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If you are a practicing ER physician who has decided to start a third party free medical practice (TPFMP), you might be wondering about the specific things you need to do to start one.  Since there is no such manual I know of that provides this information, I have taken it upon myself to draft one and offer here my initial drafts in hope that others will join me in preserving the sanctity of the doctor-patient relationship and preventing third party juggernauts from commandeering our skills in mid-career.  I started a TPFMP about five years ago, and my practice has reached maturity – the point at which I have achieved my desired patient volume.

The purpose of a primary care medical practice is to put a patient in your presence for an appropriate amount of time so as to obtain something of value in exchange for fair compensation.  That something of value might be medical and/or surgical treatment or just your expert medical opinion.  In contrast to conventional practices today where compensation is uncertain, through a third party payer several months after the patient’s visit, TPFMP’s offer certain, direct remuneration at the moment of service. 

Dispensing for the moment with the conventional preconceptions about what it takes to start and operate a medical practice, I find it instructive to keep this simple purpose in mind and work from it.  You are then more likely to end up with a practice that serves this purpose and your personality in the most natural and efficient manner rather than one that merely reflects a form that we have come to accept by convention (that I personally believe Americans neither need nor can afford).  In other words, the form of your practice will serve the function to which it is intended and not the reverse.

Keeping in mind this simple purpose, you can then start asking yourself questions that will enable you to achieve this purpose.  With the types of medical problems that present to my clinic, I have found personally and professionally that a patient volume of between 3.5 and 4 patients per hour is ideal for me as a solo physician.  Sure, I could see more and earn substantially more money since my variable costs are minimal.  But until I have a partner who would alternate shifts with me, I have learned that I would get burned out in the long term seeing any more.  

And since my practice centers around the uninsured of our community, I have found being open a few hours on many days rather than many hours on few days to be most beneficial for them and me.  My current hours are Monday through Friday 8A-1P, Saturday 9A-1P and one or two weekday afternoons by appointment.  

I have learned also that I need only one office assistant at this patient volume, and this person does not need to be a nurse since most of her duties are clerical, not medical.  I wished I had known my desired patient volume before I had started, since it effectively drives the rest of your capital and operating expenses.  It would have saved me a lot of headaches, expense, and grief.

At patient volumes consistently over four per hour, another employee becomes necessary to assume some of the nursing tasks I have chosen to perform.  But then, people feel they are being moved through like cattle and feel they have been shorted of the doctor’s time.  Adding a second employee adds more complexity to the clinic’s operation than I would like.  So, despite the additional income, I don’t want to see more than 4 per hour at the current level of acuity and complexity.  

What services will you provide?  

For example, will you take care of chronic medical problems or will you strictly deal with acute illnesses and injuries?  Many ER doctors do not want to treat chronic problems, even if those problems are simple (such as hypertension, non-insulin dependent diabetes, or hypothyroidism).  If this is your choice, then your practice will not grow as fast as it could and you will deprive yourself of scheduled repeat visits and getting to know your patients personally.

Will you provide inpatient services or will it be strictly outpatient?  Most physicians in TPFMP do not admit to the hospital, and I suspect that few if any ER physicians setting up such practices would want to do inpatient care.  TPFMP’s don’t naturally lend themselves to providing inpatient services for several reasons.  

· Most direct payers do not have complex medical problems so they rarely need to be admitted to the hospital, and when they do they will probably be under the care of a specialist (cardiologist, orthopedic surgeon, etc) anyway.  I suspect that fewer than 20 patients of mine have been admitted to the hospital in the last five years for medical conditions I could have taken care of.  

· Hospitalists do a better job caring for general medicine admissions than you can not only because they are specially trained and experienced in this area, but they are in the hospital 24/7.  They will end up providing care for your patients anyway.  Even in my town of 16,000, there is a hospitalist group.

· You will need to be on unattached call for admissions to the ER, and so you will need someone to share call with you (and you with them), which will be difficult since you don’t share any of their third party payer contracts.  

· Hospital practice distracts your attention from your office practice (and vice versa).  

· Maintaining hospital privileges exacts a heavy price in terms of attending staff meetings and serving on hospital committees. 

· The cost of your professional liability insurance will likely increase.  

· You will probably not be compensated for your services in the hospital.

Will you be available to patients outside of office hours?

Personally, I’m not.  My practice almost certainly would have grown much more quickly if I had been.  However, being on call 24 hours a day 365 days a year gets old, and I need time away from patient responsibilities.  You might not mind this level of obligation.  To each his own. 

Some physicians require patients to pay a monthly or annual access fee for this level of availability day, night, and holidays which includes other personalized perks including annual executive-level physical exams, internet care, and so forth.  

What services will you provide, or in other words what illnesses and injuries will you treat?  

I suspect that most ER docs want more challenge than what an ER fast-track provides and less acuity than the main part of an ER…say, something in between.  You perhaps could classify it as a high-capability urgent care.  I refer all patients with possible cardiac chest pain and surgical abdomens to the ER.  I would imagine that most of you would want to take care of lacerations, sprains, excision of simple cysts and moles, I & D’s, corneal foreign bodies and abrasions, along with simple infections of the ear, throat, lungs, urine, skin, etc.   I start IV’s on dehydrated adults and have even taken care of mild DKA (initial bicarb = 16) with an insulin drip.  Even if you decide to see Medicare beneficiaries, you are not likely to accumulate many with complex medical problems.  Less than 5% of my patient visits are from Medicare beneficiaries.  They usually have their regular LMD and use our clinic for acute problems. The same goes for Medicaid patients with complex problems.  They constitute roughly the same percentage of patient visits as Medicare beneficiaries.

Whom will you do it for?

Personally, I derive personal and professional satisfaction treating patients who have no choice but to pay for primary medical care out of pocket.  This includes primarily the uninsured and people with high deductibles.  Around here, they are typically non-nonsense, hard-working, down-to-earth folk who are thankful a physician will actually see them at fair and honest prices.  

I see the occasional Tri-Care patients, since no physician in this town accepts new ones (few see established ones either).  However, I have heard of attempts by the government program to force physicians to reimburse Tri-Care patients who tried to bill their carrier themselves.  

I also see patients with Christian Medical Cost Sharing Plans.  Although they are similar to high deductible commercial plans, these are not insurance.  Their members pay for routine medical expenses out of pocket.  Only the large, non primary care claims get passed on to the membership for reimbursement.  

The uninsured currently constitute about 60% of my patient visits.  Contrary to popular opinion, most are neither destitute nor derelict.  In my rural town of 16,000 in northeast Tennessee, the uninsured consist of carpenters, general contractors, brick masons, plumbers, electricians, farmers, local retailers and restaurant owners and their employees, beauticians, cleaning ladies, Hispanic farm workers, and employees of large companies whose insurance premiums exceed their ability to pay.  

Approximately 30% of my patients have commercial insurance.  Those with traditional indemnity insurance and high deductibles use us because we provide the best bang for their buck.  In the rare case where they exceed their deductible in a year, they can come back and pay $10 per claim for us to subcontract the claims out to a professional billing service.  I have noticed also that co-pays are going up so that my typical simple visit of $35 is becoming increasingly competitive.  Those with conventional commercial insurance who choose to use my clinic consider the convenience and personal service worth the extra $10 to $15.  

