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“Is Your Practice Large Enough? Defining and Sustaining Practice Growth Goals.”

( J. Pinto & Associates, Inc.  All Rights Reserved.
The concept of homeostatic “set-points” is well-understood in biology and medicine. A healthy six-foot male patient of average build will settle in at about 180 pounds. A healthy ecological niche will reach a carrying capacity of just so many frogs or robins, and no more. Healthy cells will grow and divide to make a tissue; healthy cells don’t grow rampantly to form a cancer. 

But what about a healthy practice? What should be the set-point of a growing solo or group ophthalmology practice? Should your practice even have a defined set-point, a growth boundary, at which it stops and reverts to homeostatic operation without growing further? Can a practice grow to unbridled, “cancerous” levels? 

After two decades of examining hundreds of practices and their revenue growth curves, I’m struck by the fact that most practices don’t grow steadily. They more often reach periodic plateaus, rest at that level for longer or shorter periods of time, and then taking off again to higher levels. Examining the historic financials of these practices as a consultant is a little like a forester looking at the cross-section of a large tree. Adjacent rings on a tree stump show periods of fast and slow growth, periods of quiescence, and even stunting. Some practitioners stay put once they reach a plateau, although few seem to do so any more consciously than a tree. Most eye surgeons want to keep pushing through successive cycles, growing to reach new and higher benchmarks. And of course, some practices remain stunted despite their owners’ best efforts. 

Factors Influencing Your 

Practice’s “Set-Point”

The largest single influence on a practice’s development trajectory is doctor ambition and a willingness to risk both capital and colleague jealousy. A gung-ho physician in a tough, doctor-saturated market is generally far more successful than an average doctor operating in a market that is under-served and ripe for conquest. The same competitive instincts that drive some surgeons to the top of their class, often lead them to be winners in a raw commercial sense, as well. A manager’s ambition can be more important than the doctor-owner’s, although there are a few managers I meet each year who in their commendable zeal for the practice get a little too far out ahead of their doctors. 

Innate market factors rank just after doctor ambition, as a growth barrier or enhancer.  

The size of the practice’s market and the number of competing providers critically influence how large a practice can get. A large urban hub has more potential patients. Unfortunately, large markets are often the most crowded with excess ophthalmologists and optometrists.

Large markets are also ground-zero for managed care competition, which more often than not reduces reimbursement and distributes patients to those doctors who are most willing to capitate—and capitulate—on fees. The result can be a market with a top tier of a few large practices operating at extremely low profit margins. It’s critical in such practices that subsequent development work be focused on gaining new, higher-margin patient sources. 

Below this top tier of urban players lies a middle group of practices, that are often modest in terms of doctor numbers, but surgically prolific, and highly profitable. However, these middle-players are sandwiched into an enterprise scale that resists expansion, except perhaps in the dimension of rural satellite development, or merger-consolidation with referral sources, to feed a surgically oriented practice. And for all their year-on-year financial success, once the lead surgeon wants out, succession planning can be difficult, especially with the withdrawal of most corporate practice buyers from the market. 

Larger urban centers also typically have a disproportionately large ratio of lower-volume practices, with one or two doctors, seeing just 10-30 patients per day each and performing relatively few major surgical cases—under 100 per year. For such practices, breaking into the next tier can be extremely difficult, as they lack both the economic heft to pay for consumer advertising, and the service capacity to win large payer contracts. I’ve found that an optometric co-management program is generally the most successful path to rapid growth for any of these lower-tier practices that want to move to the next volume level. 

Practices are Driven By 

Rewards for Success or 

Punishment for Failure

In a practice eager for sustained growth, there are usually one or more defining incentives. These usually take the form of personal financial rewards for the surgeons, although there are prominent exceptions. I have more than one client for whom profit growth is mainly an opportunity to fund their charitable work. For most, old-fashioned competition is a common motivation: “Dr. Winters has just eclipsed my case volume—I’m no longer the #1 Lasik surgeon in town.” However, if this is your motivation for being competitive today, have a backup plan for what’s going to motivate you once you edge into first place. 

Solo practices can often run circles around larger group practices on a per-doctor compensation basis, because soloists know that all the rewards and all the punishments will flow to them directly. Nothing motivates like a perceived “monster” in your closet, and there have certainly been enough of these to evoke your sustained efforts to keep growing, if only to stay even in profit terms:  managed care, fee erosion, competition, technologic obsolescence, optometric encroachment and the now newly rising wage demands. Group practices can be paradoxically unwilling to leap into opportunities, even those with small individual risk. This is especially true if there is no imminent threat to the status quo of earnings, and if there is not at least one doctor in the practice willing to step forward and lead. Many voices pulling the practice back and forth will often result in the practice staying squarely where it is. 

Poor Operations as a 

Rationale for Retarding 

Development

Development in all its forms—adding new services, new facilities, new staffing or new patient volumes—is often perceived to be the foe of smooth operations. So doctors who don’t think their practice is prepared for growth will keep holding up progress. This is extremely frustrating for their lay managers. It’s clearly true that growth in any form will be accompanied by operational snags. And the faster a practice builds, the more snags will arise. Try to not use these snags as the pretext to halt development while you catch up with the volume of the practice. The bottom line is that no company, and certainly no practice, can just be an operating organization. And, although it goes against the grain of every eye surgeon I know, practice operations can never be made perfect. Development should proceed in lock-step with constant operational polishing. 

Is No-Growth an Option? 

This article would not be complete without an acknowledgement that not every surgeon needs to be in a growing practice to be happy. Although it’s rare today, many of us can still remember when a significant percentage of specialists would actually close their practice to new patients. Some surgeons in today’s over-amped, multi-tasking world, are considering the modern equivalent of downsizing,  to limit the practice to their core interests, whether that is refractive surgery, cataract surgery or teaching. I visit with an increasing number of doctors in the field who would still like to maintain a diverse practice, but simply downsize their complex organization to a more manageable, perhaps more sustainable, scale. 

By thinking about your current and desired practice in terms of natural plateaus and set-points, you’re more likely to arrive consciously at the kind of professional life you want, rather than drifting to a scale above or below your desires. 
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