhead disability coverage. These coverages 
should be with a highly rated company and have an “own 
occupation” definition of disability. Of course, adequate life 
insurance is extremely important as well as having a good 
estate plan in place including a will and revocable trusts. A 
letter of instruction to your survivors is also recommended 
to ease this difficult time. While everyone’s needs differ, a 
general rule of thumb concerning life insurance coverage is 
a minimum of 10 times your annual income. 

6. Trusting all of your employees completely with 
no “checks and balances” built into your office 
routines. It is human nature to want to trust people. 
However, a medical practice is a business and must be 
run as such. Embezzlements within a medical practice 
are frequent. Background checks should be done on all 
employees and all employees should be bonded to cover any 
potential losses. The hallmark of a well-run medical office 
is a division of duties which would make embezzlement 
of the funds very difficult. No one can guarantee that 
embezzlement will never happen, as evidenced by frequent 
embezzlements suffered by major banks, but you can put 
steps into place that will dramatically minimize the risk.

7.  Failure to plan for retirement. Nobody ever saved 
too much for retirement. This maxim is very true. Another 
maxim states that you should never wait until you can 
afford to fund your retirement. The most important advice 
on retirement funding is it to begin early and fund as much 
as possible each year. There will be times when you do not 
feel you can afford to maximally fund your retirement. We 
highly recommend that you fund even during those difficult 
periods. You will be glad you did.

8.  Never updating your fee schedule or having 
financial policies in place. Surprisingly, many medical 
practices believe their professional fee schedule does not 
matter any longer because of their large amount of managed 
care business. While there is some truth to this belief, we 
have reviewed many practices where their fee schedule is 
actually below the managed care allowed amounts. This 
is simply giving away money. We recommend an annual 
review of your fee schedule and regimented financial policies 
on collecting funds to be in place.

(continued from pg. 1)
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9.  Having unrealistic work schedules. All work and 
no play will definitely make for a burned out physician. 
Conversely, too much play and not enough work will 
contribute to a practice that goes out of business. There is 
definitely a balance between work and play. Each person 
needs to determine the balance they want in their lives and 
structure their income to support this balance.

10.  Failing to take care of your physical/mental/
spiritual health. Physicians are very good at advising 
others on how to take of their health. However, many 
physicians do not take good care of their health. It is very 
important to have your own personal physician. Being 
your own physician is not recommended by any expert. 
Everyone needs to understand their own goals and why 
they are working. What are you working toward? It is 
also important to have a close personal relationship 
with at least one or two people with whom you can talk 
about anything without judgment. Of course, the advice 
physicians give to their patients should also be followed, 
such as eating healthy diet, exercising regularly, not 
smoking and not drinking to excess.

If you see your practice following one or more of these steps, 
we would advise you to to schedule a meeting with your 
professional advisors to openly and honestly discuss these 
issues. Successful practices have made it their regular habit 
to avoid these basic but crucial mistakes in their business.

— Mark W. Lowe, CHBC, EA (mlowe@drsmgmt.
com). The author is a Senior Management 
Consultant and Associate Director of Consulting at 
DoctorsManagement.

CO N G R E S S I O N A L AC TI O N

Obamacare repeal 
collapses over 
Republican divisions
The Senate bill to replace the 
Affordable Care Act (ACA) appears to 
be dead as this issue of The Business 

of Medicine goes to press, leaving the future of 
American healthcare more uncertain than ever. What 
isn’t a mystery is the reason for the Senate bill’s demise: 
Republican division over its provisions. 

This included significant reductions to federal 
Medicaid funding that would hit in 2021, when the 
bill would convert Medicaid from an open-ended 
entitlement program into a block-grant program. 
Instead of the federal government matching state 
funding with no limit, the bill would allot states a 
fixed, per-capita amount. “It basically turned into a 
Medicaid reform effort,” says Jack Hoadley, research 
professor at the Georgetown Health Policy Institute. 
“It reflected an ideological belief by many Republicans 
who don’t believe Medicaid is working and looked to 
fundamentally change the program.”

Apart from the change to Medicaid, the Senate bill 
would’ve also eliminated the individual mandate and 
given states the option to allow insurers to sell much 
skimpier – and cheaper – coverage. But the overall 
shape of the ACA would’ve been preserved, Hoadley 
says. The federal government would still offer premium 
support, albeit via age-based tax credits instead of 
income-based subsidies, while the Medicaid expansion 
would remain for 10 years before being scaled back.