Despite being all the rave in other parts of the country, I rarely see patients with HSA’s.  Our family has had one since 1997 (when they were called MSA’s), and I have made a concerted effort to educate patients about their benefits (see my handout). However, the Farm Bureau here offers a competitive product with a much lower deductible, so policies with HSA’s just don’t make much sense, especially to our conservative population who are reluctant to try new products anyway.  Another draw back of HSA’s is their continued use of PPO’s for physicians.  If a physicians refuses to sign any third party contracts (as I have), commercial patients are not likely to use your services even though you provide better value than their network physicians. Of the 500 or so patients I saw in October 2005, only one had an HSA.

How will you settle accounts with those for whom you perform those services?

We do it with cash, check, and credit card.  You will need to establish a merchant account with your bank or some other financial institution to accept credit and debit cards.  Various companies offer services that enable you to guarantee checks as well, using your credit card machine.

What tasks will be necessary to provide these services and receive compensation for them?

I divide the tasks into what I do and what my office assistant does.  In addition to the usual diagnostic and therapeutic duties of a physician, I also do the following ancillary medical tasks:

· draw labs

· draw up IM injections and give them

· start and administer IV fluids and meds 

· order medical supplies and equipment

· keep the books 

· This takes me about 20 minutes each month on Quicken.  

· You could contract this out, but you would not be saving much time, and you wouldn’t be able to stay on top of your costs as well as I can.  After all, the key to making this type of practice successful is minimizing your costs.  And you will have plenty of time initially with low patient volumes to optimize the operation of your practice.

· sometimes take vitals

· We have a Welch Allen machine that takes BP, HR, and pulse ox simultaneously.  When there are a lot of patients in the clinic, we are doing whatever it takes to move them through.  If my assistant is collecting payment, then I will take the next patient back and hook them up to the machine while I am taking their history.  Some physicians believe that this is beneath them, or want to be able to see more patients and are willing to hire an extra person to do so.  You pay your money and you take your choice.

What tasks does my office assistant perform?

· informs patients about payment expectations before they are seen

· collects payment

· maintains copier and deals with maintenance service when necessary

· provides light cleaning

· answers the phone, screens calls, and takes messages for me

· changes the message on the answering machine when needed

· faxes communications

· performs all non-physician functions of DOT’s and sports physicals

· keeps exam rooms stocked

· cleans exam rooms after patient encounter

· is present in room with female patients

· fills out lab forms and centrifuge specimens in serum separator tubes

· organizes drug samples and discard the expired ones

· assists with procedures

· applies and removes dressings

· frequently draws up medicines into syringes

· gives po meds

· gives nebulizer treatments

· runs EKG’s

· does basic lab work – urines, rapid strep, mono, etc.

· calls patients for with lab follow up

· makes up and maintains charts

· helps keep supplies 

· sometimes orders supplies

· prepackages clinic dispensed medicines into drams

· write (but does not sign) checks for bills and mails them

· purchases office supplies from local retailers with a petty cash account

· reconciles invoices with receipt of supplies

· takes care of biohazard materials

What tasks do I contract out?

· payroll

· filling out quarterly 941 tax forms

· filling out State Unemployment tax forms (SUTA)

· filling out Federal Unemployment tax forms (FUTA)

· filing corporate tax returns

· filing clinic’s incorporation documents

· filing claims for those commercially insured patients who request it and pay a $10 filing charge

· heavy cleaning

· maintaining the grounds outside

Which of these tasks can you do alone, which need do you need others (employees) for, and which are better delegated to others in order to see patients efficiently?  

In point of fact, you could do all of the tasks above by yourself when you first get started if you so desired.  There is a physician in New England who chooses to see about 12 patients a day and has no employees.  He takes insurance and even files the claims himself.  For a male physician, it is always better to have a female present in the clinic and sometimes in the exam room for liability purposes.  For a woman physician, it might be better to have a male assistant for the same reason as well as helping to deter violence and theft.

I would say at an average of 2 patients per hour, you would need someone to help at least with the clerical work.  At a volume consistently above 4 patients per hour, I would hire someone to perform all of the nursing tasks.  This year thus far, my average patient volume has been 3.5/hr.  One month it was 4.8/hr.

How much will this or these employees cost and how will I find them?

I suppose that depends on your location.  Around here, clerical work in a medical office pays about $ 7 to $8/hr many times without benefits.  LPN’s make $9 to $12 per hour.  I choose to pay more and incentivize by offering a bonus based on the clinic’s net income (so my office assistant is looking for ways to maximize revenues and minimize costs).  The cost of living where I live is probably among the lowest in the nation, so I suspect that your hourly rates for these positions will be higher.  On the other hand, I suspect also that you will be able to set your fees higher than mine so that your collection per patient will be higher.

What ancillary services (lab, X-ray, etc) will you provide in-house and which ones will you subcontract out?  

I perform only CLIA waived services such as U/A’s, strep and mono tests, finger stick glucose, and urine pregnancy tests.  All other labs I contract out to a regional laboratory that bills me on a monthly basis.  I have had several national labs that have provided competitive quotes, so finding someone to do these labs for cash at substantial discounts should not be a problem.

I do not do X-rays for several reasons:

· The capital expense, even on used equipment, is significant.  You don’t want to tie up your cash or go into debt on equipment that others are willing to contract out to you.  One of the mottos of a small business or any entrepreneurial enterprise is, “Cash is king.”  Conserve it. 

· Tennessee requires that the technologist taking the films receive certification to do so.  I could have my assistant cross train in this, but our patient volume is too high to add this task to her current load. Therefore, I would have to hire an additional employee who has become certified as an X-ray tech.  In this area, they are hard to find and they come at quite a premium.

· If a patient has anything other than a simple distal extremity fracture, I will have to refer him to an orthopedist anyway.  It is much easier for the ER to get the orthopedist to see an uninsured patient than it is for me to.

· I would use an X-ray only for adult extremity and spine films.  A radiologist friend of mine has told me that he would not over-read chest X-rays from an office-based machine for liability reasons because their quality is not sufficient.

· Adults can obtain adequate extremity films from chiropractors near my office for $35.  

· One of the local hospitals together with its radiologists have generously discounted its imaging studies to patients who pay us directly.  The hospital then bills us periodically. 

· I would always be tempted to pressure a patient into having an X-ray just to pay for the equipment.

What rooms and approximately how much space per room is needed to provide these services?

Medical kiosks (that are quite the fashion now) occupy about 120 square feet of a retail store.  My office contains about 1200 sq ft.  I would be hard pressed to get by on less than 800.  

· The waiting room and reception area are together 400 sq ft.  

· The medicine room, exam room 1, and exam room 2 are each 120 sq ft.  

· A small coffee /supply room is 70 sq ft. 

· The procedure room is 140 sq feet. 

· My office is 180 sq feet

· Another office and storage room is 100 sq feet.  

What office equipment is needed?

These are the office equipment that we have accumulated since we first started.

· Paper shredder

· Cash register

· Credit card machine which doubles as a check securing machine

· Toshiba e-Studio 200L copier / fax / printer / scanner (you can get by on much less than this initially, but as your practice grows you will need something fast and you can use this initial copier as a back-up)

· File cabinets for charts

· Waiting room furniture

· Water dispenser

· Desktop computer

· Desk

· Hole puncher

What office supplies are needed?

Besides the usual pens, paper clips, stapler, etc. we have the following that you might want to consider:

· Histaccount peg board / receipts / daily transaction sheets

· Histaccount chart files / dividers / letters

· Regular file folders

· Clip boards for intake and sign-in sheets

· Name printer for charts – we use a Dymo Tag

· Notebook of plastic sleeves for important information and templates

· Rolodex

· Yearly planner for appointments – we don’t use a computer for this.

