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Alignment Strategies and Financial Considerations, Part 1 
By Max Reiboldt, CPA, President/CEO 

Introduction  
 
Hospitals and medical practices 
share a high level of concern 
over alignment strategies and 
the many options that are 
available for consideration. The 
objective of alignment be-
tween hospitals and physicians 
ƛǎ ǘƻ Ǝŀƛƴ άǎǘǊŜƴƎǘƘ ƛƴ ƴǳƳπ
ōŜǊǎέ ŦƻǊ ŦŀŎƛƴƎ ŎƘŀƭƭŜƴƎŜǎ ŀƴŘ 
issues of the healthcare mar-
ketplace. In a three-part series 
of articles, Part 1 considers the 
reasons and challenges in align-
ing hospitals and physician en-
tities. Part 2 explains common 
alignment models, and Part 3 
will explain the highly inte-
grated models that are in prac-
tice by organizations. 
 

The Issues 
 
Hospitals, physicians, non-
physician providers, and ad-
ministrators must learn to 
work as partners during the 
reshaping of the healthcare 
marketplace. Although the col-
laborative initiatives tried in 
prior years were not always 
successful, new ways of work-
ing together, when well cho-
sen, are proving to be benefi-
cial to all parties.  
 
The pressures of lower reim-
bursements, especially for di-
agnostic services and the tech-
nical and/or global fees gener-
ated from those services, cou-
pled with insignificant in-
creases in reimbursement for 

professional fees, compels 
many specialty practices to 
reconsider their independence 
and autonomy from hospitals. 
Many specialists now seek to 
align with hospitals as a means 
of securing a viable income. 
 
Likewise, as hospitals experi-
ence increased costs and re-
duced reimbursements, they 
now regard affiliation with phy-
sicians a high priority. Hospitals 
need to assure that physician 
groupsτǇŀǊǘƛŎǳƭŀǊƭȅ άƘƛƎƘ-
ŘƻƭƭŀǊέ ǎǇŜŎƛŀƭǘƛŜǎ ƭƛƪŜ ŎŀǊŘƛƻƭπ
ogy, orthopedics, and neuro-
surgeryτremain viable in the 
community. 
 

(Continued on page 3) 
 

Dust off that Compliance Plan Because FERA is Here 
By Crystal Reeves, CMPE, CPC, CPC-H 

Do you have a compliance 
plan? If so, do you know where 
it is? Have you reviewed it re-
ŎŜƴǘƭȅΚ LŦ ȅƻǳ ŀƴǎǿŜǊŜŘ άbƻέ 
to any of these questions, you 
Ƴŀȅ ǿŀƴǘ ǘƻ ƳŀƪŜ ά¦ǇŘŀǘƛƴƎ 
hǳǊ /ƻƳǇƭƛŀƴŎŜ tƭŀƴέ ŀ ƘƛƎƘ 
priority on your to-do list.  

The Fraud Enforcement and 

Recovery Act of 2009 (FERA) 
places medical practices at 
more risk for fraud allegations 
than ever before. FERA, which 
amended the Federal False 
Claims Act effective May 20, 
2009, impacts hospitals, physi-
cians, and other healthcare 
entities in several ways. Specifi-
cally, it changed who has the 

liability  for false claims submis-
sion, amended the knowledge 
standard, and made business 
arrangements and quality re-
porting subject to the Act. 
What does this mean to you?  

 
(Continued on page 4) 



Dilbert, the comic strip, amuses me. I find 
it both whimsical and practicalτand true! 
Maybe you like Dilbert, tooτmaybe you 

ŘƻƴΩǘΦ 5ƛƭōŜǊǘΩǎ 
view of the 
modern-day 
workplace, par-
ticularly at the 
middle manage-
ment level, of-
ten touches on 
an all-too-often 

reality. With criticism and parody, the 
creator delivers a not-too-flattering view 
of the way management regards workers 
and vice versa. The Dilbert comic strip gets 
mixed reviews, though with 21 years of 
tenure in a variety of media forums, it is 
hard to doubt its popularity or relevance. 
 
