
 

So, What Now? 

As you recover from the Holidays and look to planning for 2017, there are more Health Care unknowns 

this year than last.  There was the Presidential election.  There are the perceptions by some of a clear 

mandate.  Things are set to change and change dramatically.  Or will they?  And how?  What are the 

implications for the business aspect of my practice? 

In early December, I along with some folks from your SE Delegation attended a health policy summit in 

DC.  It was a revealing, and somewhat troubling, weekend for me.  Some attendees saw the election as a 

mandate to totally repeal the PPACA (yes, I still like to remind folks that it originally started with “Patient 

Protection”) immediately and only then begin to debate its’ replacement.  The only problem with repeal 

preceding replacement is that then we start with no plan at all.  Good.  Right?  Well, not necessarily.  

While the slate is clean, one must then formulate the infamous “pay for” (P-F) for the replacement.  

Once PPACA is repealed, what happens to the 20 million or so whose insurance is via some mechanism 

under the act?  What about the states that expanded Medicaid?   

California seems to get the most press as lawmakers worry about a $20B line item once repeal is 

triggered.  Some at the meeting said that is their problem; others said that it would quickly become the 

Republican’s problem.  Others said replace but delay the replacement date for about six months or a 

year while the debate is occurring on the replacement.  The problem of funding the PPACA replacement 

remains.  State legislatures must still develop changes, which could be substantial, to the structure and 

funding for their Medicaid programs.  Insurers would need time to develop alternative products for the 

market, and individuals and companies would need time to evaluate, select, and implement options.  

This does not occur in six months or a year; just think how long it took to roll out PPACA and it arguably 

still did not have time to get to full stride.     

The point that I would like to emphasize is that there is no quick fix that can be rapidly implemented if 

repeal comes before replacement; see the Cassidy-Sessions bill.  Don’t be surprised if the eventual 

Obama Care Replacement solution is different than what most might imagine (replace and then repeal).  

Let’s lobby for the long term sustainable solution instead of one that destabilizes our political system at 

both the federal and state levels and leaves many millions with uncertainty yet corrects the fundamental 

flaws.  Our mantra in Texas is “Keep what’s working and fix what’s broken.” 

Regarding MACRA, there were those at the meeting that also interpreted the election as a MACRA 

mandate and that MACRA will cease to exist with a return to the status quo.  I can with virtual certainty 

predict that will not be the case.  The first major flaw in that assumption is the lack of a viable P-F.  

While it is theoretically possible to reinstitute the SGR, the P-F would likely be an immediate 20+% cut, 

and my guess is there are no votes in this group for that.  MACRA passed the Congress with a Republican 

House, Republican Senate, and signed by a Democratic President.  

While I do not think that it will go away, do I think MACRA will change?  I hope so, not so much due to 

statutory changes, but because a different core governmental philosophy will drive regulatory change, 

and that attitude shift means fewer and less oppressive regulation.  Just as the Supreme Court could not 

define pornography, but knew it when they saw it, we know quality when we see it, but it is sometimes 



hard to quantify it and meaningfully compare it.  So, while we may object to the current top-

down/heavy-handed approach, most of us would like to achieve the quality goals espoused by MACRA.   

Despite opposition to his nomination on social issues, Secretary Price will promote changes that produce 

a more meaningful patient interaction.  I cannot overemphasize the importance of someone in his 

position that has and does walk in our shoes.  While he will not be without limit or boundary, I believe 

many in the SE Delegation are very optimistic about Dr Price as the new Secretary of HHS.  

There are numerous Medical Models already in the market that produce superior patient outcomes 

without oppressive external certification or complex bureaucratic oversight or micromanagement.  If in 

Texas, we could achieve the same level of penetration/participation at the current clinical maturity as 

they have done in the Michigan Surgical Quality Collaborative (MSSQC), it would produce over $1B of 

savings – not by saying “No,” but rather by minimizing avoidable complications and duplications.  The 

surgeons have MSSQC has their own internal certification and no external oversight, and they produce 

excellent results!  The American Society of Anesthesiologists, American Academy of Orthopedic 

Surgeons, and others are working on the Perioperative Surgical Home model based on the foundations 

of coordinated, patient-centered, and comprehensive care that produce high quality, lower cost care by 

design rather than by fiat.    