· Containers with mints / lollipops / and stickers

· Brochure and business card holders

· Business cards / clinic brochures / stationery / envelopes / appointment cards

· Notebooks to store daily transactions sheets

What medical equipment should one consider obtaining?

· Adult and pediatric eye charts

· Ophthalmoscopes and otoscopes

· Blood pressure cuffs

· Ishihara’s Tests For Colour Deficiency

· Automatic external defibrillator

· Automatic BP, pulse, and pulse ox machine

· Overbed tables

· Stryker ER stretcher 

· Two Ritter exam tables

· X-ray view box

· IV poles

· Oxygen tank

· Centrifuge

· Autoclave

· Wheelchair

· Electronic scale

· Clinteck urine analyzer

· Fiberoptic vaginal light

· Reflex hammers

· Fraser suction

· Alligator forceps

· Woods lamp

· Welch Allen 12 lead EKG machine

· corneal burr

What are the medical supplies that I use?

I made a list of medical supplies in the ER where I last worked before I started this clinic.  The items below are what are currently in my clinic.  

· 4X4 & 2X2 sterile and non-sterile gauze sponges

· 2”, 3”, 4” sterile and non-sterile stretch gauze bandages

· steri-strips

· adaptic non-stick dressing

· petrolatum dressing

· tube gauze dressing and cylinders

· fiberglass 2”, 3”, 4” pre-padded splints

· slings, wrist, metacarpal, and finger splints

· 2”, 3”, 4” ace wraps

· surgical tape 1”, 2”, 3”

· sterile and non-sterile gloves

· eye pads

· fluorescein strips

· 5X9” ABD pads

· bandaids

· sterile saline eye wash

· Blairex

· Disposable suture sets

· Disposable suture removal and staple removal sets

· Vicryl, chromic, nylon suture

· Disposable I & D sets

· Surgical masks

· Ear irrigation equipment

· scalpels

· silver nitrate sticks

· ¼” and ½” packing gauze

· ear specula

· razors and clippers

· paper rolls to cover exam tables

· nebulizer and tubing

· vasoline nasal packing

· penrose drains

· IV bags, tubing, and catheters

· Thin prep pap vials and papettes

· Oral and ear thermometers and covers

· Chucks (diaper pads)

· Pillow cases

· Cotton balls

· Saline irrigation solution

· Betadine

· Foley catheters

· Cotton tip applicators sterile and non-sterile

· Benzoin tincture

· Iodine swaps

· Tennis elbow brace

· Lab draw equipment

· Tongue depressors

· Drapes (sterile) - fenestrated and non-fenestrated

· Triple antibiotic ointment and bacitracin

· “kick bucket”

· hydrogen peroxide

· alcohol prep pads

· needles 18g, 21g, 22g, 23g, 25g, 27g

· 3cc, 5cc, 10cc, 20cc, 60cc luer lock syringes

· insulin and tuberculin syringes

· biohazard disposal containers

· emesis basins

· plastic vaginal specula

· Histofreezer portable cryosurgical system

· Bionix ear curettes

· Ethyl chloride fine pinpoint spray

· Hurricane topical anesthetic spray

· Sterile saline in 10cc vials

· Sterile water

· Medicine dispensers 30cc

· Urine collectors

· Urine strainers

· Word catheters

· K-Y jelly

· Hemoccult cards and developers

· Pill cutter

· Pill crusher

Medicines

· Lidocaine 1% and Lidocaine 1% with epi

· Marcaine 0.5%

· Solumedrol

· Depomedrol

· Kenalog

· Decadron

· Nalbuphine

· Promethazine

· Ketorolac

· Ancef

· Bicillin

· Rocephin

· Amps of epinephrine

· Narcan

· Benadryl injectable and capsules

· Dextrose 50%

· Lovenox

· Heparin flush

· Acetaminophen

· Ibuprofen

· Amps of albuterol solution

· Gentamicin injectable and ophthalmic ointment

· Tetracaine ophthalmic soln 0.5%

· Pneumovax 23

· Influenza vaccine

· Tuberculin, purified protein derivative (ppd)

· Humulin 70/30

· Tetanus and diphtheria toxoids

· Vitamin B12

· Ampicillin injectable

Where is the optimum location for your clinic? 

I’m still trying to figure that one out.  Once you achieve your desired patient volume, it really doesn’t matter where your office is located.  Ours is on a very busy street (I suspect the traffic counts is about 20,000 per day) with good visibility.

Of the insurance-free primary care physicians I know, one lives in the middle of small city in an 800 foot apartment above his clinic.  Another is off a major highway between two towns.  Others have located in blue-collar suburbs of major cities.  

How does one go about selecting a facility?  

I have heard that the 3 most important factors in real estate are location, location, location.  In general, the greater the visibility, convenience, and surrounding population density, the faster your practice will grow.  But the space will cost more per square foot.  Once you are consistently exceeding your desired patient volume, the added cost is reducing your net income.  

Surrounding businesses also can enhance or detract from your practice.  Proximity to the hospital adds value to your location.

I make it a habit to look around hospitals in nearby towns in case I sold my practice and relocated to a place where I could better influence physicians in training.  There is a strip mall in Johnson City whose businesses cater to my clientele and houses a draw station for the regional lab with which I do business.  In this setting, I would rarely have to draw labs, and I could have CBC’s and basic meta’s back in a matter of minutes rather than overnight.  There is also a chiropractor there who would be willing to take extremity films for my patients. 

Medical malls might be prestigious, but they are expensive and don’t have traffic from the general public.  Thus far, most specialists have not been willing to subcontract their services to us or provide discounted care to direct payers.

Should you allow patients to reserve your time by scheduling appointments or just operate on a walk-in basis?  

I currently take appointments one to two afternoons per week for patients who have chronic problems.  I have found that new patients who make appointments usually don’t keep them.  I try to keep these at a minimum and let them come in during walk-in hours and schedule them for an appointment if I don’t have enough time.  

What do you charge for the various services you will provide?

See my fee schedule sheet.

How do you inform people about what you have to offer?  

In other words, how does one advertise?  At first, I had to swallow my professional pride in advertising the price of my fees.  But as with other services, how can people determine the value of a service and whether they want to purchase it without knowing its price?  

The most cost-effective form of advertising by far is word of mouth.  In October 2005, about 20 percent of the clinic’s visits were for first time patients.  But how does a physician get the word out so that word of mouth eventually becomes the major source of advertising?  

From my experience in order of cost effectiveness, I would use the following: 

· flyers placed at local businesses 

· billboard 

· yellow pages

· cable TV 

Make sure that you list the prices of your services.  Some doctors might be offended and give you a hard time, but I make a living serving patients, not other doctors.  (One even called me a traitor, presumably to the local physician cartel…I told him that I was not betraying my patients and especially the uninsured who appreciate quality medical care at fair and honest prices).  The least cost effective forms of advertising for me were radio (by far) and the local newspaper.  Try to get free advertising by having as many media cover your opening and the way that your clinic differs from other practices and how it will help your community solve the problem of the uninsured.

What legal structure should your practice take?  

Discuss this with your lawyer.  Each has its advantages and disadvantages.  Mine is a Subchapter S corporation.

Is there a best time of the year to open such a clinic and if so, when?  

I would say around late summer or early fall when everyone is returning from vacation.  That way you can take advantage of getting your name out by offering sports physicals inexpensively.  In addition, you are able to get some of the operating glitches resolved before winter, the busiest time of the year.  Furthermore, by starting around mid-year, you will be able to apply your initial loss in start-up against your ER income to maximize your tax efficiency and improve your cash flow.