Dilbert, the main personality, is an engi-
ƴŜŜǊΦ IŜΩǎ ŀ ǇŜŎǳƭƛŀǊ ƎǳȅΣ ǿƛǘƘ ŀ ƎŜƴŜǊŀƭ 
lack of social skills, and an affinity for tools 
and technological gizmos. Dogbert, Dil-
ōŜǊǘΩǎ ǇŜǘΣ ƛǎ ǎƻƳŜƻƴŜ ƘŜ Ŏŀƴ ǘŀƭƪ ǘƻΦ 
!ǎƻƪΣ ŀƴ ƛƴǘŜǊƴΣ ²ŀƭƭȅ ŀƴŘ !ƭƛŎŜΣ 5ƛƭōŜǊǘΩǎ 
coworkers, The Pointy Haired Boss (Boss), 
and Catbert, The Evil Director of Human 
Resources, form the day-to-day cast of 
characters. Minor players float in and out 
of the frames when needed to portray a 
specific role. Occasional visitors to the 
scene bring in differing perspectives and 
new challenges. Because the primary char-

acters, along with other imaginary figures, 
work in cubicles, Dilbert strips poke fun at 
the standard cubicle desk and the fabri-
cated environment it creates. 
 
From a practical view, what can we learn 
from Dilbert and his coworkers and the 
way they interact? No doubt, the Dilbert 
comics exaggerate the weaknessesτ
mostly in communication skills--of both 
the management and the workers, yet 
some of the criticisms are legitimateτ
very legitimate! How might the comic strip 
reflect our workplace in the healthcare 
industry? More importantly, what can we 
do about our weaknesses once we see and 
own them?  
 
Following are some of the themes that the 
Dilbert comic strip has explored: 
 

Scheduling and budgeting with-
out reference to reality 
Failure to reward success or pe-
nalize laziness 
Penalizing employees for failures 
caused by bad management 
Micromanagement 
CŀƛƭǳǊŜ ǘƻ ƛƳǇǊƻǾŜ ƻǘƘŜǊǎΩ Ƴƻπ
rale, lowering it instead 
Failure to communicate objec-
tives 
Handling of projects doomed to 
failure or cancellation 

Sadistic HR policies with flimsy 
(or purely evil) rationale 

 
It is easy for workers to look at the faults 
of aggressive managers while grumbling 
and murmuring among themselves. Like 
Dilbert and his coworkers, many show 
little interest in seeking improvement 
through open channels of communication. 
Instead, they passively resist. Yes, manag-
ers should make concerted efforts to man-
age realistically, reward favorably, penal-
ize fairly, and communicate effectively. 
Likewise, employees should respond as-
sertively to unreasonable expectations, 
while working diligently to improve their 
own work habits. 
 
Who are the list of characters in your or-
ganization? Think about how you commu-
nicate and interact. Individually and col-
lectively, how can you work more produc-
tively to achieve more in this highly com-
petitive environment?  
 
            
 
Dilbert is a syndicated American comic 
strip launched in 1989 written and drawn 
by Scott Adams. Dilbert appears in 2,000 
newspapers in 70 countries, making it one 
of the most successful syndicated comic 
strips in history. Accessed February 16, 
2010, at http://www.dilbert.com/about/.  
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Dilbert in Your OfficeɂA True Story 
By Kay Stanley, FACMPE 

Coffee with Coker  

Date: Tuesday, March 16, 2010 

Time: 11:30 a.m.τ12:30 p.m. ET 

Speaker:  Max Reiboldt, CPA,  
                  President/CEO 

Reserve your seat at: 
http://cokergroup.com/

Physician Alignment Strategies for Critical Access Hospitals 

Critical Access Hospital (CAH) programs seek to improve rural healthcare access and reduce 
hospital closures, yet these providers are still under economic pressure to develop innova-
tive strategies to thrive within their communities. Even with reimbursement advantages and 
CAH status  benefits that allow them to maximize their position, they continue to face chal-
lenges stimulated by recent legislation activity and federal reform.  Physicians and hospitals, 
even small hospitals catering to smaller populations, must work together to achieve collabo-
ration and seek alignment opportunities among themselves.  This session explores how Criti-
cal Access Hospitals can implement strategies geared toward long-term planning as they 
head into a new world of healthcare. 