These similarities were the reason for opposition to the 
bill from conservative Republicans, such as Senators 
Mike Lee (R-Utah) and Jerry Moran (R-Kans.). In a 
statement, Sen. Moran bemoaned the “closed-door” 
process used to craft the Senate bill, which involved 
only 13 Republican Senators without any Democrats 
or industry stakeholders. The resulting bill “fails to 
repeal the Affordable Care Act or address healthcare’s 
rising costs,” Moran said. “For the same reasons I could 
not support the previous version of this bill, I cannot 
support this one. We should not put our stamp of 
approval on bad policy.”

More moderate Republicans, such as Sen. Susan 
Collins (R-Maine), were hostile to the bill for precisely 
the opposite reasons. “We should not be making 
fundamental changes in a vital safety net program that’s 
been on the books for 50 years ... without having a single 
hearing to evaluate what the consequences are going to 
be,” Collins said in a CNN interview.

Final effort to ‘repeal and delay’ also fails

Faced with the narrowest of margins for error and unable 
to lose a single “yay” vote, Senate Majority Leader Mitch 
McConnell (R-Ky.) delayed a vote on the bill to give Sen. 
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John McCain (R-Ariz.) time to recover from a surgical 
procedure. But the additional losses of Sens. Lee and Moran 
on July 17 sealed the fate of the Senate bill. McCain’s recent 
diagnosis of brain cancer further throws any attempt to 
repeal the law into doubt.

McConnell made a last effort to bring a “repeal now and 
replace later” bill to the floor, but it was torpedoed almost 
instantly by a trio of Republican senators, including 
Collins of Maine and Sens. Shelley Moore Capito of West 

Virginia and Lisa Murkowski of Alaska. “I did not come 
to Washington to hurt people,” Sen. Capito said in a 
statement. “I cannot vote to repeal Obamacare without 
a replacement plan that addresses my concerns and the 
needs of West Virginians.”

Passing a repeal-and-delay bill would also have further 
destabilized the ACA’s individual insurance market, as 
it would start the clock ticking on the end of premium 

EHR vendor’s meaningful use settlement sets precedent

It’s never happened before, but it’s an event that sets a new 
precedent: The EHR vendor eClinicalWorks has agreed to 
pay $155 million in a deal with the HHS Office of Inspector 
General (OIG) to settle a whistleblower suit alleging that 
it deceived certifying entities into granting certification 
that its software met Medicare’s requirements for its EHR 
Meaningful Use Program.

The agreement means that eClinicalWorks is not admitting 
any wrongdoing, and the company disputes the charges, but 
said that the settlement, along with a five-year corporate 
integrity agreement (CIA) with the OIG, was preferable to 
the “cost and uncertainty inherent in protracted litigation.”

The OIG case against eClinicalWorks accuses the company 
of giving its software the semblance of having certain 
capabilities required for certification, while deceiving 
the accrediting bodies. Specifically, the OIG says that 
eClinicalWorks added some, but not all, of the drug codes 
required to comply with the meaningful use Electronic 
Prescribing core measure. The company also allegedly did 
not equip its software to accurately log user activity, or 
accurately record physician diagnostic orders, or conduct 
consistent drug-drug interaction checks, or meet portability 
requirements that would allow physicians to transfer patient 
data to other vendors’ EHRs. Despite these deficiencies, the 
OIG case alleges that eClinicalWorks misrepresented its 
software as meeting all the requirements.

As a result, eClinicalWorks users inadvertently submitted 
quality reporting data that didn’t meet CMS requirements 
and were then issued incentive money on the basis of those 
improper submissions. This amounted to a violation of the 

False Claims Act, according to the OIG. The settlement 
agreement means that affected eClinicalWorks users will 
not have to return their meaningful use incentive payments.

eClinicalWorks will recover, CEO says

“Over the last year and a half we have expanded and 
strengthened our compliance program,” eClinicalWorks 
CEO Girish Navani wrote in a letter to customers obtained 
by The Business of Medicine. “Moreover, as part of the 
settlement, we will continue to bolster our compliance 
efforts. As previously reported to you, the nonconformities 
identified in 2015 and 2016 have been fixed and V10 [the 
latest version of its EHR system] remains 2014 Edition 
certified. As we prepare to seek 2015 Edition certification 
for V11, I want to assure you that every requirement is being 
fully validated with the assistance of independent experts.”