Should it part time or full time?

The advantage of part time is that you can still maintain an income stream in the ER.  The disadvantage is that your practice will grow much more slowly.

How long should you start planning before opening day?

I would start planning about 6 to 8 months in advance.

What things should be done in advance and when should they be done?  How much will these things cost? 

These are the major action items before you open.

· Decide whether or not you will opt out of Medicare.  If you do, you will need to do so by the quarter before you open your clinic.  For detailed information about this subject along with other regulatory issues including CLIA, OSHA, and HIPAA consult the appropriate sections of the AAPS website (www.aapsonline.org).

· Find a location for your clinic.

· Decide how many employees you will hire and whom.

· If you are strapped for cash, look for used medical and office equipment.  Good places for both – hospital storage, medical practices going out of business or getting new equipment, the Internet, and your local medical office sales rep.  You can also get used desks, bookcases, chairs, etc at Goodwill and other businesses that sells used goods.  I have purchased equipment from all of the above.

· If you want new equipment, find several medical office sales reps and make them compete for your business. Bulk orders with the possibility of a future regular customer can earn you substantial discounts.

· Figure out how much you can spend on advertising, find out how much it costs in your area, then give it your best shot in apportioning those dollars. 

What are the start up costs?

This can vary substantially, depending on many factors…the greatest being how much cash do you have?  Obviously, your start-up costs will depend on many factors unique to your own situation, the most important being whether or not you will continue working in the ER and how much, whether you do it solo or have a partner, whether or not your spouse will help you until your patient volume justifies bringing on a full time employee, how much office and medical equipment you purchase, the market where you plan to open your practice, how fast you want to grow, and the amount you need to live on.  I would estimate that the range of capital required up front would run between several thousand dollars to several hundred thousand dollars depending on these factors.

I have given an estimate of start-up costs using a “cash-strapped” approach and a “money is really no object” approach.  Don’t squander cash (like I did) and avoid debt, if you can help it.

	                         Start-up costs
	
	

	
	Cash-strapped
	Money is 

no object

	
	
	

	
	
	

	Advertising
	
	

	     Newspaper
	500
	1500

	     mailing to small businesses
	400
	500

	     letter to some interested patients
	100
	100

	     office sign
	1000
	5000

	     Cable
	500
	2000

	     Billboard
	500
	2000

	     Website
	500
	2000

	     yellow pages
	1000
	2000

	  Total advertising expense
	4500
	15100

	Deposit on rental
	1500
	2000

	     1st month rent
	1500
	2000

	Utility deposit
	200
	200

	Business license
	100
	100

	Insurance
	
	

	     liability
	400
	400

	     building
	350
	350

	Medicines
	200
	1000

	Medical equipment
	
	

	     exam tables
	300
	2500

	     procedure light
	700
	1500

	     gloves
	100
	100

	     vaginal exam supplies
	200
	200

	     splints
	200
	200

	     bandages
	100
	100

	     clia waived lab supplies
	200
	1000

	     AED
	1500
	1500

	     resuscitation equipment
	200
	1000

	     nebulizer
	100
	200

	     disposable suture kits / scalpels
	300
	300

	     fine needle holders, scissors, etc
	0
	1500

	     kick buckets
	100
	100

	     view box
	400
	400

	     blood pressure pulse ox
	1000
	3000

	     tympanic thermometer
	100
	100

	     EKG machine
	0
	3500

	     autoclave
	0
	2000

	     spirometer
	0
	700

	  Total medical equipment
	5500
	19900

	Office equipment
	
	

	     phone
	200
	500

	     credit card machine
	1000
	1000

	         merchant account contract
	500
	500

	     desk
	1000
	2000

	     copier / fax
	500
	5000

	     stapler, etc
	200
	200

	     ledger
	500
	1000

	     filing cabinets
	500
	2000

	     charts
	500
	1000

	     waiting room furniture
	200
	5000

	     refrigerator for meds
	100
	300

	     OSHA manual
	300
	300

	     chairs
	100
	2000

	     computer
	0
	5000

	     book cases
	200
	1000

	     pictures and other décor
	200
	2000

	  Total office equipment
	6000
	28800

	living expenses for 10 days
	2000
	5000

	Total startup costs
	38250
	138650


I do suggest making plans about 6 months in advance of starting the clinic, whether the clinic is part time or full time.  How much you cash you need to expend before the clinic actually opens will depend on a multitude of factors such as…how much advertising you want to do initially (which will affect the growth rate of your clinic), the location of your clinic, the amount of renovations required of the facility that you choose (and who will pay for the renovations), whether you want to own the clinic facility or lease, how lavishly you want to decorate it, and what medical equipment you choose to have.  

As an example of an extremely low cost start-up, I know a physician who was able to rent a space fully furnished from the hospital that had bought his practice from him several years before.  This physician was able to lease not only the space, but the office and medical equipment as well so that his initial cash outlay was less than ten thousand dollars.  It was vacated by another practice the day before he took occupancy, so he had a natural spillover of patients from the previous practice.  Although he had to explain that he did not take insurance, I suspect that a number of patients used his services until they could locate one who took their insurance, which would have been a windfall for him and cash during a cash-strapped time.

Where can I get the cash to start such a practice?

I suspect that most ER physicians can readily obtain the cash to finance the “cash-strapped” start up option.  If not, you might not be frugal enough or have been working long enough to have the experience necessary for you to feel comfortable taking care of patients without having to order many tests (and your cash patients will question your diagnostic strategies since it is their money).  

Many experience ER physicians probably have at least this much cash on hand.  If not, you can pull cash out of your house by re-financing it or obtaining a home-equity line of credit.  Many suppliers of medical equipment are happy to work out credit arrangements with you.  There is always the revolving credit card option, taking advantage of temporarily low interests rates on one then shifting to another.  But you might get caught holding a bad interest rate.  

Anyway, your cash needs should be short term as is demonstrated below.

How long will it be before the practice generates minimal living expenses?  

It depends, of course, on what minimum you need.  The scenario on the cash-flow spreadsheet estimates about 9 months to reach $6,000 net income per month and 13 months to reach $10,000 per month.

How much additional cash will you need to set aside or have access to before opening the practice?

Besides the start up costs, you will need to set aside enough money for living expenses until you reach the “minimum” you require to live.  You are likely to have several months of minus income before you actually start showing a profit.  These are the times that try men’s souls.  But depending on how frugal you are, you should break into the black in several months.  If your income needs are $6,000 per month, you will need to have access to $30,000 in short term money.  Saving before lift-off and timing your opening to maximize tax efficiency will assist with your cash flow.

You need to consider what type of practice you would like to end up with – that is, your patient mix, hours, accessibility, etc.  Although at first you will be glad for any patient to walk through your doors, eventually you will have more patients than you can handle.