Join us for  

Coffee with Coker, Coffee with Coker,   
a free monthly webinar  

designed to educate  
and empower. 

Participants of this session will 
Know the criteria for a CAH designation 
Understand the differences in CAHs 
Recognize the benefits of CAH status 
Explore challenges and recruitment/retention issues in the rural environment 
Sort through the various employment models based on specialties 
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Economic drivers are the most significant 
issue confronting medical practices and 
hospitals and are steering the entire align-
ment initiative. The alignment strategy of 
both the medical group and the hospital 
must be consistent with the economic 
directives of the proposed transaction. 
Simply, the arrangement must make sense 
financially for all. 
 
Another driver in alignment strategies is 
the physician-provider shortageτa widely 
spreading problem. Demand is exceeding 
supply. Fewer physicians are completing 
training and entering practice than the 
number of physicians that are retiring and 
reducing clinical responsibilities. Mean-
while, the voluminous baby boomer gen-
eration is aging and requiring greater pa-
tient care. 
 
In the past, hospitals took for granted phy-
sician services such as emergency depart-
ment unassigned call responsibilities. 
Now, due to lower or non-reimbursement 
for ED patients, physicians want and need 
compensation from the hospital for these 
services.  
 
Another alignment driver is the desire of 
many physicians for less demanding work 
schedules. Although physicians of all gen-
erations are very dedicated to their pro-
fession, many experience strong competi-
tion for their time and energies. Increas-
ingly, younger generation physicians are 
less willing to work the number of hours 
that physicians from previous generations 
worked, which takes a toll on physician 
availability. 
 
Quality measures such as pay for quality 
performance (P4QP) are also a part of the 
alignment consideration. 
 
Alignment of information systems and 
information technology are also a signifi-
cant driver of hospitals and physicians and 
physicians and other physicians partner-
ing. With alignment, costs are lower 
through economies of scale, which is driv-
ing physicians and hospitals to work to-
gether in collaborative models. 
 
 

Reasons for Alignment ς Hospital Per-
spective 
Hospitals are interested in alignment as a 
response to competition. With growing 
provider shortages, every hospital needs 
to strengthen its physician and other pro-
vider resources. Building employed physi-
cian groups/networks is one way to do 
this.  
 
Hospitals also pursue alignment to im-
prove reimbursement. Usually having 
greater negotiating clout with the payers, 
hospitals can garner as much as 30-40% 
higher reimbursement from Medicare and 
some private payers for providing the 
same services that physicians provide in 
technical and ancillary services. This is a 
compelling reason for the physician to join 
that hospital system and realize that level 
of revenue. 
 
A hospital growth strategy must encom-
pass a strong physician base. Making sure 
that its physicians are fully dedicated to 
the hospital is a definite way to address 
that strategy. 
 
Centralizing purchasing of supplies, tech-
nology, and other items is another way to 
justify the alignment from the hospital 
perspective. The entire concept of cost 
containment is relevant in this regard. 
 
Provider recruitment and retention is a 
major goal of any hospital, as each hospi-
tal is only as good and as successful as the 
strength of its medical staff. Many physi-
cians entering practice would prefer hav-
ing the stability of employment and are 
satisfied with deferring the responsibility 
of ownership to a hospital as opposed to a 
private group. Moreover, physicians today 
do not find the prospect of becoming a 
partner in a private group particularly ap-
pealing. 
 
Hospitals are very interested in providing 
ancillary services. The hospital benefits if 
it can capture a greater volume of those 
services by acquiring a medical practice 
that previously posed as a competitor. 
 
 
 

Overall, the concept of sharing data 
through information systems is more ef-
fective with a strong physician alignment 
strategy by each hospital. 