Navani goes to some pains to assure customers that the 
company remains solvent and committed to keeping its 
products updated and competitive. “Despite the settlement, 
eClinicalWorks continues to have a strong balance sheet 
with sufficient cash, no debt, and predictable, recurring 
revenues to sustain strong growth in product development, 
implementation, and support.” The company expects 
revenues of $520 million from their combined software 
offerings in 2017 and projects that it will add more than 
10,000 providers in 2017.

Regardless of whether Navani’s optimism is justified, the 
settlement and accompanying five-year CIA sets a new 
precedent that EHR vendors, not users, will be on the hook 
if their software claims to be certified but falls short of 
reporting requirements.

(continued on pg. 6)
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support without giving insurance companies any idea 
of what an eventual ACA replacement would look like.

For his part, President Donald J. Trump did not give up 
on repealing and replacing the ACA, which was one of his 
top campaign promises. “We were let down by all of the 
Democrats and a few Republicans,” he wrote in a July 18 
post to Twitter. “We will return. As I have always said, let 
Obamacare fail and then come together and do a great 
healthcare plan. Stay tuned!”

More uncertainty now than during ACA’s launch

President Trump’s posts mark the conclusion of a second 
failed attempt by Republicans to repeal and replace 
the ACA, despite their control of all three branches of 
government. As a result, there is more uncertainty now 
over the future of American healthcare than there was 
during the birth of the ACA, Hoadley believes.

“In both cases we have a strong partisan divide over 
the course of health policy,” he says. “But the difference 
in 2009 and 2010 was that there was a fairly broad 
consensus then that something had to be done. Now, you 
have a majority of Republicans saying in polls that they 
didn’t like these repeal bills, in addition, of course, to 
most Democrats.”

While the Democrats wound up passing a controversial 
and partisan bill in 2010, it was clear from the beginning 
that the status quo was going to change one way or the 
other, Hoadley says. “Now anything can happen, and there 
isn’t a decades-long status quo to return to.”

— Grant Huang, CPC, CPMA (ghuang@drsmgmt.
com). The author is Director of Content at 
DoctorsManagement.

M E D I C A R E R U LE S

6 key takeaways from the MIPS 
proposed rule for 2018
CMS has just unveiled its 2018 Quality Payment Program 
(QPP) proposed rule, which contains changes to the Merit-
based Incentive Payment System (MIPS), making it the 
first major proposed rule released by the agency under the 
Trump administration.

The 1,058-page document, now available online for your 
review, shows that CMS remains committed to MACRA, 
MIPS, and the concept of pay-for-performance even as 
the Trump administration moves to roll back Obama-era 
regulations in other industries. 
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Overall, the 2018 QPP proposed rule appears to increase 
flexibility for MIPS reporting and expand the number 
of exempted providers, reflecting feedback CMS was 
already processing under the Obama administration, 
says Bradley Coffey, government affairs manager for the 
American Association of Orthopaedic Executives (AAOE) 
in Indianapolis.

Here are the key proposals in the rule:

1.  Expansion of the low-volume threshold. CMS 
established a “low-volume threshold” to filter out those 
Medicare Part B providers who don’t see enough Medicare 
patients to warrant their participation in MIPS. This rule 
was largely responsible for exempting more than 800,000 
providers from MIPS in 2017 (newly-enrolled providers 

were also exempt). The current threshold is either $30,000 
in Medicare Part B charges or 100 Medicare patients. 
Providers who bill less than that amount or see fewer 
than that number of patients are exempt. The proposed 
threshold bumps up the dollar amount to $90,000 and 
doubles the patient threshold to 200 patients. “I think 
it’s good as far as giving more providers exemption and 
flexibility in the short term, but there’s a point to be made 
about lack of readiness for the long term,” Coffey says.