A sample cash flow analysis

	
	January
	February
	March
	April
	May
	June
	July
	August 

	Revenue
	
	
	
	
	
	
	
	

	 Pts per hour
	
	
	
	
	
	
	
	1

	   col/pt
	
	
	
	
	
	
	
	40

	   hrs/mo
	
	
	
	
	
	
	
	170

	   pts/mo
	
	
	
	
	
	
	
	170

	 Rev pt care
	
	
	
	
	
	
	
	6800

	Total revenue
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Expenses
	
	
	
	
	
	
	
	

	 Fixed expenses
	
	
	
	
	
	
	
	

	   Ads
	
	
	
	
	
	
	
	1500

	   Bank
	
	
	
	
	
	
	
	300

	   liability insurance
	
	
	
	
	
	
	
	0

	   Misc
	
	
	
	
	
	
	
	1000

	   Rent
	
	
	
	
	
	
	
	1500

	   Telephone
	
	
	
	
	
	
	
	400

	   water & power
	
	
	
	
	
	
	
	200

	  total fixed exp
	
	
	
	
	
	
	
	4900

	 Variable expenses
	
	
	
	
	
	
	
	

	   assistant hourly
	
	
	
	
	
	
	
	10

	   labor taxes
	
	
	
	
	
	
	
	2.5

	  total labor
	
	
	
	
	
	
	
	2125

	   medical supplies
	
	
	
	
	
	
	
	255

	   office supplies
	
	
	
	
	
	
	
	204

	  total variable exp
	
	
	
	
	
	
	
	2584

	
	
	
	
	
	
	
	
	

	Total clinic exp
	
	
	
	
	
	
	
	7484

	
	
	
	
	
	
	
	
	

	Net Clinic Revenue
	
	
	
	
	
	
	
	-684

	Revenue ER
	15000
	15000
	15000
	15000
	15000
	15000
	10000
	0

	Taxes w/ clinic
	
	
	
	12000
	
	12000
	
	

	Current revenue
	15000
	15000
	15000
	15000
	15000
	15000
	15000
	15000

	Taxes w/o clinic
	0
	0
	0
	12000
	0
	12000
	0
	0

	Tax difference
	0
	0
	0
	0
	0
	0
	0
	0

	Revenue difference
	0
	0
	0
	0
	0
	0
	5000
	15000

	After tax difference
	0
	0
	0
	0
	0
	0
	5000
	15000

	Breakeven point
	
	
	
	
	
	
	
	-55684

	
	
	
	
	
	
	
	
	

	Misc
	property tax, accounting, cleaning and maintenance, equipment maintenance, website,

	
	professional dues, subscriptions
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


	
	Sept
	October
	November
	December
	Total 2006
	January
	February

	Revenue
	
	
	
	
	
	
	

	 Pts per hour
	1.1
	1.2
	1.3
	1.4
	
	1.5
	1.6

	   col/pt
	41
	42
	43
	44
	
	45
	46

	   hrs/mo
	170
	170
	170
	170
	850
	170
	170

	   pts/mo
	187
	204
	221
	238
	1020
	255
	272

	 Rev pt care
	7667
	8568
	9503
	10472
	43010
	11475
	12512

	Total revenue
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Expenses
	
	
	
	
	
	
	

	 Fixed expenses
	
	
	
	
	
	
	

	   ads
	1500
	1500
	800
	800
	6100
	800
	400

	   bank
	300
	300
	300
	300
	1500
	300
	300

	   liability insurance
	400
	400
	400
	400
	1600
	400
	400

	   misc
	1000
	1000
	1000
	1000
	5000
	1000
	1000

	   rent
	1500
	1500
	1500
	1500
	7500
	1500
	1500

	   telephone
	400
	400
	400
	400
	2000
	400
	400

	   water & power
	200
	200
	200
	200
	1000
	200
	200

	  total fixed exp
	5300
	5300
	4600
	4600
	24700
	4600
	4200

	 Variable expenses
	
	
	
	
	
	
	

	   assistant hourly
	10
	10
	10
	10
	
	12
	12

	   labor taxes
	2.5
	2.5
	2.5
	2.5
	
	3
	3

	  total labor
	2125
	2125
	2125
	2125
	10625
	2550
	2550

	   medical supplies
	281
	306
	332
	357
	1530
	383
	408

	   office supplies
	224
	245
	265
	286
	1224
	306
	326

	  total variable exp
	2630
	2676
	2722
	2768
	13379
	3239
	3284

	
	
	
	
	
	
	
	

	Total clinic exp
	7930
	7976
	7322
	7368
	38079
	7839
	7484

	
	
	
	
	
	
	
	

	Net Clinic Revenue
	-263
	592
	2181
	3104
	4931
	3637
	5028

	Revenue ER
	0
	0
	0
	0
	100000
	0
	0

	Taxes w/ clinic
	0
	
	
	
	24000
	6000
	

	Current revenue
	15000
	15000
	15000
	15000
	180000
	15000
	15000

	Taxes w/o clinic
	12000
	0
	0
	0
	36000
	12000
	

	Tax difference
	12000
	0
	0
	0
	12000
	6000
	

	Revenue difference
	15000
	15000
	15000
	15000
	80000
	15000
	15000

	After tax difference
	3000
	15000
	15000
	15000
	
	9000
	15000

	Breakeven point
	-58947
	-73355
	-86173
	-98069
	
	-103433
	-113405


	
	March
	April
	May
	June
	July
	August
	Sept
	October

	Revenue
	
	
	
	
	
	
	
	

	 Pts per hour
	1.7
	1.8
	1.9
	2
	2.1
	2.2
	2.3
	2.4

	   col/pt
	47
	48
	49
	50
	51
	52
	53
	54

	   hrs/mo
	170
	170
	170
	170
	170
	170
	170
	170

	   pts/mo
	289
	306
	323
	340
	357
	374
	391
	408

	 Rev pt care
	13583
	14688
	15827
	17000
	18207
	19448
	20723
	22032

	Total revenue
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Expenses
	
	
	
	
	
	
	
	

	 Fixed expenses
	
	
	
	
	
	
	
	

	   ads
	400
	400
	400
	400
	400
	0
	400
	400

	   bank
	300
	300
	300
	300
	300
	300
	300
	300

	   liability insurance
	400
	400
	400
	400
	400
	600
	600
	600

	   misc
	1000
	1000
	1000
	1000
	1000
	1000
	1000
	1000

	   rent
	1500
	1500
	1500
	1500
	1500
	1500
	1500
	1500

	   telephone
	400
	400
	400
	400
	400
	400
	400
	400

	   water & power
	200
	200
	200
	200
	200
	200
	200
	200

	  total fixed exp
	4200
	4200
	4200
	4200
	4200
	4000
	4400
	4400

	 Variable expenses
	
	
	
	
	
	
	
	

	   assistant hourly
	12
	12
	12
	12
	12
	12
	12
	12

	   labor taxes
	3
	3
	3
	3
	3
	3
	3
	3

	  total labor
	2550
	2550
	2550
	2550
	2550
	2550
	2550
	2550

	   medical supplies
	434
	459
	485
	510
	536
	561
	587
	612

	   office supplies
	347
	367
	388
	408
	428
	449
	469
	490

	  total variable exp
	3330
	3376
	3422
	3468
	3514
	3560
	3606
	3652

	
	
	
	
	
	
	
	
	

	Total clinic exp
	7530
	7576
	7622
	7668
	7714
	7560
	8006
	8052

	
	
	
	
	
	
	
	
	

	Net Clinic Revenue
	6053
	7112
	8205
	9332
	10493
	11888
	12717
	13980

	Revenue ER
	0
	0
	0
	0
	0
	0
	0
	0

	Taxes w/ clinic
	
	6000
	
	6000
	
	
	6000
	

	Current revenue
	15000
	15000
	15000
	15000
	15000
	15000
	15000
	15000

	Taxes w/o clinic
	
	12000
	
	12000
	
	
	12000
	

	Tax difference
	
	6000
	
	6000
	
	
	6000
	

	Revenue difference
	15000
	15000
	15000
	15000
	15000
	15000
	15000
	15000

	After tax difference
	15000
	9000
	15000
	9000
	15000
	15000
	9000
	15000

	Breakeven point
	-122352
	-124240
	-131036
	-130704
	-135210
	-138322
	-134605
	-135625