 
Reasons for Alignment ς Physician Per-
spective 
A primary concern of physicians is the high 
cost of professional liability insurance, and 
perhaps more burdensome is the threat of 
potential lawsuits, even those that may be 
frivolous. An alignment with a hospital can 
mitigate these concerns by enabling the 
physician the advantage of self-insured 
hospital rates. The high cost of carrying 
malpractice insurance often makes it unaf-
fordable for some physicians in private 
practice. 
 
Money is typically not the first priority on 
ǘƘŜ ǇƘȅǎƛŎƛŀƴǎΩ ƭƛǎǘΣ ŀƭǘƘƻǳƎƘ ŀǎ ǿƛǘƘ Ƴƻǎǘ 
people with a highly specialized career 
requiring extensive training, making a 
good income is very important. The ex-
penses of maintaining a medical practice, 
with significantly lowering reimbursement 
and the difficulty in containing costs, 
stimulate physicians toward alignment to 
help offset their loss of income. 
 
Many practices are run very well, but oth-
ers suffer from weak infrastructure and 
administration. As a result, the growing 
trend for some physicians is to seek em-
ployment and other alignment arrange-
ments as another alternative to running 
the practice on a day-to-day basis. For the 
hospital to provide the management of 
the practice so the physician can simply 
practice medicine without the worries of 
administrative management seems to 
appeal to growing numbers of practitio-
ners. 
 
Quality of lifestyle is another important 
issue to physicians and driver toward 
alignment, especially those nearing the 
end of their careers or those that are just 
starting out. Being able to offload the 
business management responsibilities and 
having a way to transition to retirement, 
with as little stress as possible, appeals to 
many physicians. 
 

(Continued on page 6) 
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Dust off that Compliance Plan Because FERA is Here 
(Continued from Page 1) 

1. The False Claims Act (the Act) applies 
to anyone who receives money from 
the federal government or who pays 
money to the federal government. 
The Act has now been extended to 
apply to any claim, whether it is a 
direct submission or (now) indirect 
submission. That means that a vendor 
who submits an incorrect bill to a hos-
pital, who in turn bills the govern-
ment, can be subject to False Claims 
charges. That also means physicians 
who submit claims through independ-
ent physician associations (IPAs) are 
now subject to the Act, if the claim 
has an error.  

2. Before FERA, the Act explained that 
άŘŜƭƛōŜǊŀǘŜ ƛƎƴƻǊŀƴŎŜ ƻŦ ǘƘŜ ƭŀǿέ ǿŀǎ 
not a defense in a False Claims case. 
However, that standard has been en-
hanced. Deliberate ignorance has 
expanded to include errors of omis-
ǎƛƻƴ ǎǳŎƘ ŀǎ άƴŜǾŜǊ ŜǾŀƭǳŀǘƛƴƎ ǘƘŜ 
ŀŎŎǳǊŀŎȅ ƻŦ ŎƭŀƛƳǎ ǇŀƛŘΦέ Lƴ ǾƛŜǿ ƻŦ 
that change, now what we do not 
know really will  hurt us. The law does 
not address how often or in what 
manner we need to review claims to 
ensure accuracy, but not having any 
policy in place could work against 
organizations. Some advisors believe 
ǘƘŀǘ άƴƻǘ ƘŀǾƛƴƎ ŀ ŎƻƳǇƭƛŀƴŎŜ Ǉƭŀƴέ 
could be an indication of lack of effort 
to evaluate accuracy of claims paid.  

3. The law also converts Stark violations, 
which have previously been subject to 
civil money penalties, into False 
Claims. It has also eliminated Stark 
self-disclosure opportunities. An im-

proper referral to a hospital, or physi-
cian groups that do not meet the ap-
proved definition of a group, im-
proper compensation formulas, 
shared facilities, and independent 
contractor arrangements that do not 
meet approved guidelines may all be 
subject to False Claims penalties. The 
penalties could apply for each claim 
submitted pursuant to an improper 
referral. 