2.  Virtual reporting groups for small practices. 
CMS is proposing to create a new reporting option for 
2018 called “virtual group reporting.” The proposed 
rule defines a virtual group as a group comprised of 
two or more practices with 10 or fewer practitioners 
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each, who combine their performance for the full year 
reporting period. Interestingly, the proposed rule states 
that a practice with 10 or fewer practitioners is eligible 
to participate in MIPS as part of a virtual group if they 
exceed the low-volume threshold at the group level. Thus 
a provider who is individually MIPS-exempt can still 
participate in MIPS and receive bonus payments if his/
her group combines their Part B patients and charges to 
exceed the low-volume threshold. Note: A provider who 
is MIPS-exempt under the low-volume threshold is not 
otherwise eligible to receive bonus payments if he/she 
chooses to participate despite being exempt. “We’re very 
happy to see CMS pursuing this method,” Coffey says. “We 
believe it will allow many smaller practices to successfully 
report all the data that’s required under MIPS.”

3.  Reduced EHR certification requirements. CMS 
wants to make EHR requirements less onerous for MIPS 
purposes. For meaningful use reporting under MIPS, 
the proposed rule would only require EHRs certified 
under 2014 Edition guidelines instead of the latest 2015 
Edition. Now that the EHR Meaningful Use Program 
has been folded into MIPS (it has been redesigned as the 
“Advancing Care Information” component of MIPS), this 
makes sense. Many EHR vendors have not yet obtained 
2015 Edition certification.

4.  Give MIPS bonus points for complex patients. 
This proposal would add 1-3 points to the MIPS composite 
score of providers who see “complex” patients. The 
term “complex” would be defined based on the average 
Hierarchical Conditions Category (HCC) risk score of 
patients seen, though CMS is also open to using the 
number of “dual-eligible” (i.e., individuals who qualify 
for both Medicare and Medicaid) patients seen as an 
alternative way to define complex. CMS wants your 
comments and feedback on which method would be most 
effective in determining patient complexity. Because this 
type of bonus did not exist in the original rule, it is being 
created as a one-time provision for the 2018 reporting year 
only, though CMS leaves the door open to repeating this 
bonus in future years if successful.

5.  Give MIPS bonus points to participating small 
practices. Similar to the complex patients bonus, the 
small practice bonus would add 5 bonus points to the 
MIPS score of providers practicing in a small practice. The 
proposed rule defines a “small practice” as one with 15 or 
fewer total providers. A virtual group would also qualify as 

a small practice and receive the bonus for all of its member 
providers if the group totals 15 or fewer providers. This 
bonus would be calculated automatically by CMS and 
provider scores would be adjusted accordingly. “Eligible 
clinicians and groups who work in small practices are a 
crucial part of the health care system,” CMS writes in the 
proposed rule. The agency goes on to say that its analysis 
of performance data in past quality reporting programs 
shows that small practices lag far behind larger groups 
in participation and in performance for those that do 
participate. While the AAOE is supportive of the bonus, 
Coffey believes that the smallest practices require even 
more assistance. “I’d like to see more bonus points for the 
truly small practices, the one to five provider practices,” he 
says. “A practice with 10 or 15 physicians is a very different 
practice in terms of revenue, resources, and patient mix 
than a solo or two to three-physician practice that might 
be just now implementing EHR and is attempting quality 
reporting for the first time.”

6.  Continue to calculate MIPS score without 
Cost component. For the 2017 reporting year, the 
fourth component of MIPS, the “Cost” category, is not 
being counted towards providers’ final MIPS scores. The 
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“Quality” category, which stands in for quality reporting, 
has been weighted upward to 60% to account for the fact 
that Cost will be weighted at 0% for 2017. In the proposed 
rule, CMS would continue this for 2018. For both years, 
the Cost category will still be calculated and appear in 
providers’ MIPS reports at the end of the reporting year. In 
2019, the Cost category will account for 30% of the MIPS 
score, as required under MACRA. 

You can find a bullet-by-bullet summary of the major 
provisions in the proposed rule created by CMS on its QPP 
website here.

Final rule to be released in Q4

Next year will mark the start of the second MIPS 
performance year, which will affect Medicare payments 
for 2020 (this year’s performance alters 2019 payments). 
CMS expects to release the final rule for 2018 sometime 
in November. In the meantime, the agency is accepting all 
public comments, which are due by Aug. 21. You can submit 
comments via mail or, more quickly, via the Federal 
Register website for the QPP proposed rule.

— Grant Huang, CPC, CPMA (ghuang@drsmgmt.
com). The author is Director of Content at 
DoctorsManagement.
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