	
	November
	December
	Total 2007
	January
	February
	March
	April

	Revenue
	
	
	
	
	
	
	

	 Pts per hour
	2.5
	2.6
	
	2.7
	2.8
	2.9
	3

	   col/pt
	55
	56
	
	57
	58
	59
	60

	   hrs/mo
	170
	170
	2040
	170
	170
	170
	170

	   pts/mo
	425
	442
	4182
	459
	476
	493
	510

	 Rev pt care
	23375
	24752
	213622
	26163
	27608
	29087
	30600

	Total revenue
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Expenses
	
	
	
	
	
	
	

	 Fixed expenses
	
	
	
	
	
	
	

	   ads
	400
	400
	4800
	400
	400
	400
	400

	   bank
	300
	300
	3600
	300
	300
	300
	300

	   liability insurance
	600
	600
	5800
	600
	600
	600
	600

	   misc
	1000
	1000
	12000
	1000
	1000
	1000
	1000

	   rent
	1500
	1500
	18000
	1500
	1500
	1500
	1500

	   telephone
	400
	400
	4800
	400
	400
	400
	400

	   water & power
	200
	200
	2400
	200
	200
	200
	200

	  total fixed exp
	4400
	4400
	51400
	4400
	4400
	4400
	4400

	 Variable expenses
	
	
	
	
	
	
	

	   assistant hourly
	12
	12
	
	14
	14
	14
	14

	   labor taxes
	3
	3
	
	3.5
	3.5
	3.5
	3.5

	  total labor
	2550
	2550
	30600
	2975
	2975
	2975
	2975

	   medical supplies
	638
	663
	6273
	689
	714
	740
	765

	   office supplies
	510
	530
	5018
	551
	571
	592
	612

	  total variable exp
	3698
	3743
	41891
	4214
	4260
	4306
	4352

	
	
	
	
	
	
	
	

	Total clinic exp
	8098
	8143
	93291
	8614
	8660
	8706
	8752

	
	
	
	
	
	
	
	

	Net Clinic Revenue
	15278
	16609
	120331
	17549
	18948
	20381
	21848

	Revenue ER
	0
	0
	0
	
	
	
	

	Taxes w/ clinic
	
	
	24000
	6000
	
	
	6000

	Current revenue
	15000
	15000
	180000
	15000
	15000
	15000
	15000

	Taxes w/o clinic
	
	
	48000
	12000
	
	
	12000

	Tax difference
	
	
	24000
	6000
	
	
	6000

	Revenue difference
	15000
	15000
	180000
	15000
	15000
	15000
	15000

	After tax difference
	15000
	15000
	
	9000
	15000
	15000
	9000

	Breakeven point
	-135347
	-133738
	
	-125190
	-121242
	-115861
	-103013


	
	May
	June
	July
	August
	Sept
	October
	November
	December

	Revenue
	
	
	
	
	
	
	
	

	 Pts per hour
	3.1
	3.2
	3.3
	3.4
	3.5
	3.6
	3.7
	3.8

	   col/pt
	60
	60
	60
	60
	60
	60
	60
	60

	   hrs/mo
	170
	170
	170
	170
	170
	170
	170
	170

	   pts/mo
	527
	544
	561
	578
	595
	612
	629
	646

	 Rev pt care
	31620
	32640
	33660
	34680
	35700
	36720
	37740
	38760

	Total revenue
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Expenses
	
	
	
	
	
	
	
	

	 Fixed expenses
	
	
	
	
	
	
	
	

	   ads
	400
	400
	400
	200
	200
	200
	200
	200

	   bank
	300
	300
	300
	300
	300
	300
	300
	300

	   liability insurance
	600
	600
	600
	800
	800
	800
	800
	800

	   misc
	1000
	1000
	1000
	1000
	1000
	1000
	1000
	1000

	   rent
	1500
	1500
	1500
	1500
	1500
	1500
	1500
	1500

	   telephone
	400
	400
	400
	400
	400
	400
	400
	400

	   water & power
	200
	200
	200
	200
	200
	200
	200
	200

	  total fixed exp
	4400
	4400
	4400
	4400
	4400
	4400
	4400
	4400

	 Variable expenses
	
	
	
	
	
	
	
	

	   assistant hourly
	14
	14
	14
	14
	14
	14
	14
	14

	   labor taxes
	3.5
	3.5
	3.5
	3.5
	3.5
	3.5
	3.5
	3.5

	  total labor
	2975
	2975
	2975
	2975
	2975
	2975
	2975
	2975

	   medical supplies
	791
	816
	842
	867
	893
	918
	944
	969

	   office supplies
	632
	653
	673
	694
	714
	734
	755
	775

	  total variable exp
	4398
	4444
	4490
	4536
	4582
	4627
	4673
	4719

	
	
	
	
	
	
	
	
	

	Total clinic exp
	8798
	8844
	8890
	8936
	8982
	9027
	9073
	9119

	
	
	
	
	
	
	
	
	

	Net Clinic Revenue
	22822
	23796
	24770
	25744
	26719
	27693
	28667
	29641

	Revenue ER
	
	
	
	
	
	
	
	

	Taxes w/ clinic
	
	6000
	
	
	6000
	
	
	

	Current revenue
	15000
	15000
	15000
	15000
	15000
	15000
	15000
	15000

	Taxes w/o clinic
	
	12000
	
	
	12000
	
	
	

	Tax difference
	
	6000
	
	
	6000
	
	
	

	Revenue difference
	15000
	15000
	15000
	15000
	15000
	15000
	15000
	15000

	After tax difference
	15000
	9000
	15000
	15000
	9000
	15000
	15000
	15000

	Breakeven point
	-95191
	-80395
	-70624
	-59880
	-42161
	-29469
	-15802
	-1161


	
	Total 2008
	January
	February
	March
	April
	May
	June

	Revenue
	
	
	
	
	
	
	

	 Pts per hour
	
	3.9
	4
	4
	4
	4
	4

	   col/pt
	
	60
	60
	60
	60
	60
	60

	   hrs/mo
	2040
	170
	170
	170
	170
	170
	170

	   pts/mo
	6630
	663
	680
	680
	680
	680
	680

	 Rev pt care
	394978
	39780
	40800
	40800
	40800
	40800
	40800

	Total revenue
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Expenses
	
	
	
	
	
	
	

	 Fixed expenses
	
	
	
	
	
	
	

	   ads
	3800
	200
	200
	200
	200
	200
	200

	   bank
	3600
	300
	300
	300
	300
	300
	300

	   liability insurance
	8200
	800
	800
	800
	800
	800
	800

	   misc
	12000
	1000
	1000
	1000
	1000
	1000
	1000

	   rent
	18000
	1500
	1500
	1500
	1500
	1500
	1500

	   telephone
	4800
	400
	400
	400
	400
	400
	400

	   water & power
	2400
	200
	200
	200
	200
	200
	200

	  total fixed exp
	52800
	4400
	4400
	4400
	4400
	4400
	4400

	 Variable expenses
	
	
	
	
	
	
	

	   assistant hourly
	
	16
	16
	16
	16
	16
	16

	   labor taxes
	
	4
	4
	4
	4
	4
	4

	  total labor
	35700
	3400
	3400
	3400
	3400
	3400
	3400

	   medical supplies
	9945
	995
	1020
	1020
	1020
	1020
	1020

	   office supplies
	7956
	796
	816
	816
	816
	816
	816

	  total variable exp
	53601
	5190
	5236
	5236
	5236
	5236
	5236

	
	
