Robert A. Forester, MD

The Robln Hood Practice

This self-sustaining practice provides concierge care and
indigent care in equal amounts. Here's how it works.

even years ago, | was a contented doctor in

what | considered to be an above-average

practice. Our group of seven family physi-

cians earned incomes well above the
national average. | had a panel of 2,600 patients and was
taking six to eight weeks of vacation per year.

But our pro tability came with a cost. We were passing
patients through the of ce faster and faster, with more and
more things falling through the cracks. Worst of all, many
of my patients who lost their health insurance were no lon-
ger able to pay for the care they needed. | came to realize
that | wanted something more for my patients and myself.

In a moment of inspiration, | decided to create a cash-
only, low-overhead, technology-enabled, retainer-model
practice in which I could care for patients who could
afford to pay out-of-pocket for enhanced service as well
as uninsured patients who could pay little or nothing
at all. The practice s feasibility depended on a simple
concept. | would recruit a small panel of patients willing
to pay an up-front annual fee in exchange for extended
patient visits (30 to 60 minutes), exceptional service,
same-day access for all needs, direct access to me via elec-
tronic messaging or cell phone, and 24-hour on-call cov-
erage. From these patients enrollment fees, | could earn
enough to spend half of my time providing primary care
at no cost to uninsured patients who were ineligible for
government health programs. It would be the ultimate
self-sustaining nonpro t clinic. With this setup, | would
regain my status as a physician whose paycheck was
signed by his patients and not by third-party payers.

Formulating a plan

The more | thought about the idea, the better it sounded.
I was fairly sure it would work, but | was nervous about
making the leap. Then, in early 2002, my motivation
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increased after reading a series of articles in FPM by Gor-
don Moore, MD, on going solo in a small, low-overhead
practice. | shared my idea with another family doctor
from across town. He suggested we open the practice
together. | realized that a two-physician practice would
remove many of the concerns | had about cross-coverage
for vacation and sick days. We could also share the over-
head of hiring one medical assistant.

It was time to crunch the numbers. | knew from 14
years in a mostly capitated practice that my patients
visited me an average of 3.6 times per year for 15-min-
ute appointments. To provide the quality of care that
we believed patients would expect in exchange for the
retainer fee, we determined that we would need to be
able to provide each one (we call these patients benefac-
tors ) with approximately ve 30-minute visits per year.
We gured we needed about $600,000 in revenue per
year to run the practice and pay ourselves and our medi-
cal assistant. At ve visits per benefactor per year, we
could see a total of 600 benefactors per year. To take in
$600,000, we would need to charge an average of $1,000
per benefactor per year. For a breakdown of all of these
calculations, see  How we did the math, on page 15.

My colleague and | began meeting weekly to outline
the details of our plan. We formed a mission statement
with concise goals. As practicing Catholics, we wanted
the practice to have a distinctly Catholic avor. We
discussed the idea with our bishop s representative and
later received a letter of his spiritual (but not nancial)
support. We began to contact friends and acquaintances
with special skills who were willing to volunteer their
time to the project: an accountant, two attorneys, a
small-business consultant, an insurance broker, a priest
and a graphic designer. We formed a board of direc-
tors and committed to an ambitious start date just 12
months away.