4. The Act will also apply to quality. 
Quality fraud could apply to services 
not meeting medical necessity guide-
lines, reporting of PQRI measures, e-
ǇǊŜǎŎǊƛōƛƴƎΣ ŀƴŘ άƳŜŀƴƛƴƎŦǳƭ ǳǎŜέ ƻŦ 
EHR. It could also apply to ignoring 
quality when the service is lucrative.  

Many of the guidelines for compliance are 
confusing and often contradicting. Unfor-
tunately, those gray areas will not relieve 
providers of being fully compliant with 
billing and other regulatory guidelines. 
Providers can improve compliance in light 
of the new regulation in several ways: 

1. Review existing compensation plans 
and group agreements to assure 
there are no Stark violations and that 
the agreements have been signed by 
all parties.  

2. Develop written policies that outline 
how frequently you will review your 
claims payments, the method you will 
use for review, and the steps you will 
take if you discover payment errors. 

3. Identify who in your organization is 
authorized to discuss claims with your 
payers. Ideally, this number would be 

limited to give you more control over 
what information is being given. 

4. If you participate in quality reporting 
or e-prescribing, establish guidelines 
and safeguards for accurate report-
ing. Check for adherence on a regular 
basis. 

5. Review how you bill for ancillary ser-
vices and services by mid-level provid-
ers. Obtain clarification if you are not 
ŎƻƳŦƻǊǘŀōƭŜ ǿƛǘƘ ǘƘŜ άǎƘŀǊŜŘ Ǿƛǎƛǘ 
ǊǳƭŜέ ƻǊ άƛƴŎƛŘŜƴǘ-ǘƻ ƎǳƛŘŜƭƛƴŜǎΦέ 

6. Ensure leases, rentals, and other busi-
ness arrangements are at Fair Market 
Value. 

7. Review documentation of the patient 
record to ensure it meets documenta-
tion standards. If an outside entity is 
engaged to perform this service, use 
your attorney so that you have attor-
ney-client privilege.  

8. Update your compliance plan to ad-
dress these new requirements. 

9. If you do not have a compliance plan, 
develop a meaningful compliance 
program at once.  

 
For assistance with developing a compli-
ance plan for your organization, contact 
Crystal Reeves at 
creeves@cokergroup.com. 
 
 
The information in this article is from a 
teleconference presented by Alice G. Gos-
ŦƛŜƭŘΣ άvǳŜ C9w!Σ C9w!Υ ¢ƘŜ bŜŜŘ ŦƻǊ ¦Ǉπ
ƎǊŀŘŜŘ /ƻƳǇƭƛŀƴŎŜ tǊƻƎǊŀƳǎΣέ ǇǊŜǎŜƴǘŜŘ 
February 9, 2010. For more information, 
go to http://www.gosfield.com/
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#ÏËÅÒȭÓ ,ÁÔÅÓÔ "ÏÏË 0ÕÂÌÉÓÈÅÓ -ÁÒÃÈ ΨΦΧΦɂRVUs at Work: Relative Value Units in the Medical Practice 

Look for the latest book by Coker 
Group, RVUs at Work: Relative 
Value Units in the Medical Prac-
tice this March, published by 
Greenbranch Publishing. Written 
by Max Reiboldt and Justin 
Chamblee, this book provides 
tremendous insight for utilizing 
RVUs to improve practice per-
formance. The Relative Value 
Unit (RVU) system can be a pow-
erful tool to help you manage 

your practice. When analyzing 
the many services you provide, 
the RVU system can help you 
compare one service to another 
in an objective, meaningful man-
ner. In today's healthcare arena, 
the focus on RVUs continues to 
expand. Although RVUs were 
created as a payment method 
for Medicare, they have evolved 
into a valuable means for track-
ing provider productivity, meas-

uring and defining costs, nego-
tiation managed care contracts, 
compensating physicians, and 
benchmarking key indicators. In 
this session you will discover 
practical applications of RVUs 
and vital information about work 
RVUs. You will be able to track 
provider productivity using 
RVUs, analyze cost using RVUs, 
and define now RVUs are used in 
managed care contracts. 

mailto:creeves@cokergroup.com
http://www.gosfield.com/teleconference/