	
	
	
	
	
	

	Total clinic exp
	106401
	9590
	9636
	9636
	9636
	9636
	9636

	
	
	
	
	
	
	
	

	Net Clinic Revenue
	288577
	30190
	31164
	31164
	31164
	31164
	31164

	Revenue ER
	
	
	
	
	
	
	


	
	July
	August
	Sept
	October
	November
	December
	Total 2009

	Revenue
	
	
	
	
	
	
	

	 Pts per hour
	4
	4
	4
	4
	4
	4
	

	   col/pt
	60
	60
	60
	60
	60
	60
	

	   hrs/mo
	170
	170
	170
	170
	170
	170
	2040

	   pts/mo
	680
	680
	680
	680
	680
	680
	8143

	 Rev pt care
	40800
	40800
	40800
	40800
	40800
	40800
	488580

	Total revenue
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Expenses
	
	
	
	
	
	
	

	 Fixed expenses
	
	
	
	
	
	
	

	   ads
	200
	200
	200
	200
	200
	200
	2400

	   bank
	300
	300
	300
	300
	300
	300
	3600

	   liability insurance
	800
	1000
	1000
	1000
	1000
	1000
	10600

	   misc
	1000
	1000
	1000
	1000
	1000
	1000
	12000

	   rent
	1500
	1500
	1500
	1500
	1500
	1500
	18000

	   telephone
	400
	400
	400
	400
	400
	400
	4800

	   water & power
	200
	200
	200
	200
	200
	200
	2400

	  total fixed exp
	4400
	4600
	4600
	4600
	4600
	4600
	53800

	 Variable expenses
	
	
	
	
	
	
	

	   assistant hourly
	16
	16
	16
	16
	16
	16
	

	   labor taxes
	4
	4
	4
	4
	4
	4
	

	  total labor
	3400
	3400
	3400
	3400
	3400
	3400
	40800

	   medical supplies
	1020
	1020
	1020
	1020
	1020
	1020
	12215

	   office supplies
	816
	816
	816
	816
	816
	816
	9772

	  total variable exp
	5236
	5236
	5236
	5236
	5236
	5236
	62786

	
	
	
	
	
	
	
	

	Total clinic exp
	9636
	9836
	9836
	9836
	9836
	9836
	116586

	
	
	
	
	
	
	
	

	Net Clinic Revenue
	31164
	30964
	30964
	30964
	30964
	30964
	371994


Some issues to consider.  Most ER physicians do not want to manage chronic medical problems such as hypertension, diabetes, hypothyroidism, etc. I suspect that many of you will not want to provide treatment for situational depression, nor assume the responsibility for managing intractable pain.  You don’t have to.  You can have your office assistant screen these patients and turn them away on the phone, or if they come to your office after they have filled out the initial intake form.  If they are carrying a jacket of X-ray or MRI films, then you know they are there for treatment of pain.  

On the other hand, if you do not take care of patients with chronic problems your practice will not grow as fast.  Most patients with complex medical problems usually are on either Medicaid or Medicare (or both) and do not, in general, use my services except for acute, simple problems that are easily dealt with.  If they are not, I refer them to the ER, which is a more appropriate setting for them anyway.  

If a patient with chronic pain makes it back to the examining room then it will be your responsibility to turn them away face to face, which is always more difficult personally.  In fact, whenever I turn patients wracked with pain away, I wonder if I am losing more of my humanity.  But managing intractable pain is an issue onto itself – made so because it has become a political issue and we as physicians have been given the responsibility to police these patients or wind up in prison ourselves.  While the treatment of legitimate chronic pain can be lucrative, it is fraught with peril, and given the current regulatory climate I would advise either refusing all such patients or limiting them to a select few.

Knowing what I know now, I would have done more planning before starting, started with one full time employee or two part time employees, kept it more simple, and kept my costs down.  I believe it is better to start the practice with another ER doctor so you both can continue working in the ER while expanding the hours of your clinic.  However, there is no ER doctor in our area that would have been interested in doing this that I would have wanted to work with so mine has been solo.  In addition, my job at the ER was terminated abruptly due to disagreements with the hospital administrator, so I did not have time to seek out another physician (although I could have found another ER job).

I suppose it is possible that some hospitals would be interested in assisting you in setting up a practice for several reasons that would be to their benefit.  Pointing these out might be a win- win for you and the hospital.  First, many would like to divert as many cash payers away from their ER as possible.  The reason is that many do not pay, or they have to pay on time, which is an extra cost to the hospital.  Some pay in cash, which requires an extra level of accounting control, which is just another cost to the hospital.  So, taking this burden off of your hospital will help them minimize their losses.  In addition, most ER’s are already overcrowded and becoming more so.  To meet that volume, the hospital has to hire more staff and expand their facilities, or their throughput will become so bogged down that the more lucrative patients choose to go elsewhere.  Increased ER crowding hurts PR, increases staff turnover, increases liability, and worst of all, hurts patient satisfaction surveys.  In addition, being a part of an effort to take care of the uninsured will bring good PR to the hospital.  It should be noted that an increasing number of insured patients have high deductibles or high ER co-pays, and hospitals that are forward looking will want to keep these patients in their system by helping to provide a low cost alternative to keep them in their system should they at some time need more extensive (and lucrative) care.  In addition, many non-profits are being targeted by a consortium of lawyers who contend that hospitals gouge the uninsured.  A hospital might see assisting such a practice as a way to avoid being targeted as a part of this class action lawsuit or as a way to combat such litigation if it gets directed at them.  Not only might they be willing to provide office space, office and medical equipment at low cost to you, they might also like to enter into a discount arrangement with you for labs and imaging studies your cash payers might need.  This way, they can bill you on a monthly or quarterly basis, while you collect the money directly from the patient.  Again a win-win situation   More patients will come to you because rates for ancillary studies are much cheaper at your practice, and you will be helping hospitals at least recover the costs for services that they would have otherwise had to provide for free.  On the other hand, less imaginative hospital administrators will not be able to see this arrangement as a win-win situation and will see you as just more competition in the perpetual turf battle among health care providers.  One hospital administrator in my town has refused even to talk with me about discounts for cash payers, which increases his and the hospital board’s vulnerability to litigation and which discourages the increasing number of patients not only the uninsured but those with high deductibles who now are forced to pay for routine health care out of pocket to my facility.

What about having a partner?

Partnerships have their benefits.  They can share start-up costs, can share ER and clinic duties (one can be in the ER while the other is in the clinic), can help to increase the clinic hours which decreases your share of the fixed costs and increases the number of hours the clinic is open to serve the community which enhances its value to the community, besides the personal friendship and mutual edification professionally.  They can also enable one another to attend conferences and take vacations without closing or disrupting the practice with a locums physician.  But partnerships are a little like marriage.  When they are good, everyone benefits.  But when they are not, many suffer.  There don’t seem to be many lasting medical partnerships.

What if there are government subsidized or free clinics in the area I plan to open my practice?

Don’t let the presence of free clinics or government or privately subsidized clinics deter you from starting a practice.  They exist practically everywhere.  On the other hand, you might want to think twice before opening a practice in an area where there is a successful Project Access, a Robert Woods Johnson Foundation sponsored program for the uninsured.  There is supposedly a model program in Buncombe County North Carolina about 50 miles from my clinic.  All Buncombe County residents without health insurance are assigned to a private doctor and receive free care from these physicians.  From the information they post on their website, it appears they are very successful.  How is does in reality is another question.