These Plans are based on the same foundations that have proven so successful in primary care with the 

Patient Centered Medical Home (PCMH).  However, under the current MACRA or Quality Payment 

Programs (QPP), we must progress to an Advanced PCMH.  This is where the change in HHS leadership 

can make a big difference, as the PCMH’s established and unquestioned success was built on physician 

led efforts and not because of some government mandate.  Many small primary care practices do not 

have the administrative infrastructure or financial resources to become certified, which is a current 

prerequisite to qualify for an Alternative Payment Model (APM).  However, if the small practices follow 

the precepts that are time-proven, the outcomes are changed in a wonderful and impressive way; it is 

the process and not the certification that is the key.  Similar outliers are direct patient care and 

concierge models that are neither certified nor a qualified APM, yet still deliver high quality, greatly 

reduced avoidable expenditures, optimize outcomes, and high patient satisfaction.  Since patients have 

not read the “book,” optimal does not always mean great!  Physicians understand this; bureaucrats 

often do not. 

So, you are asking yourself, is this a business article or a political article?  Fair enough.  However, I would 

submit to you that your business decisions are a response to political decisions, and unfortunately, the 

reverse is not true.  While they may have new acronyms and new rules of engagement, PPACA and 

MACRA will not return to the status quo.   Does that mean that you should rush to fully comply with the 

current regulations if you have not yet begun the journey?  I don’t think you need to rush out and 

purchase a CEHR (C stands for Certified), but you should be familiarizing yourself with options, visit with 

colleagues to identify ones that are most user-friendly (relative term), existing rather than promised 

certification, have better update and pricing policies, and follow evolving legislation and regulatory 

trends1.  Some early adopters purchased an EHR but they are not CEHRs.  The regulatory environment 

will likely change, and perhaps substantially.  If there are legislative tweaks or if you have a limited 

number of Medicare patients/revenue, you may be exempted from MACRA and assigned a neutral 

score.  That’s good.  Right?  Perhaps not in the long term, but a neutral MACRA score in the short term is 



better than a cut, and if you closely follow the trends and prepare in 2017, the current scenario has a 

short reporting period that would allow you to still report the bare minimums. 

 

So, what is the bottom line for the business aspect of your practice?  You must be in the observation 

mode as discussed above, you must develop preliminary plans, and you must plan potential scenarios.  

You also must be engaged in the political process and be ready to submit timely comments when alerted 

by your various medical and specialty societies, and don’t forget to engage your patients.  

Be engaged in your local medical staff and strive to provide a leadership role; you will either develop 

your own dream or live someone else’s.  Participate in the various PACs that represent your political 

views and business interests.  Educate yourself on basic business principles and leadership skills.  Our 

next Certificate in Business Administration2 starts in March and meets on four weekends during the 

year, and the AMA has a leadership program with Kellogg3 that has two meetings.  A bit of knowledge 

not covered in medical school provided by these classes can make many of the coming changes much 

less scary and daunting. 

For those of you who are independent and want to remain that way, your best option may be the virtual 

networks that are forming.  There are many options and courses of action that are fact-specific as far as 

the outcome; however, “no” action should not be one of them. 

Remember, no action is an action! 

Comments please, 

Asa C. Lockhart, MD, MBA 

Principal, Golden Caduceus Consultants 

903-521-6728 
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1 https://ehrintelligence.com/features/what-is-macra-and-what-it-meants-to-providers-ehr-technology 

2 https://www.asahq.org/meetings/certificate-in-business-administration-2017 

3 Call AMA Connect at 800-621-8335 
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