Free clinics publicly or privately subsidized will reduce the growth rate of your practice.  However, our clinic has had to compete against a number of such clinics from the very beginning.  The health department is several miles away.  Three government subsidized rural health clinics are each within about 15 miles of our clinic.  And the Johnson City Free Clinic is about a half hour away.  Yet in less than five years we have accumulated nearly 6500 patient charts, with approximately 4000 of those being uninsured.  I have learned that the uninsured are usually neither destitute nor derelict.  Most of the uninsured who come to my practice are tradesmen or women, small business owners or their employees, farmers, Hispanics, and employees of temp agencies that don’t offer benefits.  Many don’t qualify for the sliding scale and pay more at the government subsidized clinics than they do at my clinic.  They don’t have time to wait at a government subsidized clinic, nor fill out all the forms to qualify for some sliding scale discount.  They also perceive that the care received at my clinic is superior than the care they receive there and is certainly more personal and compassionate.  For example, most of the healthcare providers at these subsidized clinics are physician extenders.  In addition, there is substantial turnover at these clinics.  My observation is that typically there is a new provider at these clinics about every one to two years (sometimes several within the same year).  It is hard to have much confidence in a medical practice where you see a new face every time you go.  Our health department provides annual paps and pelvics free for many of my uninsured patients.  The nurse practitioner is very good with primary women’s medical care, and I refer my patients to her.  She, in turn, occasionally uses my practice for her own care and refers patients with medical problems with which she does not feel comfortable, or the health department is not set up to handle such as lacerations.

Some things you will need to give thought to.  How many patients do you want to see per hour day after day?  If you have a partner, or if you can find someone to fill in on a regular, part time basis, you probably will be able to maintain a rate of 5 patients an hour or one every 12 minutes. I realize that most emergency physicians see 2 to 2.5 patients per hour in the ER, but for the most part these are high acuity patients.  Practices like mine resemble urgent cares or the “fast-track” part of an ER, so rates this high should be manageable.  

Besides, most of us ER docs have a high gear we can kick in to when the need arises.  I have found that with one medical assistant, we max out around 30 patients in the five hours our walk-in clinic is open.  While this can be financially rewarding, consistently high patient volumes exact a heavy cost on me physically and emotionally.  I am drained after seeing 6 patients an hour and facing a backlog of charts, and personally I like getting to know my patients and not running them through like cattle.  That is one reason commercially insured patients come to see me.  The perceived marginal benefit of being seen efficiently yet dealt with personally is the reason they are willing to expend the marginal cost over their co-pay to see me.  Given factors such as income, professional and personal satisfaction, and costs I have come to realize that between 3.5 and 4 patients per hour is the ideal number given the medical problems I take care of.  

As with ER’s, walk in clinics can sometimes be feast or famine.  Even now with a relatively busy practice, there are times when I am seeing only about a patient an hour.  Other times we might be swamped with 20 patients in 3 hours.  You might think that you will be able to solve this by taking appointments.  The problem is that many scheduled patients don’t show, many show up late, and some show up as much as an hour early.  In addition, you will have to hire another person to manage all that scheduling.  You can try a combination of scheduled and walk in but then you have to explain to the walk-in patient who has been waiting to see you why the patient who just arrived gets priority.  Conflict in the waiting room is not good for business or for morale.  If you advertise that you are a walk-in clinic, people expect to be seen on a first come first serve basis.  

That is one reason I reserve the afternoon for strictly scheduled appointments.  If a walk-in patient in the afternoon wants to wait in case of a no show or to be the last patient of the day, that is their business.  At least they know the ground rules from the beginning and aren’t likely to become unglued if others are seen ahead of them.

I find that this combination of walk-in in the morning and scheduled appointments on some afternoons works best for me.  There is a higher concentration of walk-ins in the morning because most of the time their medical problem began sometime between the time that you closed the day before and the time you open your doors.  So, sometimes you have several waiting by the time you open, and if not you have many show up early in the morning. Another problem with having walk-in in the afternoon is that I am tired by then and don’t want to feel rushed.  However, as my practice has grown to nearly 6500 patient charts, there are at times a constant bolus, so that I have seen 30 patients by 1PM.

Another reason that I do not want to see more than 4 patients per hour on average is that it is difficult to do so without one other employee.  If you can find an employee who will stay on call for free and come in on a moment’s notice when you are getting slammed and won’t charge you an arm and a leg, let me know.  The only one with this type of loyalty and flexibility in my life is my spouse. You might have another family member who will do it.  However, it is still the doctor who is the bottle neck, because it takes more time to see patients than to conduct the other business of the practice, much of which can be done during lulls in patient volume or after clinic hours.  

There are many good reasons I have found to have only one full time employee besides the financial issues of hiring a second employee.  First, at four patients an hour, my goal for patient volume, I don’t need another employee.  My office assistant can easily handle the clerical tasks (see list of tasks for office assistant), and I can easily handle the nursing tasks of drawing blood and giving shots.  Sometimes the office assistant will assist me with some of the medical tasks that I usually do such as drawing up medicines or explaining the discharge instructions to patients.  Some times I will take patients back and obtain their vitals.

Another reason is that another employee can invite chatter with the other and at times can seem insensitive to the patients waiting to be seen.  Personally, I find chatter among employees to be annoying, especially when there is work to be done.  

When we are really slammed, I will call my wife in to help.  She can take vitals, give shots, provide instructions, and assist the office assistant with answering the phone and taking payment.  But her help has thus far only seldom has been needed.  

There have been times recently and during the last flu season that the patient volume has simply been more than all three of us could handle.  At that point, we stop answering phone calls and see only established patients.  Most phone calls from unestablished patients are asking general questions about the practice – the hours, the cost, etc.  Most of the time my office assistant can field these in stride while attending to other patients by putting the calls on hold until she is no longer attending the patient.  However, these calls take time and are not a productive use of her time, especially now that the practice is busy.  Many of the inquirers never show up at the clinic, and we are not dying for new patients now anyway.  Usually our afternoon appointment schedule is already booked, and we have found that a large percentage of unestablished patients who schedule appointments don’t keep them.  Bottom line: the patients in the clinic get priority over those on the phone.  Or another way to look at it: a patient in the clinic is worth more than a dozen on the phone, because only the clinic patients value our services enough to be there.    

As soon as we have a break, we check the messages to see if we need to attend to any of our established patients’ problems.  We sometimes charge patients for work done on their behalf over the phone.  If I provide a visit over the phone, I will charge their credit card.  Many try to get free medical care over the phone, which over the long term is not desirable.  I have offended many patients for not fielding most of their calls.  This would have to be the individual doctor’s policy decision, but I have found that patients those who don’t like this policy should probably seek care elsewhere.  They consume my and my office assistant’s time without fair remuneration, and over time arouse resentment in us both, which puts us both in a bad mood, which can’t be good for long term health.  So it is best to weed those types of patients out of your practice over time.  I have found that by doing so, the patients I have are a joy to care for.  On the other hand, some physicians have decided to deal with this by requiring a monthly or yearly access fee.

I have found that the type of patient I want in my practice is one who is reasonable and of good will – willing to compensate us fairly for services rendered.  It is much easier to do this now that my practice is busy – patients know that they cannot remain in this practice if they don’t treat us fairly, because I have plenty of patients who can replace them.  I suspect that it is becoming known that I regularly discharge patients who do not treat me or my staff fairly.  Besides, I would rather have few patients of good will and live modestly than many who aren’t and live in luxury.  

